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The  Holiday  Score 


During  the  past  ten-day  holiday  season  including 
Christmas,  1961,  and  New  Year’s  Day,  58  fatal  traf- 
fic collisions  in  Texas  killed  77  persons.  Eleven  crashes 
were  responsible  for  a total  of  30  deaths.  Eight  separate 
crashes  took  two  lives  each,  another  crash  took  four 
lives,  and  two  others — one  near  Hearne  and  the  other 
near  Victoria — each  took  five  lives. 

Many  Texas  doctors  worked  with  the  viaims  of 
these  accidents.  All  physicians  have  treated  accident 
victims  with  the  helpless  knowledge  that  prevention 
would  have  been  so  much  better.  Concern  over  human 
life  in  a state  of  health  is  a distinguishing  characteristic 
of  the  medical  profession.  If  a similar  death  toll  had 
been  caused  by  poliomyelitis,  diphtheria,  smallpox,  or 
any  other  disease,  we  would  be  up  in  arms,  preaching 
preventive  medicine  and  good  health  habits  and  re- 
questing action  by  the  Texas  Medical  Association 
House  of  Delegates  and  the  Texas  Legislature  to  stop 
this  needless  waste  of  life.  Why  don’t  we  react  similarly 
to  automobile  accidents? 

Seat  belts,  properly  installed  and  regularly  used, 
would  give  a high  measure  of  protection.  Studies  have 
shown  that  5,500  lives  could  have  been  saved  in  the 
United  States  in  1957  by  the  use  of  these  simple,  com- 
fortable, inexpensive  devices.  I wonder  how  many  of 
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the  77  holiday  deaths  in  Texas  would  have 
been  prevented  if  all  of  these  viaims  had  been 
secured  in  their  seats  by  seat  belts. 

This  is  an  area  of  preventive  medical  prac- 
tice which  physicians  need  to  heed  personally 
and  which  they  should  impress  upon  their  pa- 
tients by  word  and  by  example.  Here  are  some 
facts  in  capsule  form  which  are  worth  passing 
on: 

Every  year  1,200,000  people  are  injured  and 
nearly  40,000  are  killed  in  automobile  accidents 
in  the  United  States. 

General  use  of  seat  belts  would  reduce  major 
to  fatal  injuries  by  about  35  per  cent. 

Only  0.2  per  cent  of  automobile  accidents  are 
followed  by  fire,  and  only  0.3  per  cent  involve 
submersion.  Belts  can  be  released  in  one  motion 
in  less  than  a second. 

In  1958,  47  per  cent  of  all  deaths  occurred 
at  a speed  of  less  than  40  miles  per  hour.  Sixty- 
six  per  cent  of  all  deaths  occurred  within  25  miles 
of  home. 

The  chances  of  fatal  injury  are  five  times  as 
great  if  a person  is  ejected  from  a vehicle  in  a 
crash  than  if  he  stays  in  it. 

So  that  you  won’t  forget  the  most  important 
part  of  the  use  of  seat  belts,  a sticker  for  your 
dash  is  attached. 

Incidentally,  children  love  to  use  seat  belts! 
Doctor,  get  the  habit:  Fasten  your  seat  belt. 
Safety  Pays! 

— Sam  a.  Nixon,  M.D.,  Nixon,  Texas, 
Chairman,  Committee  on 
Public  Health. 

The  Ethical  Physician 

Since  the  events  of  human  behavior  were 
first  recorded,  all  peoples  have  had  a code  by 
which  their  actions  have  been  judged.  The  best 
known  is  the  Ten  Commandments.  Certainly, 
a physician  would  be  above  reproach  by  his 
colleagues  if  he  adhered  strictly  to  this  code.  A 
second  great  code,  the  Oath  of  Hippocrates,  has 
governed  the  actions  of  physicians  for  centuries. 
In  a third  code,  the  Principles  of  Ethics  of  the 
American  Medical  Association,  there  exists  a 
standard,  in  readily  understood  language,  by 


which  a physician  can  measure  his  actions  and 
conduct.  For  all  practical  purposes,  there  should 
be  no  necessity  for  interpretations  by  the 
A.M.A.  Judicial  Council.  However,  physicians, 
being  human  beings,  are  subjea  to  the  same 
faults  and  temptations  as  others.  As  a result, 
there  often  arises  a choice  of  actions  in  specific 
instances.  Whenever  an  individual  has  a choice, 
the  possibility  of  error  exists.  Thus,  interpreta- 
tions become  necessary. 

As  pressures  increase  to  change  the  Ameri- 
can physician’s  way  of  practicing  medicine,  it 
becomes  apparent  that  the  prestige  and  honor 
of  the  medical  profession  is  being  questioned 
by  the  laity.  Could  this  not  be  partially  attrib- 
uted to  the  fact  that  some  physicians  have  trans- 
ferred their  prime  interest  from  self-sacrificial 
service  to  man  to  a materialistic  way  of  life? 
For  example,  does  a doctor’s  day  off  from  the 
office  mean  more  to  him  than  service  at  a free 
clinic?  Under  the  guise  of  good  business  pro- 
cedures, the  interest  of  his  office  business  per- 
sonnel may  perhaps  be  greater  in  securing  cred- 
it information  and  collections  than  in  seeing 
that  the  patient  is  made  to  feel  an  eagerness 
on  the  part  of  the  doctor  and  his  staff  to  help 
cure  or  give  relief  quickly. 

Many  physicians  deplore  the  increase  in  costs 
of  federal  government,  oppose  legislation  to 
provide  federal  aid  to  education,  oppose  fed- 
eral intervention  in  the  private  practice  of  med- 
icine, and  decry  the  treatment  of  non-service 
connected  illnesses  by  the  Veterans  Administra- 
tion. Yet  they  may  own  farms  and  ranches 
through  which  they  receive  checks  from  some 
type  of  governmental  program.  Furthermore, 
some  may  refuse  to  give  treatment  because  of 
a patient’s  inability  to  pay,  or  may  at  least  make 
it  embarrassing  for  him  to  receive  free  care. 

Is  it  from  petty  jealousies  and  fear  of  finan- 
cial loss  to  themselves  that  physicians  become 
involved  in  disagreements  with  each  other 
which,  when  published  in  the  news,  lower  the 
esteem  in  which  they  are  held?  As  individuals, 
physicians’  actions  have  formed  the  basis  for 
accusations  by  spokesmen  for  organizations 
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such  as  the  American  College  of  Surgeons.  I 
refer  to  the  "ghost  surgery”  stories — the  cry 
against  the  physician  in  general  practice  en- 
gaging in  the  practice  of  surgery  and  obstetrics. 
Physicians  should  not,  of  course,  undertake 
more  than  they  are  capable  of  handling  in  a 
skilled  manner. 

By  living  an  exemplary  life  and  by  heeding 
their  patients  needs  without  thought  of  remun- 
eration, doctors  can  regain  some  of  the  honor 
the  profession  has  lost.  It  takes  many  physicians 
to  build  an  ideal  image.  It  takes  only  one  who 
does  not  work  according  to  the  philosophy  of 
the  Principles  of  Medical  Ethics  or  who  does 
not  live  according  to  the  Ten  Commandments 
and  the  Oath  of  Hippocrates  to  destroy  this 
image. 

The  ethical  physician  has  no  superior,  either 
as  a physician  or  as  a man.  He  who  lives  with- 
out deceit,  in  any  form,  will  be  revered  in  the 
eyes  of  his  colleagues,  friends,  and  patients. 

— ^Charles  E.  Oswalt,  Jr.,  M.D., 
Fort  Stockton,  Texas, 

Chairman,  Board  of  Councilors. 

The  Health  Forum 

Physicians’  discussions  of  health  topics  for 
the  lay  public  have  been  tried  through  the 
mediums  of  live  appearances  before  small,  con- 
trolled audiences,  newspaper  articles,  and  radio 
and  television  programs. 

In  September,  1961,  the  Harris  County 
Medical  Society  and  the  Houston  Chronicle 
teamed  up  to  present  this  type  of  service.  Panels 
of  physicians  discussed  various  health  questions 
in  a public  facility,  and  an  open  invitation  was 
issued  to  everyone  in  the  community  to  attend. 

Questions  to  be  answered  by  the  program 
participants  were  obtained  by  printing  forms 
in  the  Chronicle  a month  in  advance.  Readers 
were  asked  to  fill  them  out  and  mail  them  to 
the  local  newspaper,  but  only  a few  questions 
trickled  in.  Posters  and  postpaid  return  cards 
for  questions  were  prepared  and  placed  in  the 
offices  of  Houston  doaors  several  weeks  in 


advance  of  the  forums.  Front  page  articles  not- 
ing the  subjects  to  be  discussed — heart  disease, 
cancer,  mental  health,  overweight  and  diet, 
arthritis,  and  stomach  pains  and  indigestion — 
were  displayed  each  day  for  one  week  prior  to 
the  forums.  Spot  radio  announcements  were 
carried  on  the  Chronicle’s  radio  and  television 
stations  during  the  week  preceding  the  first 
public  appearance,  and  the  medical  society  re- 
leased news  in  advance  of  the  event  to  all  me- 
dia in  the  community. 

On  the  evening  of  Sept.  22,  350  persons 
assembled  in  the  Houston  Music  Hall.  Its 
seating  capacity  is  3,000.  A week  later,  nearly 
900  persons  attended  the  second  forum.  Hous- 
ton’s population  is  slightly  more  than  1,000,- 
000. 

The  paucity  of  attendance  was  the  source  of 
great  concern  and  wonderment.  However,  since 
the  speakers’  remarks  were  reported  in  the 
Chronicle,  it  was  hoped  that  the  meager  at- 
tendance was  partially  offset,  and  that  the 
forums  were  not  a complete  failure. 

Despite  the  poor  attendance  at  the  Houston 
programs,  the  Harris  County  Medical  Society 
recommends  the  public  health  forum  approach 
to  other  medical  societies  with  the  admonition 
that  many  factors  be  carefully  considered  be- 
fore the  first  event  is  planned.  A primary  ques- 
tion to  ask  is:  "Are  we  large  enough  or  small 
enough  to  afford  the  result  of  failure?”  Anoth- 
er is,  "Are  the  conditions  present  to  afford  the 
luxury  of  success?”  In  the  planning  of  any 
public  forum,  the  use  of  free  tickets  or  another 
similar  advance  measure  to  stimulate  interest 
should  be  incorporated;  this  was  not  done  in 
Harris  County.  Such  tickets  encourage  the  hold- 
ers to  attend. 

The  mechanics  of  arranging  a forum  are 
not  difficult.  "Dry  runs”  before  the  forum  are 
a necessity  to  insure  good  timing  and  the  ori- 
entation of  panelists.  Panelists  were  chosen 
from  several  medical  specialties  to  discuss  vari- 
ous aspects  of  diseases.  A moderator  presided 
and  kept  the  program  on  schedule.  One  physi- 


Vo/ome  58,  JANUARY,  7962 


3 


cian  presented  about  five  minutes  of  general 
discussion  on  each  topic.  Each  panelist  then  was 
allowed  one  and  one-half  minutes  to  answer 
each  question.  The  forums  lasted  75  minutes. 
No  questions  were  allowed  from  the  floor. 

The  Houston  Health  Forums  were  patterned 
after  similar  projects  staged  in  Miami  and  St. 
Petersburg,  Fla.  In  those  cities,  great  numbers 
of  persons  attended  the  forums,  but  many  peo- 
ple reside  in  them  because  of  their  health. 

In  Houston,  a community  in  which  diverse 
competing  activities  are  in  progress  at  all  times, 
a large  factor  in  the  low  attendance  was  the 
fact  that  the  forums  were  held  on  Friday  even- 
ings during  football  season.  With  less  formid- 
able competition,  the  forums  probably  would 
have  drawn  larger  audiences. 

— Ray  M.  Morgan,  Jr.,  M.D.,  Chairman, 
Medical  Jurisprudence  and  Public  Relations 
Board,  Harris  County  Medical  Society,  and 
Mr.  Bill  Robertson,  Executive  Secretary. 

Prediabetes  and 
Prophylaxis 

The  prediabetic  state  usually  refers  to  the 
period  before  an  individual  clinically  becomes  a 
diabetic.  A latent  abnormality  exists  in  such  a 
person  which  can  be  demonstrated  under  prop- 
er circumstances.  The  question  of  prediabetes 
is  not  academic,  but  is  of  clinical  importance. 

The  glucose  tolerance  test,  as  ordinarily  used, 
is  valuable  in  detecting  the  individual  with 
prediabetes.  Particular  attention  should  be  paid 
to  the  two-hour  and  three-hour  levels.  A glu- 
cose tolerance  curve  which  gives  a value  of  160 
mg.  per  cent  (Somogyi-Nelson)  or  higher  at 
one  hour,  140  mg.  per  cent  or  higher  at  an 
hour  and  a half,  120  mg.  per  cent  or  higher  at 
two  hours,  and  a value  above  the  fasting  level 
at  three  hours  indicates  diabetes  mellitus.  A 
patient  may  be  classified  as  a probable  or  latent 
diabetic  when  the  two-hour  value  is  between 
110  and  120  mg.  per  cent  and  the  three-hour 


value  is  below  the  fasting  level. 

Doubtless,  the  standard  glucose  tolerance 
test,  as  discussed  previously,  misses  some  per- 
sons with  prediabetes.  In  the  latter  individuals 
the  cortisone  tolerance  test,  because  of  its  added 
stress  on  the  pancreas,  may  be  helpful. 

The  most  obvious  abnormality  of  the  pre- 
diabetic usually  is  obesity.  Whether  the  exces- 
sive food  intake  causes  exhaustion  of  the  beta 
cells  of  the  pancreas  due  to  over-production  of 
insulin,  or  whether  prediabetes  or  diabetes  de- 
velops only  in  the  obese  individual  whose  pan- 
creas is  already  relatively  insufficient,  is  not 
known.  Physicians,  however,  have  been  able 
to  demonstrate  a return  to  normal,  as  indicated 
by  the  glucose  tolerance  test,  in  many  obese 
individuals  who  have  reduced  their  weight.  The 
diet  for  the  prediabetic  is  controversial.  In  gen- 
eral it  should  be  from  25  to  30  calories  per  Kg. 
for  the  sedentary  person,  relatively  low  in  sat- 
urated fats. 

Much  evidence  supports  the  fact  that  the 
abnormal  diabetic  state  is  present  from  an  early 
age.*  Therefore,  it  would  be  justifiable  to  treat 
the  patient  in  a definitive  manner  with  the 
hope  of  preventing  overt  diabetes  and  its  compli- 
cations. This  is  particularly  true  in  the  pregnant 
patient  whose  glucose  tolerance  is  prediabetic. 
It  is  widely  believed  that  the  incidence  of  still- 
born infants  in  pregnant  patients  with  predia- 
betes is  higher  than  in  normal  pregnant 
women. t Such  a patient  should  be  treated  as  if 
she  had  typical  diabetes  mellitus. 

Recently,  oral  sulfonylureas  have  been  used 
experimentally  for  prediabetics.  + These  drugs 
do  not  damage  the  pancreas,  but  may  aid  beta 
cell  regeneration. 

— Hugo  T.  Englehardt,  M.D.,  Houston, 
Pres.,  Texas  Academy  of  Internal  Medi- 
cine. 

* Jackson,  W.  P.  U.:  Concept  of  Diabetes,  Lancet  2:625 
(Sept.  24)  1955. 

fMoss,  J.  M.,  and  Mulholland,  H.  B.:  Diabetes  and 
Pregnancy  with  Special  Reference  to  the  Prediabetic  State, 
Ann.  Int.  Med.  34:678,  1951;  Jackson,  W.  P.  U.,  and 
Woolf,  N.:  Maternal  Prediabetes  as  Cause  of  Unexplained 
Stillbirths,  Diabetes  7:446,  1958. 

JiConference  on  Prediabetes,  Sponsored  by  Upjohn  Phar- 
maceutical Co.,  Augusta,  Mich.,  Dec.  15-16,  1959. 
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Income  Tax  Pitfalls 


In  this  day  of  excessive  taxation,  it  is  natural  to  adjust  one's  busi- 
ness operations  to  take  advantage  of  every  possible  tax  relief  permit- 
ted by  the  tax  laws  and  rules  and  regulations  of  the  Internal  Revenue 
Department.  As  a result,  we  hear  a great  deal  about  the  corporate  prac- 
tice of  medicine,  and  of  legislation  being  sought  that  would  permit 
professional  corporations  to  practice  the  learned  professions  in  our 
state.  Some  wish  to  have  the  State  Legislature  pass  a bill  which  would 
permit  the  corporate  practice  of  medicine  in  Texas. 


In  considering  this  type  of  legislation,  the  pros  and  cons  involved 
should  be  analyzed.  A corporation  can  have  a decided  business  tax  ad- 
vantage ; persons  can  work  for  a corporation,  entirely  on  a salary  basis, 
and  retain  a considerable  amount  of  equity  in  its  assets.  The  corpora- 
tion can  set  up  ideal  retirement  funds,  can  gain  in  capital  stock,  and 
can  offer  stock  splits. 

On  the  contrary,  although  a corporation  can  do  many  things,  by  the  same 
power  it  can  exploit  the  medical  profession  for  its  advantage.  Some 
might  say,  "Well,  the  corporation  will  be  entirely  owned  by  ethical 
physicians".  This  might  be  true  in  many  instances;  there  is  no  doubt 
that  some  of  these  corporations  in  other  states  operate  for  the  benefit 
of  medicine.  If  legislation  of  this  type  is  established,  however,  what 
is  there  to  prevent  the  establishment  of  a corporate  practice  of  medi- 
cine that  is  operated  through  a group  of  doctors  and  yet  is  controlled 
by  laymen?  This  has  happened.  There  are  instances  in  which  physicians 
have  been  offered  fabulous  salaries  to  work  for  a corporation.  I am  sure 
it  would  not  be  long  before  the  professional  man  and  the  patients  would 
be  exploited  by  individuals  controlling  corporate  medical  practices 
for  only  one  reason — the  almighty  dollar! 


All  of  us  are  interested  in  means  of  tax  relief  for  members  of  our  pro- 
fession, and  I believe  that  we  can  advocate  legislation  to  support  the 
court's  decision  in  the  Galt  case  at  Dallas,  which  allows  a corpora- 
tion-type of  tax  relief  in  an  unincorporated  type  of  association.  This 
keeps  the  control  of  the  practice  of  medicine  in  the  hands 
of  qualified  physicians  where  it  belongs.  Other  than  this, 
however,  I don't  believe  the  corporate  practice  of  medi- 
cine is  needed  in  this  state.  The  opinions  of  members  of 
the  Bar  Association  and  of  other  professional  groups 
should  be  obtained  before  any  final  decision  of  this  kind 
is  made. 
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Harvey  Renger, 

President,  Texas  Medical  Association 


Spokesmen  for  pharmacy 
discuss  problems  that  beset 
the  profession  today. 


The  Drug  Industry  Prescribes  . . . 


Unlike  physicians,  industries  often  can  prescribe 
effectively  for  themselves.  Since  they  depend  upon 
public  acceptance  for  survival,  industries  are  in  a 
unique  position  to  know  what  courses  of  action  are 
in  the  best  interests  of  the  public  and  also  reasonable 
for  business  progress.  Skillfully  pursued,  the  two 
objectives  can  be  made  to  coincide. 

The  prescription  drug  industry  is  an  example;  for 
many  decades  it  has  collaborated  with  the  Food  and 
Drug  Administration  in  the  formulation  of  regula- 
tions that  protect  the  public.  The  industry’s  indi- 
vidual businessmen  are  acquainted  with  the  kinds  of 
conditions  that  will  permit  business  to  thrive,  and 
with  those  that  will  not. 

Thus,  prescription  drug  manufacturers  do  not  react 
to  legislative  and  regulatory  proposals  entirely  out 
of  self-interest.  It  is  in  the  public  interest  that  this 
industry  continues  to  progress.  Certain  portions  of 
the  Kefauver  compulsory  licensing  bill  (S.  1552) 
threaten  not  only  this  progress,  but  that  of  all  of 
private  enterprise. 

The  Pharmaceutical  Manufacturer’s  Association 
program  is  not  one  of  simple  opposition;  it  offers 
several  sound  suggestions  for  self-regulation  for  the 
welfare  of  all.  There  are  six  areas  into  which  these 
recommendations  fall: 

1.  A manufacturer,  in  claiming  an  attribute  for 
his  product,  should  have  to  provide  substantial 
(though  not  necessarily  a majority  of)  clinical 


evidence  that  the  drug  in  fact  has  done  what  he 
says  it  will  do. 

2.  Every  drug  maker  should  be  required  to  reg- 
ister with  the  FDA.  This  requirement  will  dis- 
courage anonymous  producers  who  move  from 
one  inadequate  plant  to  another,  often  without  the 
knowledge  of  the  FDA. 

3.  The  FDA  should  be  required  to  inspect  ev- 
ery drug  plant  at  least  once  each  two  years.  Cur- 
rently, these  inspections  average  one  every  4.6 
years. 

4.  Broadening  of  the  FDA’s  inspection  powers, 
to  include  all  operations  which  are  pertinent  to 
discovering  possible  violations  of  law,  would  be 
in  the  interest  of  public  welfare.  Such  broadening 
should,  however,  ensure  adequate  protection  of 
trade  secrets  and  other  manufacturers’  rights. 

5.  The  FDA  should  be  given  authority  to  re- 
move from  the  market  any  drug  which  it  knows 
to  have  been  manufactured  under  conditions  that 
would  cause  substandard  quality,  purity,  strength, 
or  effectiveness.  Present  rules  require  proof  of 
the  substandard  nature  of  the  product  before  seiz- 
ure can  be  attempted.  This  can  be  a time-consum- 
ing process  that  is  dangerous  to  the  public  health. 

6.  Finally,  Congress  should  allocate  funds  to 
permit  the  expansion  of  staffs  and  facilities  to 
effect  these  measures. 

This,  then,  summarizes  this  industry’s  prescription 
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for  itself.  If  adopted,  the  proposals  will  add  consid- 
erably to  the  government’s  regulation  of  an  indus- 
try which  already  is  among  the  most  regulated  of 
industries. 

Nevertheless,  they  also  will  better  insure  the 
public’s  proteaion  without  an  unreasonable  burden 
on  the  reputable  manufacturer.  It  is  to  that  end  that 
legislation  should  be  drawn.  The  Pharmaceutical 
Manufacturers’  Association  will  cooperate  fully  in 
securing  passage  of  such  legislation. 

— Austin  Smith,  M.D.,  Washington, 
D.C.,  President,  Pharmaceutical 
Manufacturer’s  Association. 


' The  Kefauver-Celler  Bill 

Since  Dec.,  1959,  Sen.  Estes  Kefauver  has  been 
attacking  the  legitimate  drug  industry.  In  this  two 
year  period,  the  senator  has  not  claimed  that  any 
of  the  nation’s  ethical  drug  companies  are  engaged 
in  illegal  practices.  No  one  has  been  brought  to  trial; 
no  company  charged  with  any  violation;  and,  to 
date,  there  has  been  no  indication  of  just  what  Mr. 
Kefauver  seeks  to  accomplish  with  his  committee 
hearings. 

Fortunately,  the  harassment  of  the  honest  phar- 
maceutical companies  and  their  management  has  not 
stopped  manufacturers  from  continuing  to  spend 
millions  of  dollars  for  research.  Attempts  to  discover 
further  deterrents  to  disease  go  on  despite  the  ac- 
tions of  the  senator  from  Tennessee. 

The  latest  maneuver,  the  Kefauver-Celler  Bill, 
contains  many  sweeping  provisions  that  would 
change  the  entire  legal  framework  in  which  pre- 
scription medicines  are  produced.  One  would  pro- 
hibit the  patenting  of  a pharmaceutical  product  un- 
less the  newly  discovered  compound  can  be  proved 
significantly  more  effective  than  all  chemically- 
related  drugs  already  on  the  market.  Another  pro- 
vision would  necessitate  that  the  same  superior  ef- 
fectiveness be  proved  before  the  introduction  of  any 
new  drug,  regardless  of  its  patent  status. 

Thus,  proving  that  a product  is  safe,  good,  and 
a medical  advancement  would  not  be  enough — the 
sponsor  of  the  new  drug  would  have  to  prove  that 
it  is  the  best!  These  untenable  provisions  are  based 
on  the  fallacious  assumption  that  it  is  possible  for 
the  government  to  evaluate  one  drug  by  comparing 
it  to  another,  and  that  it  is  possible  for  a govern- 
mental employee  or  group  of  governmental  em- 
ployees to  determine  "comparative  efficacy”. 

The  only  certain  way  to  determine  evidence  of 
superior  efficacy  is  by  the  standard  that  has  stood 
the  test  of  time — the  consensus  of  medical  opinion. 
It  is  by  this  method  that  medical  practitioners  accept 


and  classify  drugs.  Some  agents  have  been  discarded; 
others  have  been  proved  efficacious  in  certain  dis- 
eases. 

Authoritarians,  both  governmental  and  medical, 
have  often  been  guardians  of  orthodoxy  rather  than 
champions  of  progress.  If  American  medicine  were 
backward  and  if  pharmaceutical  research  did  not 
have  a magnificent  record  in  the  conquest  of  disease, 
there  might  be  some  basis  for  the  government’s  seek- 
ing to  make  the  marketing  decisions  for  the  entire 
industry.  American  drug  research  has  made  more 
progress  in  the  past  two  decades  than  in  the  preced- 
ing two  centuries,  and  this  nation’s  medical  care  is 
undoubtedly  the  finest  in  the  world  as  a result. 

Progress  in  medical  care  has  been  achieved 
through  the  cooperation  of  members  of  the  medical 
profession  with  private  pharmaceutical  companies 
willing  to  spend  huge  amounts  on  research.  It  is  un- 
reasonable to  expect  those  who  manage  pharma- 
ceutical firms  to  risk  millions  on  research  if  discov- 
eries must  be  shared  with  others  who  risk  nothing 
in  research,  merely  copying  the  discoveries  of  others. 

The  Kefauver-Celler  BiU  not  only  would  curtail 
research  and  product  development;  it  most  certainly 
would  restrict  freedom  of  choice  in  the  practice  of 
pharmacy  and  medicine.  Total  governmental  control 
over  the  marketing  of  drugs  would  be  a foolish  and 
dangerous  practice  that  would  restrict  necessary  re- 
search and  retard  medical  progress.  It  might  well 
imperil  the  public  health. 

— C.J.M.  Roesch,  Austin,  Executive  Secretary, 
Texas  Pharmaceutical  Association. 


i/Brratum 

The  editors  of  the  Texas  State  Journal  of  Medicine 
regret  that  an  editorial  entitled  "No  Thanks — But 
Please”  which  appeared  in  the  October,  1961,  issue 
contained  an  erroneous  statement.  This  was  to  the 
effect  that  the  national  Blue  Cross  Association  had 
informed  Congress  that  it  stood  ready  to  administer 
the  federal  program  of  social  security  medicine  for 
the  aged  if  the  proposed  legislation  should  be  enacted 
into  law. 

The  national  Blue  Cross  organization  has  not  testi- 
fied before  the  House  Ways  and  Means  Committee 
on  this  point.  The  statement  should  have  been  at- 
tributed to  the  American  Hospital  Association, 
which,  according  to  the  August  11,  1961,  issue  of 
Medical  News,  made  "a  flat  offer  to  Congress  to  ad- 
minister the  Kennedy  Administration’s  proposed 
medical-care-for-the-aged  program  at  state  level 
through  existing  Blue  Cross  plans,  provided  the  Fed- 
eral Government  keeps  hands  off  such  Blue  Cross 
administration.” 


Volume  58,  JANUARY,  1962 


7 


Benign  Esophageal  Lesions 

0.  ROGER  HOLLAN,  M.D. 


RESENTLY,  most  physicians  consider  malignant 
disease  when  they  appraise  most  clinical  situa- 
tions. This  statement  is  probably  equally  true  in  the 
evaluation  of  symptoms  referable  to  the  gastroin- 
testinal tract.  Since  corrective  therapy  can  be  em- 
ployed in  some  cases,  it  seems  pertinent  to  review 
some  of  the  benign  esophageal  lesions  which  respond 
to  proper  management  and  which,  at  times,  may  be 
improperly  managed.  This  report  reviews  the  diag- 
nosis and  management  in  five  benign  esophageal 
lesions,  namely,  esophageal  web,  pharyngo-esophageal 
diverticulum,  lower  esophageal  ring,  achalasia,  and 
erosive  esophagitis  and  stricture. 

Esophageal  Web 

The  esophagus  is  a muscular  tube  that  extends 
from  the  pharynx  to  the  stomach.  In  the  adult,  the 
distance  from  the  upper  incisor  margin  to  the  esopha- 
gogastric junction  is  approximately  40  cm.  The  mouth 
of  the  esophagus  is  closed  by  the  cricopharyngeus 
muscle.  This  distance  is  approximately  15  cm.  and 
would  approximate  the  cricoid  cartilage  opposite  the 
sixth  cervical  vertebra.  The  anatomy  is  important 
because  webs  usually  are  located  below  the  crico- 
pharyngeus. The  following  case  history  is  character- 
istic of  patients  with  esophageal  webs. 

Case  1. — ^M.  DeL.,  a 59  year  old  Latin  American  woman, 
had  had  dysphagia  for  one  year.  She  had  lost  18  pounds 
and  had  been  able  to  swallow  only  water  with  great  dif- 
ficulty for  two  weeks  before  she  consulted  a physician, 
Physical  examination  demonstrated  evidence  of  emaciation 
and  fissures  at  the  corner  of  the  mouth.  A barium  swal- 
low demonstrated  characteristic  narrowing  of  the  esopha- 
gus below  the  cricopharyngeus  with  a normal  lumen  below 
it.  Esophagoscopy  showed  an  opaque,  thin  membrane  with 


a tiny  lumen  at  the  posterior  border  of  the  esophagus. 
Fraaure  of  the  membrane  was  easily  accomplished  with 
a no.  28  French  Hurst  mercury-filled  bougie.  The  patient 
became  asymptomatic  immediately. 

Comment:  Webs  are  thin  membranous  folds  com- 
posed of  mucosa  and  fibrosed  submucosa,  and  occur 
most  frequently  in  middle  aged  women.^  Although 
congenital  webs  may  occur,  they  appear  to  originate 
with  healing  of  small  esophageal  erosions  or  after 


Fig.  1.  Esophageal  web. 
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Corrective  measures  are  essen- 
tial when  benign  esophageal  le- 
sions are  present.  The  author  out- 
lines the  salient  features  of 
esophageal  web,  pharyngo-esoph- 
ageal  diverticulum,  lower  esopha- 
geal ring,  achalasia,  and  erosive 
esophagitis,  and  presents  illustra- 
tive case  reports. 


trauma.  In  addition  to  dysphagia,  which  frequently 
is  of  long  standing  duration  as  in  this  patient,  cough 
from  overflow  into  the  trachea  may  be  a prominent 
symptom.  Pernicious  anemia  and  the  Plummer-Vin- 
son  syndrome  ( hypochromic,  microcytic  anemia;  dys- 
phagia; and  atrophy  of  the  proximal  third  of  the 
esophagus)  may  predispose  to  web  formation.  Rec- 
ognition of  this  entity  is  simple  and  important  since 
prognosis  is  excellent  after  simple  fracture.  This  may 
be  accomplished  by  blind  bouginage,  or  it  may  re- 
quire divulsion  with  biopsy  forceps  in  some  in- 
stances. Periodic  follow-up  examination  is  justified 
since  there  seems  to  be  a greater  incidence  of  carci- 
noma of  the  esophagus  in  patients  known  to  have 
had  esophageal  webs. 

Pharyngo-esophageol  Diverticula 

Diverticula  of  the  esophagus  seldom  produce 
symptoms.  Perhaps  the  most  important  is  the  phar- 
yngo-esophageal  variety  of  this  benign  entity  (Zenk- 
er’s). 

Case  2. — J.W.Y.,  a 75  year  old  rancher,  was  examined 
because  of  prostatism.  He  reported  that  he  had  had  regurgi- 
tation of  food  while  eating,  and  admitted  that  he  had  ex- 
perienced the  sensation  of  a lump  in  his  throat  with  peri- 
odic dysphagia  for  several  years.  At  times,  he  had  had 
profuse  salivation  and  a "racket”  would  ensue  with  swal- 
lowing. He  had  no  symptoms  of  cough  or  halitosis.  A 
barium  swallow  demonstrated  a pharyngo-esophageal  di- 
verticulum on  the  posterior  wall  at  the  junaion  of  the 
pharynx  with  the  esophagus. 

Comment:  Pharyngo-esophageal  diverticula  occur 
predominantly  in  men  over  50  years  of  age,  and  symp- 
toms are  frequently  of  long  standing.  This  patient 
had  a fear  of  cancer,  but  had  never  told  a physician 


of  his  symptoms  because  "no  one  asked  me”  and 
because  he  did  not  wish  to  know  that  he  had  the 
disease  he  dreaded.  Symptoms  were  greatly  relieved 
when  the  patient  was  told  of  the  benign  nature  of 
his  trouble. 

When  symptoms  are  troublesome,  surgical  ampu- 
tation is  indicated.  Diverticula  always  occur  in  the 
triangular  area  of  muscular  weakness  of  the  posterior 
hypopharynx  between  the  transverse  and  oblique 
fibers  of  the  cricopharyngeus.  They  tend  to  lie  to 
the  left  of  the  midline  as  a pyriform  sac,  and  a bi- 
lobed  configuration  may  develop.  The  most  unde- 
sirable complications  are  pulmonary  infections  result- 
ing from  regurgitation  and  aspiration.  The  phenome- 
non emphasizes  the  need  for  inquiry  into  swallowing 
function  of  all  patients  with  pulmonary  disease. 


Lower  Esophageal  Ring 

No  lesion  of  the  esophagus  has  caused  more  con- 
troversy than  the  shelf  or  diaphragm-like  intrusion 
of  the  lumen  of  the  distal  esophagus,  the  ampullary 
contraction  ring,  or  lower  esophageal  ring.®  The 
narrowing  between  the  phrenic  ampulla  and  the 
stomach  is  normally  produced  by  the  pinchcock  ac- 
tion of  the  diaphragm.  The  lower  esophageal  ring 
or  ampullary  contraction  ring  usually  appears  a few 
centimeters  proximal  to  the  diaphragmatic  hiatus.  A 
recent  report  supports  the  thesis  that  the  ring  occurs 


Fig.  2.  Pharyngo-esophageal  diverticulum. 
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Fig.  3.  Lower  esophageal  ring. 


at  the  esophagogastric  mucosal  junction,  which  indi- 
cates that  a small  hiatus  hernia  is  always  present.'* 
This  intriguing  concept  requires  confirmation. 

Case  3. — ^A.D.,  a 62  year  old,  single,  elementary  teacher 
was  first  seen  in  June,  1957,  with  a two  month’s  history 
of  dysphagia.  This  symptom  occurred  periodically  and  was 
especially  pronounced  after  the  ingestion  of  meat  and  when 
the  patient  ate  in  the  presence  of  others.  She  attributed 
her  symptoms  to  anxiety,  as  their  onset  coincided  with  the 
death  of  a friend  from  cancer,  and  concern  about  her 
elderly  mother. 

Roentgenograms  demonstrated  a thin  symmetrical  con- 
tracture dividing  the  ampulla  a few  centimeters  proximal 
to  the  diaphragm.  Esophagoscopy  was  negative  with  a 9-5 
mm.  Eder-Hufford  instrument.®  The  patient  was  treated  by 
dilatation  with  Hurst  mercury-filled  bougies  and  became 
asymptomatic  immediately.  At  the  same  time,  weight  was 
reduced  from  146  pounds  to  133  pounds. 

Comment:  Eventually,  the  lower  esophageal  ring 
may  be  more  correctly  termed  an  esophagogastric 
ring.  Furthermore,  it  is  frequently  characterized  by 
acute  intermittent  attacks  of  dysphagia,  particularly 
when  meat  and  improperly  masticated  food  are 
swallowed.  Histologic  studies  tend  to  confirm  the 
ring  as  the  esophagogastric  junction.^  Careful  fluoro- 
scopic study  is  indicated  when  this  lesion  is  sus- 
pected to  create  enough  distention  of  the  proximal 
esophagus  with  barium  necessary  for  demonstra- 
tion.^^ It  also  should  be  remembered  that  many  pa- 
tients with  a demonstrable  ring  are  asymptomatic. 
Simple  dilatation  should  be  attempted  in  the  symp- 
tomatic patient  and  then  endoscopic  divulsion  of  the 
ring,  before  a surgical  approach  is  considered. 

Achalasia 

Achalasia  is  a failure  of  relaxation  of  the  cardia 
that  results  from  degeneration  of  Auerbach’s  myen- 
teric plexus  in  the  esophagus  of  unknown  etiology. 

Case  4. — ^J.M.C.,  a 75  year  old  Irishman,  had  been 
studied  at  clinics  in  Dublin,  New  York,  and  Chicago  at 
varying  times  for  intermittent  dysphagia  since  about  age 


35.  His  general  health  had  always  been  good.  No  particular 
therapy  had  been  instituted  since  his  symptoms  were  always 
short  lived. 

The  patient’s  present  visit  resulted  after  he  tired  of  a 
liquid  diet,  chiefly,  alcoholic  beverages,  for  about  two 
months.  An  esophagogram  showed  a dilated,  tortuous 
esophagus  that  ended  in  a smooth,  tapering,  cone-shaped 
extremity  at  the  cardiac  end.  There  was  absence  of  peri- 
stalsis, distally,  from  the  level  of  the  aortic  arch.  After 
lavage  of  the  esophagus,  endoscopy  disclosed  a normal  mu- 
cosa in  its  entirety.  Dilatation  was  accomplished  by  passage 
of  a Browne-McHardy  mercury-filled  pneumatic  dilator  and 
application  of  12  to  14  pounds  of  pressure.  The  patient  was 
asymptomatic  at  the  time  this  report  was  written,  six 
months  after  this  procedure. 

Comment:  This  man  demonstrates  the  peculiarities 
of  achalasia  in  that  symptoms  do  not  necessarily  re- 
flect the  size  of  the  esophagus;  in  many  patients 
erosive  esophagitis  is  manifest.  Achalasia  is  seen  in 
patients  of  both  sexes  and  of  all  ages,  and  symptoms 
are  usually  aggravated  by  emotional  disturbances. 
Medical  therapy  is  unsatisfactory,  but  surgical  pro- 
cedures have  also  been  disappointing  in  some  cases. 
Satisfactory  results  have  been  obtained  by  the  author 
by  routine  dilatation  with  the  Browne-McHardy  in- 
strument at  four  to  six  month  intervals.  This  pro- 
cedure can  be  performed  in  the  doctor’s  office.  Dila- 
tation with  the  Starck  instrument  produces  more 
sustained,  long-term  results,  but  is  more  dangerous. 
Any  patient,  regardless  of  age,  should  have  transoral 
dilatation  before  being  subjected  to  a surgical  pro- 
cedure with  only  a partial  chance  of  success. 


Fig.  4.  Achalasia. 
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Erosive  Esophagitis  and  Stricture 

Erosive  esophagitis,  which  denotes  esophageal  mu- 
cosal erosive  change,  is  being  recognized  more  fre- 
quently, and  is  nonspecific  in  origin.®  Clinically,  it 
is  usually  characterized  by  odynophagia  and  sub- 
sternal  distress.  There  may  be  obstruction  or  hemor- 
rhage and  associated  pulmonary  complications  from 
aspiration.  Roentgenographic  examination  is  useful 
to  demonstrate  associated  disease  and  stricture;  how- 
ever, diagnosis  can  only  be  confirmed  by  esopha- 
goscopy  and  biopsy.  The  important  features  revealed 
by  direct  vision  include  hyperemia,  edema,  erosions, 
friable  mucosa,  and  membranous  exudate,  usually  in 
the  distal  portion  of  the  esophagus.’’^  Unfortunately, 


there  appears  to  be  apathy  of  patients  in  securing 
advice  and  of  physicians  in  providing  management, 
as  the  complication  of  fibrotic  stricture  occurs  much 
too  frequently.  The  following  three  cases  are  exam- 
ples of  esophageal  stricture  resulting  from  erosive 
esophagitis  in  association  with  short  esophagus,  para- 
esophageal hiatus  hernia,  and  nasogastric  intubation. 

Case  6. — ^J.G.,  a 16  year  old  Latin  American  student, 
was  first  seen  in  July,  1959,  with  dysphagia  of  one  year’s 
duration.  Nourishment  at  this  time  was  praaically  confined 
to  liquids.  His  four  year  old  sister  had  had  an  operation 
for  a short  esophagus  with  esophageal  stricture.  The  patient 
also  had  a short  esophagus  with  an  approximate  6 cm. 
stricmre.  It  was  decided  to  use  bouginage,  but  this  was  a 
difficult  task  because  of  the  patient’s  apprehension  and  a 


Fig.  6.  Hiatus  hernia  with  esophageal  stricture. 


language  barrier.  Periodic  dilatations  were  accomplished 
initially  by  Eder-Puestow  stringless  dilators.  Presently,  use 
of  a no.  42  Hurst  mercury-filled  bougie  is  successful  in 
maintenance  therapy.  The  patient  is  essentially  asympto- 
matic on  a general  diet  and  has  gained  25  pounds  in  18 
months. 

Case  7. — J.H.,  a 64  year  old  school  librarian,  was  exam- 
ined in  1958  for  a two  months’  history  of  dysphagia. 
Diagnosis  of  paraesophageal  hernia  had  been  established 
several  years  previously.  Shortly  after  the  onset  of  dys- 
phagia, nausea  and  vomiting  had  developed  and  chole- 
cystectomy had  been  performed. 

At  the  time  of  the  patient’s  initial  examination  by  the 
author,  she  had  difficulty  in  swallowing  saliva.  She  was 
small  and  emaciated,  with  severe  kyphosis.  Roentgenograms 
showed  the  large  hiatus  hernia  and  a long  esophageal 
stricmre.  Esophagoscopy  revealed  chronic  esophagitis;  the 
stricmre  began  at  25  cm.  from  the  alveolar  ridge.  After  an 
attempt  to  introduce  the  small  steel  wire  guide  for  the 
olive  dilators  was  unsuccessful,  it  was  decided  to  repair  the 
hiams  hernia  and  to  perform  subtotal  gastrectomy.  During 
operation  a small  catheter  was  forced  into  the  esophagus 
in  retrograde  fashion,  and  was  used  as  an  initial  guide  for 
dilatation.  At  the  time  this  report  was  written,  the  patient 
possessed  good  swallowing  funaion,  and  a patent  esophagus 
was  being  maintained  by  periodic  dilatation  with  a no.  40 
Hurst  mercury-filled  bougie. 

Case  8. — 'Mrs.  R.E.,  a 67  year  old  housewife,  had  suf- 
fered a number  of  infirmities.  Fusion  of  the  right  hip  had 
been  performed  a number  of  years  previously  for  osteo- 
myelitis. The  patient  also  had  required  therapy  for  hyper- 
tension for  a number  of  years.  In  March,  I960,  subtotal 
gastrectomy  for  pyloric  obstruction  from  a chronic  duodenal 
ulcer  was  performed.  Nasogastric  intubation  was  required 
for  about  two  weeks  afterward  because  of  malfunction  of 
the  gastroenterostomy  stoma.  The  patient  was  asymptomatic 
until  the  next  August,  when  progressive  dysphagia  devel- 
oped. When  she  was  seen  in  November,  there  was  about 
a 10  cm.  stricture  of  the  lower  part  of  the  esophagus,  along 
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with  erosive  esophagitis.  In  addition,  the  patient  had  mod- 
erate kyphosis  and  a small  aneurysm  of  the  aortic  arch. 
The  steel  wire  guide  was  introduced  under  fluoroscopic 
control,  and  initial  dilatations  were  performed  with  olive 
dilators.  At  the  time  this  report  was  written,  the  patient’s 
swallowing  function  was  adequate  for  a soft  diet,  and  pa- 
tency of  the  esophagus  was  being  maintained  with  a no.  40 
Hurst  mercury-filled  bougie. 

Comment:  Stricture  is  the  common  sequel  to  many 
types  of  esophageal  injury  mediated  through  the 
contractile  tendency  of  chronic  erosive  esophagitis. 
Other  common  benign  conditions,  producing  similar 
clinical  dilemmas,  include  corrosive  injury,  preg- 
nancy, retained  foreign  bodies,  healing  of  esophageal 
ulcers,  and  collagen  disease  such  as  scleroderma.  A 
popular  explanation  of  esophageal  stenosis  is  gastric 
reflux.  This  probably  is  a factor;  yet,  its  exact  influ- 
ence is  difficult  to  assign  in  patients  with  achlor- 
hydria. 

Medical  management  is  difficult  and  is  primarily 
symptomatic.  Dietary  measures  should  be  planned  to 
improve  the  patient’s  general  physicial  condition. 
Weight  reduction,  if  necessary,  and  elevation  of  the 
head  of  the  bed  will  promote  esophageal  drainage. 
Mild  sedation  is  often  necessary.  Anticholinergic 


Fig.  7.  Esophageal  stricture  following  nasogastric 


suction 
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agents  may  be  indicated  to  reduce  gastric  secretion. 
Agents  such  as  Probutylin,  a local  anesthetic  sub- 
stance, and  Oxaine,  oxethazaine  in  alumina  gel,  may 
alleviate  swallowing  discomfort,  as  does  bismuth  sub- 
carbonate. Any  tendency  toward  stricture  should  be 
counteracted  immediately  with  bouginage  to  main- 
tain a patent  esophagus  rather  than  relying  on  re- 
establishing patency  later.  When  these  measures  fail, 
a surgical  procedure  must  be  selected.  This  should  be 
individualized  to  the  specific  patient.^ 


Summary 

Many  authors  have  called  attention  to  the  in- 
creased incidence  of  carcinoma  in  benign  esophageal 
obstructive  disease.'*’  The  present  report  merely 
emphasizes  the  treatable  aspects  of  many  benign 
esophageal  lesions  and  suggests  that  internists  accept 
a more  aggressive  role  in  management.  Thus,  intern- 
ists should  become  familiar  with  endoscopic  proced- 
ures. Dr.  Eddy  D.  Palmer  and  his  Army  associates 
have  aided  immensely  in  showing  that  these  pro- 
cedures can  be  safely  and  adequately  performed  in 
the  office.  When  esophagoscopy  becomes  an  integral 
part  of  physical  examination,  perhaps  the  severe 
effects  of  esophageal  stricture  will  be  prevented. 
Also,  the  procedure  will  aid  early  diagnosis  of  either 
primary  or  associated  malignant  tumors. 

In  summation,  benign  esophageal  lesions  occur 
frequently  enough  to  merit  routine  inquiry  regarding 
swallowing  function  during  routine  examination.  Any 
complaint  of  dysphagia  or  odynophagia  requires  care- 
ful investigation  of  the  esophagus  with  contrast 
media,  and  frequently  with  esophagoscopy.  Correc- 
tive measures  are  essential  when  these  lesions  are 
present. 
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Progress  in  Medicine 

Steady  progress  in  medical  research  and  in  clinical  .medicine  was  noted  during 
1961  by  the  men  who  direct  the  nation’s  medical  education. 

The  American  Medical  Association  polled  deans  of  medical  schools  who 
reported  numerous  advances  in  most  of  the  major  disease  fronts. 

Some  of  the  highlights  are'  as  follows: 

1.  Rapidly  expanding  knowledge  in  medical  genetics,  so  important  that  the 
time  is  approaching  when  many  serious  human  diseases  may  be  eliminated. 

2.  New  forward  strides  in  the  search  for  drugs  to  cure  or  prevent  cancer. 

f 3.  Development  and  discovery  of  new  pharmaceuticals,  particularly  the  new 

live  poliomyelitis  vaccine,  the  measles  vaccine,  and  synthetic  penicillin. 

4.  Important  new  knowledge  about  hepatitis  which  may  lead  to  a vaccine 
against  the  only  remaining  epidemic  disease  which  is  still  increasing  in  the 

> United  States. 

5.  Progress  in  application  of  electronics  and  computers  to  medicine. 

The  discovery  of  a relationship  between  chromosomal  abnormalities  and 
congenital  defects  was  hailed  as  an  advance  of  major  importance  in  genetics,  the 
survey  revealed. 

A unifying  concept  regarding  the  cause  of  cancer  emerged  late  in  1961. 
Cancer,  no  matter  what  the  cause,  is  the  result  of  a change  in  the  chromosomal 
nucleic  acid  (DNA)  of  the  affected  cells.  The  arrangement  of  subcomponents 
of  DNA  forms  a code  in  which  all  the  heritable  information  needed  by  the  cell 
is  stored.  Apparently  cancer  is  caused  by  a particular,  though  as  yet  undefined, 
change  in  DNA  structure  which  alters  this  information  code. 

The  drug  methotrexate  was  found  to  be  effective  in  arresting  50  per  cent 
of  choriocarcinoma.  Other  drugs  undergoing  tests  include  actinomycin  D for  kid- 
ney cancer  in  children;  T E M,  used  with  roentgen  therapy  for  certain  types  of 
cancer  of  the  eye;  and  5-fluorouracil  for  intestinal  cancer. 

The  new  live  virus  poliomyelitis  vaccine  perfected  by  Dr.  Albert  B.  Sabin 
was  licensed  against  two  of  the  three  types  of  polio  during  the  year.  A measles 
vaccine  developed  by  Dr.  John  Enders  and  associates  was  tested  successfully.  A 
vaccine  against  mumps  also  was  undergoing  tests  in  1961.  In  the  area  of  hepatitis. 
Dr.  Joseph  Boggs  of  Northwestern  University,  working  with  a group  of  Detroit 
scientists,  succeeded  in  proving  that  the  hepatitis  virus  has  been  isolated. 

In  the  field  of  medical  electronics,  much  progress  has  been  made  by  computer 
techniques  to  diagnose  some  forms  of  heart  disease.  An  automatic  system  for 
monitoring  patients  in  the  hospital  was  tested  in  1961.  A radioisotope  detects 
brain  tumors.  A radio  piU  broadcasts  its  findings  as  it  moves  down  a patient’s 
gastrointestinal  tract.  A miniature  electrocardiograph,  worn  by  the  patient,  records 
heart  irregularities  that  a brief  examination  misses.  Some  500  men  and  women 
are  being  kept  alive  today  by  a small  electronic  pacemaker  that  keeps  their  hearts 
beating  regularly. 
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Although  Boerhaave  described  spontaneous 
rupture  of  the  esophagus  in  1724,  the  condition 
is  still  frequently  misdiagnosed  and  is  commonly  fa- 
tal. Spontaneous  or  postemetic  rupture  of  the  esopha- 
gus has  been  reported  in  less  than  200  patients,  of 
whom  less  than  50  have  svurvived.'^  The  true  mortal- 
ity rate  of  this  disease  is  probably  even  higher  than  is 
indicated  by  reported  cases,  since  therapeutic  success 
is  more  likely  to  be  reported  than  failure. 

The  prognosis  of  the  disease  is  extremely  poor. 
Without  definitive  treatment,  65  per  cent  of  the 
patients  die  within  the  first  24  hours,  89  per  cent 
within  48  hours,  and  almost  100  per  cent  within  96 
hours.^  Rarely,  a patient  lives  for  several  days  with- 
out treatment  and  is  saved  by  conservative  therapy. 
Graham^  in  1944  performed  closed  thoracotomy  on 
two  such  patients,  who  survived.  Barrett^  is  given 
credit  for  the  first  thoracotomy  with  repair  of  the 
esophageal  defect  in  1946. 

Traumatic  rupture  of  the  esophagus,  aside  from 
that  produced  by  instrumentation,  is  a rare  condi- 
tion, there  being  only  1 5 reported  cases.®’  Appar- 
ently 5 of  these  were  the  result  of  sudden  release  of 
a compressed  gas  at  or  near  the  mouth  and  the  re- 
maining 10  cases  were  attributed  to  other  external 
forces.  Volk,  Story,  and  Marrangoni®  reported  the 
first  case  of  tracheo-esophageal  fistula  from  a blast 
injury  in  1955  and  stated  that  theirs  was  the  eighth 
recorded  instance  of  tracheo-esophageal  fistula  re- 
sulting from  external  trauma.  Repair  of  the  fistula  in 
all  of  these  reported  cases  was  delayed  from  4Vi  to 
19  weeks  after  injury.  To  the  best  of  the  author’s 
knowledge,  the  present  case  is  the  first  of  a patient 


with  esophageal  and  tracheal  rupmre  resulting  from 
blunt  force  treated  by  primary  repair. 

Case  Report 

A 23  year  old  white  male,  who  was  the  driver  of  a 
car  involved  in  an  auto-train  collision,  was  admitted  to  the 
emergency  room  on  Jan.  3,  1958.  Initially,  he  had  sub- 
cutaneous emphysema  in  the  supraclavicular  area  and  was 
dyspneic,  and  there  was  a palpable,  step-like  fracture-dislo- 
cation of  the  manubriogladiolar  joint.  Blood  pressure  was 
130/78  mm.  of  mercury,  and  pulse  rate  120.  Initial  lab- 
oratory studies  revealed  a red  blood  cell  count  of  4,530,000, 
hemoglobin  level  of  14.5  Gm.  per  100  cc.,  and  a white 
blood  cell  count  of  5,400  with  normal  differential  count. 
Urinalysis  showed  a specific  gravity  of  1.030  and  negative 
findings  from  microscopic  examination. 

Surgical  treatment. — ^Within  15  minutes  of  admission, 
massive  emphysema  of  the  face,  neck,  upper  limbs,  and 
entire  body  had  developed.  In  addition,  there  were  signs 
of  right  pneumothorax.  Bronchial  or  tracheal  laceration 
was  suspeaed.  Therefore,  closed  drainage  of  the  right 
pneumothorax  and  tracheotomy  were  performed,  and 
bronchoscopy  was  done  immediately  through  the  tracheos- 
tomy. A linear-oblique  tear  in  the  posterior  membranous 
portion  of  the  trachea  extended  from  just  above  the  carina 
upward  for  a distance  of  2 Vi  to  3 inches.  A roentgenogram 
of  the  chest  showed  mediastinal,  subcutaneous,  and  intra- 
muscular emphysema. 

Preparations  were  made  for  right  thoracotomy  and  repair 
of  the  tracheal  laceration.  A Carlen's  endotracheal  tube  was 
introduced  and  the  patient  mrned  to  the  lateral  position 
when  the  blood  pressure,  which  previously  had  been  stable 
at  110-120/70-80  mm.,  dropped  to  60/30  mm.  The  pa- 
tient was  turned  to  the  supine  position  and  the  Carlen’s 
catheter  was  removed;  the  systolic  blood  pressure  gradually 
rose  to  100  mm.  Breath  sounds  in  the  left  infraclavicular 
area  seemed  depressed  compared  to  what  they  had  been 
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stored by  transplantation  of  the  colon. 


previously,  and  it  was  feared  that  the  mediastinal  pleura 
on  the  left  had  burst  and  produced  a left  pneumothorax. 

By  this  time  .the  patient  was  awake  and  able  to  cooperate 
as  an  upright  film  of  the  chest  was  made.  The  cause  of 
depression  of  breath  sounds  in  this  area  was  apparent — a 
large  lefy  mediastinal  air-pocket — but  no  pneumothorax 
was  present.  Because  the  patient  complained  severely  of 
upper  abdominal  pain  and  because  of  rigidity  of  the  upper 
part  of  the  abdomen,  the  patient  was  sat  up  for  five  min- 
utes and  an  upright  film  of  the  abdomen  was  made.  No 
air  was  seen  beneath  the  diaphragm. 

Esophagoscopy  was  performed.  There  was  a large  esopha- 
geal laceration  anteriorly  at  the  same  level  as  the  tracheal 
laceration.  In  fact,  the  esophagoscope  passed  into  the  trachea 
readily.  As  the  patient  was  beginning  to  awaken,  the  level 
of  anesthesia  was  deepened  by  introduaion  of  the  anes- 
thetic agent  (cyclopropane)  through  the  esophagoscope 
into  the  airway.  Also,  by  this  means  the  Carlen’s  endo- 
tracheal tube  was  placed  under  direa  vision  in  the  left  main 
bronchus,  obviating  the  danger  of  blind  introduction  into 
a torn  trachea. 

When  the  patient  strained  to  retch,  large  amounts  of 
gastric  secretions  flowed  from  the  tracheotomy  tube;  there- 
fore, a Stamm  gastrostomy  was  performed  for  decompres- 
sion of  the  stomach.  Also,  a Blakemore-Sengstaken  tube, 
introduced  orally,  was  recovered  in  the  stomach  and  its 
gastric  and  esophageal  balloons  were  inflated  to  prevent 
reflux  of  gastric  contents  into  the  esophagus  and  trachea. 

Even  though  the  patient’s  blood  pressure  could  be  main- 
tained at  normal  levels  when  he  was  turned  to  the  left 
lateral  position,  the  tidal  exchange  was  greatly  decreased  in 
this  position.  Anesthesia  had  to  be  maintained  entirely  with 
the  left  lung  because  the  tracheal  tear  precluded  inflation 
of  the  right  main  bronchus  by  the  Carlen’s  catheter.  There- 
fore, it  was  decided  that  repair  should  be  accomplished 
with  the  patient  in  the  supine  position  and  with  the  right 
side  slightly  elevated.  Accordingly,  entry  into  the  chest  was 
made  through^ the  right  third  anterior  interspace. 

When  the  chest  was  opened,  the  mediastinum  was  se- 
verely distended  with  air  and  the  pleura  was  blackened. 
Large  amounts  of  air  escaped  when  the  mediastinal  pleura 
was  opened.  At  first,  it  was  impossible  to  identify  any 


structures,  but  upon  further  disseaion  the  esophagus  with 
the  filled  esophageal  balloon  was  found.  There  were  two 
longitudinal  ragged  tears.  One,  as  noted  on  endoscopic  ex- 
amination, was  in  the  anterior  wall  opposite  the  tracheal 
tear,  and  it  was  of  the  same  length  as  the  tear.  In  addition, 
there  was  a linear  but  ragged  laceration  of  the  right  postero- 
lateral wall,  through  which  the  upper  end  of  the  esophageal 
balloon  was  seen.  ’This  tear  also  was  about  three  inches 
long.  The  intervening  esophageal  wall  was  ragged,  black, 
and  nonviable  in  appearance. 

Repair  of  the  esophagus  seemed  foolhardy.  The  combi- 
nation of  poorly  viable  tissues,  two  long  lacerations  in  the 
esophagus,  and  one  in  the  trachea  in  a highly  contaminated 
mediastinum  made  break-down  of  the  repair  an  almost 
certain  eventuality.  It  was  therefore  eleaed  to  resert  the 
lacerated  esophagus,  close  its  distal  end,  and  bring  the 
upper  end  out  as  a cervical  esophagostomy.  The  lower  end 
of  the  tube  was  closed  with  three  rows  of  00  chromic 
catgut,  and  approximately  3 to  4 inches  of  esophagus  was 
reseaed.  The  upper  end  was  closed  with  a single  row  of 
00  chromic  catgut  and  was  allowed  to  retract  into  the 
neck.  Later,  the  upper  end  was  brought  out  as  a cervical 
esophagostomy. 

After  reseaion  of  the  esophagus,  exposure  of  the  pos- 
terior wall  of  the  trachea  was  much  improved.  The  tear 
started  at  the  level  of  the  superior  thoracic  inlet  in  the 
right  posterolateral  wall,  involving  the  membranous  por- 
tion, and  ran  downward  and  slightly  medialward,  ending 
in  the  midline  about  1 cm.  above  the  carina. 

During  resection  of  the  esophagus,  it  was  possible  to 
leave  the  longitudinal  layer  of  muscle  in  apposition  to  the 
membranous  trachea  intact  and  to  utilize  it  in  repair  of 
the  tracheal  laceration,  giving  it  substantial  support  and 
facilitating  closure.  The  rent  in  the  trachea  was  closed  with 
interrupted  sutures  of  00  surgical  cotton  placed  at  2 mm. 
intervals.  The  chest  was  closed  after  insertion  of  intercostal 
drainage  tubes,  and  the  patient  was  returned  to  his  room  in 
good  immediate  postoperative  condition. 

The  chest  tubes  were  removed  on  the  fifth  postoperative 
day  and  the  tracheotomy  tube  on  the  eleventh  day,  after 
bronchoscopy  revealed  healthy  union  of  the  tracheal  repair 
except  for  a small  area  of  granulation  near  the  carina.  The 
patient  was  discharged  home  on  Jan.  21,  the  eighteenth 
postoperative  day,  to  be  fed  by  gastrostomy.  He  was  to 
return  later  to  the  hospital  for  esophageal  substitution. 

On  March  11,  two  months  and  eight  days  after  the 
original  injury,  substernal  transplant  of  the  right  colon  was 
done  (Fig.  1).  Bronchoscopy  showed  that  the  tracheal  re- 
pair had  healed  perfealy,  and  no  granulations  were  ob- 
served. A large  keloid  of  the  thoracotomy  wound  was  ex- 
cised. The  distal  ileum  had  good  circulation  when  it  was 
brought  into  the  neck;  in  fact,  bleeding  from  it  was  bright 
red  when  fixation  sutures  to  the  cervical  fascia  were  placed. 
Therefore,  the  terminal  4 to  6 inches  of  the  ileum  were  not 
resected.  It  was  eleaed,  however,  to  delay  anastomosis  of 
the  esophagus  and  ileum,  as  suggested  by  Bosher.® 
Accordingly,  cervical  esophago-ileostomy  was  done  March 
22,  eleven  days  later. 


Dr.  Eldon  K.  Siebel  of  Dallas  spe- 
cializes  in  thoracic  and  cardiovas- 
Cm  cular  surgery.  He  is  clinical  assist- 
ant  professor  of  surgery  at  South- 
western  Medical  School  and  is 
chief  of  the  Thoracic  Section  at 
Methodist  Hospital. 
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Fig,  1.  Right  colon  and  ileum  used  for  transplant, 
showing  (1)  middle  colic  artery  on  which  transplont 
was  pedicled,  (2)  right  colic  artery,  and  (3)  ileocolic 
artery.  An  adequate  length  of  colon  was  available.- 


On  the  fifth  day  after  cervical  anastomosis,  the  patient 
was  given  one  ounce  of  water  every  two  hours.  Since  he 
was  swallowing  well,  he  was  allowed  to  have  a surgical 
liquid  diet  the  next  day.  By  the  following  day  he  was 
taking  a mechanical  diet,  but  on  the  eighth  day  a small 
fistula  was  detected.  Orange  and  grape  juice  appeared  on 
the  dressing  immediately  after  ingestion.  Oral  feedings 
were  stopped  and  the  patient  again  was  given  gastrostomy 
feedings.  He  was  sent  home  on  April  8 to  allow  the  neck 
to  heal  completely  before  surgical  repair  of  the  stenotic 
anastomosis  was  attempted. 

Complete  obstruaion  developed  at  the  cervical  anasto- 
mosis and  a little  more  than  five  weeks  later,  on  May  6, 
resection  and  re-anastomosis  of  the  cervical  esophago-ileos- 
tomy  was  done.  When  the  patient  was  discharged  home 
three  weeks  later,  he  was  swallowing  well.  He  was  readmit- 
ted Sept.  30  with  a chief  complaint  of  epigastric  pain  and 
vomiting  after  meals.  In  the  interim  he  had  done  well  with 
swallowing  and  had  no  abdominal  complaints  until  in  July, 
when  he  began  to  note  severe  postprandial  cramping,  oc- 
casionally associated  with  vomiting.  Vomiting  was  not 
accompanied  by  nausea  and  usually  was  productive  of  un- 
digested food.  The  patient  had  been  admitted  to  the  hos- 
pital twice  for  this  complaint  during  September,  but  in 
view  of  the  good  funaion  of  the  new  esophagus,  the  cause 
of  the  pain  and  vomiting  remained  problematic  ( Fig.  2 ) . 

On  Oct.  2,  exploratory  laparatomy  was  performed.  Sten- 
osis of  the  coiogastrostomy  was  found  and  was  repaired  by 
a Heinecke-Mikulicz  plastic  procedure.  After  an  unevent- 
ful postoperative  course,  the  patient  was  discharged.  The 
last  time  he  was  seen  by  the  author,  he  was  swallowing 
well,  with  the  occasional  exception  of  having  to  "reswal- 
low” such  foods  as  steak  and  roast  beef,  and,  occasionally, 
water.  He  weighed  135  pounds,  whereas  his  weight  at  the 
time  of  injury  was  147  pounds.  He  had  no  other  com- 
plaints, and  had  returned  to  his  work  as  a shipping  clerk 
at  an  electrical  supply  firm. 

Comment. — It  is  believed  that  the  patient’s  course  was 
complicated  by  a tendency  to  keloid  formation,  which  likely 
contributed  to  stenosis  at  both  the  cervical  esophago-ileos- 
tomy  and  colo-gasttostomy  sites.  Keloids  developed  in  the 
cervical,  thoracic,  and  abdominal  wounds,  and  a keloid  re- 
curred in  the  thoracotomy  scar  after  excision  and  radiation 
therapy.  It  has  since  softened  with  abduction — stretching 
exercises  and  massage  with  lanolin. 


Discussion 

Review  of  the  literature  failed  to  reveal  a previ- 
ously reported  instance  of  simultaneous  rupture  of 
the  intrathoracic  esophagus  and  trachea  from  blunt 
trauma  in  which  the  patient  was  treated  by  primary 
repair.  Of  the  eight  reported  cases  of  traumatic 
tracheo-esophageal  fistula  in  which  repair  was  de- 
layed, five  were  caused  by  motor  vehicle  accidents. 
In  three  of  these  five,  the  patient  had  been  thrown 
against  the  steering  wheel.®  Two  had  received  a 
crushing  injury  by  other  forces,  one  had  been 
"crushed  against  the  wall  by  a machine”  and  the 
other  had  been  "struck  on  the  chest  by  a 700  pound 
bag  v/hich  had  fallen  10  feet.”^’  ® The  pictures  of  the 
accident  scene  in  the  present  case  showed  the  steering 
wheel  crushed  forward  off  the  steering  post,  and  the 
patient  had  a fracture-dislocation  of  the  manubrio- 
gladiolar  joint,  indicating  the  mechanism  of  injury. 

Only  a few  authors  have  speculated  as  to  the 
mechanism  by  which  this  injury  occurs.  Volk,  Storey, 
and  Marrangoni’s  case  of  tracheo-esophageal  fistula 
from  blast  injury  caused  them  to  speculate  that  the 
posterior  wall  of  the  trachea  was  traumatized  by  the 


Fig.  2.  Barium  esophagram  revealing  (1)  esophogo- 
ileal  anastomosis,  (2)  ileum  curving  around  trachea, 
and  (3)  ileocolic  junction. 
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forcible  distention  and  rupture  of  the  esopaghus  be- 
hind it.  They  pointed  out  that  in  all  recorded  in- 
stances, tears  in  the  trachea  have  been  in  a longi- 
tudinal direction,  involving  its  posterior  membranous 
portion  and  the  anterior  wall  of  the  esophagus.  In 
the  present  case,  it  seems  likely  that  this  was  the 
mechanism  of  injury  since  the  posterior  membranous 
trachea  was  torn  longitudinally  and  the  esophagus 
also  was  torn  longitudinally  in  two  tears  as  if  an 
explosive  force  had  occurred  from  within  its  lumen. 
In  addition,  the  anterior  tear  of  the  esophagus  was 
directly  opposite  the  tear  in  the  posterior  trachea 
and  of  the  same  length. 

Because  of  the  multiple  lacerations  of  the  esoph- 
agus, in  close  proximity  to  the  long  laceration  of 
the  trachea  in  a grossly  contaminated  mediastinum, 
it  was  believed  that  suture  of  all.  lacerations  of  both 
organs  would  certainly  have  caused  a break-down 
of  the  repair,  mediastinitis,  a large  grossly  infected 
fistula,  and  a prolonged,  if  not  fatal,  course.  This 
course  of  events  would  more  likely  be  avoided  if 
the  contaminating  esophagus  were  excluded  by  cer- 
vical esophagostomy,  allowing  the  tracheal  tear  to 
heal  per  primum.  In  such  instances,  this  course  of 
surgical  therapy  is  proposed  as  the  procedure  of 
choice.  Alimentation  can  be  reconstituted  later  by 


one  of  several  means,  one  of  the  most  desirable  being 
transplantation  of  the  colon. 

In  a case  of  tracheal  laceration  of  this  type,  con- 
comitant laceration  of  the  esophagus  should  be  con- 
sidered. 
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NIH  Initiates  Study  of  Whipple's  Disease 


A comprehensive  study  of  Whipple’s  Disease  is  being  undertaken  at  the 
Qinical  Center,  National  Institutes  of  Health,  Bethesda,  Md.  Researchers  are 
investigating  therapeutic  measures  that  are  capable  of  producing  remissions  of  this 
otherwise  fatal  disorder,  and  are  attempting  to  gain  insight  into  the  mechanisms 
responsible  for  the  disease. 

To  further  the  study,  patients  are  needed  who  have  either  sufficient  circum- 
stantial evidence  to  warrant  suspecting  this  disorder,  or  definite  proof  of  the 
presence  of  the  disease.  Patients  who  are  admitted  will  be  placed  on  regimens 
designed  to  produce  remissions  of  their  disease.  Upon  completion  of  the  studies, 
patients  will  be  returned  to  the  care  of  their  referring  physicians,  and  complete 
summaries  of  the  Clinical  Center’s  evaluations  will  be  sent  to  their  physicians. 

Doctors  interested  in  referring  patients  may  write  or  telephone  Dr.  Leonard 
Laster,  Senior  Investigator,  Gastroenterology  Unit,  National  Institute  of  Arthritis 
and  Metabolic  Diseases,  Bethesda  14,  Md.  Telephone  496-4201. 
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Primary  AMYLOIDOSIS  of  the  Stomach 


ROBB  H.  RUTLEDGE,  M.D. 


Recognition  of  the  diagnosis  of  gastric 
amyloidosis  preoperatively  or  at  sur- 
gery will  prevent  major  resections,  which 
necessarily  carry  a large  risk.  Only 
in  patients  with  massive  hemorrhage  or 
pyloric  obstruction  should  resection 
be  considered.  A case  report  in  which 
surgical  treatment  was  employed 
with  good  results  is  reported. 

IN  SOME  CASES  primary  amyloidosis,  an  uncom- 
mon disease,  affects  the  stomach  and  produces 
manifestations  similar  to  those  of  ulcer,  gastritis,  or 
pyloric  obstruction.  Often  gastric  involvement  is  part 
of  a generalized  systemic  disease.  Occasionally  the 
stomach  is  the  only  diseased  area.® 

The  pathogenesis  of  this  interesting  disease  and 
the  exact  nature  of  amyloid  are  not  known.  Amyloid 
is  an  acidophilic,  homogenous,  protein-like  substance 
with  an  affinity  for  Congo  Red  and  metachromatic 
staining  qualities  with  methyl  green  and  methyl 
violet.  Amyloid  deposits  are  related  to  errors  in  pro- 
tein metabolism.  This  is  shown  by  association  of  the 
condition  with  multiple  myeloma  and  chronic  wast- 
ing diseases  characterized  by  elevated  serum  globu- 
lins. 

As  is  often  the  case  in  other  poorly  understood 
diseases,  there  are  many  different  classifications  of 
the  forms  of  amyloidosis.  Dahlin’s  classification’^ 
into  primary  amyloidosis,  amyloidosis  associated  with 
multiple  myeloma,  and  secondary  amyloidosis  is 
widely  used.  Primary  amyloidosis  implies  atypical 
staining  reactions;  lack  of  pre-existing  disease;  and 
a tendency  to  involvement  of  heart,  lungs,  muscles, 
and  skin. 

Although  cardiac  disease  is  the  main  cause  of 
death  in  primary  amyloidosis,  the  gastrointestinal 
tract  frequently  contains  amyloid  deposits.  Usually 
the  involvement  is  not  extensive,  and  only  occasion- 
ally is  it  responsible  for  clinical  symptoms.  Amyloid 


has  been  found  in  localized  tumor  deposits  in  the 
stomach  and  in  extensive  areas  throughout  all  layers 
of  the  entire  gastrointestinal  tract.  Occasionally  gas- 
tric amyloid  deposits  are  the  only  evidence  of  dis- 
ease. More  commonly  they  are  part  of  generalized 
amyloidosis  involving  the  heart,  liver,  lungs,  tongue, 
and  spleen.  Gastric  amyloidosis  has  also  been  re- 
ported in  amyloidosis  associated  with  multiple  mye- 
loma.® 

When  the  gastric  amyloid  deposits  are  clinically 
significant,  symptoms  are  varied.  Occasionally  the 
deposits  form  a "pyloric  tumor”  which  gives  a clin- 
ical and  radiologic  picture  of  pyloric  obstruction 
similar  to  that  caused  by  a malignant  tumor.  Such 
patients  will  have  persistent  vomiting,  anemia,  and 
a large  atonic  stomach.  Roentgenographic  clues  in 
the  differential  diagnosis  between  amyloidosis  and 
malignancy  are  smoother  edges  on  the  margins  of 
the  filling  defect  at  the  antrum  and  possible  signs 
of  small  bowel  involvement  in  the  former  condition.® 

In  some  cases  amyloid  deposits  are  not  limited  to 
the  pyloric  portion  of  the  stomach.  They  involve 
the  muscularis  mucosa,  submucosa,  and  muscularis  in 
large  portions  of  the  stomach  causing  extensive 
atrophy  and  inflammation  of  the  gastric  lining.  In 
these  cases  the  symptoms  are  those  of  epigastric  dis- 
tress, nausea,  vomiting,  and  frequent  hematemeses 
which  may  be  massive  and  fatal.  These  patients  are 
usually  suspected  to  have  an  ulcer  or  gastritis.  The 
present  case  fits  more  nearly  into  those  of  patients 
with  this  latter  group  of  symptoms. 


Case  Report 

Mrs.  EM.G.,  a 36  year  old  white  woman,  entered  the 
hospital  Nov.  24,  1958,  with  a six  year  history  of  recur- 
rent intermittent  epigastric  burning  partially  relieved  by 
diet  and  antacids.  During  that  period  she  had  lost  weight 
from  115  to  109  pounds.  Most  of  the  weight  loss  had 
occurred  in  the  month  before  admission. 

The  major  symptoms  during  the  preceding  six  years^  had 
been  recurrent  hematemesis  and  melena.  The  patient 
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Fig.  1.  Roentgenogram  of  stomach  showing  thicken- 
ing and  irregularity  of  antral  mucosa  with  beginning 
"pyloric  tumor"  formation,  also  irregularity  of  duo- 
denal bulb  and  smooth  margins  on  antral  filling 
defect. 


estimated  that  she  had  had  ten  to  fifteen  episodes  of  hema- 
temesis,  three  of  which  had  required  hospitalization  and 
multiple  transfusions.  A sister  and  maternal  grandmother 
had  histories  of  ulcer,  but  no  surgery  had  been  performed 
for  either. 

Physical  examination  was  normal  except  for  the  patient  s 
thin  build.  The  heart  was  normal.  The  skin  was  not  waxy, 
and  the  tongue  was  not  large. 

Hemoglobin  was  11.6  Gm.  per  100  cc.,  with  a hemato- 
crit reading  of  35  volumes  per  cent.  Urinalysis  was  normal. 
Total  protein  was  7.4  Gm.  per  100  cc.  with  albumin  3.8 
Gm.  per  100  cc.  and  globulin  3-6  Gm.  per  100  cc.  The 
eleCTrophoretic  pattern  was  essentially  normal  with  mild 
increase  of  alphas  globulin  to  .81  Gm.  per  100  cc.  and 
gamma  globulin  to  1.55  Gm.  per  100  cc.  A Congo  Red 
test  and  bone  marrow  examination  were  not  performed. 

Several  gastrointestinal  roentgenograms  had  been  made 
during  the  patient’s  present  illness;  the  most  recent  ones 
had  been  made  about  three  weeks  before  the  present  admis- 
sion, at  the  time  of  her  last  hemorrhage  (Fig.  1).  The 
report  described  considerable  irregularity  of  the  mucous 
membrane  pattern  in  the  antrum  of  the  stomach  secondary 
to  scar  tissue  and  vascular  impressions.  The  same  type  of 
distortion  was  seen  in  the  duodenal  bulb  with  a small 
ulcer  crater.  There  were  no  changes  in  the  small  bowel 
pattern  or  motility.  Roentgenograms  of  the  chest,  gall 
bladder,  and  colon  were  normal.  / — ' 

Operation  was  performed  Nov.  26.  The  preoperative 
diagnosis  was  benign  duodenal  ulcer  with  gastritis;  the 
possibility  of  primary  amyloidosis  was  not  seriously  con- 
sidered. At  laparotomy,  the  spleen  was  enlarged  and  round- 
ed. The  liver  was  slightly  enlarged,  but  its  edges  were 
smooth.  The  duodenum  was  thickened  and  irregular  with 
scarring,  but  an  aaive  ulcer  crater  was  not  found.  The 
antrum  was  thickened  and  edematous  but  there  was  no 
definite  tumor. 

Gastreaomy  was  performed  with  anterior  Polya  anasto- 
mosis. The  stomach  felt  slightly  thickened  at  the  upper 
level  of  transection.  There  was  severe  bleeding  from  the 
cut  gastric  edge  although  a Payr  clamp  was  used.  Blood 
loss  from  the  stomach’s  edge  was  about  800  cc.  and  the 
mucosa  in  the  fundus  was  friable  and  bled  easily.  'The  pro- 
cedure was  otherwise  uneventful.  No  gross  changes  were 
seen  in  the  rest  of  the  intestine.  The  patient  had  received 
500  cc.  of  blood  preoperatively  and  required  three  more 
transfusions  of  similar  amount  during  and  after  surgery. 

The  gastric  aspirate  remained  bloody  for  about  one  day. 
The  patient  was  discharged  on  Dec.  6,  after  an  uneventful 
postoperative  course. 

The  specimen  of  stomach  measured  11  cm.  on  the  lesser 
curvature  and  17  cm.  on  the  greater  curvature.  A cuff  of 
duodenum  had  been  included.  The  serosal  surface  was 
normal.  The  antral  section  of  the  stomach  wall  was  of 
increased  thickness.  The  mucosa  was  hemorrhagic  and  fri- 
able, and  there  was  an  apparent  superficial  ulceration  near 
the  pylorus. 

Microscopic  examination  showed  the  mucosa  to  be  vas- 
cularized with  many  areas  of  mucosal  and  submucosal 
hemorrhage.  The  blood  vessels  in  the  submucosa  were  ex- 
tremely dilated  and  prominent.  The  muscularis  was  normal. 
Near  the  pylorus  the  gastric  glands  were  widely  separated 
by  acellular,  homogenous,  eosinophilic  material  (Fig.  2). 


This  material  was  identified  as  amyloid  by  special  stains 
with  crystal  violet  and  Gango  Red.  Similar  amyloid  deposits 
were  seen  in  the  subintimal  portion  of  the  arterioles. 

On  Dec.  7,  one  day  after  the  patient  had  been  dis- 
charged, she  was  readmitted  to  the  hospital  with  severe 
abdominal  pain,  tenderness  in  the  right  upper  quadrant, 
and  white  blood  cell  count  of  19,000.  A flat  film  of  the 
abdomen  was  within  normal  limits.  The  gastric  aspirate 
yielded  a small  amount  of  blood  and  no  bile. 

A preoperative  diagnosis  of  afferent  loop  obstruction  was 
made,  and  exploratory  laparotomy  was  performed.  Ad- 
hesions between  the  small  bowel  and  transverse  colon  had 
produced  an  afferent  loop  obstruction  between  the  ligament 
of  Treitz  and  the  stoma.  The  gastroenterostomy  stoma  was 
intaa  and  patent.  Although  the  duodenum  was  severely 
distended,  the  closure  was  secure.  The  adhesions  were  re- 
leased. A liver  biopsy  specimen  was  obtained  and  closure 
was  accomplished.  Postoperatively  the  patient  did  well,  and 
was  discharged  on  Dec.  14. 

Pathologic  examination  of  the  specimen  from  the  liver 
showed  amyloid  deposits  in  the  subintimal  and  medial  por- 
tions of  the  arterioles  in  the  portal  space  (Fig.  3).  How- 
ever, there  were  no  deposits  in  the  hepatic  parenchymal 
cells.  Crystal  violet  and  Congo  Red  were  used  to  get  the 
positive  amyloid  staining  reaaion. 


Fig.  2.  Photomicrograph  of  pyloric  end  of  stomach 
showing  wide  separation  of  gastric  glands  by  acellu- 
lar homogenous  eosinophilic  material. 
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Fig.  3.  Photomicrograph  of  liver  biopsy  showing 
amyloid  defxjsits  in  subintimal  and  medial  portions 
of  arterioles  in  portal  spaces.  No  deposits  were  found 
in  the  hepatic  cells. 


In  the  two  years  since  her  last  operation  the  patient 

has  done  reasonably  well.  She  weighs  105  pounds,  only 

four  pounds  less  than  her  preoperative  weight.  A house- 
wife, she  is  able  to  do  her  usual  work  without  undue  diffi- 
culty. Mild  dumping  symptoms  ate  controlled  if  she  eats 
slowly  or  lies  down  after  eating.  She  has  had  occasional 

vomiting,  but  no  bleeding,  and  is  not  teceiving  any  medi- 

cation. 


Discussion 

Surgical  treatment  in  primary  amyloidosis  of  the 
stomach  is  associated  with  a high  mortality  rate  be- 
cause of  the  frequency  of  leakage  at  the  anastomoses. 
If  the  patient  does  not  die  of  direct,  technical  com- 
plications, he  may  expire  from  the  generalized  dis- 
ease relatively  early  after  operation.^  The  disease  is 
uncommon  and  is  not  often  considered  preopera- 
tively.  Usually  the  surgeon  believes  that  a gastric 
malignant  tumor  or  that  an  nicer  with  extensive 
gastritis  is  present.  If  he  suspects  amyloidosis,  a bi- 
opsy specimen  would  yield  positive  findings  and 
would  prevent  needless  major  surgery.  If  the  indica- 
tion for  surgery  were  massive  hemorrhage  or  obstruc- 
tion, gastric  resection  or  gastroenterostomy  might  be 
indicated  even  if  the  diagnosis  were  known.  This 
would  depend  on  the  urgency  of  the  situation  and 
the  extent  of  the  amyloid  deposits. 

The  case  presented  in  this  paper  is  unusual  in  that 
the  patient  is  younger  than  most  such  patients  and 
in  that  there  were  no  extensive  amyloid  deposits 
in  the  rest  of  the  gastrointestinal  tract.  This  was 
fortunate,  of  course,  and  accounts  for  the  fact  that 
the  gastroenterostomy  and  duodenal  stump  suture 
lines  held,  even  in  the  presence  of  postoperative  af- 
ferent loop  obstruction.  If  disease  had  been  more  ad- 
vanced, leakage  would  perhaps  have  occurred  from 
one  or  both  of  these,  as  has  been  reported  in  the 
literature.^ 


Actually  the  indication  for  surgery  in  this  case 
was  repeated  hemorrhage;  amyloidosis  was  not  sus- 
pected. Interestingly  enough,  the  patient  is  consid- 
erably improved  and  has  had  no  more  hemorrhage. 
Her  weight  is  only  four  pounds  below  her  preopera- 
tive weight.  Although  she  has  moderate  dumping 
symptoms,  she  considers  them  less  troublesome  than 
the  preoperative  distress.  The  two  years  since  surgery 
represent  the  longest  period  she  has  had  without 
gastrointestinal  bleeding  since  symptoms  began. 

Although  the  patient  is  known  to  have  amyloid 
deposits  in  the  liver,  and  presumably  in  the  spleen, 
follow-up  studies  have  not  shown  any  advancement 
of  gastrointestinal  disease.  'There  have  been  no  sys- 
temic symptoms,  and  the  patient  is  not  receiving  any 
specific  therapy. 

Summary 

A case  report  of  primary  amyloidosis  of  the  stom- 
ach in  a 36  year  old  woman  is  presented.  Although 
this  patient  has  done  well  and  has  had  no  more 
hemorrhages,  the  early  stage  of  the  disease  is  re- 
sponsible for  the  relative  success  of  surgical  therapy. 

The  high  incidence  of  technical  complications  and 
the  high  mortality  rate  during  major  gastric  surgery 
in  patients  with  amyloidosis  is  emphasized.  Recogni- 
tion of  the  diagnosis  of  gastric  amyloidosis  preop- 
eratively  or  at  surgery  will  prevent  major  resections, 
which  necessarily  carry  a large  risk.  Only  in  patients 
with  massive  hemorrhage  or  pyloric  obstruction 
should  resection  be  considered. 
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Adenocarcinoma  of  the  Appendix 

T.  June  Melton,  M.D.,  and  Martha  Madsen,  M.D. 


DIAGNOSIS:  acute  appendicitis.  Treatment:  ap- 
pendectomy. 

Few  doctors  begin  this  procedure  with  a thought 
that  they  may  be  dealing  with  a cancer.  It  happens 
very  infrequently,  but  its  rarity  warrants  report  of 
the  following  case: 


Case  Report 

Mrs.  M.L.S.,  age  34,  reported  to  Midland  Memorial  Hos- 
pital Oa.  20,  1959.  Hex  chief  complaint  was  of  vague 
abdominal  pain  in  the  lower  right  quadrant;  it  had  persisted 
for  about  18  months.  She  had  been  seen  at  intervals  by  her 
family  physician,  who  was  concerned  about  this  vague  pain. 
Forty-eight  hours  before  admission  to  the  hospital,  she 
began  to  have  severe  pain  in  the  lower  right  quadrant,  but 
it  subsided  when  she  went  to  bed.  Later  pain  became  ex- 
tremely severe,  and  about  midnight  she  called  her  physiciian. 
She  was  admitted  to  the  hospital.  At  that  time  there  was 
no  vomiting  or  nausea. 

Past  History:  Menscmal  periods  had  been  irregular,  and 
flow  had  been  scanty  and  of  short  duration.  In  1950,  the 
patient  had  had  dilatation  and  curettage  after  episodes  of 
flooding.  She  also  had  had  tachycardia  at  times,  but  electro- 
cardiograms always  had  been  noxmal.  Similar  attacks  had 
occurred  six  months  previously,  but  the  symptoms  sub- 
sided spontaneously. 

The  patient  was  fairly  weU  nourished  and  well  developed 
and  was  apparently  in  acute  pain.  Examinations  of  the 
eyes,  ears,  nose,  and  throat,  and  of  the  neck,  thorax,  heart, 
and  lungs  were  essentially  negative.  Examination  of  the 
abdomen  revealed  a Grade  III  tenderness  with  rigidity  and 
rebound  tenderness  with  guarding  in  the  right  lower  quad- 
rant. There  was  no  mass  palpable  in  the  abdomen.  Exami- 
nation of  the  pelvic  region  revealed  a Grade  II  cystocele 


and  rectocele.  The  uterine  fundus  apparently  was  normal. 
There  was  a mass  in  the  right  adnexa;  it  apparently  was 
either  in,  or  an  adjunct  to,  the  right  ovary.  There  was  Grade 
III  tenderness  in  the  area  and  to  the  examiner  the  mass 
felt  like  an  ovarian  cyst  or  a tumor  of  the  right  ovary.  On 
rectal  examination  the  mass  was  palpable.  The  reflexes, 
skeletal  system,  and  the  extremities  were  all  normal. 

Laboratory  Examinatiort:  Urinalysis  was  normal.  The 
complete  blood  cell  count  revealed  a hemoglobin  of  85 
per  cent,  or  12.33  Gm.  per  100  cc.;  red  blood  count, 
4,670,000;  white  blood  count,  8,600;  segmented  leuko- 
cytes, 66  per  cent;  lymphocytes,  23  per  cent;  monocytes,  3 
per  cent;  stab  ceUs,  6 per  cent;  basophils,  1 per  cent; 
eosinophils,  1 per  cent.  Hematocrit  was  39  volume  per  cent. 

The  preoperative  diagnosis:  "right  pelvic  mass,  probably 
a right  ovarian  neoplasm  or  a ruptured  appendix.”  The 
patient  was  admitted  to  surgery  immediately.  A primary  low 
midline  incision  was  made.  The  abdomen  was  opened  in 
layers  and  explored.  There  were  approximately  250  cc.  of 
seropumlent  fluid  in  the  cul-de-sac.  Both  ovaries  were 
cystic.  Small  tumefactions  on  the  sigmoid  were  firm  and 
gave  the  gross  appearance  of  endometriosis.  Both  mbes  ex- 
hibited hyperemia,  were  edematous,  and  contained  inflam- 
matory cysts. 

The  appendix  was  unusual  in  its  appearance.  The  base 
was  thick  and  wide,  and  its  lining  contained  a polypoid 
mass.  It  was  the  authors’  opinion  that  this  lesion  might  be 
a carcinoid.  The  appendix  was  acutely  angulated  upon  itself. 
The  mesentery  was  edematous  and  bled  easily.  The  terminal 
ileum  entered  into  the  cecum  at  an  unusually  acute  angle. 

The  cecum  was  delivered  into  the  wound,  and  appendi- 
ceal vessels  were  ligated  with  chromic  I catgut.  A partial 
cecectomy  was  performed,  using  a large  curved  forcep  across 
the  cecum.  Along  with  the  portion  of  cecum,  the  appendix 
was  removed.  The  small  tumefactions  of  the  sigmoid  were 
excised  and  sent  to  the  pathologist.  Nothing  was  done  to 
correct  the  irregularities  in  the  pelvic  area  as  it  was  thought 
that  they  were  the  result  of  perisalpingitis,  probably  sec- 
ondary to  appendiceal  disease.  The  abdomen  was  closed. 


. 


Malignant  lesions  of  the  appendix  are  extremely 
rare.  This  is  the  first  case  of  adenocarcinoma  of  the 
appendix  to  be  reported  in  Texas.  Symptoms  are  those 
of  oppendicitis,  and  treatment  consists  of  appendectomy 
with  right  hemicolectomy. 
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The  pathologist  reported  that  the  removed  appendix 
contained  an  adenocarcinoma,  Grade  II,  and  that  tissue 
from  ithe  sigmoid  colon  represented  areas  of  diveuMculitis. 
Also,  sections  of  the  appendix  showed  the  lumen  to  be 
filled  with  moderately  anaplastic  glandulair  structures  which 
entirely  replaced  the  normal  mucosa  excejn  for  a small  area 
near  the  base.  The  muscular  wall  was  intensely  infiltrated. 
The  surrounding  fat  was  free  of  infiltration.  Portions  of 
the  wall  showed  leukocytic  and  red  cell  infiltration,  and 
necrosis  that  extended  through  the  wall  into  the  surround- 
ing serosa  and  fat.  The  fragments  from  the  sigmoid  colon 
showed  fibrous  tissue  and  a thick  layer  of  histocytes,  in 
which  were  numerous  red  blood  cells.  In  one  fragment  were 
also  anaplastic  glandular  structures. 

The  patient  was  prepared  for  surgery  with  the  use  of 
sulfasuxidine,  saline  irrigations,  and  laxatives.  On  Nov.  13, 
1959,  right  hemicoleaomy  was  performed.  The  distal  one 
and  one  half  feet  of  the  Ueum  were  removed,  along  with 
the  cecum,  ascending  colon,  and  right  half  of  the  trans- 
verse colon.  End-to-end  anastomosis  was  performed.  Sec- 
tions from  the  region  of  the  appendectomy  showed  the 
mucosa  to  -be  intact  except  for  several  areas  of  ulceration. 
Extensive  fibrosis  was  seen  in  the  submucosa,  muscularis, 
and  serosa  with  fibroblastic  -proliferation.  There  were  sev- 
eral areas  of  infiltration  of  neutrophils  and  several  small 
foreign  body  granulomas.  These  were  probably  the  result 
of  suturing  during  the  most  recent  operation.  Excised  tis- 
sue was  sent  to  the  -pathologist,  who  could  find  no  evidence 
of  malignancy.  The  lymph  nodes  showed  only  hyperplasia 
and  no  evidence  of  metastasis. 

The  -patient’s  postoperative  course  was  uneventful.  One 
interesting  feature  is  that  a psychosis  developed.  Because  of 
the  patient's  concern  about  the  malignant  nature  of  the 
rumor,  she  had  to  -be  placed  under  the  care  of  a psychiatrist. 
Treatment  was  successful,  and  when  the  patient  was  last 
seen,  she  was  in  fairly  good  spirits. 


Review  of  Literature 

In  1838,  Merling-  described  what  he  believed  to 
be  a primary  carcinoma  of  the  appendix,  found  at 
autopsy.  In  1865,  Prus^  cited  an  identical  case.  In 
1882,  Beger  reported  what  he  said  was  an  adeno- 
carcinoma of  the  appendix.  Uihlein  and  McDonald® 
classified  malignant  lesions  of  the  appendix  in  1943 
(Table  1).  From  1910  until  1941,  only  144  lesions 
representing  so-called  malignancies  of  the  appendix 
were  found  at  the  Mayo  Clinic.  They  were  classified 
as  follows:  carcinoid,  88.2  per  cent;  cystic  carcinoma 
(pseudomyxoma  peritonei),  8.3  per  cent;  "colonic” 
adenocarcinoma,  3.5  per  cent.  (The  colonic  type  has 


Table  1. — Classification  of  Malignant  Lesions  of  the 
Appendix. 


Lesion 

% 

Carcinoid 

88.2 

Cystic  (Malignant  Mucocele) 

8.3 

Colonic 

3.5 

Lymphosarcoma 

Unknown 

been  likened  to  adenocarcinoma  of  the  colon.)  The 
authors  would  like  to  suggest  another  category  in  this 
classification:  lymphosarcoma  of  the  appendix.  The 
colonic  type  is  so  rare  that  only  81  substantiated 
cases  have  been  reported.  The  authors  could  find  no 
reports  from  Texas. 

Carcinoids:  About  one  in  every  200  removed  ap- 
pendices and  about  2 per  cent  of  all  cancers  of  the 
colon  contain  carcinoids.®  These  are  small  yellowish 
tumors  usually  situated  at  the  periphery  of  the  ap- 
pendix. Seldom  do  they  produce  symptoms,  and 
appendectomy  results  in  recovery.  These  lesions  usu- 
ally occur  in  patients  from  25  to  30  years  old,  and 
are  three  times  more  frequent  in  men  than  in 
women.  They  seldom  metastasize,  in  contradistinction 
to  carcinoids  of  the  small  intestines,  which  metasta- 
size frequently.  If  carcinoids  are  located  in  the  base 
of  the  appendix,  appendectomy  and  partial  cecectomy 
is  the  treatment  of  choice;  however,  75  per  cent  are 
found  in  the  distal  one-third  of  the  appendix.  On 
pathologic  examination,  they  are  argentaffin  positive, 
and  are  believed  to  arise  from  the  normally  occurring 
Kulchitsky’s  cells  in  the  base  of  the  crypts  of  Lieber- 
kiihn.^  Only  4 per  cent  metastasize  from  the  appen- 
dix. 

Cystic  Carcinomas  (malignant  mucoceles):  These 
occur  in  one  of  43,000  appendectomies.  Histologi- 
cally, the  malignant  changes  are  confined  to  the 
mucosa  and  submucosa.  The  epithelium  is  of  papil- 
lary composition  and  ample  amounts  of  mucus  are 
present. 

In  benign  mucoceles  the  epithelium  is  flattened, 
atrophic,  and  destroyed  by  pressure.  The  real  danger 
is  rupture,  which  results  in  pseudomyxoma  peritonei, 
or  so-called  "jelly  belly”.  Treatment  is  appendectomy. 

Adenocarcinoma  of  the  Appendix,  "Colonic  Type’’: 
Adenocarcinoma  of  the  appendix  is  found  more 
frequently  in  the  male  than  in  the  female  patient. 
Eighty  per  cent  of  patients  are  over  the  age  of  40. 
The  preoperative  diagnosis  is  seldom  made.®  The 
symptoms  are  those  of  acute  appendicitis. 

It  is  an  extremely  rare  lesion.  Warren  and  Warren 
reported  only  two  adenocarcinomas  in  6,797  surgi- 
cally removed  appendices.®  LeBrun,  in  1953,  searched 
the  literature  and  found  only  26  cases  of  true  adeno- 
carcinoma of  the  colonic  type.  From  1910  until  1949, 
only  10  cases  were  found  at  the  Mayo  Clinic.  True 
cases  of  primary  carcinoma  of  the  appendix  should 
be  limited  exclusively  to  the  appendix  or  show  rea- 
sonable evidence  of  origin  at  this  site  (Fig.  3). 
Symptoms  are  largely  the  result  of:  (1)  obstruction 
of  the  lumen  by  the  growth,  ( 2 ) infiltration  and  per- 
foration of  the  disease  process,  (3)  obstruction  of 
lymphatic  vessels,  and  (4)  obstruction  of  the  vas- 
cular supply.'* 

Physical  Findings:  The  physical  findings  are  usu- 
ally those  of  appendiceal  disease,  or  possibly  of 
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Fig.  1.  This  high  power  magnification  of  a section 
of  a carcinoid  of  the  appendix  shows  syncytial 
islands  of  epithelial-like  cells  lying  in  a fibrous  tis- 
sue stroma.  The  cells  have  deeply  staining  spherical 
nuclei  with  a small  amount  of  pale  foamlike  cyto- 
plasm. 


Fig.  2.  A portion  of  the  dilated  and  thinned  wall  of 
the  appendix  is  shown  in  this  low  power  magnifica- 
tion of  a section  of  a mucocele  of  the  appendix.  The 
mucosal  surface  is  lined  by  goblet  cells.  There  is  an 
accumulation  of  sterile  mucin  within  the  lumen  of 
the  appendix. 


Fig.  3.  These  photomicrographs  show  low  (a)  and  high  (b)  power  magnifications  of  sections  of  an 
adenocarcinoma  of  the  appendix.  The  mucosa,  except  at  the  base  of  the  appendix,  is  replaced 
by  nests  and  papillary  masses  of  glandular  structures  consisting  of  vacuolated  cells  showing  con- 
siderable atypism  and  mitotic  activity,  and  producing  much  mucin.  The  tumor  infiltrates  parts  of 
the  muscular  wall  to,  but  not  including,  the  serosa.  Portions  of  the  wall  show  dense  leukocytic 
infiltration  of  neutrophils,  a few  eosinophils,  lymphocytes,  and  also  scattered  red  blood  cells. 
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ovarian  disease.  Sometimes  the  metastatic  lesions  are 
the  cause  of  laparotomy,  as  was  the  case  in  three  of 
LeBrun’s  26  cases. 

Metastasis:  Metastasis  usually  occurs  through  the 
lymphatic  vessels.  In  order  of  frequency,  the  sites 
of  metastasis  are  as  follows:^ 


1.  Peritoneum 

2.  Mesentery 

3.  Lymph  nodes 

4.  Skin 

5.  Spleen 

6.  Right  kidney 


7.  Liver 

8.  Ovaries 

9.  Pelvic  structure 

10.  Pleura 

11.  Ribs 


Schuldt  declares  (as  reported  by  Slack^),  "If  rup- 
ture has  occurred,  metastasis  will  be  present  within 
a year.”  Sieracki  and  Tesluk,®  in  1956,  stated  that 
appendiceal  tumors  which  invade  the  submucosa  will 
reach  the  peritoneum  more  quickly  than  wiU  tumors 
of  the  cecum.  They  say  the  deficiency  of  the  muscle 
coat  in  the  appendix  is  the  cause  of  this  situation. 

At  one  of  two  points,  the  longitudinal  and  circular 
fibers  in  the  appendix  are  deficient  to  the  extent 
that  the  submucosa  and  serosa  are  continuous.^  The 
lymphatic  plexus  has  free  communication  between 
the  various  coats.  Injected  material  passes  readily 
from  the  submucosa  to  the  subserosa,  but  not  in  the 
opposite  direction.  Almost  any  node  of  the  entire 
upper  or  lower  ileocolic  chain  may  be  a primary 
drainage  node  of  the  appendix. 

Pathologic  Features:  In  Sieracki’s  series  of  43  cases, 
23  were  in  the  distal  two-thirds  of  the  appendix. 
Grossly  these  lesions  are:^  (1)  polypoid  or  papil- 
lary, (2)  ulcerative,  and  (3)  infiltrating.  Micro- 
scopically, the  sections  show  glandular  structures 
replacing  the  normal  mucosa.  The  lesions  resemble 
those  of  colonic,  adenocarcinoma,  showing  mitotic 
figures  and  division.  If  the  lesion  is  confined  to 
the  mucosa  and  submucosa,  or  if  it  is  an  adenoma- 
tous polyp,  appendectomy  probably  is  sufficient  treat- 
ment. However,  right  hemicolectomy  should  be  per- 
formed in  all  cases. 


Summary 


Dr.  T.  June  Melton,  the  senior 
author,  is  associated  with  the  De- 
partment of  Surgery,  Western  Clin- 
ic, Midland.  Dr.  Martha  Madsen 
is  head  of  the  Department  of 
Pathology,  Midlond  Memorial  Hos- 
pital. 


reported  the  82nd  case  of  primary  adenocarcinoma 
of  the  appendix.  Adenocarcinoma  of  the  appendix 
is  highest  in  frequency  in  males,  and  the  majority 
of  cases  occur  after  age  40.  Symptoms  are  those  of 
acute  or  subacute  appendicitis,  with  physical  findings 
following  in  consistent  order.  Association  of  adeno- 
carcinoma of  the  appendix  with  ovarian  disease  has 
been  cited,  and  ultimate  diagnosis  is  ascertained  by 
laparotomy. 

Right  hemicolectomy  is  the  procedure  of  choice — 
either  as  a primary  or  secondary  procedure — regard- 
less of  whether  primary  laparotomy  shows  the  disease 
to  be  limited  to  the  appendix.  Prognosis  is  much 
better  if  disease  has  not  spread  through  the  appendi- 
ceal muscle  fibers. 
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Malignant  lesions  of  the  appendix,  in  order  of  fre- 
quenq^,  are  carcinoids,  malignant  mucoceles,  adeno- 
carcinomas, and  lymphosarcomas.  The  authors  have 
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ULCERATIVE  COLITIS:  Surgical  Treatment 

WILEY  F.  BARKER,  M.D. 


Fortunately,  the  severe  form  of  chronic  ul- 
cerative colitis  occurs  infrequently.  When  it  does, 
it  can  be  responsible  for  the  destruction  of  the  pa- 
tient's life,  both  literally  and  figuratively,  unless 
proper  therapeutic  measures  are  employed. 

The  etiology  remains  a mystery.  A promising  re- 
cent lead®  suggests  that  its  origin  is  an  autoimmune 
response.  Therapy,  therefore,  is  presently  only  symp- 
tomatic. 

Manifestations  of  the  disease  are  bloody,  purulent 
diarrhea,  tenesmus,  and  abdominal  cramps.  Profound 
weight  loss  and  inanition  often  follow.  Distant  re- 
lated complications  include  hepatitis,  arthritis,  iritis, 
pyoderma,  occasional  involvement  of  the  small  bowel, 
and  duodenal  ulcer.®  True  regional  ileitis  (Crohn’s 
disease)  is  found  concurrently  in  a few  cases. 

The  disease  is,  usually  chronic  with  a progressive 
series  of  exacerbations.  In  intervals  between  more 
active  episodes,  the  patient  may  be  remarkably  free 
of  symptoms.  In  some  cases  the  overwhelming  and 
sudden  severely  toxic  phase  progresses  from  full 
health  to  death  in  from  three  to  six  months.  The 
age  group  afflicted  is  usually  that  of  young  adults, 
but  rarely  cases  are  seen  in  either  infants  or  patients 
of  advanced  age. 

Conservative  management  consists  of  rest,  dietary 
control  to  achieve  adequate  alimentary  intake,  and 
establishment  of  close  rapport  as  a psychotherapeutic 


When  steroid  treatment  for  a rea- 
sonable period  fails  to  alleviate 
severe  symptoms  of  ulcerative  co- 
litis, surgical  therapy  should  be 
considered.  Ileostomy  and  colec- 
tomy is  an  advisable  form  of 
therapy  in  many  such  cases. 


support.  No  specific  antibacterial  agent  has  proved 
effective.  Diagnosis  must  be  established  accurately, 
but  the  means  to  do  so  must  be  cautiously  used.  Bari- 
um contrast  studies  and  sigmoidoscopic  examinations 
must  be  accomplished  without  vigorous  preparations. 

Steroid  therapy  is  useful  in  initiating  a remission 
in  many  instances.  It  is  best  given  as  intravenously 
administered  adrenocorticotropic  hormone  at  a dos- 
age level  of  40  units  per  day.  If  remission  is  not  ob- 
tained within  two  weeks,  the  dosage  should  gradually 
be  reduced.  Prolonged  maintenance  therapy  with 
steroids  only  allows  serious  deterioration  of  the  pa- 
tient’s condition  without  adequate  warning  symp- 
toms and  signs  and  introduces  all  of  the  possible 
complications  of  such  therapy.®  If  a remission  cannot 
be  induced  with  adrenocorticotropic  hormone  or 
cannot  be  maintained  without  it,  surgical  treatment 
should  be  considered  for  patients  with  more  serious 
symptoms. 

The  local  use  of  corticoid  agents  on  the  rectal  mu- 
cosa has  been  of  value,  although  limited  in  the  dura- 
tion of  effect  and  applicability. 

Indications  for  Operation 

For  84  of  the  author’s  patients  who  had  ulcerative 
colitis  in  the  last  ten  years,  the  indications  are  as 
outlined  in  Table  1. 

Under  chronicity  are  included  those  cases  in  which 
there  were  multiple  recurrences  or  in  which  failure 
to  respond  to  repeated  attempts  at  medical  manage- 
ment caused  invalidism  of  such  an  extent  that  the 
patient  could  not  carry  on  his  life’s  responsibilities 
effectively.  Chronic  invalidism  should  never  be  ac- 
cepted when  surgical  care  can  offer  complete  re- 
habilitation. 

Included  also  in  this  table  are  those  cases  in  which 
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distant  complications,  including  anorectal  compli- 
cations, forced  operation.  Loss  of  anal  sphincteric 
control  is  indeed  a compelling  cause  for  operation. 
Infection,  stricture,  polyposis,  and  bleeding  were  rea- 
sons accounting  for  a smaller  number  of  cases.  The 
more  dramatic  and  urgent  emergency  complications 
are  self  explanatory. 

Table  1. — Indications  for  Operation  in  84  Patients  with 
Ulcerative  Colitis. 


No.  of 

Type  of  Surgery  Patients 


Elective 

Chronicity  50 

Infection  8 

Stricture  3 

Polyposis  2 

Bleeding  1 

Perforation  1 * 

65 

Emergency 

Perforation  9 

Acute  fulminant  disease  5 

Hemorrhage  4 

Sepsis  1 


19 

84 

*This  patient  was  originally  operated  on  elsewhere  for 
perforation  but  was  included  in  this  series  because  of  op- 
eration for  a strirtured,  malfunaioning  stoma. 

Preparation 

Previously,  the  author  and  an  associate  have  em- 
phasized the  need  for  having  the  surgeon  as  a part 
of  the  therapeutic  team  early  in  the  conduct  of  the 
case  so  that  the  patient  does  not  feel  that  he  is  being 
"sent”  to  a new  doctor  for  a last-ditch  kind  of  treat- 
ment.® Emotional  preparation  is  of  utmost  impor- 
tance. Optimism  and  confidence  in  the  outcome 
may  be  engendered  in  many  cases  by  having  mem- 
bers of  the  nearest  Ileostomy  Club  call  on  the  patient. 
A visit  from  attractive,  fastidious,  and  healthy  peo- 
ple who  have  been  through  woes  the  patient  is  ex- 
periencing will  do  much  to  assure  his  cooperation. 

The  damaging  effects  of  steroid  therapy  have 
caused  the  author  to  prefer,  when  possible,  to  operate 
upon  patients  in  whom  steroid  therapy  has  been 
discontinued.  This  policy  cannot  always  be  main- 
tained, however,  and  adrenal  supplements  must  be 
given  at  the  time  of  operation  in  many  cases.  In- 
testinal preparation  is  managed  with  sulfonamides  if 
possible;  neomycin  is  often  added  in  the  last  24 
hours.  A liquid  diet  is  used  for  several  days  before 
operation,  and  purgatives  and  enemas  are  assidu- 
ously avoided.  Rectal  instillations  of  neomycin  are 


acceptable.  The  site  for  the  ileostomy  is  chosen  be- 
fore operation  with  due  allowance  for  clearing  bony 
prominences,  the  umbilicus,  parietal  cutaneous  flex- 
ion creases,  and  abdominal  scars.  The  patient  is 
given  an  opportunity  to  become  familiar  with  the 
ileostomy  device.  In  this  task  further  help  can  be 
obtained  from  the  Ileostomy  Club. 

General  anesthesia,  administered  by  means  of  en- 
dotracheal intubation  is  the  author’s  common  choice; 
spinal  anesthesia,  although  giving  good  relaxation, 
does  not  allow  for  ease  of  control  of  the  blood  pres- 
sure. 

Nutrition  of  the  patient* *  should  be  at  an  optimal 
level.  A truly  satisfactory  level  can  rarely  be  man- 
aged, however,  and  compromises  are  usually  neces- 
sary. 


Operative  Technique 

Operation  is  usually  conducted  through  a long, 
left  paramedian,  muscle-retracting  incision.  The  ileos- 
tomy site  is  prepared  first;  excision  of  a circle  of 
skin  and  cruciate  incisions  through  the  fascia  and 
muscle  allow  an  adequate  tunnel  without  excessive 
loss  of  parietal  support.  Too  large  a tunnel  predis- 
poses to  prolapse. 

The  right  colon  is  mobilized  initially,  and  the  ter- 
minal ileum  is  divided  as  far  distaUy  as  possible.  Di- 
vision must  not  be  made  through  thickened,  ulcer- 
ated, or  inflamed  bowel.  Slight  traces  of  edema  and 
dilation  proximal  to  the  distal  obstructing  inflam- 
matory process  that  is  often  present  at  the  ileocecal 
junction  do  not,  however,  preclude  a distal  level  of 
division.  The  incision  in  the  mesentery  is  extended 
proximally  for  several  inches  about  1 cm.  from  and 
parallel  to  the  mesenteric  edge  of  the  ileum.  This 
strip  of  mesentery  should  preserve  miniature  arcades 
which  will  carry  blood  to  the  most  distal  tip  of  ex- 
teriorized ileum.  After  preparing  a limb  somewhat 
longer  than  appears  necessary  to  project  through  the 
abdominal  wall,  the  site  of  emergence  is  marked  by 
a nonabsorbable  suture  that  is  placed  in  the  mes- 
entery next  to  the  bowel.  This  suaue  is  later  used  to 
secure  the  bowel  at  the  peritoneal  level;  it  should  be 
placed  to  avoid  damaging  the  blood  supply  to  the 
distal  ileum.  A redundant  flap  of  ileocolic  mesentery 
is  next  prepared  by  dividing  the  mesentery  in  a 
curve  directed  cephalad  and  curving  convexly  to  the 
right.  Division  of  the  mesentery  of  the  transverse 
colon  can  proceed  from  this  point,  but  before  the 
operation  proceeds,  the  cut  edge  of  terminal  ileac 
and  right  colic  mesentery  is  sutured  to  the  lateral 
peritoneal  wall.  More  effective  adherence  occurs  if 
the  parietal  peritoneum  is  incised  to  accept  the  mes- 
entery. Nonabsorbable  suture  should  be  used.  Closure 
of  the  gutter  eliminates  the  hazard  of  the  bowel 
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twisting  as  it  prolapses  past  the  ileostomy,  and  also 
reduces  the  hazard  of  stomal  prolapse. 

Once  the  ileostomy  is  constructed,  the  surgeon 
may  remove  the  remainder  of  the  colon,  knowing 
that  by  exteriorization  the  operation  can  be  termi- 
nated quickly  if  the  patient’s  condition  demands  it. 

It  is  the  author’s  choice  to  proceed  with  total  proc- 
tocolectomy in  most  instances.  The  exceptions  are 
as  follows: 

1.  In  those  instances  in  which  minimal  evidences 
of  anorectal  disease  make  possible  a future  ileorectal 
anastomosis. 

2.  In  males  in  whom  a narrow  pelvis  and  a bloody 
dissection  near  inflamed  bowel  might  endanger  sex- 
ual potency. 

3.  In  those  patients  with  serious  perineal  infec- 
tions and  abscesses  who  possibly  would  be  subjected 
to  unnecessary  contamination  of  the  abdominal 
wound  and  peritoneal  cavity. 

4.  In  any  patient  whose  general  condition  appears 
unsatisfactory  for  extending  the  procedure. 

In  the  author’s  experience,  total  colectomy  may  be 
necessary  to  control  massive  hemorrhage.  Also,  in 
accordance  with  a recent  report,'^  he  has  observed 
that  removal  of  most  of  the  abdominal  colon  is  the 
most  successful  technique  in  perforation  of  the  colon, 
no  matter  how  critically  ill  the  patient  may  be. 

If  abdominoperineal  resection  is  decided  upon,  the 
dissection  is  kept  as  near  the  bowel  wall  as  possible. 
During  the  perineal  phase  of  the  operation,  there 
is  minimal  removal  of  levator  musculature.  The 
levators  per  se  may  be  approximated  (around  a sub- 
peritoneal  drain)  to  provide  good  perineal  support. 

Ileorectal  anastomosis  has  been  performed  on  only 
four  patients  in  the  present  series,  utilizing  the  tech- 
nique described  by  Turnbull.®  Three  were  operated 
upon  at  an  interval  after  ileostomy,  of  whom  two 
have  required  re-formation  of  an  abdominal  ileos- 
tomy. The  fourth  had  an  initial  primary  ileorectal 
anastomosis,  but  this  anastomosis  was  protected  for 
eight  months  by  a proximal,  completely  divided 
"end”  ileostomy.  The  results  of  ileorectal  anastomosis 
are  sometimes  gratifying,  but  the  real  status  of  this 
procedure  remains  to  be  defined. 

Closure  of  the  abdominal  wound  is  performed  in 
layers.  Retention  sutures  are  of  great  value  in  most 
of  these  patients,  who  have  serious  nutritional  defi- 
cits. If  serious  contamination  is  present,  the  muscle 
and  fascial  structures  are  closed  with  wire  or  catgut 
and  retention  sutures  are  used,  but  skin  and  fat  are 
left  open  for  delayed  closure. 

Immediate  maturation  of  the  stoma,  as  described 
by  Brooke^  and  by  Turnbull,®  is  performed.  A mod- 
ification of  the  techniques  of  immediate  maturation 
is  as  follows:  After  completion  of  the  closure  and 
dressing  of  the  major  abdominal  wound,  about  3 to 
6 cm.  of  viable  ileum  should  protrude  through  the 


stomal  aperture.  A finger  is  placed  in  the  stoma, 
and  three  or  four  longitudinal  incisions  are  made 
in  the  distal  portion  of  this  ileum  down  through 
seromuscular  layers.  These  incisions  make  the  dis- 
tal portion  of  ileum  patulous  but  do  not  interfere 
with  its  blood  supply.  The  distal  portion  may  then 
be  easily  everted.  The  edge  of  the  ileum  is  sutured 
to  the  deep  surface  of  the  skin  incision  using  fine 
catgut.^’  ® TTie  ileostomy  is  dressed  immediately  with 
a plastic  disposable  bag,  allowing  the  surgeon  to  in- 
spect it  easily,  as  well  as  providing  from  the  start 
for  the  collection  of  all  drainage. 

'The  extent  of  procedure  accomplished  in  the  pa- 
tients in  the  author’s  series  is  reported  in  Table  2. 


Table  2. — Results  in  Terms  of  Operative  Deaths  in  84 
Patients  with  Ulcerative  Colitis. 


Type  of  Surgery 

No.  of 
Cases 

Operative 

Death 

Ileostomy  only 

Ileostomy  only,  but  with  later,  staged 

1 

0 

partial  or  total  coleCTomy 

18 

0 

Ileostomy  & partial  colectomy 

One  stage  ileostomy  & total 

19 

5 

proaocoleaomy 

31 

3 

Other  procedures:  revision  of  ileostomy, 
colectomy,  ileorectal  anastomosis. 

anal  ileostomy,  colostomy 

15 

0 

84 

8 

Results 

Mortality  Rate. — The  eight  deaths  in  Table  2 do 
not  give  a clear  picture  of  the  operative  risk.  There 
were,  for  instance,  only  two  deaths  in  44  consecutive 
elective  operations  in  the  latter  portion  of  the  series. 
The  mortality  rate  is  necessarily  high  when  opera- 
tion must  be  performed  on  a chronically  debilitated 
toxic  patient  receiving  steroid  therapy.  There  has 
been  only  one  operative  death  in  nine  cases  of  acute 
perforation;  one  other  patient  succumbed  a year 
after  operation  from  only  indirectly  related  sepsis. 

Complications. — ^Many  complications  have  oc- 
curred in  the  author’s  series,  but  with  progressive 
experience,  almost  half  of  the  patients  operated 
upon  can  be  expected  to  have  a completely  uncom- 
plicated course.  Many  complications  have  been  mini- 
mal, but  certain  recurring  problems  demand  atten- 
tion. Nineteen  patients  have  required  operation  for 
intestinal  obstruction  as  a result  of  bands  or  adhe- 
sions. Major  local  revisions  of  the  stoma  have  been 
required  25  times  in  approximately  half  this  many 
patients.  Minor  local  procedures  for  stricmre  or  fis- 
tula have  been  required  24  times.  Dehiscence  oc- 
curred five  times.  There  were  ten  instances  of  ab- 
dominal or  perineal  major  wound  'infection. 
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specific  complications  related  to  the  stoma  have 
been  discussed  in  detaild  Most  important  is  prompt 
recognition  of  the  signs  of  impending  obstruction 
attributable  to  stenosis  of  the  stoma  as  it  passes 
through  the  abdomen.  This  syndrome  of  weight  loss, 
anorexia,  cramps,  and  paradoxical  diarrhea  was  well 
described  by  Warren  and  McKittrick  in  1951.^° 
Treatment  by  simple  lysis  of  the  scar  at  several 
points,  comparable  to  the  technique  of  pyloromyot- 
omy,  is  effective  in  correction. 

Prolapse  and  the  frequently  associated  problem  of 
alternating  retraction  have  been  difficult  to  treat. 
Prevention  by  care  in  attaching  the  ileac  mesentery 
to  the  parietes,  creation  of  a tunnel  that  is  not  ex- 
cessively large  for  the  bowel  to  be  brought  through, 
selection  of  a short  portion  of  mesenteric  curtain 
to  carry  the  exteriorized  bowel,  and  prompt  matura- 
tion has  reduced  the  incidence  of  this  problem  great- 
ly. Once  the  complication  has  occurred,  treatment 
consists  of  assuring  that  the  principles  previously 
outlined  are  followed  at  the  time  of  formal  recon- 
struction. Of  great  importance  may  be  the  creation 
of  a snugger,  cylindrical  "bushing”  for  the  bowel  to 
pass  through,  as  compared  with  a lax  and  thin  per- 
forated "diaphragm”  of  fused  parietal  structures.  In 
some  cases  the  mesenteric  curtain  must  be  artificially 
shortened. 

No  major  complication  was  observed  in  most  pa- 
tients more  than  three  years  after  operation.  The 
exceptions  were  six  patients  in  whom  continuing 
series  of  complications  began  shortly  after  operation 
and  lasted  for  periods  as  long  as  five  years  before 
cure.  This  may  be  phrased  differently  for  the  bene- 
fit of  offering  a prognosis  to  patients;  the  chances 
are  nine  to  one  that  no  complications  will  ensue 
after  three  years  from  the  date  of  operation. 

Rehabilitation. — In  spite  of  the  apparently  pro- 
hibitive listing  of  complications,  the  response  to 
operation  has  been  gratifying  in  most  cases.  The 
average  weight  gain  has  been  29  pounds.  The  usual 
pattern  is  that  of  a return  to  the  level  of  the  highest 
weight  the  patient  had  ever  previously  experienced. 


Of  45  patients  questioned  directly  after  operation, 
34  believed  they  were  equally  well  or  even  better 
able  to  cope  with  their  life  affairs  than  they  had 
ever  been.  Only  nine  felt  less  able,  and  these  limita- 
tions were  minimal.  Three  had  to  change  their  occu- 
pation: a model  who  gave  up  her  career  now  runs 
a dress  shop,  a cook  became  a salesman,  and  one 
woman  had  to  quit  lifting  heavy  bundles  of  news- 
paper. Seven  young  women  have  married  since  their 
operation.  Sexual  adjustment  has  been  successful  in 
all  patients. 

The  most  gratifying  response  has  been  in  terms  of 
psychological  rehabilitation.  The  so-called  "ulcerative 
colitis  personality,”  frequently  seen  before  opera- 
tion, did  not  prevail  after  correction  of  the  organic 
disease.  The  author  submits  that  there  is  vastly  more 
effect  of  the  organic  disease  on  the  psyche  than  the 
reverse.  The  aberrations  observed  in  this  series  of 
patients  do  not  differ  from  those  seen  in  patients 
in  comparable  states  of  distress  from  other  causes. 


Summary 

Experience  with  84  patients  with  ulcerative  co- 
litis indicates  that  ileostomy  and  colectomy  can  pro- 
vide physical,  emotional,  and  occupational  rehabili- 
tation in  most  patients.  Surgical  care  is  exacting, 
and  the  surgeon  who  undertakes  treatment  must  be 
prepared  to  provide  sympathetic  and  meticulous  at- 
tention in  the  presence  of  many  complications.  With 
the  passage  of  time  and  with  earlier  operation  on 
"better  risk  patients,”  the  mortality  rate  in  elective 
cases  should  be  less  than  5 per  cent. 
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Treatment  of  Internal  Rectal 
Abscesses  and  Fistulas 


JOHN  McGIVNEY,  M.D. 


PERATIVE  PROCEDURES  for  anorectal  fis- 
tula can  be  a challenge  to  the  most  ingenious 
; surgeon.  Historically,  eminent  scientists  and  surgeons 
! have  contributed  much  to  an  intelligent  approach  to 
problems  associated  with  such  surgery. 

Ancient  Disease 

Rectal  fistula  is  one  of  the  earliest  known  diseases; 
surgical  treatment  for  the  condition  is  second  in 
antiquity  only  to  circumcision.  The  Ebers  Papyrus 
(about  1550  B.C.)  from  Egypt  described  fistula  and 
associated  it  with  dysentery.  The  Hindus  (about 
1000  B.C.)  frequently  referred  to  the  disease,  and 
Hippocrates  (460-370  B.C.)  quoted  many  authorities 
on  the  subject.  He  described  in  detail  the  so-called 
seton  operation  for  fistula,  which  apparently  was 
approved  then  but  which  has  been  abandoned  since. 
Celsus  (25  B.C.  to  50  A.D.)  agreed  with  Hippoc- 
rates’ theories  regarding  fistula. 

The  fall  of  Rome  disrupted  western  progress  in 
surgery.  However,  Aetius,  physician  to  the  court  of 
Constantinople,  wrote  about  fistula  and  Paul  of 
Aegina,  in  the  seventh  cenmry,  commented  on  the 
disease  in  "Of  Things  Medical,  In  Seven  Books”  and 
quoted  from  Leonides  (about  first  century,  A.D.). 


The  author  reports  that  internal 
submucosal  or  intramural  abscesses 
recur  frequently  because  the  fis- 
tulous tract  is  not  considered.  He 
presents  a technique  of  primary 
fistulotomy  in  which  decompression 
of  the  abscess  is  accomplished, 
after  which  the  fistulous  tract  is 
obliterated. 


In  1819,  from  the  buried  ruins  of  the  city  of  Pom- 
peii (79  A.D.),  an  anal  speculum  and  a bistoury 
used  to  treat  patients  with  rectal  fistula  were  un- 
earthed in  what  apparently  had  been  a surgeon’s 
home. 

The  influence  of  Mohammedanism  in  the  next 
four  to  five  centuries  was  evident  in  that  reports  on 
rectal  fistula  came  principally  from  the  East  through 
Arabian  authors:  Haly  Abbas  (tenth  century),  Al- 
bucasis  (936-1013  A.D.),  and  Avicenna,  (980-1037 
A.D. ).  Moses  Maimonides  (twelfth  century,  A.D.) 
was  the  first  to  recognize  and  advise  heat  as  a valu- 
able adjunct  in  treatment.  He  said  "another  valuable 
procedure  is  to  have  the  patient  sit  in  warm  water 
in  which  various  medicaments  are  included”.  In 
Europe  during  the  medieval  period,  WiUiam  of 
Salicet  (thirteenth  century  A.D.)  preferred  the  cau- 
tery in  the  treatment  of  patients  with  fistula. 

In  1370,  John  of  Arderne,  a Erenchman,  settled 
in  England.  He  was  progressive  and  ahead  of  his 
time  regarding  knowledge  of  physiology  and  sur- 
gery. He  devised  an  operation  for  anorectal  fistula 
and  reported  it  in  a treatise  in  which  he  quoted 
Lanfranc  (died  1315  A.D.).  British  surgeons  sub- 
sequently were  pioneers  in  operations  for  fistula  and 
their  interest  was  stimulated  when  Henry  V of  Eng- 
land died  in  1422  (at  the  age  of  35)  from  the 
effects  of  rectal  fistula.  As  David  Hume’s  "History 
of  England”  notes,  "surgeons  at  that  time  had  not 
skill  to  cure”  the  king’s  condition. 

Toward  the  end  of  the  seventeenth  century,  an 
incident  occurred  which  changed  the  entire  status 
of  surgery.  In  1686,  the  all-powerful  Louis  XIV  be- 
came a victim  of  anorectal  fistula.  Policy  required 
that  the  King’s  surgeon,  Charles  Francois  Felix,  per- 
form the  operation  since  common  hands  could  not 
touch  persons  of  noble  birth.  The  surgeon  was 
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commissioned  to  practice  fistula  surgery  for  a year  on 
the  King’s  subjects  before  he  was  permitted  to  op- 
erate on  the  King  on  Nov.  18,  1687.  The  royal 
bistoury  which  he  used  is  preserved  in  the  Louvre 
Museum,  Paris.  The  surgeon  received  a handsome 
fee  equivalent  to  $30,000  today;  his  first  assistant 
received  $20,000,  and  all  assistants  in  attendance  re- 
ceived $1,000  each.  The  disease  became  fashionable, 
and  the  French  surgeon  became  a social  success. 
Healthy  courtiers,  eager  to  prove  their  loyalty  to  the 
King,  demanded  similar  operations.  The  gulf  be- 
tween the  physician  and  surgeon  was  breached  and, 
in  consequence,  several  chairs  of  surgery  were  es- 
tablished in  France.  The  status  of  respectability  was 
at  last  attained  by  the  surgeon.  The  practice  of  sur- 
gery was  transformed  from  a shameful  occupation 
to  an  honored  specialty. 

A scientific  approach  to  fistula  surgery  began  in 
the  eighteenth  century  when  Morgagni  described  the 
anal  crypts  and  associated  them  with  fistula.  How- 
ever, the  most  memorable  occasion  in  the  history  of 
the  disease  occurred  in  1835,  when  Frederick  Salmon 
established  "St.  Mark’s  Hospital  for  Fistula  and 
Other  Diseases  of  the  Rectum”  in  London.  The  in- 
stitution was  the  first  in  the  world  to  be  devoted 
exclusively  to  diseases  of  the  anus,  rectum,  and  colon, 
and  is  still  in  operation. 

James  M.  Mathews  of  Kentucky  was  the  first 
American  surgeon  to  make  substantial  contributions 
to  surgery  for  fistula.  He  had  trained  at  St.  Mark’s 
of  London  and  he  brought  to  this  country  new 
knowledge  of  the  disease. 


Internal  Fistula 

One  of  the  most  difficult  rectal  fistulas  to  treat 
is  one  in  which  the  entire  tract  is  located  within  the 
rectum.  In  the  strict  sense,  it  is  not  a true  fistula 
since  it  does  not  have  an  opening  on  the  external 
surface  of  the  body;  nor  does  it  communicate  with 
another  hollow  viscus.  More  accurately,  it  is  a rectal 
sinus  with  the  primary  opening  at  the  anorectal  line 
in  an  infected  crypt;  the  tract  extends  upwards  and 
terminates  in  an  abscess  cavity.  The  abscess  may  rup- 
ture spontaneously  into  the  bowel,  or  an  incision 
may  be  made  and  decompression  of  the  abscess  ac- 
complished. In  either  case,  a secondary  opening  in 
the  rectum  is  created  which  is  extremely  difficult 
to  detect  since  it  may  heal  over  or,  if  it  remains 
patent,  may  be  located  in  a fold  of  the  mucosa.  The 
primary  opening  at  the  anorectal  line  in  an  infected 
anal  crypt,  is  usually  difficult  or,  more  often,  im- 
possible to  locate  since  the  infection  is  under  the 
mucosa  and  not  apparent  on  the  surface  of  the  bowel. 
Probing  is  of  little  help  since  the  anal  crypts  proceed 
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distally  and  the  fistulous  .tract  proceeds  proximally. 
Often  the  abscess  is  incised  and  drained  and  the  ac- 
companying fistula  is  left  undisturbed.  In  this  event, 
the  abscess  is  certain  to  return.  Frequently,  this  type 
of  infection  is  associated  with  an  external  fistula  of 
the  usual  type.  The  external  limb  may  mask  the 
internal  limb  of  the  process  so  that  the  patient  ap- 
pears cured  if  only  the  external  tract  is  considered. 

When  antibiotics  became  available,  surgeons  be- 
came bolder  and  began  simultaneous  treatment  of 
rectal  fistula  and  abscess.  Primary  fistulotomy  worked 
well,  especially  in  the  case  of  short  fistulas  near  the 
anorectum.  Accordingly,  internal  rectal  abscesses  and 
associated  fistulas  are  treated  similarly  by  primary 
fistulotomy. 

The  diagnosis  of  submucosal  or  intramural  abscess 
is  made  by  digital  examination.  The  abscess  must  be 
differentiated  from  a pelvirectal  abscess,  which  is 
outside  the  rectum  in  the  supralevator  space  and 
which  is  treated  by  incision  and  drainage  outside 
the  rectum.  Saddle  block  or  caudal  anesthesia  is  al- 
most indispensable  because  of  the  relaxation  re- 
quired; if  additional  exposure  is  desired,  posterior 
proctotomy  may  be  performed. 


Fig.  1.  Incision  and  drainage  of  submucous  rectal 
abscess. 
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Technique  of  Operation 

The  abscess  is  located  by  digital  examination  and 
an  incision  is  made  at  its  summit,  evacuating  its 
contents  (Fig.  1).  A Rosser  fistula  hook  (Fig.  2)  is 
inserted  into  this  opening,  is  pulled  downward  to- 
ward the  anus,  and  is  guided  into  the  tract.  The 
electrosurgical  scalpel  is  used  to  follow  the  hook 
(Fig.  3),  and  to  divide  the  tissues  as  the  hook  pro- 


Fig. 2.  Instruments  used  in  procedure. 


gresses  downward  in  the  fistulous  tract  to  the  ano- 
rectal line,  where  the  primary  opening  is  assumed  to 
be  (Fig.  4).  The  incision  is  then  continued  to  the 
anal  verge,  creating  an  external  drainage  zone  for 
the  internal  phase  of  the  surgical  wound  (Fig.  5). 

The  use  of  the  electrosurgical  scalpel  reduces 
bleeding,  which  may  be  considerable  in  amount  if 
internal  hemorrhoids  are  adjacent  to  the  fistulous 
tract.  It  may  become  necessary  to  utilize  a running 


Fig.  4.  Resultant  fistulotomy  wound. 


Fig.  3.  Fistulous  tract  being  opened. 


Fig.  5.  External  drainage  wound. 
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Fig.  6.  Suture  being  placed  to  control  bleeding. 

locked  suture  of  00  plain  catgut  on  an  atraumatic 
needle  on  the  edge  of  the  fistulotomy  wound  to  con- 
trol bleeding  (Fig.  6). 
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over”  must  be  employed  since  such  a complication 
is  more  likely  to  occur  in  this  type  of  wound  than  in 
the  case  of  an  external  wound. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Harry  B.  Burr,  Houston;  I agree  with  the 
author’s  method  of  diagnosis  and  treatment.  I will 
emphasize  one  or  two  statements  he  made  and  de- 
scribe a mechanically  different  method  of  treatment 
that  accomplishes  the  same  purpose,  that  is,  adequate 
drainage. 

A submucous  fistula  or  abscess  before  rupture  can 
be  felt  as  a firm,  smooth,  prominent  swelling  that 
is  exquisitely  sensitive  to  touch.  'The  distal  opening 
is  nearly  always  in  a crypt  at  the  lower  border  of  the 
abscess.  Instead  of  working  from  above  downward, 
I insert  a flexible  probe  into  the  distal  opening  and 
pass  the  probe  through  the  abscess  guided  by  the 
finger  and  out  through  the  mucosa  at  the  apex, 
where  the  end  of  the  probe  is  bent  down  with  the 
finger.  The  fistula  is  then  opened  widely  over  the 
probe  with  a small  flat-tipped  cautery  that  discour- 
ages excess  bleeding.  The  cut  edges  are  excised  for 
0.5  to  1 cm.  on  each  side  in  an  attempt  to  "saucer- 
ize”  the  wound  for  adequate  drainage.  Bleeding  is 
controlled  with  cautery  or  suture. 

A fistula  that  has  ruptured  has  nearly  always  done 
so  at  the  apex,  where  a small  "button”  of  granula- 
tion tissue  3 to  4 mm.  in  diameter  might  be  mistaken 
for  a small  sessile  polyp.  As  described  before,  a flex- 
ible probe  is  inserted  into  the  distal  opening  in  a 
crypt  guided  by  a finger  in  the  rectum,  and  is  passed 
through  the  fistula  and  out  through  the  proximal 
opening.  Fistulotomy  is  accomplished  with  the  cau- 
tery, and  the  edges  are  excised. 

I cannot  emphasize  too  strongly  Dr.  McGivney’s 
statement  that  the  incision  must  be  extended  to  the 
anal  verge  for  adequate  drainage. 
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DEWEY  W.  YEAGER,  M.  D. 


IN  THE  PAST  20  years,  approximately  50  cases  of 
idiopathic  hypoparathyroidism  have  been  recorded. 
Bronsky,  Dushner,  and  Dubin^  have  reviewed  these 
cases  in  their  entirety.  The  following  case  report  is 
added. 


Case  Report 

The  patient,  a 20-year-old  woman,  was  first  seen 
by  the  author  when  she  was  admitted  to  Confeder- 
ate Memorial  Hospital,  Shreveport,  La.,  on  May  25, 
1959,  with  a two-week  history  of  anorexia,  nausea, 
vomiting,  dizziness,  vertigo,  and  tinnitus.  She  had  a 
long-standing  diagnosis  of  epilepsy  and  had  been 
treated  with  several  anticonvulsant  drugs.  Her  local 
physician  had  referred  her  with  the  diagnosis  of 
possible  demyelinating  disease. 

Past  History. — The  patient  had  been  under  medi- 
cal observation  since  March,  1942,  at  which  time  she 
was  18  months  old.  She  had  been  admitted  to  the 
hospital  with  chief  complaint  of  spasmodic  seizures 
for  nine  months.  The  local  physician  had  diagnosed 
a convulsive  disorder.  The  patient  was  treated  with 


In  a case  of  congenital  idiopathic  hypo- 
parathyroidism, the  patient  was  thought  to 
have  epilepsy  and  was  so  treated  during 
an  18-year  period  until  the  true  nature  of 
the  disease  was  recognized. 


bromides,  but  continued  to  have  'spasmodic  seizures 
at  three  to  four-week  intervals.  Convulsions  had 
increased  in  frequency  during  the  two  weeks  before 
admission  and  were  characterized  by  clonic  spasms 
of  the  extremities  with  temporary  loss  of  conscious- 
ness. They  seemed  to  be  associated  with  upper 
respiratory  infection.  With  the  sudden  increase  in 
the  number  of  seizures,  fever,  nausea,  vomiting,  and 
diarrhea  had  developed.  These  symptoms  continued 
for  about  a week.  One  day  before  admission,  the 
patient  had  had  severe  pain  and  spasms  in  the  hands 
and  feet.  There  was  no  history  of  steatorrhea  or  of 
fecal  or  urinary  incontinence.  The  history  was  sug- 
gestive of  dietary  deficiency. 

The  patient  had  been  the  product  of  a normal 
pregnancy,  had  been  delivered  at  home,  and  had 
weighed  approximately  five  pounds.  Jaundice  had 
developed  the  third  day  after  birth  and  had  lasted 
three  days.  The  family  history  and  review  of  sys- 
tems were  essentially  negative.  The  patient  was  well 
developed  and  well  nourished,  weighed  36  pounds, 
and  was  in  no  acute  distress.  She  had  typical  bilateral 
carpopedal  spasm  and  positive  bilateral  Chvostek’s 
sign.  The  deep  tendon  reflexes  were  increased.  Lab- 
oratory data  consisted  of  a blood  calcium  measure- 
ment of  5.78  mg.  per  100  cc.,  phosphorus  content 
of  9-38  mg.  per  100  cc.,  and  negative  Wassermann 
test.  Complete  blood  count  and  urinalysis  were 
within  normal  limits. 

The  attending  physician’s  impression  was  that  the 
patient  had  tetany,  possibly  from  a dietary  deficiency 
of  calcium.  Calcium  gluconate  was  given  intramus- 
cularly and  orally.  Symptoms  improved  dramatically 
in  a 24-hour  period.  On  the  second  and  third  days 
of  hospitalization,  however,  the  temperature  was 
102  F.,  and  sulfathiazole,  four  grains  every  six  hours, 
was  given.  Diet  consisted  of  a high  protein,  high 
vitamin  diet  with  one  pint  of  whole  milk  daily.  The 
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patient  also  was  given  two  teaspoons  daily  of  cod 
liver  oil. 

Symptoms  continued  to  improve  and  the  patient’s 
temperature  did  not  increase  above  normal  during 
the  remaining  period  of  hospitalization.  Three  days 
after  admission  the  blood  calcium  level  had  risen  to 
7.4  mg.  per  100  cc.,  and  18  days  later  it  was  8.1  mg. 
per  100  cc.  A long  bone  survey  revealed  no  evidence 
of  bone  or  joint  disease.  The  patient  was  discharged 
from  the  hospital  at  the  end  of  four  weeks,  com- 
pletely asymptomatic,  with  the  diagnosis  of  tetany, 
possibly  the  result  of  defective  calcium  absorption. 

The  patient  entered  school  at  the  age  of  six.  She 
repeated  the  first  grade  three  times;  remained  in 
the  second,  third,  and  fifth  grades  for  two  years 
each;  and  dropped  out  of  school  after  completing  the 
seventh  grade,  at  the  approximate  age  of  18.  Diffi- 
culty with  her  vision  at  age  14  had  required  her  to 
wear  glasses.  Menarche  had  begun  at  age  12,  with 
periods  lasting  three  days.  Throughout  the  previous 
12  years  of  observation,  the  patient  had  continued  to 
have  seizures  occasionally,  and  bromide  therapy  had 
been  maintained. 

In  August,  1956,  the  patient  had  a severe  skin 
eruption  that  was  considered  the  result  of  prolonged 
bromide  therapy;  the  blood  level  of  this  substance 
was  175  mg.  per  100  cc.  Dilantin  was  substituted. 
Approximately  a week  later,  the  patient  had  epi- 
sodes of  ataxia  and  three  or  four  seizures  each  day. 
The  attending  physician  first  increased  the  dosage  of 
Dilantin,  then  decreased  it,  without  apparent  effect. 
His  impression  was  that  the  patient  might  have  petit 
mal  convulsions;  therefore,  Tridione  and  Benzedrine 
were  added  to  the  regimen.  However,  convulsions 
and  ataxia  continued  unabated  for  approximately 
two  weeks  without  improvement;  therefore,  the 
patients  was  referred  to  a neurosurgeon.  This  con- 
sultant described  the  seizures  as  beginning  with 
crying  out  and  gurgling  sounds,  after  which  there 
was  loss  of  consciousness,  chewing  motions,  foaming 
at  the  mouth,  stiffening  of  the  entire  body,  draw- 
ing down  of  the  hands,  and  clonic  motions  of 
the  head  and  extremities.  There  was  no  biting  of  the 
tongue  or  lips;  urinary  incontinence  sometimes  oc- 
curred. Seizures  lasted  five  to  ten  minutes  and  were 
followed  by  an  hour  of  sleep  and  some  headache. 

The  patient  was  characterized  as  being  obviously 
mentally  retarded,  but  cooperative  and  capable  of 
understanding  most  questions.  Oral  hygiene  was 
poor,  and  dentition  delayed.  The  patient  was  unable 
to  walk,  being  ataxic  with  a tendency  to  fall  to  the 
left.  The  cranial  nerves  were  intact  and  there  was  no 
evidence  of  papilledema.  The  deep  tendon  reflexes 
were  absent  and  there  was  no  focal  motor  weakness 
or  sensory  diminution. 

Ataxia  was  shown  on  the  left  by  the  heel-to-shin 


test  and  on  the  right  by  the  finger-to-nose  test. 

The  neurosurgeon’s  impression  was  that  the  pa- 
tient had  a convulsive  disorder  and  that  she  was  in 
status  epilepticus.  He  also  thought  that  ataxia  had 
resulted  from  a toxic  reaction  to  Dilantin.  On  Oct. 
1,  1956,  the  patient  was  admitted  to  the  hospi- 
tal, where  she  remained  five  days.  Following  several 
convulsions,  gradual  transition  was  accomplished 
from  Tridione  and  Benzedrine  to  Mesantoin.  Skull 
roentgenograms  made  Oct.  2 were  considered  nor- 
mal; however,  comparison  with  films  made  in  1959 
indicated  early  bilateral  basal  ganglion  calcification. 

After  discharge  from  the  hospital,  the  patient  had 
less  frequent  seizures,  and  her  ataxia  slowly  im- 
proved and  finally  disappeared. 

In  November,  1956,  the  patient’s  hair  became  fine 
and  brittle  and  began  to  fall  out.  A dermatologist 
thought  that  she  had  seborrheic  folliculitis,  and  local 
treatment  was  prescribed. 

In  April,  1957,  a cataract  was  extracted  from  the 
left  eye,  and  in  July  of  that  year,  one  was  removed 
from  the  right  eye. 

The  patient  was  not  seen  again  until  two  weeks 
before  the  present  admission.  She  had  continued  to 
lose  her  hair  two  or  three  times  a year,  although  it 
immediately  grew  back.  Also,  she  had  been  receiving 
hormone  injections  to  induce  menstruation  every 
month.  The  family  history  revealed  that  the  patient 
was  the  second  of  six  children.  The  rest  of  her  sib- 
lings were  male  and  were  apparently  normal  physi- 
cally and  mentally. 

Physical  Examination. — The  patient,  of  hyposthe- 
nic  ectomorphic  habitus,  was  in  no  acute  distress.  She 
appeared  mentally  retarded  but  responded  to  most 
questions.  She  was  5 feet  5 inches  tall  and  weighed 
78  pounds.  There  was  no  evidence  of  jaundice  or 
cyanosis,  but  moist  eczema  on  the  anterior  abdominal 
wall  was  noted.  The  patient  wore  glasses  with  thick 
lenses,  and  had  fine  brittle  hair  that  fell  out  easily. 
Facial  skin  contained  a small  amount  of  pigment 
scattered  over  the  bridge  of  the  nose  in  butterfly 
fashion.  Hands  and  fingernails  were  normal.  The 
patient  had  a positive  Chvostek’s  sign,  bilaterally. 
There  were  no  localizing  neurologic  signs,  nor  evi- 
dence of  ataxia.  The  rest  of  the  physical  examina- 
tion was  essentially  negative,  except  for  postsurgical 
scars  on  both  eyes.  The  patient  was  admitted  to  the 
hospital  for  complete  neurologic  workup. 

Routine  skull  roentgenograms  showed  bilateral 
calcification  of  the  basal  ganglia  and  delayed  denti- 
tion. Lumbar  puncmre  showed  an  opening  pressure 
of  140  mm.  of  water  and  a closing  pressure  of  90 
mm.;  spinal  fluid  chemistry  was  normal. 

Because  of  the  discovery  of  calcification  in  the 
basal  ganglia,  a diagnosis  of  hypoparathyroidism  was 
considered.  Serum  calcium  and  phosphorus  levels 
confirmed  this  diagnosis.  The  initial  calcium  level 
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was  6.2  mg.  and  the  phosphorus  level  6.5  mg.  per 
100  cc.  (Table  1.)  The  next  day  the  calcium  level 
was  4.8  mg.,  and  phosphorus  content  8.45  mg.  per 
100  cc.  An  alkaline  phosphatase  determination  was 
within  normal  limits.  A long  bone  survey  revealed 
no  bone  abnormalities  or  cysts;  however,  the  long 
bones,  ribs,  and  vertebrae  appeared  to  have  increased 
density.  On  June  1,  1959,  a 24-hour  urinary  calcium 
excretion  was  6.75  mEq;  the  next  day  this  level  was 
0.9  mEq  (normal  150  mEq  per  24  hours). 

Table  1. — Laboratory  Data  on  Patient. 


Laboratory 

Determination  5-29-59  6-1-59  6-23-59 

Calcium 6.2  mg.  4.8  mg.  6.6  mg. 

Phosphorus 6.5  mg.  8.45  mg.  6.42  mg. 


Alkaline  phosphatase.  . . 3.3  Bod.  U 4.29  Bod.  U 


An  electrocardiogram  which  showed  first-degree 
heart  block  and  a Q-T  interval  of  0.4  second,  was 
consistent  with  hypocalcemia.  Erb’s  sign  of  muscular 
hyperexcitability  was  positive.  The  electroencephalo- 
gram was  described  as  a minimally  abnormal  record 
compatible  with  residuals  of  injury  due  to  long- 
standing metabolic  disease. 

Since  Addison’s  disease  and  pernicious  anemia 
occasionally  coexist  with  idiopathic  hypoparathyroid- 
ism, it  was  decided  to  exclude  these  diseases.  The 
initial  urinary  17-ketosteroid  excretion  was  3-3  mg. 
per  24  hours;  repeated  analyses  showed  5.1  and  5 
mg.,  respectively,  per  24  hours  (normal  4-14  mg.). 
Hence,  rhe  patient  was  not  believed  to  have  Addi- 
son’s disease.  A vitamin  B12  absorption  test  on  June 
16  was  reported  to  show  25  per  cent  uptake,  a result 
interpreted  as  excluding  pernicious  anemia. 

A protein  bound  iodine  level  was  10  micrograms 
per  100  ml.,  and  uptake  32  per  cent.  The  author 
makes  no  attempt  to  explain  these  inconsistent  data. 

A parathyroid  hormone  ( Ellsworth-Howard ) ® test 
was  done  June  12  using  a normal  healthy  intern 
as  a control  (Table  2).  If  the  9 o’clock  level  of 


Table  2. — Results  of  Parathyroid  Hormone  Test  Per- 
formed June  12,  1959,  in  Patient  and  Control  Subject. 


Level  of  Phosphorus  (mg./ 100  cc.) 
Time  Patient  Normal  Intern 


7 A.M 27.0  140.4* 

8 A.M 9.36  71.76 

9 A.M 7.28  32.2 

200  mg.  parathyroid  hormone 
given  intravenously 

10  A.M 31.2  Specimen  lost 

11  A.M 16.6  13.0 

12  A.M 11.96  77.4 

1 P.M 26.5  94.0 


* Overnight  specimen. 


phosphorus  is  considered  a baseline,  it  may  be  as- 
sumed that  the  parathyroid  hormone  was  active  and 
that  it  produced  a response  in  both  patient  and 
control.  The  patient’s  urinary  phosphorus  excretion 
increased  between  three  and  four  fold,  while  that  of 
the  control  increased  at  least  three  fold.  These  are 
not  the  expected  responses,  since  a patient  with  idio- 
pathic hypoparathyroidism  will  usually  show  a ten 
fold,  and  the  normal  individual  a five  to  six  fold 
increase  in  phosphorus  excretion.^  However,  the 
patient’s  response  does  serve  to  rule  out  pseudo- 
hypoparathyroidism. 

The  following  treatment  was  initiated  June  13: 
1 tablet  (0.625  mg.)  four  times  daily  of  Hytakerol, 
12  Gm.  daily  of  calcium  gluconate,  high  calcium  diet, 
and  Amphojel.  After  one  week’s  treatment,  the  cal- 
cium level  had  not  increased  significantly,  but  the 
phosphorus  level  had  decreased.  The  blood  calcium 
level  was  6.6  mg.  and  the  phosphorus  content  6.42 
mg.  per  100  cc. 

A biopsy  specimen  was  obtained  June  21  from 
the  middle  portion  of  the  eighth  rib  on  the  right, 
with  the  purpose  of  determining  chemically  and 
radiologically  whether  the  bone  of  a patient  with 
idiopathic  hypoparathyroidism  has  an  increased  cal- 
cium content.  Unfortunately,  the  specimen  was  lost. 

The  patient  was  discharged  from  the  hospital  June 
27.  The  following  medications  were  prescribed:  100 
mg.  twice  daily  of  Mesantoin,  32  mg.  four  times 
daily  of  phenobarbital,  50,000  units  three  times  daily 
of  vitamin  D,  3 Gm.  four  times  daily  of  calcium 
gluconate,  and  30  cc.  three  times  daily  of  Maalox. 
The  family  was  instructed  to  perform  daily  Sulko- 
witch  tests  to  estimate  the  patient’s  urinary  calcium 
excretion. 

When  the  patient  returned  to  the  outpatient  clinic 
July  10,  results  of  Sulkowitch  tests  had  been  con- 
sistently negative  and  no  convulsions  had  occurred 
since  she  had  left  the  hospital.  Therefore,  all  medi- 
cations were  continued.  On  Dec.  18,  1959,  and  on 
March  18,  I960,  when  the  patient  was  seen  in  the 
clinic,  she  reported  that  she  had  had  no  convulsions. 
She  voluntarily  decreased  the  daily  intake  of  calcium 
gluconate  from  12  Gm.  to  4 Gm.  Sulkowitch  tests 
continued  to  be  negative.  The  patient’s  hair  grad- 
ually assumed  a normal  texture  and  her  fingernails 
grew  and  appeared  healthy. 

The  patient  was  readmitted  to  the  hospital  April 
27,  i960,  for  a discission  operation  on  the  right  eye. 
Laboratory  data  were  hemoglobin  level  of  10.6  Gm. 
per  100  cc.;  white  blood  cell  count  of  11,872,  with 
76  per  cent  polymorphonuclear  neutrophils,  9 per 
cent  lymphocytes,  13  per  cent  monocytes,  and  2 per 
cent  eosinophils;  and  sedimentation  rate  of  29  mm. 
in  60  minutes.  Blood  urea  nitrogen  content  was 
23.5  Gm.  per  100  cc.,  and  fasting  blood  sugar  level, 
100  mg.  per  100  cc. 
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The  patient  withstood  operation  well  and  was  last 
seen  in  the  medical  clinic  June  2,  I960,  when  the 
blood  calcium  level  was  12.8  mg.  and  blood  phos- 
phorus content  6.66  mg.  per  100  cc.  She  had  re- 
mained free  of  convulsions  for  approximately  a 
year  while  continuing  to  take  4 Gm.  of  calcium 
gluconate  and  150,000  units  of  vitamin  D daily,  in 
addition  to  her  usual  Maalox  and  anticonvulsants. 


Discussion 

A case  report  of  congenital  idiopathic  hypopara- 
thyroidism re-emphasizes  the  diagnostic  ramifications 
in  determining  the  etiology  of  epileptic  seizures.  The 
author  stresses  that  diagnostic  smdies  should  be  per- 
formed as  early  as  possible  to  enable  prompt  defini- 
tive treatment.  The  severe  complications  described  in 
this  case  report  may  thus  be  prevented. 


I am  extremely  indebted  to  Mr.  Glenn  E.  Cage 
for  his  assistance  in  the  preparation  of  this  manu- 
script. 
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The  article  was  written  while  the  author  was  interning 
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Patients  For  Air  Transport 

There  are  very  few  |)atients  who  cannot  be  moved  by  some  type  of  air 
transportation. 

For  scheduled  airlines,  there  are  two  broad  contraindicarions  for  flight;  pa- 
tients who  might  be  injured  as  a result  of  flying,  and  patients  who  might  impose 
untoward  effects  upon  the  sensibilities,  security,  and  health  of  their  fellow  pas- 
sengers. 

Although  practically  all  modern  airliners  are  pressurized  when  they  fly  at 
high  altitudes,  patients  who  do  not  tolerate  mild  degrees  of  anoxia  may  be 
affected. 

If  scheduled  airlines  cannot  accept  a patient  for  transfer,  charter  services 
are  available  through  local  airports,  and  there  is  space  available  for  a nurse,  at- 
tendant, or  the  patient’s  own  physician.  As  much  notice  as  possible  should  be  given, 
but  planes  can  be  made  ready  within  one  hour. 
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Aviation  Medicine  — Transition  to  Space 

MAJ.  PAUL  W.  MUSGRAVE 


The  specialties  of  medicine  have  developed 
of  necessity  and  of  the  desire  of  physicians  to  be 
more  competent  or  well  informed  in  a chosen  field. 
With  this  diversification,  a great  deal  has  been 
accomplished  which  otherwise  might  yet  be  in  the 
future.  Despite  specialization,  the  knowledge  and 
progress  for  the  entire  medical  profession  can  be 
equated  in  terms  of  basic  medical  sciences  such  as 
physiology,  biochemistry,  and  anatomy. 

Aviation  medicine  is  an  extension  of  the  principles 
of  basic  medical  sciences,  even  though  newspapers, 
periodicals,  and  science  fiction  magazines  frequently 
make  it  appear  exotic.  Aviation  medicine,  as  a medi- 
cal science,  was  born  on  January  19,  1918,  when  the 
U.S.  Army  School  of  Aviation  Medicine  came  into 
being.  The  earliest  aeromedical  pioneers  soon  learned 
the  hostile  nature  of  the  atmosphere  above  the  earth 
and  that  one  need  ascend  but  a short  distance  before 
difficulties  arise.  First  to  be  encountered  were  the 
effects  of  decreased  oxygen  supply,  temperature,  and 
atmospheric  pressure.  Each  of  these  factors  had  physi- 
ologic effects  which  were  recognized  and  dealt  with 
to  satisfy  the  demands  at  the  time. 

The  diminished  oxygen  supply  caused  hypoxia, 
and  protection  of  the  flier  against  this  stress  was  one 
of  the  aviation  physician’s  earliest  interests.  Oxygen 
systems  and  equipment  are  probably  familiar  to  most 
readers.  Engineering  design  has  helped  to  control 
ambient  temperature  problems  at  high  altitudes. 

The  problem  of  survival  under  decreased  pressures 


Several  problems  of  space  medicine  are  in- 
troduced. The  author  takes  the  mystery  from 
them  by  emphasizing  that  they,  like  the 
problems  of  aviation  medicine,  are  being 
solved  by  application  of  familiar  principles 
of  the  basic  medical  sciences. 


was  magnified  as  the  performance  of  aircraft,  espe- 
cially the  jet,  increased.  Physiologic  responses  to  sub- 
normal atmospheric  pressures  are  collectively  known 
as  dysbarism.  Pressurized  aircraft  are  an  ideal  solu- 
tion to  this  stress  unless  pressurization  is  lost  or  the 
flier  abandons  the  aircraft  at  high  altitude.  Better 
and  simpler  protective  systems  against  stresses  of 
this  type  are  still  being  sought. 

As  technical  engineering  of  the  aeronautical  art 
advanced,  specialists  in  aviation  medicine  had  to 
continually  improve  systems  to  protect  against  in- 
creasing physiologic  demands  of  moderately  high 
altitudes  for  the  three  stresses  just  mentioned.  New 
stresses  began  to  emerge;  gravitational  or  g forces 
appeared  as  the  rugged  structure  and  speed  of  air- 
craft increased.  The  concept  of  blind  or  instrument 
flight  necessitated  substitution  of  dials  and  gadgets 
for  the  body’s  special  senses  to  maintain  spatial  ori- 
entation. 

Until  recently  aviation  medicine  specialists  have 
dealt  with  these  general  flight  parameters  as  men 
flew  higher  and  faster.  As  long  as  aircraft  utilized 
air  for  combustion  of  fuels,  man  could  be  safely 
maintained  at  the  altitudes  attainable  by  such  air- 
craft. He  could,  likewise,  be  provided  adequate  es- 
cape systems  from  altitudes  attainable  by  conven- 
tional aircraft  types. 

We  are  now  at  the  brink  of  another  era  in  flight — 
the  aerospace  age.  Related  scientific  medical  endeav- 
ors have  been  called  aerospace  medicine.  New  stresses 
have  appeared  because  engineers  have  learned  how  to 
send  aircraft  beyond  the  earth’s  atmosphere  at  ever- 
increasing  speeds.  These  craft  carry  their  own  oxi- 
dizers for  fuels  and  hence  are  no  longer  dependent 
upon  the  atmosphere.  The  major  new  stresses  are 
weightlessness,  radiation,  and  the  psychological  and 
physiological  impact  resultant  from  man’s  separation 
from  the  earth.  In  addition,  there  are  several  inci- 
dental problems.  A brief  discussion  of  these  follows, 
with  respect  to  their  medical  significance. 
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Most  of  the  stresses  mentioned  as  atmospheric 
problems  are  at  work  during  space  flight,  but  in  a 
different  order  of  magnitude.  The  oxygen  problem 
changes  from  one  of  a gradually  diminishing  supply 
with  ascent  to  nearly  absolute  lack  in  space.  For 
practical  purposes,  however,  43,000  feet  can  be  con- 
sidered space  equivalent  for  oxygen,  since  above  this 
level  100  per  cent  oxygen  at  ambient  pressure  is  not 
sufficient  to  sustain  body  physiology,  and  oxygen 
must  be  supplied  to  the  lungs  under  pressure. 

The  space  equivalent  altitude  for  pressure  lies  at 
63,000  feet,  the  point  at  which  the  vapor  pressure  of 
body  fluids  is  reached.  External  pressure  must  there- 
fore be  applied  to  the  body.  It  can  be  done  mechan- 
ically for  short  periods  with  the  partial  pressure 
suit,  or  for  more  prolonged  periods  with  the  full 
pressure  suit.  More  ideally,  however,  it  is  accom- 
plished in  a pressurized  cabin.  (An  item  of  interest; 
the  moon  has  practically  no  atmosphere,  whereas  at 
ground  level  on  Mars  one  would  experience  a pres- 
sure equal  to  that  at  57,000  feet  in  the  earth’s  at- 
mosphere.) Limitations  concerning  pressurization  for 
space  flight  are  mainly  engineering  problems  rather 
than  medical  ones,  and  concern  mainly  the  time 
duration  of  flight  and  mechanical  stresses  on  the 
system. 

Temperamre  problems  also  are  an  engineering 
matter  and  are  most  significant  in  the  form  of 
aerodynamic  heating  of  vehicles,  especially  on  the 
re-entry  phase  for  orbital  or  space  flight.  On  other 
planets,  however,  temperatures  may  range  from 
135  C.  to  almost  absolute  zero  at  various  points  on 
the  moon’s  surface  during  a 24  hour  period.  On 
Venus  the  temperature  is  estimated  at  about  — 40  C. 
Probably  the  most  tolerable  planet  for  human  visita- 
tion is  Mars  (which  would  require  an  eight  month 
rocket  flight,  one  way)  with  temperatures  consider- 
ably below  those  on  earth. 

High  gravitational  or  g forces  are  imposed  on  the 
astronaut  during  blast-off  and  again  on  re-entry  to 
the  earth’s  atmosphere,  with  a final  application  of 
g on  landing.  These  tolerances  have  been  studied,  at 
levels  considered  well  above  those  predicted,  by  Col. 
John  Stapp  and  his  famous  rocket  sled  acceleration 
experiments.  Research  to  date  from  the  rocket  and 
missile  programs  indicate  that  acceleration  forces 
for  orbital  or  space  flight  are  well  within  human 
tolerance  limits. 

Another  problem  is  the  condition  of  decreased 
gravitational  force  known  as  zero  g or  weightless- 
ness. The  physiology  of  earthbound  man  is  adapted 
to  the  constant  application  of  1 g.  Of  interest  in  this 
regard  are  certain  aspects  of  the  cardiovascular,  equi- 
libratory,  and  proprioceptive  systems.  For  example, 
above  the  level  of  the  heart,  there  are  no  valves  in 
the  veins  to  assist  return  of  blood.  The  otoliths  of 


the  semicircular  canals  are  oriented  by  gravity,  and 
the  reflexes  which  maintain  balance  between  the 
flexor  and  extensor  muscles  for  proprioception  are 
delicately  adjusted  to  a force  of  1 g.  Ability  to  pro- 
duce zero  g in  a laboratory  method  is  limited.  It  is 
done  by  flying  a parabolic  flight  profile  in  aircraft. 


Maj.  Paul  W.  Musgrave  is  chief  of  the  Preventive 
Medicine  Branch  of  the  School  of  Aerospace  Medicine, 
Brooks  Air  Force  Base,  Texas.  He  presented  this  paper 
at  a meeting  of  the  Texas  Air-Medics  Association  in 
Galveston  on  April  22,  1961. 


The  speed  and  altitude  requirements  for  this  maneu- 
ver limit  the  duration  of  the  period  of  weightlessness 
to  from  45  to  53  seconds  in  the  F-lOO  or  from  15  to 
30  seconds  in  the  C-131  aircraft.  The  F-lOO  program 
for  these  experiments  is  conducted  at  the  School  of 
Aerospace  Medicine.  Orbital  flight  produces  this  con- 
dition for  indefinite  periods  and  the  prolonged  ef- 
fects have  not  been  studied  in  this  country.  Space 
flight,  in  the  sense  of  travel  in  a direction  away  from 
the  earth,  does  not  produce  rapid  changes  in  gravity 
since  the  gravitational  field  of  the  earth  is  effective 
by  the  inverse  square  law  to  an  altitude  of  1,000,- 
0004-  miles.  During  space  flight,  the  vehicle  would 
continually  be  in  the  gravitational  field  of  one  or 
another  of  the  planets,  and  the  forces  of  these  fields 
vary  with  the  size  of  the  planet. 

Except  for  occasional  visual  reference,  orientation 
in  orbital  or  space  flight  must  be  by  artificial  means. 
During  orbital  flight,  the  problem  of  "which  way  is 
up”  matters  little  until  the  critical  moment  for  re- 
entry. It  may  prove  extremely  important  for  psychic 
reasons,  however. 

The  surface  of  the  earth  is  protected  by  the  rela- 
tively heavy  atmosphere  as  well  as  by  the  electro- 
magnetic field  of  force  surrounding  it.  For  this  rea- 
son, most  cosmic  and  solar  radiation  is  trapped,  dissi- 
pated, or  repelled  before  reaching  ground  level.  Out- 
side the  atmosphere,  craft  are  vulnerable  to  these 
space  energies.  Concentrations  of  radioactive  matter 
are  thus  trapped  within  the  magnetic  field  of  the 
earth.  Inner  and  outer  belts  of  concentration  sur- 
round the  earth  like  napkin  rings,  inside  which  radi- 
ation densities  become  prohibitive.  These  are  the 
Van  Allen  belts,  named  for  Dr.  James  Van  Allen, 
an  astrophysicist  at  the  State  University  of  Iowa.  In- 
side the  inner  radiation  zone,  at  an  altitude  above 
300  miles,  the  intensity  is  about  15  roentgens  per 
hour.  Fortunately,  most  space  radiation  particles  are 
of  low  energy;  therefore,  shielding  is  not  difficult 
and  does  not  impose  a severe  weight  penalty  on  the 
vehicle.  The  insertion  of  biologic  materials  in  the 
nose  cones  of  rockets  and  space  probes  gives  an  ex- 
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cellent  laboratory  method  for  radiobiology  studies. 
Sally,  Amy,  and  Moe,  the  three  mice,  aboard  an  Atlas 
missile,  ascended  to  an  altitude  of  600  miles.  They 
are  in  good  health  at  the  Aerospace  Medical  Center. 
In  fact,  Sally  and  Amy  have  each  produced  a normal 
litter  since  the  journey,  and  Moe  is  the  father. 

For  other  than  relatively  short-time  orbital  flights, 
the  space  vehicle  generates  the  need  for  a closed  eco- 
logic  system.  These  are  under  smdy,  as  exemplified 
by  the  space  simulator  at  the  Aerospace  Medical 
Center.  Biological  balance  is  sought  in  which  the 
body  discharges  in  the  form  of  carbon  dioxide  water 
vapor,  perspiration,  kidney,  and  gastrointestinal 
wastes  are  removed,  detoxified,  and  reconverted  or 
reconstituted  for  physiologic  reutilization.  Basic  sci- 
entific principles  are  applied  by  using  photosynthesis 
to  remove  carbon  dioxide  and  produce  oxygen  and 
the  nitrogen  cycle  to  convert  wastes  to  foodstuffs. 

Psychological  stresses  can  be  partially  studied  in 
the  space  simulator.  E>uring  these  experiments,  sub- 
jects are  required  to  perform  tasks  analogous  to  those 
of  actual  flight.  Obviously,  it  is  not  feasible  at  pres- 


ent to  study  the  reactions  of  individuals  to  the  phe- 
nomenon of  actual  isolation  in  space  and  the  sum- 
mation of  stresses  in  the  space  environment. 

The  environments  of  the  planets — ^particularly 
those  of  the  moon  and  of  Mars — must  be  consid- 
ered. Once  orbital  flight  has  been  safely  accom- 
plished, the  next  project  will  be  directed  toward  a 
round  trip  to  the  moon — our  closest  space  neighbor. 
It  is  intriguing  to  speculate  that  life  on  other  planets, 
even  lower  forms  such  as  the  micro-organisms,  may 
exist. 

However  or  whenever  space  flight  occurs,  aero- 
space medical  specialists  will  strive  to  keep  in  step 
with,  or  even  ahead,  of  space  engineering.  Transition 
from  the  atmosphere  into  space,  medically  speaking, 
is  not  easy^  Nevertheless,  knowledge  is  progressing 
and  will  continue  to  be  accumulated.  One  thing  is 
certain:  the  solution  to  aerospace  medical  problems 
will  evolve  from  the  application  of  sound  principles 
we  all  share — those  of  the  basic  medical  sciences. 


I Maj.  Paul  W.  Musgrave,  M.C.,  U.S.A.F.,  S.F.S.,  School 
of  Aerospace  Medicine,  Brooks  Air  Force  Base,  Texas. 


Laboratory  Animals  Cited 

Modern  medicine  is  the  result  of  the  application  of  the  experimental  method 
to  the  increase  of  medical  knowledge.  In  the  application  of  this  method,  the 
laboratory  animal  has  proved  indispensable.  Such  animals  may,  and  indeed  should, 
be  regarded  as  among  the  greatest  benefactors  of  humanity.  An  adequate  presen- 
tation of  the  role  of  animals  as  agents  of  scientific  and  medical  progress  would 
be  equivalent  to  writing  a history  of  medicine  and  medical  research.  The  follow- 
ing examples  can  only  suggest  how  vast  is  our  debt:  diabetes  . . . yellow  fever  . . . 
poliomyelitis  . . . deficiency  diseases  . . . Through  the  use  of  laboratory  animals 
more  knowledge  about  cancer  has  been  accumulated  in  50  years  than  in  all  the 
previous  centuries  before. 

— Morris  C.  Leikind,  instructor. 
History  of  Medicine  and 
Medical  Research,  U.  S. 
Department  of  Agriculture. 
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Dallas  Southern  Clinical  Society  Sets 
Comprehensive  Program  for  March  19-21 


The  31st  annual  spring  clinical  conference  of  the 
Dallas  Southern  Clinical  Society  will  be  held  March 
19-21,  1962,  in  Dallas. 

The  three-day  conference  will  feature  general  as- 
semblies, scientific  exhibits,  panel  discussions,  round- 
table luncheons,  technical  exhibits,  postgraduate  lec- 
tures, informal  breakfast  discussions,  and  a clinical 
pathological  conference. 

Guest  speakers  will  include  Dr.  Allan  D.  Bass  of 
Nashville,  Tenn.,  pharmacology;  Dr.  Alston  Callahan 
of  Birmingham,  Ala.,  ophthalmology;  Dr.  Paul  A. 
Cibis  of  St.  Louis,  ophthalmology;  Dr.  Harry  F. 
Dowling,  Chicago,  internal  medicine;  Dr.  Sprague  H. 
Gardiner  of  Indianapolis,  Ind.,  obstetrics-gynecology; 
Dr.  Willard  E.  Goodwin  of  Los  Angeles,  urology; 
Dr.  Henry  N.  Harkins  of  Seattle,  Wash.,  surgery; 
Dr.  Robert  R.  Kierland  of  Rochester,  Minn.,  derma- 
tology; Dr.  Clair  M.  Kos  of  Iowa  City,  Iowa,  oto- 
laryngology; Dr.  Harry  Medovy  of  Winnipeg,  Mani- 
toba, Canada,  pediatrics;  Dr.  Isadore  Meschan  of 
Winston-Salem,  N.C.,  radiology;  Dr.  Joseph  H. 
Ogura  of  St.  Louis,  otolaryngology;  Dr.  Henry  T. 
Randall  of  New  York  City,  surgery;  Dr.  Lauren  H. 
Smith  of  Philadelphia,  psychiatry;  Dr.  Wade  Vol- 
wiler  of  Seattle,  gastroenterology;  Dr.  Louis  G.  Welt 
of  Chapel  Hill,  N.C.,  internal  medicine;  Dr.  Jack 
Wickstrom  of  New  Orleans,  orthopedic  surgery;  and 
Dr.  J.  Robert  Willson  of  Philadelphia,  obstetrics- 
gynecology. 

Twenty-four  Dallas  physicians  will  give  postgradu- 
ate lectures  during  the  conference. 

Lecturers  and  their  subjects  are  Dr.  T.  S.  Barnes, 
"E.C.G.  Pitfalls”;  Dr.  Howard  E.  Heyer,  "Shock  in 
Myocardial  Infarction”;  Dr.  Willard  C.  Sellman,  Jr., 


"Primary  Care  of  the  Fresh  Hand  Injury”;  Dr. 
George  W.  Dorman,  "Pediatric  Surgical  Emergen- 
cies”; Dr.  Charles  L.  Martin,  "Low  Intensity  Radium 
Needle  Therapy”;  Dr.  James  Anthony,  "Control  of 
Postoperative  Bleeding  from  the  Nose  and  Throat”; 
Dr.  Sven  G.  Eliasson,  "Treatment  of  Epilepsy”;  Dr. 
James  K.  Peden,  "The  Depressed  Patient”. 

Dr.  Billy  B.  Oliver,  "Cardiac  Emergencies  In- 
cluding Closed  Cardiac  Resuscitation”;  Dr.  Ben  F. 
Mitchel,  "Indications  for  Correction  of  Aortic  Valvu- 
lar Lesions”;  Dr.  Z.  H.  Lieberman,  "Management  of 
Soft  Tissue  Tumors”;  Dr.  Morris  J.  Fogelman,  "Pres- 
ent Concepts  in  Treatment  of  Burns”;  Dr.  M.  M. 
Scurry,  "Strokes  and  Heart  Attacks”;  Dr.  William  M. 
Daily,  "Routine  Post-Menopausal  Estrogen  Therapy 
as  Anti-Atherogenic  Measure”;  Dr.  John  G.  Young, 
"Adolescent  and  Parents  Problems”;  Dr.  Frederick 
Fink,  "Modern  Occupational  Medicine”. 

Dr.  E.  R.  Hayes,  "Medical  Eads — Dietary  and  Oth- 
erwise”; Dr.  Edwin  L.  Rippy,  "Brittle  Diabetes”;  Dr. 
Jesse  E.  Thompson,  "Present  Status  of  Vagotomy  in 
the  Management  of  Peptic  Ulcer”;  Dr.  William  F. 
Guerriero,  "Carcinoma  of  the  Ovary,  Newer  Con- 
cepts”; Dr.  Harry  M.  Spence,  "Urinary  Tract  Infec- 
tions”; Dr.  H.  Gray  Carter,  "Relationship  of  Proc- 
tologic Disorders  to  Low  Backache”;  Dr.  L.  L.  Lank- 
ford, "Postural  Lowback  Strain”;  and  Dr.  Donald  L. 
Paulson,  "Esophageal  Diaphragmatic  Hiatal  Hernia”. 

The  conference  is  acceptable  for  Category  II 
credit  by  the  American  Academy  of  General  Prac- 
tice. 

Registration  fee  is  $25.  Advance  registration  forms 
may  be  sent  to  the  Dallas  Southern  Clinical  Society, 
Medical  Arts  Building,  Dallas  1. 
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Houston  Neurologists  Announce  Program 


The  10th  annual  scientific  meeting  of  the  Hous- 
ton Neurological  Society  and  the  Department  of 
Neurology,  Baylor  University  College  of  Medicine, 
will  be  held  March  8-10,  1962,  at  the  Texas  Medical 
Center  in  Houston. 

A symposium  on  "Information  Storage  and  Neural 
Control”  will  highlight  the  session. 

Panel  moderators  will  include  Dr.  William  S. 
Fields,  professor  and  chairman  of  the  Department 
of  Neurology  at  Baylor  University  College  of  Medi- 
cine, Houston;  Dr.  Ralph  W.  Gerard,  director  of 
laboratories  at  the  Mental  Health  Research  Institute 
of  the  University  of  Michigan,  Ann  Arbor;  Dr.  Heb- 
bel  E.  Hoff,  professor  and  chairman  of  the  Depart- 
ment of  Physiology,  Baylor  University  College  of 
Medicine;  Wayne  H.  Holtzman,  Ph.D.,  professor  of 
psychology  and  associate  director  of  the  Hogg  Foun- 
dation for  Mental  Health  at  the  University  of  Texas, 
Austin;  and  Heather  D.  Mayor,  Ph.D.,  assistant  pro- 
fessor, Department  of  Virology  and  Epidemiology, 
Baylor  University  College  of  Medicine. 

Speakers  for  the  panel  discussions  will  be  Fred 
Attneave,  III,  Ph.D.,  professor  of  psychology  at  the 
University  of  Oregon;  Gregory  Bateson,  ethnolo- 
gist at  the  Veterans  Administration  Hospital,  Palo 
Alto,  Calif.,  and  visiting  professor  of  anthropology, 
Stanford  University;  Mary  A.  B.  Brazier,  D.Sc.,  pro- 
fessor of  biophysics  at  the  University  of  California, 
Los  Angeles,  and  visiting  professor  of  communica- 
tions sciences,  Massachusetts  Institute  of  Technology, 
Cambridge;  Dr.  Neil  R.  Burch,  associate  professor 
of  psychiatry,  Baylor  University  College  of  Medicine. 

Dr.  James  E.  DarneU,  Jr.,  Department  of  Biology, 
Division  of  Microbiology,  Massachusetts  Institute  of 
Technology,  Cambridge;  Harrison  Echols,  Ph.D.,  as- 
sistant professor  of  biochemistry.  College  of  Agricul- 
ture, University  of  Wisconsin,  Madison;  Dr.  Ian  W. 
Gregory,  assistant  professor  of  psychiatry  and  coordi- 
nator of  undergraduate  education  in  psychiatry.  De- 
partment of  Psychiatry  and  Neurology,  University 
of  Minnesota  Medical  School,  Minneapolis;  Robert 
T.  Gregory,  Ph.D.,  associate  professor  of  mathematics 
and  senior  research  mathematician.  Computation 
Center,  University  of  Texas;  E.  Roy  John,  Ph.D., 


professor  and  director.  Center  for  Brain  Research, 
University  of  Rochester  College  of  Arts  and  Science, 
Rochester,  N.  Y. 

Saul  Kit,  Ph.D.,  biochemist  in  the  Department  of 
Biochemistry  and  head  of  the  Section  of  Nucleopro- 
tein.  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Houston;  Robert  K.  Lindsay, 
Ph.D.,  assistant  professor  of  psychology  and  research 
scientist.  Computation  Center,  University  of  Texas; 
Dr.  Warren  S.  McCulloch,  staff  member.  Division  of 
Sponsored  Research,  Research  Laboratory  of  Electron- 
ics, Massachusetts  Institute  of  Technology,  Cam- 
bridge; Dr.  James  G.  Miller,  director  of  the  Mental 
Health  Research  Institute,  University  of  Michigan; 
Dr.  Frank  Morrell,  professor  of  neurology  at  Stan- 
ford University  School  of  Medicine,  Palo  Alto;  Hy- 
man Olken,  senior  staff  engineer.  Department  of 
Electronic  Engineering,  University  of  California  Law- 
rence Radiation  Laboratory,  Livermore,  Calif.;  and 
Bernard  C.  Patten,  Ph.D.,  associate  professor  of 
marine  science,  Virginia  Institute  of  Marine  Science, 
College  of  William  and  Mary,  Gloucester  Point,  Va. 

Advance  registration  fee  is  $10.  Registration  forms 
should  be  mailed  to  Dr.  Paul  C.  Sharkey,  Houston 
Neurological  Society,  1200  M.  D.  Anderson  Boule- 
vard, Texas  Medical  Center,  Houston  25. 


College  of  Surgeons 
Will  Meet  Jan.  29-Feb.  1 

The  first  of  four  1962  sectional  meetings  of  the 
American  College  of  Surgeons  will  be  held  Jan.  29- 
Feb.  1,  1962,  in  Los  Angeles,  Calif.  The  program  is 
open  to  surgeons,  graduate  nurses,  and  all  related 
medical  personnel. 

The  scope  of  the  meeting  will  approach  that  of 
the  annual  Clinical  Congress.  Physicians’  sessions  will 
be  held  in  general  surgery  and  the  specialties  of 
obstetrics  and  gynecology,  ophthalmology,  otolaryn- 
gology, lurology,  neurological  surgery,  plastic  surgery, 
pediatric  surgery,  and  thoracic  surgery. 

Scheduled,  in  addition,  will  be  daily  nonoperative 
clinics,  educational  demonstrations  by  surgeons  noted 
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for  specific  techniques,  38  scientific  papers,  28  panel 
discussions,  11  symposiums,  as  well  as  selected  films 
and  industrial  exhibits. 

Panel  discussions,  symposiums,  films,  hospital 
tours,  and  demonstrations  will  make  up  the  nurses’ 
program,  with  nurses  and  doctors  sharing  the  rostrum 
in  discussion  of  mutual  problems. 

Three  Texas  physicians  wiU  be  among  the  program 
participants.  Dr.  Truman  G.  Blocker  of  Galveston 
will  present  a paper,  "Treatment  of  Burns’’;  Dr. 
Denton  A.  Cooley  of  Houston  will  be  a panelist  for 
a discussion  of  "Renal  Arterial  Disease  and  Hyper- 
tension’’; and  Dr.  Vincent  Vermooten  of  Dallas  wiU 
be  a panel  member  for  a discussion  of  "Cancer  of 
the  Bladder’’. 

Texas  Pubtic  Health  Association 
Plans  Feb.  11-14  Meeting 

Members  of  the  Texas  Public  Health  Association 
will  hold  their  37th  annual  meeting  at  the  Rice 
Hotel,  Houston,  from  Feb.  11  to  14,  1962.  Two  gen- 
eral assembly  sessions  and  meetings  of  the  associa- 
tion’s ten  sections  are  scheduled  for  Monday  and 
Tuesday,  Feb.  12  and  13.  A conference  on  continu- 
ing education  and  the  professional  registered  nurse 
and  a school  health  conference  will  occur  on  Sun- 
day, and  a brunch  at  9:30  o’clock  Wednesday  morn- 
ing will  conclude  the  meeting. 

Among  the  speakers  are  Dr.  John  D.  Porterfield, 
Washington,  D.C.,  whose  topic  is  "Meeting  Com- 
munity Health  Needs”;  Dr.  Raymond  B.  White, 
Chicago,  new  director  of  the  American  Medical  As- 
sociation’s Division  of  Environmental  Medicine, 
whose  topic  is  "Meeting  Our  Training  Needs  in 
Public  Health”;  and  E.  Cuyler  Hammond,  D.Sc., 
New  York,  Director  of  Statistical  Research  Section, 
American  Cancer  Society,  whose  topic  is  "Smoking, 
Air  Pollution,  and  Health”. 

Dr.  Porterfield  will  also  address  the  assembly  at 
the  Wednesday  morning  brunch  on  the  subject  "The 
Role  of  the  Affiliate”.  Other  program  speakers  are 
Dr.  Harvey  Renger,  HallettsviUe,  President  of  Texas 
Medical  Association,  whose  subject  is  "Remember”; 
and  Dr.  J.  E.  Peavy,  Austin,  Commissioner,  Texas 
State  Department  of  Health. 

Among  the  subjects  which  the  health  officers  will 
consider  are  the  hypodermic  spray  injector  for  use 
in  mass  immunization  and  civil  defense  and  disaster 
relief.  Mr.  James  Garner  will  discuss  the  disaster 
relief  aspects  of  Hurricane  Carla. 

Additional  information  and  programs  may  be  ob- 
tained from  Dr.  William  S.  Brumage,  Texas  State 
Department  of  Health,  Austin. 


Scott  and  White  Conference 
Set  March  4-6  in  Temple 

Scott  and  White  Clinic  will  hold  its  tenth  annual 
Conference  in  Medicine  and  Surgery  March  4-6, 
1962,  in  Temple.  The  conference  is  held  in  con- 
junction with  the  Temple  Division  of  the  University 
of  Texas  Postgraduate  School  of  Medicine. 

Guest  speakers  will  be  Dr.  William  H.  Beier- 
waltes,  professor  of  medicine  at  the  University  of 
Michigan  Medical  School,  Ann  Arbor,  an  authority 
on  thyroid  disease;  and  Lt.  Colonel  George  F.  Rumer, 
director  of  medicine  and  • surgery.  Medical  Field 
Service  School,  Brooke  Medical  Center,  San  Antonio. 

Dr.  Beierwaltes  will  speak  on  "New  Information 
on  the  Diagnosis  and  Treatment  of  Nodular  Goiter” 
and  "Clinical  Significance  of  Thyroid  Auto  Immune 
Disease”  at  conference  sessions. 

Lt.  Colonel  Rumer’s  subjects  will  be  "Medical  As- 
pects of  Future  Warfare”,  "The  Physician’s  Role  in 
the  Management  of  Mass  Casualties”,  and  "Home 
Preparedness  for  Disaster”. 

Physicians  from  Scott  and  White  Clinic  and  Tem- 
ple also  will  address  sessions  of  the  three-day  con- 
ference. 

The  speakers  and  their  subjects  include  Dr.  J.  Q. 
Thompson,  "Examination  of  the  Endocrine  Patient”; 
Dr.  J.  D.  Ibarra,  Jr.,  "Practical  Endocrine  Therapy”; 
Dr.  J.  F.  McKenney,  Jr.,  "Cancer  of  the  'Thyroid”; 
Dr.  R.  A.  Murray,  "Osteoporosis”;  Dr.  H.  L.  Wood, 
"Practical  Office  Gynecology”;  Dr.  Terrell  Speed, 
"Cancer  of  the  Cervix”;  and  Dr.  J.  A.  Pettigrew, 
"Subarachnoid  Hemorrhage.” 

Dr.  D.  J.  Lynch,  "Murmurs,  Moans,  and  Misses”; 
Dr.  P.  M.  Bassel,  "Review  of  Hospital  Plans”;  Dr. 
S.  A.  Sanchez,  "Space  Medicine”;  Dr.  P.  H.  Langs- 
joen,  "Broad  Approach  to  Hypertension”;  and  Dr. 
R.  J.  Carabasi,  "Tietze  Syndrome”. 

Dr.  R.  D.  Haines,  "Pancreatic  Insufficiency”;  Dr. 
R.  R.  White,  "Gastrointestinal  Bleeding”;  Dr.  Henry 
Laurens,  Jr.,  "Needle  Biopsy  of  Liver”;  Dr.  G.  V. 
Brindley,  Jr.,  "Esophageal  Lesions”;  and  Dr.  N.  C. 
Hightower,  Jr.,  "Esophageal  Motility.” 

The  final  day’s  session  wiU  include  demonstra- 
tions incorporating  electrocardiograms,  intravenous 
pyelograms,  roentgenograms,  orthopedics,  and  inhala- 
tion therapy.  A tour  of  the  new  hospital  will  con- 
clude the  conference. 

Eighteen  hours  credit  wiU  be  given  through  the 
University  of  Texas  Postgraduate  School  of  Medi- 
cine to  the  Academy  of  General  Practice. 

Registration  fee  will  be  $25.  Further  information 
may  be  obtained  by  writing  the  Scott  and  White 
Conference  in  Medicine  and  Surgery,  Dr.  John  D. 
Bonnet,  chairman,  215  West  Avenue  F,  Temple. 
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Lectures,  Symposia,  Clinicopathologic 

Conferences  Crowd  Assembly  Docket 

\ 

Dr.  Robert  D.  Moreton  of  Fort  Worth 'will  be  one 
of  the  19  guest  speakers  for  the  25  th  annual  meet- 
ing of  the  New  Orleans  Graduate  Medical  Assembly 
to  be  held  March  12-15. 

The  program  will  include  55  discussions  of  topics 
of  current  medical  interest,  in  addition  to  clinico- 
pathologic conferences,  symposia,  medical  motion 
pictures,  round  table  luncheons,  and  technical  ex- 
hibits. 

Dr.  Moreton  will  discuss  topics  of  interest  in 
radiology;  other  guests  are  Drs.  E.  M.  Papper,  New 
York,  anesthesiology;  Edward  P.  Cawley,  Charlottes- 
ville, Va.,  dermatology;  Julian  M.  Ruffin,  Durham, 
gastroenterology;  Carroll  L.  Witten,  Louisville,  gen- 
eral practice;  Howard  W.  Jones,  Jr.,  Baltimore,  gyne- 
cology; Thomas  M.  Durant,  Philadelphia,  Maxwell 
M.  Wintrobe,  Salt  Lake  City,  internal  medicine; 
and  Bernard  J.  Alpers,  Philadelphia,  neurology. 

Also,  Drs.  Ralph  C.  Benson,  Portland,  Ore.,  ob- 
stetrics; Victor  A.  Byrnes,  St.  Petersburg,  ophthal- 
mology; John  H.  Moe,  Minneapolis,  orthopedic  sur- 
gery; Albert  C.  Furstenberg,  Ann  Arbor,  otolaryngol- 
ogy; Jeff  Minckler,  Denver,  pathology;  Lewis  L.  Co- 
riell,  Camden,  N.J.,  pediatrics;  John  H.  Mulholland, 
New  York;  Owen  H.  Wangensteen,  Minneapolis, 
surgery;  and  John  L.  Emmett,  Rochester,  Minn.,  urol- 
ogy- 

Arrangements  have  been  made  for  a clinical  tour 
to  the  Eastern  Mediterranean  after  the  New  Orleans 
meeting.  The  tour  will  leave  March  16  by  air  to 
make  connection  with  a jet  flight  from  New  York 
to  Paris.  The  itinerary  includes  visits  to  Athens, 
Rhodes,  Cairo,  Luxor,  Jerusalem,  and  Tel  Aviv.  Al- 
though the  main  tour  will  return  April  6 to  New 
York,  optional  extensions  in  Europe  may  be  ar- 
ranged. 

Details  of  the  meeting  and  tour  are  available  at 
the  office  of  the  Assembly,  Room  105,  1430  Tulane 
Avenue,  New  Orleans  12. 

Texas  Proctologic  Society 
To  Meet  in  San  Antonio 

The  Texas  Proctologic  Society  will  hold  its  an- 
nual meeting  Feb.  15,  1962,  in  San  Antonio.  Opera- 
tive clinics  will  be  held  at  Nix  Memorial  Hospital. 

On  Feb.  17,  members  wUl  reconvene  in  Monterrey, 
Mexico,  where  they  will  attend  operative  clinics  con- 
ducted by  Dr.  O.  M.  Gomez  and  Dr.  M.  Y.  Martinez. 
Additional  information  may  be  obtained  from  Dr. 
W.  Truett  Melton,  636  Hermann  Professional  Build- 
ing, Houston  25. 


SYMPOSIUM 

Fundamental  Cancer  Research 

"Conceptual  Advances  in  Immunology  and  Oncol- 
ogy” will  be  the  subject  of  the  l6th  Annual  Sym- 
posium on  Fundamental  Cancer  Research,  to  be  held 
March  1-3  at  The  University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston. 

Dr.  Felix  L.  Haas,  chairman  of  the  symposium 
committee,  has  announced  that  titles  of  the  sessions 
are:  "Theories  of  Antibody  Produaion”,  "Metabolic 
Control  of  Antibody  Synthesis”,  "Genetic  Basis  of 
Immune  Response”,  "The  Nature  of  the  Antigen- 
Antibody  Reaction”,  "Transplantation  and  Immuno- 
logical Tolerance”  and  "Cancer  Specific  Antigens”. 

An  annual  event  at  the  symposium  is  the  presen- 
tation of  the  Bertner  Foundation  Award.  The  award 
was  established  in  1950  to  honor  the  late  Dr.  E.  W. 
Bertner,  first  acting  director  of  M.  D.  Anderson 
Hospital  and  Tumor  Instimte,  and  is  made  for  out- 
standing contribution  to  some  field  of  cancer  re- 
search. 

Further  information  on  the  meeting  may  be  ob- 
tained from  the  Publications  Department,  The  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and  Tu- 
mor Institute,  Texas  Medical  Center,  Houston  25. 


Drug  Information  Center  Organized 

A drug  information  center,  with  nationwide  serv- 
ice by  telephone,  has  been  formed  by  a group  of 
physicians.  Incorporated  under  the  title  "Mediphone,” 
the  system  went  into  operation  Jan.  8 in  Washing- 
ton, D.C. 

"Mediphone”  is  designed  to  help  the  physician 
with  information  in  special  or  unusual  circumstances, 
such  as  in  the  treatment  of  severe  reactions  or  in 
therapeutic  emergencies.  Any  physician  in  the  coun- 
try may  obtain  information  he  needs  about  any  drug, 
at  any  time  of  the  day  or  night,  every  day  of  the 
year.  As  an  added  service,  "Mediphone”  will  provide 
limited  Poison  Control  Center  Service. 

Information  on  drugs  has  been  compiled  from 
every  published  source  for  the  previous  15  years 
by  a group  of  specialists  and  researchers.  The  in- 
formation will  be  kept  current  by  a team  of  medical 
librarians  and  members  of  the  Department  of  Phar- 
macology of  George  Washington  University.  The 
information  given  to  physicians  is  in  no  way  asso- 
ciated with  advertising  or  promotion.  An  inde- 
pendent corporation,  "Mediphone”  receives  no  sub- 
sidies from  private  industries  or  from  the  federal 
government.  Its  sole  source  of  support  is  from  the 
membership  fees  paid  by  physicians. 


Volume  58,  JANUARY,  1962 


43 


Dr.  W.  N.  Sneed,  Jr.,  of  Fairfield  recendy  was  pre- 
sented a plaque  by  the  Woodmen  of  the  World 
chapter  in  recognition  of  outstanding  service  as  the 
group’s  physician. 

Dr.  R.  Lee  Clark  of  Houston,  director  and  surgeon- 
in-chief  of  the  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tiunor  Institute,  has  been  appointed 
to  the  National  Advisory  Cancer  Council  for  a term 
ending  in  1965.  The  council  reviews  and  makes  rec- 
ommendations on  research  and  training  projects  and 
programs  supported  by  grants  from  the  National 
Cancer  Instimte  of  the  Public  Health  Service,  De- 
partment of  Health,  Education,  and  Welfare. 

Dr.  Francis  M.  Spencer,  San  An- 
gelo, is  the  senior  author  of  a new 
book,  "The  Color  Atlas  of  Intesti- 
nal Parasites,”  reviewed  recently  in 
the  San  Angelo  Standard-Times. 

The  book  is  dedicated  to  Dr.  F.  T. 

Mclntire,  retired  San  Angelo  physi- 
cian. 

Dr.  Joseph  F.  McVeigh  of  Fort  Worth,  specialist 
in  internal  medicine,  was  recipient  of  the  1961  Gold 
Headed  Cane  Award  presented  recently  by  the  Tar- 
rant County  Medical  Society.  Only  doctors  who  have 
been  members  of  the  medical  society  25  years  or 
more  are  eligible  for  the  award.  Dr.  McVeigh  has 
been  in  practice  in  Fort  Worth  since  1924. 

Mrs.  Sam  Thompson  has  been  released  from  the 
hospital  and  is  at  her  home  in  Kerrville.  She  is 
anxious  to  see  and  hear  from  her  many  friends 
throughout  the  state. 

Three  Paris  physicians.  Dr.  W.  W.  Fitzpatrick, 
Dr.  Thomas  E.  Hunt,  and  Dr.  O.  W.  Robinson,  re- 
cently were  presented  plaques  of  merit  by  the  Sisters 
of  Charity  of  the  Incarnate  Word  for  service  on  the 
staff  of  St.  Joseph’s  Hospital  in  Paris.  Dr.  Fitz- 
patrick was  honored  for  50  years’  service  and  Drs. 
Hunt  and  Robinson,  for  40  years’  service. 

Dr.  Gerald  Jordan  of  El  Paso  has  been  elected 
to  the  board  of  governors  of  the  American  College 
of  Surgeons  for  a second  term. 

Dr.  Morton  Leonard,  El  Paso  orthopedist,  had  one 
of  the  leading  roles  in  the  College-Community  Opera 
Guild  production  of  "Hansel  and  Gretel”  on  Dec. 
15-17.  He  sang  the  role  of  Peter,  the  father. 

Two  El  Paso  physicians,  Drs.  William  Wade  and 
L.  N.  Nickey,  spoke  on  "Medicine  as  a Career”  at 
the  11th  Citizenship  and  Career  Conference  held 
recently  in  El  Paso.  The  program  was  sponsored  by 
the  Chamber  of  Commerce. 

Dr.  H.  E.  Cromer  of  Austin  has  been  named  to 
the  State  Board  of  Hospitals  and  Special  Schools  by 
Governor  Price  Daniel.  Dr.  Cromer  succeeds  Dr. 
R.  R.  Ross  of  Austin. 

Dr.  Michael  E.  DeBakey,  professor  and  chairman 
of  the  Department  of  Surgery,  Baylor  University 
College  of  Medicine  in  Houston,  recently  was  ap- 


pointed a member  of  the  National  Advisory  Health 
Council  by  Surgeon  General  Luther  L.  Terry. 

Dr.  P.  A.  Spain,  retired  Paris  physician,  celebrated 
his  100th  birthday  Nov.  30.  He  came  to  Paris  in 
1895,  began  his  practice  as  a "horse  and  buggy”  doc- 
tor and  completed  it  63  years  later  in  the  missile 
age,  according  to  an  article  in  the  Lamar  County 
Echo. 

Dr.  Merton  Minter  of  San  Antonio,  past  president 
of  the  Texas  Academy  of  Internal  Medicine,  received 
a plaque  from  the  Academy  at  its  12  th  annual  meet- 
ing recently  in  Houston. 

Blair  Justice  of  Fort  Worth,  science  writer  for  the 
Fort  Worth  Star-Telegram,  and 
W.  R.  McBee  of  Dallas,  executive 
director,  Blue  Cross-Blue  Shield  of 
Texas,  were  awarded  associate 
memberships  in  the  Southern  Med- 
ical Association  for  "meritorious 
service  to  the  medical  profession  or 
to  humanity.”  The  awards  were  made  at  the  recent 
SMA  convention  in  Dallas.  Mr.  Justice  twice  was 
recipient  of  the  Anson  Jones  Award,  presented  by 
the  Texas  Medical  Association  for  outstanding  medi- 
cal news  writing. 

Dr.  S.  A.  Hoerster,  Jr.,  of  Austin  assisted  in  plan- 
ning the  November  Volunteer  Recognition  Cere- 
mony for  300  volunteer  workers  at  the  Austin  State 
Hospital. 

Dr.  J.  E.  Peavy,  commissioner  of  Texas  State  De- 
partment of  Public  Health,  presented  a report  of 
the  State  Health  Department’s  radiological  health 
program  to  the  State  Radiation  Advisory  Board  in 
November. 

Dr.  Robert  M.  Moore,  professor  of  surgery  at  the 
University  of  Texas  Medical  Center  in  Galveston, 
has  been  elected  president  of  the  Southern  Surgical 
Association  for  1962.  Dr.  Moore  has  been  on  the 
medical  faculty  at  Galveston  since  1930. 

Dr.  J.  Fred  Mullins,  professor  and  chairman  of 
the  Department  of  Dermatology  at  the  University 
of  Texas  Medical  Center  in  Galveston,  has  been 
named  to  the  board  of  directors  of  the  American 
Academy  of  Dermatology. 

Dr.  and  Mrs.  Khosrow  Zolfoghary  of  El  Paso  are 
parents  of  a daughter,  born  Nov.  13  in  El  Paso. 

Dr.  and  Mrs.  B.  Lynn  Goodloe  of  El  Paso  are  pat- 
ents of  a daughter  born  on  Oct.  25. 

A son  was  born  to  Dr.  and  Mrs.  William  G. 
Smith  of  El  Paso  on  Nov.  30. 

Roy  J.  Cates,  executive  secretary  of  the  Travis 
County  Medical  Society,  was  one  of  three  judges  who 
selected  the  All-College  Beauty  recently  at  Southwest 
Texas  State  College  in  San  Marcos. 

Dr.  Frederick  Guilford  of  Houston  will  be  among 
the  guest  speakers  at  the  West  Virginia  Academy  of 
Ophthalmology  and  Otolaryngology  meeting  to  be 
held  April  23-25,  1962,  at  White  Sulphur  Springs. 
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CAPITAL  CITY  SESSION 

Eidophor  Adds  Hypnosis,  Orthopedics 
Topics  to  Lavish  Scientific  Program 


The  1962  Annual  Session — The  Texas  Medical 
Association’s  95th — is  slated  for  May  13-15  in  Aus- 
tin. This  will  be  the  Capital  City’s  first  time  to  host 
Association  members  for  an  annual  meeting  in  recent 
years. 

The  Council  on  Annual  Session,  representatives 
of  the  scientific  sections  and  related  organizations, 
and  members  of  the  Travis  County  Medical  Society 
promise  a strong  attractive  scientific  program  and 
fine  entertainment  for  their  expected  3,500  guests. 

Eidophor,  the  closed-circuit,  large-screen,  color 
television  system  developed  by  Ciba  Pharmaceutical 
Products,  Inc.  will  be  offered  twice  during  the  an- 
nual session.  Two  guest  speakers  will  present  topics 
selected  by  the  Council  on  Annual  Session.  Dr.  J. 
Vernon  Luck,  Medical  Director  of  the  Orthopaedic 
Hospital,  Los  Angeles,  will  present  "Hip  Joint  Prob- 
lems from  Birth  to  Old  Age”  as  a general  meeting 
address  on  Monday  morning.  Dr.  Milton  H.  Erick- 
son, Editor  of  the  American  Journal  of  Clinical 
Hypnosis,  Phoenix,  will  present  "Induction  Tech- 
niques of  Hypnosis  and  Various  Types  of  Patients 
and  Problems”  before  the  Section  on  General  Prac- 
tice on  Tuesday  from  4 to  5 p.m.  All  registrants  are 
invited  to  attend  the  section  meeting. 

Austin  hotels  and  motels  are  handling  the  many 
requests  for  accommodations  that  have  been  received 
as  rapidly  as  possible.  Requests  should  be  sent  to 
the  hotel  or  motel  of  choice.  For  the  reader’s  con- 
venience, a card  insert  opposite  page  32  in  this  is- 
sue of  the  Journal  lists  hotels  and  motels  (with 
rates)  suggested  for  use  by  TMA  visitors.  'The  card 
should  be  mailed  directly  to  the  hotel  or  motel  pre- 
ferred. As  indicated  on  the  card,  second  and  third 
choice  of  hotel  or  motel  should  be  given  so  that  the 
reservation  may  be  forwarded  in  the  event  that  the 
first  choice  is  filled.  The  Austin  Chamber  of  Com- 
merce is  coordinating  activities  with  hotels  and  mo- 
tels to  assure  the  best  accommodations  possible. 

'The  Stephen  F.  Austin  and  the  Driskill  Hotels, 
located  in  Austin’s  downtown  area,  have  been  des- 
ignated jointly  as  headquarters  hotels  for  the  Asso- 
ciation. Blocks  of  rooms  will  be  held  until  Feb.  1 
for  officers,  members  of  boards,  councils,  committees, 
delegates,  and  out-of-state  guest  speakers  at  the  head- 
quarters. Thereafter,  rooms  will  be  available  at  these 
hotels  on  a first  come-first  served  basis.  Scientific 
meetings  sponsored  by  the  Association  and  its  23  re- 
lated organizations  and  the  scientific  and  technical 
exhibits  will  be  housed  in  Austin’s  newly-constructed 
Municipal  Auditorimn.  Registration  and  message 
booths  will  be  manned  at  the  auditorium.  Shuttle  bus 


service  will  be  provided  between  the  downtown 
hotels  and  the  auditorium. 

The  Commodore  Perry  Hotel  will  serve  as  head- 
quarters for  the  Woman’s  Auxiliary,  with  registra- 
tion getting  underway  at  12  noon  Saturday,  May  12. 
Full  programs  are  planned  for  Auxiliary  members 
for  Sunday,  Monday,  and  Tuesday. 

Association  committee  meetings  during  the  day 
and  the  first  meeting  of  the  House  of  Delegates  at 
7:30  p.m.  are  scheduled  for  Saturday,  May  12.  Com- 
mittee meetings  will  be  held  in  the  headquarters 
hotels,  and  the  first  Delegates’  meeting  in  the  Capi- 
tol Ballroom  of  the  Stephen  F.  Austin  Hotel. 

The  major  portion  of  convention  activity  will  be 
launched  on  Sunday,  May  13.  Specialty  society  pro- 
grams, reference  committees,  the  second  meeting  of 
the  House  of  Delegates,  Memorial  Services,  and  fom 
special  programs  are  scheduled.  Included  among  the 
special  programs  will  be  the  Symposium  on  Nutri- 
tion Sunday  morning,  the  Symposium  on  Nuclear 
Medicine  Sunday  afternoon,  and  the  Symposium  on 
Cerebral  Palsy,  which  will  last  all  day  Sunday.  In 
addition,  the  Texas  Academy  of  General  Practice  will 
offer  a seminar  Sunday  afternoon  during  the  session, 
with  Category  I credit  to  be  given  seminar  partici- 
pants. 

Refresher  courses,  section  and  specialty  society 
programs,  motion  pictures,  general  meetings,  and 
general  meeting  luncheons  are  scheduled  for  Mon- 
day and  Tuesday,  May  14  and  15.  The  Association’s 
Orientation  Program  will  be  held  Monday  from  8 
a.m.  to  12  noon  in  the  auditorium.  Alumni  banquets 
will  be  held  at  the  hotels  and  motels  Monday  even- 
ing, and  fraternity  events  will  be  held  Tuesday  eve- 
ning at  the  Municipal  Auditorium.  'The  fraternity 
parties  will  conclude  just  prior  to  the  President’s 
Party,  which  also  will  be  held  in  the  auditorium. 

The  final  meeting  of  the  House  of  Delegates  has 
been  scheduled  for  10  a.m.  Tuesday  at  the  auditor- 
ium. Scientific  and  technical  exhibits  will  be  on 
display  from  Sunday  at  8:30  a.m.  until  Tuesday  at 
4:30  p.m. 

An  array  of  guest,  special,  and  Association  speak- 
ers will  offer  a wealth  of  current  medical  informa- 
tion to  registrants.  'Thirty  guest  speakers,  approxi- 
mately 50  special  guests,  and  150  Association- 
member  essayists  are  scheduled  for  the  various  sec- 
tion and  related  organization  programs. 

An  advance  program  listing  the  scientific  papers 
and  outlining  the  main  features  of  the  1962  Annual 
Session  will  be  mailed  to  the  TMA  membership  the 
latter  part  of  February. 
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Pamphlets 

Food  and  Science — Today  and  T omorrow  is  a new 
Public  Affairs  Pamphlet  describing  the  contribution 
made  by  chemistry  and  allied  sciences  in  a revolu- 
tionary increase  in  food  production  and  preservation. 
Copies  of  the  Public  Affairs  Pamphlet  No.  320,  at 
25  cents  per  copy,  may  be  obtained  at  22  E.  38th  St., 
New  York  16. 

Some  Facts  About  Suicide  has  been  prepared  by 
the  Publications  and  Reports  Section,  National  Insti- 
tute of  Mental  Health.  The  pamphlet  contains  facts 
and  fables  about  suicide,  its  causes  and  prevention. 
Copies  of  the  pamphlet,  at  10  cents  per  copy,  are 
available  from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington  25, 
D.C. 

A new  pamphlet.  The  Public’s  Health  and  Senate 
Bill  1332,  has  been  issued  by  Eli  Lilly  and  Co.  In 
the  pamphlet,  the  pharmaceutical  firm  sets  forth 
its  opposition  to  certain  provisions  of  Senate  Bill 
1552,  introduced  by  Senator  Estes  Kefauver  for  fur- 
ther regulation  of  the  drug  industry.  Copies  of  the 
booklet  are  available  without  charge  from  the  Public 
Relations  Department,  Eli  Lilly  and  Co.,  Indianapolis 
6,  Ind. 

Speech  Therapy  for  the  Cerebral  Palsied  is  avail- 
able from  the  National  Society  for  Crippled  Children 
and  Adults.  The  monograph  was  prepared  by  two 
of  the  country’s  foremost  authorities  in  speech  re- 
habilitation, who  collaborated  to  bring  to  other  pro- 
fessional persons  a practical  approach  to  oral  lan- 
guage problems  of  cerebral  palsied  children.  Copies 
of  the  monograph,  at  50  cents  each,  may  be  ob- 
tained by  writing  the  Publications  Section,  National 
Society  for  Crippled  Children  and  Adults,  2023  W. 
Ogden  Avenue,  Chicago  12. 

Self-Help  Training  Kits 
Not  Available  to  Individuals 

Training  kits  to  be  used  in  the  U.S.  Public  Health 
Service’s  Medical  Self-Help  Training  program  are 
not  being  distributed  to  individuals,  the  AMA  News 
reported. 

The  Public  Health  Service  plans  to  distribute 
5,000  of  the  kits  to  delegates  to  the  three  regional 
workshops  which  it  is  sponsoring  with  the  AMA 
and  the  Department  of  Defense,  and  also  to  state 
civil  defense  offices.  Medical  societies  and  other 
organizations  who  wish  the  kits  must  request  them 
from  state  civil  defense  offices.  When  more  kits  are 
available,  they  will  be  sold  to  interested  organiza- 
tions and  individuals  on  a matching  grant  basis,  with 
the  government  paying  half  the  cost. 


Physicist  Wins  Nobel 
Prize  for  Medicine 

A Hungarian-born  physicist,  rather  than  a physi- 
cian, received  the  1961  Nobel  prize  for  medicine. 

Georg  von  Bekesy,  who  has  been  doing  research 
in  psychophysics  at  Harvard  University  since  1948, 
was  cited  for  his  discovery  of  the  mechanisms  by 
which  sound  waves  stimulate  the  cochlea.  His  dis- 
covery is  fundamental  to  recent  developments  in 
alleviating  the  effects  of  deafness. 

He  earned  a Ph.D.  in  physics  at  the  University  of 
Budapest  and  was  a research  physicist  with  the  Hun- 
garian telephone  system  for  20  years.  He  holds  two 
honorary  medical  degrees  from  European  universities. 
Dr.  von  Bekesy,  62,  became  interested  in  the  mech- 
anism of  hearing  from  a study  of  microphone  acous- 
tics. 

Two  atomic  scientists  shared  the  Nobel  prize  for 
physics.  Robert  Hofstadter,  Ph.D.,  of  Stanford  Uni- 
versity was  cited  for  research  into  methods  of  con- 
trolling nuclear  reaction.  Rudolph  Moessbauer,  Ph.D., 
formerly  of  Munich  University  and  now  on  the  staff 
of  the  California  Institute  of  Technology,  was  tapped 
for  his  work  with  gamma  rays. 

Dr.  Hofstadter  was  honored  for  "pioneering 
smdies  of  electron  scattering  in  atomic  nuclei  and 
his  thereby  achieved  discoveries  concerning  the  struc- 
ture of  the  nucleons.”  His  work  has  been  called  a 
great  step  toward  harnessing  the  effect  of  a nuclear 
reaction  for  peaceful  use  of  atomic  power. 

Dr.  Moessbauer  was  lauded  for  "research  concern- 
ing the  resonance  absorption  of  gamma  radiation 
factor  in  reckoning  the  chances  for  future  space 
flights  when  radiation  of  other  kinds  will  have  to 
be  overcome.” 

Melvin  Calvin,  Ph.D.,  of  the  University  of  Cali- 
fornia received  the  Nobel  prize  in  chemistry  for  re- 
search in  photosynthesis.  His  work  involved  research 
into  the  assimilation  of  carbon  dioxide  in  plants 
through  the  process  of  photosynthesis. 

Two  Nobel  peace  prizes  were  announced  this 
year.  The  1961  prize  was  awarded  the  late  Dag 
Hammarskjold,  secretary-general  of  the  United  Na- 
tions who  was  killed  in  a plane  crash  while  on  a 
peace  mission  to  the  Congo.  The  I960  winner  was 
Albert  Luthuli,  Zulu  leader  cited  for  his  non-violent 
methods  in  resisting  racial  segregation  in  South 
Africa. 

The  Nobel  prize  in  literature  went  to  Ivo  Andric 
of  Yugoslavia. 

The  Nobel  prizes  were  established  by  Alfred  B. 
Nobel,  inventor  of  dynamite,  to  honor  those  who  had 
most  benefited  mankind  during  the  preceding  year. 
The  first  Nobel  award  was  made  in  1901. 
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Physicians  Rank  Stability 
High  in  Survey  on  Adoption 

Physicians  consider  emotional  and  marital  stability 
as  the  most  important  characteristic  of  a couple  wish- 
ing to  adopt  a child. 

Opinions  of  more  than  5,000  physicians  were 
polled  in  a survey  on  adoption  conducted  by  Patterns 
of  Disease,  a Parke,  Davis  and  Co.  publication. 

Most  common  reason  for  children  being  placed 
in  adoption  is  illegitimacy,  according  to  90  per  cent 
of  the  physicians  who  responded.  Other  factors  were 
the  child  not  being  wanted,  economic  insecurity,  de- 
sertion of  one  parent,  and  death  of  one  or  both 
parents. 

Approximately  half  of  the  physicians  believe  chil- 
dren should  be  told  they  are  adopted  before  they 
reach  six  years  of  age. 

The  impression  that  seemingly  infertile  couples 
who  adopt  children  subsequently  have  children  of 
their  own  was  shared  by  55  per  cent  of  the  doctors, 
in  contrast  to  34  per  cent  who  responded  negatively. 

Childless  couples  between  40  and  50  years  of  age 
should  not  adopt  a child  12  months  of  age  or  less, 
68  per  cent  of  the  physicians  believe.  Among  the 
"no”  answers,  the  most  frequently  cited  reasons  were 
"Age  difference  is  too  great;  parents  can’t  grow  with 
the  child,  can’t  offer  the  child  companionship,  are 
more  like  grandparents  than  parents;  it  would  be 
unfair  to  the  child.” 

The  number  of  children  adopted  each  year  during 
the  past  10  years  has  increased  34  per  cent,  the 
survey  revealed.  The  growing  acceptance  of  adop- 
tion as  a means  of  establishing  a family  is  cited  as 
one  of  the  primary  reasons. 

The  skills  of  three  professions — medicine,  law, 
and  social  service — are  utili2ed  in  adoption  proced- 
ures. The  physician  provides  medical  care  and  ad- 
vice, the  law  protects  and  guarantees  rights  of  all 
parties  concerned,  and  the  social  worker  acts  as 
liaison  during  all  phases  of  adoption. 

Of  some  45,000  children  adopted  in  1959,  about 
one  half  were  not  related  to  their  adoptive  parents. 
In  more  than  three  quarters  of  adoptions  by  rela- 
tives, the  adoptive  parent  was  a stepparent. 

Although  figures  vary  from  state  to  state,  on  a 
nationwide  basis,  a slightly  greater  percentage  of 
children  was  placed  by  agencies  than  by  independent 
individuals.  Agencies  screen  prospective  parents  for 
characteristics  which  are  considered  desirable  if  the 
adopted  child’s  needs  are  to  be  met. 

Placement  at  an  early  age,  as  early  as  the  first  few 
weeks  of  life,  is  the  growing  trend,  according  to 
Patterns.  It  has  the  advantage  of  allowing  the  parent- 
child  relationship  to  be  initiated  during  the  first 
few  weeks  of  life. 


Closed-Circuit  TV  Used 
As  Psychiatric  Tool 

The  experience  reported  by  the  Veterans  Admin- 
istration hospital  in  Oklahoma  City,  Okla.,  would 
indicate  that  closed-circuit  television  is  a valuable 
tool  for  both  doctors  and  patients  on  psychiatric 
wards. 

Dr.  Jay  T.  Shurley,  chief  of  psychiatry,  said  the 
television  experience  was  especially  useful  for  train- 
ing and  research  purposes.  During  the  experimental 
period,  patients’  group  psychotherapy  sessions  were 
telecast  over  a closed  circuit  within  the  hospital.  Par- 
ticipation of  the  patients  was  optional  but  none  re- 
fused. 

"Although  at  first,  the  TV  camera  seemed  to  in- 
hibit some  patients  in  discussing  their  problems, 
some  were  hams  from  the  start  and  the  others  soon 
became  accustomed  to  it,”  the  psychiatrist  reported. 
Viewing  of  the  televised  sessions  was  limited  to 
selected  hospital  personnel  who  were  expected  to 
use  understanding  gained  from  the  sessions  to  im- 
prove treatment. 

Therapeutics  Society  Seeks 
Entrants  for  Award  Competition 

An  award  of  $500  plus  travel  expenses  for  the  best 
essay  in  the  field  of  therapeutics  and  clinical  pharma- 
cology has  been  announced  by  the  American  Thera- 
peutic Society. 

Any  scientist  or  physician  who  is  in  residency  or 
fellowship  status  or  who  is  within  three  years  fol- 
lowing residency  or  fellowship  is  eligible.  An  origi- 
nal manuscript  and  letter  from  the  chief  of  service 
or  laboratory  indicating  approval  of  the  material 
entered  in  competition  must  be  sent  to  the  secretary. 
Dr.  Oscar  B.  Hunter,  Jr.,  19th  Street,  N.W.,  Wash- 
ington, D.  C,  by  March  1,  1962.  The  winning  paper 
will  be  presented  at  the  meeting  of  the  American 
Therapeutic  Society  June  21-24,  1962,  in  Chicago. 

Annual  Award  Announced 

The  Central  Association  of  Obstetricians  and 
Gynecologists  has  announced  an  annual  award  of 
$500  for  outstanding  investigative  or  clinical  work 
in  the  field  of  obstetrics  and/or  gynecology. 

Accredited  physicians,  teachers,  research  workers, 
and  medical  students  living  within  the  geographic 
area  of  the  association,  which  includes  Texas,  are 
eligible  to  compete.  Manuscripts  must  be  submitted 
in  triplicate  by  July  25,  1962,  to  the  secretary.  Dr. 
Herman  L.  Gardner,  6436  Fannin  Street,  Houston 
25.  The  paper  selected  will  be  presented  by  its  author 
as  part  of  the  scientific  program  at  the  annual  meet- 
ing of  the  Central  Association  of  Obstetricians  and 
Gynecologists  Oct.  25-27,  1962,  in  Dallas. 
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Postgraduate  Courses 


in -Year-Old  Book 


Diagnostic  Radiology,  San  Antonio,  Jan.  28. — 
Methods  and  basic  principles  of  radiology  and  pro- 
tection against  ionizing  radiations  will  be  discussed. 
New  advances  in  techniques  and  equipment  will  be 
stressed,  as  well  as  special  radiographic  techniques 
and  procedures  which  do  not  require  special  instru- 
ments. Question  and  answer  periods  will  close  each 
session.  The  course  is  being  sponsored  by  the  San 
Antonio  Division  of  the  University  of  Texas  Post- 
graduate School  of  Medicine  at  Santa  Rosa  Hospital. 
Tuition  is  $10;  six  hours  of  credit  may  be  obtained. 
Further  information  may  be  obtained  from  the  Post- 
graduate School,  102  Jesse  Jones  Library  Building, 
Texas  Medical  Center,  Houston  25.  Advance  regis- 
tration is  requested.  Drs.  Billy  D.  King,  San  Antonio; 
John  P.  McGraw,  Houston;  and  Francis  E.  O’Neill, 
San  Antonio,  will  comprise  the  faculty. 

Symposia  on  Challenging  Medical  Problems,  Hous- 
ton, Feb.  19-23. — Dr.  Raymond  D.  Pruitt  is  to  direct 
this  course,  which  will  be  offered  at  Baylor  Uni- 
versity College  of  Medicine  under  the  auspices  of 
the  American  College  of  Physicians.  Complete  details 
may  be  obtained  from  ACP,  4200  Pine  Street,  Phila- 
delphia 4. 


Physicians  Urged  To  Use  Auto  Seat  Belts 

A Michigan  resolution  adopted  by  the  American 
Medical  Association  House  of  Delegates  in  Denver 
urged  physicians  to  set  an  example  to  their  patients 
by  using  seat  belts  in  their  own  cars.  In  addition, 
all  House  members,  AMA  officers,  and  employees 
were  urged  to  use  seat  belts. 


Given  to  TMA  Library 

A 111-year-old  book  on  diseases  of  females  has 
been  presented  to  the  Memorial  Library  of  the  Texas 
Medical  Association  by  a retired  Austin  pharmacist 
and  his  family. 

Fred  A.  Young  said  the  book  originally  belonged 
to  Mrs.  Sarah  Stripling,  grandmother  of  the  late  Mrs. 
Young. 

Mrs.  Stripling,  a widow,  practiced  midwifery  in 
Rockwall,  Dallas,  and  Collin  Counties  following  the 
Civil  War.  She  made  her  rounds  on  horseback,  ac- 
cording to  Mr.  Young,  and  learned  her  “doctoring” 
from  the  book  which  has  remained  in  the  family  for 
more  than  a century. 

The  leather-bound  book  is  entitled,  "A  Treatise  on 
the  Diseases  and  Special  Hygiene  of  Females”  by 
Colombat  De  L’Isere.  It  was  translated  from  the 
French  by  Charles  D.  Meigs,  M.D.,  professor  of  iiiid- 
wifery  and  the  diseases  of  women  and  children  in 
Jefferson  Medical  College,  Philadelphia.  The  book, 
illustrated  with  wood  cuts,  was  published  in  1850 
by  Lea  and  Blanchard  of  Philadelphia. 

Mr.  Young,  his  two  sons,  Fred  C.  Young  and  Car- 
roll  P.  Young,  and  daughter,  Mildred  L.  Young,  all 
of  Austin,  donated  the  book  to  the  TMA  Library. 
Mr.  Young,  76  years  of  age,  was  graduated  from  the 
University  of  Texas  College  of  Pharmacy  in  1911. 


Children's  Medical  Center  Planned 

A 

The  new  Children’s  Medical  Center,  planned  as 
a part  of  the  expanding  Southwestern  Medical  Cen- 
ter of  Dallas,  will  provide  200  beds  for  pediatric 
cases  and  serve  100,000  outpatients  a year. 

A capital  fund  drive  for  $2,500,000  is  currently 
underway  for  the  new  facility,  according  to  an  article 
in  Southwestern  Medical  Foundation  News. 

The  new  hospital  will  be  located  in  physical  prox- 
imity to  both  the  University  of  Texas  Southwestern 
Medical  School  and  Parkland  Memorial  Hospital.  It 
will  be  built  on  a 7.5 -acre  tract  at  a projected  cost 
of  $4,000,000. 

Long-range  plans  call  for  the  construction  of  100 
beds  in  1964,  and  construction  of  100  more  when 
the  need  develops.  Objectives  of  the  new  hospital 
will  be  "to  provide  the  community  with  compre- 
hensive specialized  health  services  for  infants  and 
children,  to  maintain  a teaching  center  for  medical, 
nursing,  and  ancillary  personnel,  and  to  encourage 
research  in  the  diseases  of  children.” 
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New  Angiograph  Injector 
In  Use  at  UT  Medical  Branch 

An  angiograph  injector,  the  seventh  in  use  in  the 
U.  S.  and  the  first  in  the  southwest,  is  in  service  in 
the  Department  of  Radiology  at  the  University  of 
Texas  Medical  Branch  in  Galveston. 

The  precision  instrument  automatically  synchro- 
nizes the  split-second  timing  and  controls  the  coordi- 
nated functions  involved  in  roentgenographs  of 
radio-opaque  substances  in  the  blood  stream  within 
vital  organs.  In  roentgenographic  studies  of  a mal- 
functioning human  heart,  the  physician  can  pre- 
determine that  he  wants  a picture  of  the  blood  flow 
through  the  various  chambers  of  the  patient’s  heart 
at  the  fraction  of  a second  when  the  heart  is  dilated 
and  at  rest. 

The  radiology  team  sets  the  instrument’s  controls 
so  that  a tiny  injection  of  "dye”  in  the  patient’s 
blood  stream  reaches  the  exact  spot  within  the  heart 
at  the  exact  instant  when  the  roentgenographic  ex- 
posure is  made.  The  main  panel  is  connected  with 
an  oscilloscope,  which  enables  the  medical  team  to 
monitor  the  process  visually  while  a transducer  is 
producing  a trace  record  of  the  pressures  within  the 
various  chambers  of  the  heart. 

The  pacing  is  by  the  patient’s  own  heartbeat  with 
the  timing  fed  into  the  central  control  unit  by  an 
attached  electrocardiograph.  Catheters  and  electrodes 
link  the  patient  to  the  apparatus. 

Dr.  Robert  N.  Cooley,  professor  and  chairman  of 
the  Department  of  Radiology,  said  the  principal  ad- 
vantages of  the  instrument  are  the  certain  mainte- 
nance of  comparative  uniformity  and  pinpointing 
of  specified  areas  of  sections  of  the  organ  under 
scrutiny,  elimination  of  elements  of  human  error  in 
timing,  and  a reduction  of  exposure  of  the  patient  to 
radiation.  'The  device,  perfected  18  months  ago  by 
a Miami  radiologist  in  conjunction  with  an  electronic 
engineering  team,  has  been  through  clinical  experi- 
mentation phases  in  medical  centers  in  New  York, 
Detroit,  and  Miami.  The  purchase  price  was  $10,000. 

Office  Nurses'  Section 
Of  TGNA  Established 

An  Office  Nurses’  Section  has  been  established  by 
the  Texas  Graduate  Nurses’  Association. 

The  aims  of  the  office  section  are  that  the  nurses 
be  better  able  to  assist  the  physician,  better  able  to 
promote  the  health  and  welfare  of  patients,  and  to 
work  in  a team  relationship  with  office  personnel. 

The  TGNA  plans  to  distribute  copies  of  the  func- 
tions, standards,  and  qualifications  for  office  nurses 
to  its  members,  according  to  Mrs.  Gayle  McComb 
of  Lubbock,  chairman  of  the  Office  Nurses’  Section. 


Workshop  Planned  For 
Medical  Record  Librarians 

An  accreditation  workshop  for  medical  record 
librarians  will  be  held  February  9 and  10,  1962,  in 
Austin.  The  workshop  will  be  conducted  by  the 
Texas  Hospital  Association  Council  on  Professional 
Services,  under  the  sponsorship  of  the  Private  Clinics 
and  Hospitals  Association,  the  Texas  Medical  Associ- 
ation, and  the  Texas  Association  of  Medical  Record 
Librarians. 

Dr.  Kenneth  Babcock  of  Chicago,  director  of  the 
Joint  Commission  on  Accreditation  of  Hospitals,  and 
Dr.  Harvey  Renger  of  HallettsviUe,  president  of  the 
Texas  Medical  Association,  will  be  among  the  speak- 
ers for  the  two-day  workshop.  J.  D.  Hall,  Jr.,  of 
Fort  Worth,  chairman  of  the  Texas  Hospital  Associ- 
ation Council  on  Professional  Standards,  and  Mrs. 
Opal  Herron  of  Houston,  president  of  the  Texas 
Association  of  Medical  Record  Librarians,  will  pre- 
side at  the  sessions. 

Physician  Leadership  In 
Civil  Defense  Outlined 

If  nuclear  war  breaks  out,  the  American  people 
will  look  to  their  physicians  for  leadership  in  recov- 
ery, Dr.  Max  Lichter  of  Melvindale,  Mich.,  chairman 
of  the  American  Medical  Association  Committee  on 
Disaster  Medical  Care,  believes. 

Dr.  Lichter’s  address  on  the  physician’s  role  in 
civil  defense,  delivered  at  the  United  States  Civil 
Defense  Council  meeting,  is  reported  in  a recent 
issue  of  the  Journal  of  the  American  Medical  As- 
sociation. 

The  physician’s  role  and  responsibility  has  been 
outlined  by  the  AMA  as  follows: 

Promote  sound  mass  casualty  planning  at  all  levels 
of  government  and  at  all  levels  within  the  profes- 
sional medical  and  health  organizations. 

Encourage  the  population  of  the  United  States  to 
engage  in  individual  and  collective  survival  training. 

Lend  assurance  that  a successful  recovery  from 
mass  attack  is  possible. 

Ensure  adequate  medical  training  of  personnel  of 
the  medical  and  health  professions  and  of  all  other 
personnel  potentially  able  to  assist  themselves  and 
the  health  professions  in  the  care  and  treatment  of 
the  survivors  in  a mass  attack. 

Health  needs  are  crucial  to  survival  and  must  be 
given  top  priority  and  support  in  any  successful 
planning.  Dr.  Lichter  said.  It  also  will  be  necessary 
for  physicians  to  train  nonprofessional  people  to 
assist  in  the  operation  of  the  medical  care  facilities. 
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Not  Frenzied 


Rx;  Fabulous  Fifties 


People  are  not  born  free  and  equal  but  with  vari- 
ous talents,  including  various  degrees  of  physical 
reserve,  mental  reserve,  and  intellectual  reserve.  Life 
is  a process  of  using  these  reserves  to  adapt  and 
adjust  to  the  stresses  and  strains  about  us. 

College  adds  to  the  normal  stresses  and  strains,  and 
entry  into  the  professional  or  business  world  places 
burdens  on  the  individual’s  reserves.  He  is  assailed 
by  doubts  about  choice  of  job,  church,  and  social 
group.  Like  a football  player,  he  is  twisting  and 
twirling,  hoping  not  to  be  dislodged  from  his  bottom 
rung  on  the  ladder  of  success.  This  is  the  Twirling 
Twenties. 

The  future  is  brighter  in  the  Thirsty  Thirties.  He 
and  his  wife  belong  to  the  correct  club,  the  right 
church.  Now  he  begins  to  thirst — for  power,  for 
wealth,  for  money,  for  status. 

In  the  Foolish  Forties,  the  individual  seeks  status 
symbols:  an  exclusive  neighborhood,  a new  club  with 
higher  dues,  maybe  a hunting  lodge.  The  Foolish 
Forties  are  characterized  by  the  Big  B’s:  Baldness, 
Bifocals,  Bridges,  Bulges,  and  Big  debts. 

Comes  the  Frenzied  Fifties  and  he  realizes  that  he 
no  longer  has  what  it  takes  to  do  what  he  has  to  do. 
His  first  reaction  is  Insecurity.  A successful  man  can 
only  go  down.  Depression  sets  in.  He  loses  interest 
in  his  work,  his  friends,  his  business.  He  is  tired;  he 
wants  to  get  home  to  sit  and  brood. 

He  develops  Anxiety  Tension;  he  is  "tied  in 
knots”.  He  escapes  into  Hypochondriasis  and  goes 
from  doctor  to  doctor  to  find  an  organic  explanation. 


Next  is  Antagonistic  Projection;  he  blames  everyone 
but  himself. 

He  retreats  into  Alcoholism.  It’s  2 or  3 drinks  after 
driving  home  from  the  office,  a few  more  with  his 
wife,  and  still  more  if  he  is  invited  out.  He  is  semi- 
drunk in  the  evenings  and  completely  drunk  on 
weekends. 

Sex  does  not  interest  him;  fhis  worries  him.  He 
takes  hormone  shots  and  pills.  This  is  Psychic  Im- 
potence. He  is  nervous,  he  is  tense,  he  is  drunk,  he 
is  anxious,  and  he  has  antagonisms  toward  his  wife. 
He  may  slip  into  an  extramarital  affair.  Now  he  is 
more  afraid.  Most  affairs,  fortunately,  end  without 
difficulty,  save  the  increased  stress  and  strain.  But 
psychic  impotence  is  terrifying  and  murder  and  sui- 
cide are  common  results. 

A man  can  survive  the  Frenzied  Fifties,  with  the 
help  of  friends,  family,  and  spiritual  advisers,  to 
enter  the  Sensible  Sixties  and  perhaps,  his  Serene 
Seventies. 

To  avoid  the  Frenzied  Fifties,  we  should  practice 
prophylactic  mental  health.  The  scheme  of  A’s  may 
serve  as  a basis  for  orientation  early  in  life;  Assay 
assets  and  liabilities.  Adapt  to  the  liabilities.  Adjust 
with  the  assets.  Achieve  success  within  the  area  of 
personal  assets.  With  this  scheme,  the  individual 
will  not  enter  his  fifties  too  tired  to  work  and  too 
poor  to  quit.  'The  Fifties  will  be  Fabulous,  not  Fren- 
zied. 

— Condensed  from  Briggs,  J.  F.: 
Emotional  Problems  of  Middle  Aged, 
J.A.M.A.  177:32  (Aug.  26)  1961. 


Mony  Hospitals  Lack 
Mass  Casualty  Plan 

Close  to  one-third  of  the  hospitals  surveyed  have 
no  written  mass  casualty  plan,  according  to  a report 
by  the  Commissioners  of  the  Joint  Commission  on 
Accreditation  of  Hospitals. 

More  than  five  years  ago,  the  commissioners  re- 
quested that  in  each  hospital  "there  should  be  a writ- 
ten plan  for  the  care,  reception,  and  evacuation  of 
mass  casualties,  and  that  this  plan  should  be  coordi- 
nated with  the  inpatient  and  outpatient  services  of 
the  hospital.  The  plan  should  be  rehearsed  by  key 
personnel  at  least  twice  yearly.” 


The  recommendation  was  made  because  it  was 
known  that  the  great  majority  of  hospitals  had  no 
coordinated  plan  for  such  purposes.  The  plan  origi- 
nally was  made  to  care  for  local  fire,  tornado,  explo- 
sion, poisoning,  or  transportation  accidents. 

Such  plans  should  be  instituted  immediately  in  all 
hospitals,  according  to  the  commission’s  Bulletin.  Ev- 
ery hospital  disaster  plan  should  be  reviewed  con- 
stantly in  light  of  Civil  Defense  developments.  If 
such  plans  are  to  prove  effective,  they  must  be  dis- 
seminated and  known  not  only  to  the  staff  and  per- 
sonnel but  to  the  community,  police,  fire,  and  wel- 
fare departments,  public  utilities,  communications, 
and  transportation  facilities. 
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Human  Chromosome  Study 


The  study  of  human  chromosomes  was  difficult 
until  recent  years  when  tissue  culture  techniques 
became  available  to  research  laboratories.  These  make 
possible  the  growth  of  many  cells  which  can  be  ar- 
rested in  mitosis.  The  multitude  of  available  cells 
from  a single  preparation  made  it  possible  to  obtain 
an  accurate  count  of  the  chromosomes,  as  well  as  to 
enable  karyotype  studies.  The  number  46  was  firmly 
established  as  the  diploid  chromosome  complement 
of  man,  rather  than  48  as  was  originally  reported. 
The  karyotype  smdies  resulted  in  a standard  classi- 
fication and  numbering  of  the  human  chromosomes. 
Embryonic,  bone  marrow,  and  skin  tissues  were  the 
first  to  be  used. 

Moorhead  and  Nowell  originated  a technique  for 
the  culture  of  white  blood  cells  from  the  peripheral 
blood.  This  method  has  been  used  widely  during  the 
past  few  years,  not  only  because  specimen  collection 
is  easy  but  because  the  cells  are  grown  for  a short 
period  of  time,  making  the  tissue  culture  method 
used  much  simpler.  This  advance  has  enabled  many 
laboratories  to  study  the  chromosome  complement 
of  patients  with  specific  diseases,  as  well  as  of  the 
complement  of  members  of  their  families. 

Work  in  this  field  is,  of  course,  only  beginning. 
The  literature  is  full  of  reporrs  of  abnormal  chromo- 
some complement  in  diseases.  An  abnormal  karyo- 
type has  been  confirmed  in  Mongolism,  acute  leu- 
kemia, Turner’s  syndrome,  and  Klinefelter’s  syn- 
drome. There  are  reports  of  abnormalities  in  other 
diseases,  but  collection  of  sufficient  data  remains  to 
be  done.  This  is  as  yet  a research  tool,  which  may 
become  a clinical  diagnostic  tool  in  future  years. 

— Gretchen  Runge,  M.D.,  Austin. 
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Reader's  Guide 


Liver-Brain  Relationships 

Ian  a.  Brown,  M.D.,  Ph.D.,  Associate  Professor  of 
Neurology,  Department  of  Neurology  and  Psychiatry, 
University  of  Minnesota.  198  pages.  Springfield,  111., 
Charles  C Thomas,  1957. 

The  material  of  this  monograph  was  originally 
presented  as  a thesis  to  the  University  of  Minnesota 
in  1953.  To  quote  the  author  the  "anticipated  un- 
ravelling of  the  hepato-cerebral  riddle  did  not  ma- 
terialize between  that  time  and  the  present.”  The 
monograph  includes  historical  information  which 
provides  some  guidance  to  the  general  direction  to 
be  followed. 


Emergency  Treatment  and  Management 

Thomas  Flint,  Jr.,  M.D.,  Director,  Division  of 
Industrial  Relations,  Permanente  Medical  Group, 
Oakland  and  Richmond,  Calif.;  Chief,  Emergency 
Department,  Permanente  Medical  Group,  Kaiser 
Foundation  Hospital,  Richmond,  Calif.  539  pages.  $8. 
Philadelphia,  W.  B.  Saunders  Co.,  1958. 

Dr.  Flint,  in  his  concise  yet  comprehensive  book, 
has  contributed  greatly  to  a much  neglected  aspect 
of  medical  care.  If  his  work  is  heeded,  undoubtedly 
the  patient,  whether  he  be  trundled  unceremoniously 
into  the  unfamiliar  activity  of  an  emergency  hos- 
pital or  seen  in  the  more  serene  atmosphere  of  a 
medical  office,  will  profit  from  more  prompt  and 
effective  treatment. 


Traumatic  Lesions  of 
Peripheral  Vessels 

Carl  W.  Hughes,  Lt.  Col.,  M.C.,  U.S.A.;  and  War- 
ner F.  Bowers,  M.D.,  Colonel,  M.C,  U.S.A.;  both 
of  Triplet  U.  S.  Army  Hospital,  Honolulu.  197  pages. 
$8.  Springfield,  111.,  Charles  C Thomas,  1961. 

This  book  is  intentionally  detailed  and  repetitious 
so  that  each  chapter  is  a complete  unit.  Nevertheless, 
the  volume  contains  only  197  pages,  including  index. 
The  work  is  based  on  treatment  of  patients  with 
vascular  injuries  during  the  Korean  conflict  who  were 
channeled  to  one  medical  center.  Admittedly,  no 
original  techniques  or  ideas  are  presented. 

The  authors  recommended  that  all  surgeons  adopt 
the  techniques  of  surgery  on  peripheral  vessels  rather 
than  making  this  work  a narrow  subspecialty.  Vascu- 
lar injuries  require  immediate  skilled  management 
by  those  who  first  see  the  patient.  It  is  important 
to  know  which  vessels  may  be  ligated  and  at  which 
level.  A misconception  is  that  when  a major  artery 
is  ligated,  its  concomittant  vein  should  also  be  ligated. 

The  chapters  on  historical  and  experimental  back- 
ground are  brief  but  include  pertinent  factors.  Clin- 
ical presentations  are  divided  into  these  chapter 
categories:  acute  vascular  injuries  (ligation,  suturing, 
and  anastomosis),  traumatic  arteriovenous  fistulas, 
traumatic  aneurysms,  and  surgical  approaches.  The 
reviewer’s  chief  criticism  is  the  lack  of  adequate  il- 
lustrations in  the  last-mentioned  chapter,  although 
the  written  descriptions  are  excellent. 

Anyone  performing  surgery,  especially  general  sur- 
geons, will  find  in  this  book  an  excellent  step-by- 
step  presentation  of  the  evaluation,  treatment,  and 
follow-up  care  of  peripheral  vascular  injuries. 

— William  A.  Wiesner,  M.D.,  Odessa. 

Metabolic  Aspects  of  Renal  Function 

William  D.  Lotspeich,  M.D.,  Professor  and  Chair- 
man, Department  of  Physiology,  University  of  Cin- 
cinnati, College  of  Medicine.  214  pages.  $7.50. 
Springheld,  111.,  Charles  C Thomas,  1959. 

The  monograph  is  a series  of  essays  on  topics 
such  as  the  transport  of  phosphate,  amino  acid,  or- 
ganic acids,  and  bases  in  the  cells  of  the  renal  tubules 
and  the  tricarboxylic  acid  cycle  in  the  kidney.  The 
author  has  woven  the  work  of  past  and  present  in- 
vestigators into  the  story,  as  ideas  for  experiments. 

Human  Pituitary  Hormones: 

Ciba  Foundation  Colloquia 
On  Endocrinology 

G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  CECILIA  M.  O’CONNOR,  B.Sc.,  Eds. 
336  pages.  $9.50.  Boston,  Little,  Brown  and  Co., 
1960. 
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Master  Your  Tensions  and 
Enjoy  Living  Again 

George  Stevenson,  M.D.,  and  Harry  Milt.  241 
pages.  $4.95.  Englewood  Cliffs,  New  Jersey,  Prentice- 
Hall,  Inc.,  1959. 

This  very  elementary  book  is  an  excellent  intro- 
ductory study  on  how  to  enjoy  living  in  a compli- 
cated age. 

Our  ancestors  had  a feeling  that  everything  would 
come  out  all  right;  whatever  happened — good  or 
bad — they  viewed  as  God’s  will.  A philosophy  has 
developed  in  the  past  100  years  that  man’s  fate  is 
largely  in  his  own  hands,  and  if  things  do  not  work 
out  well,  then  each  person  has  only  himself  to  blame. 
With  the  feeling  of  personal  responsibility  has  come 
a growing  sense  of  guilt.  So  great  is  our  confidence 
in  our  ability  to  control  nature  that  we  suffer  both 
for  that  which  is  and  that  which  might  have  been. 
Tension  is  the  term  used  to  classify  many  symptoms 
of  overanxiety  and  threats  to  our  well-being.  When 
a thorough  personal  appraisal  does  not  locate  the 
cause  of  the  tension  then  professional  help  should 
be  obtained  before  the  difficulty  becomes  too  deep- 
seated. 

— Albert  D.  Pattillo,  M.D.,  Austin. 


Pathophysiology  in  Surgery 

James  D.  Hardy,  M.S.,  (Chem.),  M.D.,  F.A.C.S., 
Professor  and  Chairman,  Department  of  Surgery,  and 
Director  of  Surgical  Research,  University  of  Missis- 
sippi Medical  Center;  Surgeon-in-Chief,  Hospital  of 
the  University  of  Mississippi;  Chief  Surgical  Con- 
sultant, Jackson  Veterans  Hospital  and  Mississippi 
Tuberculosis  Sanatorium.  704  pages.  $19.  Baltimore, 
The  Williams  & Wilkins  Co.,  1958. 

Professor  Hardy  states  that  his  major  aim  in  writ- 
ing this  text  was  to  construct  a work  which  would 
represent  a fusion  of  "medical”  with  "surgical”  physi- 
ology. 

The  first  ten  chapters  deal  with  the  physiology  of 
injury,  spread  of  cancer,  radiation  and  radioactive  iso- 
topes, surgical  enzymology,  and  the  biology  of  aging. 
These  chapters  serve  as  an  introduction  to  the  con- 
sideration of  the  diseases  of  the  various  organs  which 
follow  in  the  next  11  chapters,  which  deal  with 
surgical  diseases  of  different  organs.  The  work  should 
be  useful  to  students,  interns,  residents,  and  board 
examination  candidates. 

Biosynthesis  of  Terpenes  and  Sterols: 

Ciba  Foundation  Symposium 

G.  E.  W.  WOLSTENHOLME,  O.B.E.,  M.A.,  M.D., 
B.Ch.,  and  Maeve  O’Connor,  B.A.,  Eds.  311  pages. 
Boston,  Little,  Brown  and  Co.,  1959. 


Primary  Tumors  of  the  Calvaria 

Franklin  Jelsma,  M.D.,  Attending  Neurosurgeon, 
St.  Joseph  Infirmary;  Consulting  Neurosurgeon,  Ken- 
tucky Baptist  Hospital,  St.  Anthony  Hospital,  and 
Kosair  Crippled  Children  Hospital;  Assistant  Profes- 
sor of  Neurosurgery,  University  of  Louisville  School 
of  Medicine,  Louisville,  Ky.  116  pages.  $7.  Spring- 
field,  111.,  Charles  C Thomas,  1959- 

This  monograph  contains  a classification  of  cal- 
varial tumors,  together  with  symptoms,  diagnosis, 
and  treatment.  Operative  and  nonoperative  view- 
points are  discussed.  Case  reports  with  illustrations 
are  included.  The  material  comes  from  the  author’s 
case  records  covering  a 20  year  period.  This  work 
brings  together,  under  one  cover,  a complete  con- 
sideration of  the  subject. 

The  Ecology  of  Human  Disease 

Jacques  M.  May,  M.D.,  Director,  Medical  Geog- 
raphy Department,  American  Geographical  Society, 
New  York.  327  pages.  $7.50.  New  York,  MD  Pub- 
lications, Inc.,  1958. 

The  Ecology  of  Human  Disease  is  an  effort  to  link 
the  various  fields  of  geography,  social  sciences,  and 
medicine  by  presenting  the  facts  of  disease  in  terms 
of  a common  denominator.  It  is  surmised  at  the  out- 
set that  "disease”  is  a challenge  to  survival.  No  dis- 
ease occurs  in  the  absence  of  challenging  stimuli 
from  the  envirorunent  and  genetically  controlled 
responses  from  the  living  thing  seeking  survival. 
The  result  of  the  meeting  of  these  two  groups  of 
forces  is  a large  number  of  diseases  or  maladjust- 
ments distributed  throughout  the  geographical  land- 
scape in  recognizable  patterns. 

This  book  is  the  study  of  the  occurrence  of  trans- 
missible diseases  as  they  arise  among  human  groups 
throughout  the  world,  through  the  combined  work- 
ings of  climate,  biotics,  and  social  and  economic  fac- 
tors. The  book  discusses  the  most  important  trans- 
missible diseases  within  the  basic  framework  of 
agent,  vector,  reservoir,  host,  and  geographical  dis- 
tribution. 

Your  Child's  Care 

1001  Questions  and  Answers 

Harry  R.  Litchfield,  M.D.,  F.A.C.P.,  Direaor, 
Department  of  Pediatrics  and  Baby  Care  Clinics, 
Brooklyn  Women’s  Hospital;  Director  Children’s 
Clinics,  East  New  York  Dispensary;  and  Leon  H. 
Dembo,  M.D.,  Assistant  Clinical  Professor  of  Pedi- 
atrics, Western  Reserve  University  School  of  Medi- 
cine; Associate  Pediatrician,  University  Hospitals 
( Babies  & Children’s ) ; Senior  Visitant  in  Pediatrics, 
St.  Luke’s  Hospital,  Cleveland,  Ohio.  257  pages. 
$3.95.  Garden  City,  New  York,  Doubleday  & Co., 
Inc.,  1960. 
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Henry  E.  Sigerist  on 
The  Sociology  of  Medicine 

Milton  I.  Roemer,  M.D.,  Director  of  Research, 
Sloan  Institute  of  Hospital  Administration,  Cornell 
University;  and  JAMES  M.  MACKINTOSH,  M.D.,  For- 
merly Dean,  University  of  London  School  of  Hygiene 
and  Tropical  Medicine;  Director,  Division  of  Edu- 
cation and  Training  Service,  World  Health  Organi- 
zation, Eds.  397  pages.  $6.75.  New  York,  MD  Pub- 
lications, Inc.,  I960. 

Medical  history  is  interpreted  with  respect  to  its 
importance  and  impact  on  present  medical  practice. 

In  Grecian  times  cripples,  incurables,  and  sickly 
children  were  abandoned.  Now,  however,  with  the 
advent  of  Christianity,  improved  medical  practice, 
modern  society,  and  great  instimtions  of  learning, 
these  people  are  not  only  given  good  medical  care, 
but  are  often  rehabilitated  into  productive  and  use- 
ful citizens. 

The  social  stages  of  development  of  the  medical 
profession  are  traced  through  the  witch  doctor,  sha- 
man, sorcerer,  barber,  surgeon,  and  medical  scholar. 
The  development  of  medical  activities  into  the  many 
specialties  we  now  know  is  outlined.  The  relation- 
ship of  each  to  the  society  and  culture  in  which  it 
had  to  function  is  explored. 

The  great  impact  of  Christianity  slowly  altered  the 
very  foundation  for  the  treatment  of  the  sick  and 
afflicted.  It  brought  about  a closer  relationship  be- 
tween the  ill  person  and  the  society  which  sur- 
rounded him,  and  the  care  of  the  ill  became  a con- 
cern of  the  church.  This  Christian  obligation  is  ob- 
served through  succeeding  ages  down  to  our  present 
time. 

History  also  shows  that  vaccination  laws  marked 
the  first  entrance  of  the  state  into  the  private  sphere 
of  the  individual  by  compelling  him  to  be  made 
artificially  sick  in  order  to  protect  himself  and  his 
neighbors  from  more  serious  illness. 

Group  medical  care  programs,  including  social 
security,  are  discussed.  Also,  there  are  broad  reports 
on  the  programs  in  Switzerland,  New  Zealand,  Can- 
ada, Russia,  Chile,  South  Africa,  and  India. 

This  book  points  out  that  however  a doctor  may 
feel  scientifically,  he  cannot  ignore  the  political 
problems  of  his  day  nor  avoid  civic  duties  or  re- 
sponsibilities. Unless  doctors  participate  in  the  politi- 
cal field,  hard-won  privileges  may  be  lost.  Only  the 
active,  vigorous  societies  remain  free  and  retain  their 
identity. 

An  interesting  analysis  is  made  of  the  effects  of 
Leyden,  Edinburgh,  Gottingen,  and  Vienna  on  the 
founding  of  The  Pennsylvania,  New  York,  and  Mas- 
sachusetts General  Hospitals.  Their  influence  sub- 
sequently spread  from  coast  to  coast  and  from  north 
to  south.  Now,  we  are  giving  our  contribution  to 
world  medicine. 


The  reviewer  does  not  always  agree  with  the  views 
of  the  editors,  but  doubtless  they  have  thoroughly 
studied  their  subject  before  presentation. 

The  reviewer  believes  that  this  book  should  be 
read  and  discussed  by  physicians,  for  unless  we  are 
weU  informed  from  every  point  of  view,  we  may  not 
keep  our  present  favored  position. 

— ^Joe  C.  Rude,  M.D.,  Austin. 

Trauma 

Harrison  L.  McLaughlin,  M.D.,  Professor  of  Clin- 
ical Orthopedic  Surgery,  College  of  Physicians  and 
Surgeons,  Columbia  University.  784  pages.  $18.  Phil- 
adelphia, W.  B.  Saunders  Co.,  1959. 

This  is  a well  organized  volume  on  a difficult 
subject.  The  monographs  have  been  written  mostly 
by  members  of  the  Attending  Staff  of  the  Columbia- 
Presbyterian  Medical  Center  in  New  York  City.  The 
material  has  been  slanted  toward  medical  smdents, 
residents,  and  practitioners  who  will  be  called  upon 
to  cope  with  civilian  accidents. 

The  first  section  is  devoted  to  general  considera- 
tions of  trauma.  The  following  chapters  deal  with 
specialized  nature  of  injury  to  various  systems  and 
anatomic  structures. 

The  book  is  particularly  valuable  as  quick  refer- 
ence work  for  the  management  of  some  special 
problem. 

Clinical  Applications  of  Diagnostic 
And  Therapeutic  Nerve  Blocks 

John  J.  Bonica,  M.D.,  Director,  Department  of 
Anesthesiology,  Tacoma  General  Hospital  and  Moun- 
tain View  General  Hospital;  Senior  Consultant  in 
Anesthesiology,  Madigan  Army  Hospital  and  Veter- 
ans Administration  Hospital,  Tacoma,  Wash.;  Associ- 
ate in  Anatomy  and  Consultant  to  the  Department  of 
Anesthesiology,  University  of  Washington  School  of 
Medicine,  Seattle,  Wash.  354  pages.  $8.75.  Spring- 
field,  111.,  Charles  C Thomas,  1959. 

This  small  monograph  is  the  outgrowth  of  a re- 
fresher course  presented  by  Dr.  Bonica  under  the  aus- 
pices of  the  postgraduate  education  committee  of  the 
American  Society  of  Anesthesiologists.  It  became  evi- 
dent to  the  committee  that  serious  misconceptions 
existed  among  some  clinicians  concerning  the  use- 
fulness and  role  of  the  nerve  block  techniques.  The 
aim  of  the  book  is  to  present  an  evaluation  of  vari- 
ous nerve  block  procedures  as  diagnostic  and  thera- 
peutic tools.  It  is  intended  for  any  practitioner  in- 
terested in  the  problem. 

Dr.  Bonica  feels  that  many  of  the  procedures  can 
and  should  be  learned  and  practiced  by  every  clin- 
ician. The  book  also  should  be  an  addition  to  the 
bookshelf  of  the  neurologist,  neurosurgeon,  and 
anesthesiologist. 
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Intravascular  Catheterization 

Henry  A.  Zimmerman,  M.D.,  Chief,  Cardiovascular 
Seaion,  Division  of  Medicine;  Director,  Marie  L. 
Coakley  Cardiovascular  Laboratory,  St.  Vincent  Char- 
ity Hospital,  Qeveland,  Ohio,  Ed.  782  pages.  Ulus. 
$16.75.  Springfield,  111.,  Charles  C Thomas,  1959- 
This  book  summarizes  practically  every  paper  writ- 
ten on  intracardiac  catheterization  with  emphasis  on 
techniques  and  their  applications.  The  most  compre- 
hensive chapters  are  those  on  catheterization  of  the 
left  heart,  pressure  curve  analysis,  congenital  heart 
disease,  shunt  flows,  valve  areas,  and  applications  of 
indicator  dilution  curves. 

Other  subjects  discussed  include  acquired  heart  dis- 
ease, pulmonary  circulation,  selective  angiocardiog- 
raphy, and  the  related  topics  of  intracardiac  electro- 
cardiography, and  renal,  hepatic,  and  cerebral  circu- 
lation studies.  The  book  is  intended  for  the  begin- 
ner as  well  as  for  the  specialist  in  the  field. 


CARDIAC  CATHETERIZATION 


right  ventricle.” 


A Doctor  Enjoys  Sherlock  Holmes 

Edward  J.  Van  Liere.  141  pages.  New  York,  Van- 
tage Press,  1959. 

The  author  is  Dean  of  the  School  of  Medicine  at 
West  Virginia  University. 

The  entertaining  essays  on  the  famed  Holmes  and 
Dr.  Watson  were  written  while  Dr.  Van  Liere  trav- 
eled on  business  in  connection  with  the  development 
of  the  school.  The  essays  throw  a new  light  on  the 
medico-biological  aspects  of  the  tales  and  also  give 
a glimpse  into  the  medicine  of  the  Victorian  period. 
The  lay  public  will  find  it  as  entertaining  as  doctors 
find  it. 


The  Clonal  Selection  Theory 
Of  Acquired  Immunity 

Sir  MacFarlane  Burnet.  209  pages.  $5.  Nash- 
ville, Vanderbilt  University  Press,  1959. 

The  lectures  named  for  Dr.  Abraham  Flexner  were 
established  Nov.  22,  1927,  by  his  brother  Bernard. 
The  income  from  an  endowment  is  used  to  secure 
an  eminent  physician  or  scientist.  The  lecturer  be- 
comes a part  of  the  medical  school  for  a period  of 
two  months.  During  this  time  he  delivers  lectures 
on  a subject  of  his  choosing  and  participates  in  the 
activities  of  the  department  to  which  his  specialty 
relates.  Dr.  Flexner  selected  Vanderbilt  as  the  uni- 
versity in  which  the  lectures  should  be  given.  The 
first  series  were  given  in  1928-1929.  Sir  Macfarlane 
Burnet  is  recognized  as  one  of  the  world’s  foremost 
medical  scholars.  The  most  distinguished  societies  in 
many  countries  have  elected  him  to  membership.  He 
states  of  his  lectures  "their  substance  represents  an 
attempt  at  a different  type  of  approach  to  the  theo- 
retical problems  of  immunity  that  have  fascinated 
me  for  many  years.” 

Help-Bringers:  Versatile 
Physicians  of  New  Jersey 

Fred  B.  Rogers,  M.D.,  Temple  University  School 
of  Medicine,  Philadelphia,  Pa.  125  pages.  $2.95. 
New  York,  Vantage  Press,  I960. 

This  is  an  anthology  of  the  work  of  12  physicians 
from  New  Jersey  who  have  left  their  mark  in  vari- 
ous fields.  None  had  the  aid  of  modern  surgery  or 
wonder  drugs.  'Theirs  is  the  story  of  medicine  and 
America. 

Modern  Occupational  Medicine 

A.  J.  Fleming,  M.D.,  and  C.  A.  D’Alonzo,  M.D., 
Eds.  587  pages.  $12.  Philadelphia,  Lea  & Febiger, 
1960. 

The  authors  of  this  second  edition  have  thoroughly 
revised  the  volume.  They  still  adhere  to  the  fore- 
word of  their  first  edition,  "Preventives  of  evil  are 
far  better  than  remedies.”  Hence  their  stress  on  pro- 
tective clothing,  hygiene  and  safety  in  the  chemical 
industry,  and  the  problem  of  acute  poisoning.  New 
chapters  on  chest  diseases,  psychiatry,  and  biostatistics 
have  been  added. 

This  book  is  a source  of  valuable  information  to 
ail  workers  in  the  industrial  field  since  it  represents 
the  combined  experience  of  a group  which  has 
spent  many  years  specializing  in  industrial  medical 
practice. 
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Embolic  Dispensoids  in  Health  and  Disease 

Gus  SCHREIBER,  B.S.,  M.D.,  Diplomate,  American 
Board  of  Internal  Medicine,  Associate  Attending 
Physician,  Baylor  University  Medical  Center,  Dallas. 
85  pages.  $5.50.  Springfield,  111.,  Charles  C Thomas, 
1960. 

The  author  presents  evidence,  both  by  investiga- 
tions of  blood  in  vitro  and  by  a review  of  the  capil- 
lary literature  detailing  emboli  in  vivo,  that  highly 
significant  findings  exist  in  blood.  If  such  emboli 
exist  in  numbers,  the  effects  must  be  protean.  This 
report  is  not  written  for  the  laity,  but  for  members 
of  the  various  medical  sciences,  and  for  botanists 
and  geologists.  Succeeding  reports  of  disease  proc- 
esses, subject  to  clinical  investigations,  are  in  prep- 
aration. 

Prosthetic  Principles — 

Above  Knee  Amputations 

Miles  H.  Anderson,  Ed.D.,  Direaor;  John  J. 
Bray,  C.P.,  C.O.,  Associate  Research  Prosthetist; 
Charles  A.  Hennessy,  C.P.,  C.O.,  Associate  Direc- 
tor; and  Raymond  E.  Sollars,  Associate  Direaor, 
all  of  the  Prosthetics  Education  Project,  School  of 
Medicine,  University  of  California,  Los  Angeles.  331 
pages.  $10.  Springfield,  111.,  Charles  C Thomas,  I960. 

This  volume  is  the  culmination  of  four  years  of 
work  by  the  staff  of  the  Prosthetics  Education  Proj- 
ect, aimed  at  the  production  of  a practical,  ready- 
reference  volume  for  the  praaicing  prosthetist  as 
well  as  being  a teaching  text.  The  projea  is  largely 
supported  by  a grant  from  the  Office  of  Vocational 
Rehabilitation,  Department  of  Health,  Education, 
and  Welfare. 


Medicine  Today:  A Report  on 
A Decade  of  Progress 

Marguerite  Clark.  360  pages.  $4.95.  New  York, 
Funk  & Wagnalls  Co.,  I960. 

Marguerite  Qark,  Medicine  Editor  of  Newsweek 
Magazine,  is  the  outstanding  medical  journalist  writ- 
ing for  magazines  today.  She  is  former  president  of 
the  National  Association  of  Science  Writers.  This 
organization’s  purpose  was  to  build  better  relation- 
ships with  doctors,  and  at  the  same  time,  develop 
better  and  more  reliable  science  writing.  Mrs.  Clark 
finds  the  20th  century  an  exciting  time  for  medical 
writing  and  her  book  throws  the  spotlight  upon  the 
advances  of  medicine  and  the  picture  of  medical 
progress. 

The  Development  and  Embryonic  Anatomy 
Of  Human  Gastro-Intestinal  Tract 

Niels  Lauge-Hansen,  Medical  Dr.,  R.,  Chief  Radi- 
ologist, Central  Hospital,  Randers  (Denmark).  86 
pages.  Eindhoven,  Holland,  Centrex  Publishing  Com- 
pany, I960. 

This  is  a new  basis  for  the  study  of  anomalies  of 
the  gastrointestinal  tract. 

Dynamic  Psychiatry — In  Simple  Terms 

Robert  R.  Mezer,  M.D.,  Assistant  Professor  of  Psy- 
chiatry, Boston  University  Medical  School,  and  As- 
sociate Visiting  Physician  in  Psychiatry,  Massachu- 
setts Memorial  Hospital.  178  pages.  New  York, 
Springer  Publishing  Co.,  Inc.,  I960. 


Recent  Deaths 


DR.  W.  H.  BENNETT 

Dr.  WiUiam  Henry  Bennett,  Humble,  Texas,  gen- 
eral praaitioner  since  1913,  died  Nov.  12,  1961,  at 
his  home. 

He  was  born  in  Sabine  County  June  11,  1881,  and 
was  the  son  of  William  Henry  and  Mary  (Harrison) 
Bennett.  He  attended  public  schools  in  Jena,  La.,  and 
was  graduated  in  1901  from  Acadia  College,  Lake 
Charles;  then  entered  the  University  of  Nashville 
Medical  College,  from  which  he  was  graduated  in 
1906.  He  interned  in  the  American  Hospital  in  Mon- 
terrey, Mexico,  and  was  chief  surgeon  for  two  years 
in  Las  Esperanzas,  Mexico.  He  then  spent  a year  in 
practice  in  Marlin,  Texas,  and  three  years  in  Sara- 


toga before  settling  in  1913  in  Humble.  He  retired 
in  1944  because  of  ill  health. 

Dr.  Bennett  was  a member  of  the  Harris  County 
Medical  Society,  and  was  elected  to  honorary  mem- 
bership in  the  Texas  Medical  Association  in  1951. 
He  also  was  a member  of  the  American  Medical 
Association,  the  Methodist  Church,  Masonic  Lodge, 
Knights  Templar,  and  Arabia  Temple  Shrine. 

Dr.  Bennett  also  had  banking  and  oil  produaion 
interests,  and  enjoyed  gardening  as  a hobby.  He  had 
been  awarded  a citation  for  his  work  for  the  local 
draft  board  during  World  War  11. 

Survivors  include  Mrs.  Bennett,  the  former  Mattie 
Maye  Glover;  one  daughter,  Mrs.  Lois  Bennett  Bear- 
den, Victoria;  one  granddaughter,  Mrs.  Sandra  Bear- 
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den  Smith  of  Victoria;  and  five  brothers,  J.  C.  Ben- 
nett, Brownsville;  R.  L.  Bennett,  Poteet;  W.  E.  Ben- 
nett, Olmito;  Coi.  A.  J.  Bennett,  Harlingen;  and 
D.  C.  Bennett,  Orange. 

DR.  J.  H.  BIGGAR 

Dr.  James  H.  Biggar,  retired  San  Antonio  general 
practitioner,  died  there  Nov.  16,  1961,  at  Baptist 
Memorial  Hospital.  Cause  of  death  was  arterio- 
sclerotic heart  disease  with  mild  cardiac  infarction 
and  congestive  heart  failure. 

Although  Dr.  Biggar  was  born  in  San  Antonio, 
Oct.  12,  1879,  practiced  medicine  there  for  30  years, 
1910-1940,  and  lived  there  in  retirement  until  his 
death,  he  spent  his  youth  in  far-distant  places.  He 
attended  high  school  in  Ontario,  Canada,  and  re- 
ceived his  M.D.  degree  from  Rush  Medical  College, 
Chicago,  in  1901.  He  interned  the  following  year 
at  Chicago  Baptist  Hospital.  From  1902  until  1910 
he  lived  in  the  Phillipine  Islands  where  he  was  medi- 
cal inspector  of  Insular  Public  Health  Service  and 
for  three  years,  1907-1910,  he  was  district  health 
officer  and  chief,  division  of  Culion  Leper  Colony. 

Dr.  Biggar  enjoyed  travel  and  in  1906,  while  on 
leave  from  his  Phillipine  service,  he  went  around  the 
world. 

Dr.  Biggar’s  parents  were  James  Henry  and 
Bridget  McDermott  Biggar.  His  only  brother,  John, 
predeceased  him. 

On  Dec.  31,  1908,  Dr.  Biggar  and  Miss  Mary 
Jamison  of  Philadelphia  were  married  in  Manila. 
Mrs.  Biggar  died  on  June  5,  1952.  The  couple  had 
no  children. 

Dr.  Biggar  was  an  honorary  member  of  the  Texas 


Medical  Association  through  the  Bexar  County  Medi- 
cal Society  and  a member  of  the  American  Medical 
Association. 

He  was  a Presbyterian. 

Survivors  are  several  nieces  and  nephews. 

DR.  W.  H.  GENTRY 

Dr.  William  H.  Gentry,  retired  surgeon  and  diag- 
nostician, died  Oct.  1,  1961,  in  a Corpus  Christi 
hospital.  He  had  been  ill  for'  about  a week. 

Dr.  Gentry  was  born  Feb.  18,  1873,  in  BooneviUe, 
Mo.,  and  was  educated  in  public  schools  and  a 
private  academy  in  that  area.  He  was  graduated  from 
Missouri  Medical  College  in  1896,  and  took  further 
postgraduate  training  in  Louisville,  Chicago,  New 
York,  Cleveland,  New  Orleans,  and  Vienna. 

He  practiced  medicine  in  Missouri  until  1926, 
then  he  moved  with  his  family  to  Corpus  Christi. 
During  World  War  I,  he  served  as  a captain  in  the 
U.  S.  Army  Medical  Corps.  He  married  Miss  Kitty 
Wolfe  of  Carthage  in  1922. 

A member  of  the  Texas  and  American  Medical 
Associations  through  the  Nueces  County  Medical 
Society  since  1929,  Dr.  Gentry  had  retired  from  med- 
ical practice  in  1940,  but  during  World  War  II  he 
was  needed,  and  he  reopened  his  practice  and  served 
on  the  local  Selective  Service  Board. 

Dr.  Gentry  liked  to  hunt  and  fish,  and  he  did  so 
on  a world  wide  scale.  In  1949,  he  went  on  an  Afri- 
can safari,  and  brought  home  trophies  which  now 
are  in  the  Corpus  Christi  museum.  Dr.  Gentry  also 
spent  one  summer  each  in  Western  Canada,  the 
Pacific  Northwest,  and  Alaska,  and  had  bagged  big 
game  including  buffalo,  grizzly  bear,  rhinoceros, 
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B moose,  gazelle,  zebra,  caribou,  topi,  lion.  Rocky 
Mountain  goat,  and  big  horn  sheep. 

Closer  to  home,  he  hunted  pheasant,  quail,  dove, 
and  ducks.  Not  one  to  limit  his  talents,  he  also  en- 
joyed gardening,  working  with  copper  and  wood, 
and  stone  sculpture. 

: Mrs.  Gentry  survives;  other  survivors  are  three 

' sisters.  Misses  Louise  and  Nan  Gentry  and  Mrs.  Osie 
! Moss,  all  of  Booneville;  one  nephew,  and  two  nieces. 

I DR.  L H.  LEDBETTER 

Dr.  Llewellyn  Herndon  Ledbetter,  retired  radiolo- 
gist, died  from  suffocation  when  his  home  in  Beau- 
mont was  destroyed  by  fire  Oct.  30.  Mrs.  Ledbetter 
also  died  in  the  fire.  The  bodies  of  the  elderly  couple 
i were  found  upstairs;  Dr.  Ledbetter  had  suffered  a 
I stroke  about  a year  ago  and  had  been  bedridden  for 
I several  months. 


DR.  L.  H.  LEDBETTER 

Dr.  Ledbetter  was  born  Aug.  6,  1883,  in  Center, 
Ala.  He  was  the  son  of  Robert  Newton  and  Ella 
(Dunn)  Ledbetter,  and  he  received  his  preliminary 
education  in  Hackneyville,  Ala.  He  attended  the 
Medical  Department  of  the  University  of  Alabama, 
Mobile,  and  the  University  of  Louisville,  from  which 
he  was  graduated  in  1907.  He  went  into  practice 
with  another  doctor  as  a preceptor  in  Hackneyville, 
then  entered  general  practice  in  Goodwater,  Okla.  In 
1917  he  joined  the  armed  services.  In  1920,  he  en- 
tered Tulane  University  School  of  Medicine  for  post- 
graduate training.  He  then  moved  to  Beaumont, 
where  he  had  specialized  in  radiology  since  1921. 

He  was  a member  of  the  board  of  directors  of  the 
Post-Graduate  Medical  Assembly  of  South  Texas  and 
the  advisory  board  of  District  Draft  Boards.  He  was  a 


staff  member  of  Hotel  Dieu,  St.  Therese,  and  Beau- 
mont Municipal  hospitals,  a fellow  of  the  American 
College  of  Radiology,  a diplomate  of  the  American 
Board  of  Radiology,  past  vice  president  of  the  Jef- 
ferson County  Tuberculosis  Association,  and  a mem- 
ber of  the  Jefferson  County  Medical  Society,  Texas 
Radiological  Society,  American  Medical  Association, 
and  the  Radiological  Society  of  North  America.  He 
was  elected  to  inactive  membership  in  the  Texas 
Medical  Association  in  1961  after  having  been  an 
active  member  for  many  years.  He  also  was  the 
author  of  articles  in  medical  and  radiological  jour- 
nals and  in  the  Year  Book  of  General  Medicine. 

Not  limited  to  work  in  the  medical  field.  Dr. 
Ledbetter  was  a member  of  the  board  of  stewards  of 
the  First  Methodist  Church  of  Beaumont,  and  was  a 
member  of  the  American  Legion.  He  also  had  re- 
ceived a certificate  of  merit  and  a selective  service 
medal  from  Congress  for  his  work  as  a member  of 
the  medical  advisory  board  during  the  war. 

In  World  War  I,  he  progressed  in  rank  from  first 
lieutenant  to  captain,  and  served  in  the  medical  corps 
in  Fort  Sam  Houston,  Camp  Cody,  Fort  Riley,  and 
Camp  Pike. 

Dr.  Ledbetter  was  married  in  1916  to  Miss  Neva 
Marion  Fulton  of  Hackneyville,  Ala.  The  couple  is 
survived  by  two  children,  Mrs.  T.  F.  Combs,  Beau- 
mont, and  William  R.  Ledbetter,  Houston. 

DR.  W.  A.  KING 

Dr.  William  A.  King,  Pandora,  Texas,  died  Sept. 
10,  1961,  in  a San  Antonio  hospital  after  suffering 
a heart  attack  two  days  earlier. 

Dr.  King  had  long  been  active  in  the  Texas  Medi- 
cal Association.  A member  since  1904  through  the 
Bexar  County  Medical  Society,  he  had  served  as 
Councilor  of  the  Fifth  District  for  seven  years,  and 
also  had  been  both  secretary  and  chairman  of  the 
Section  on  Public  Health.  He  was  elected  to  hon- 
orary membership  in  1949. 

Born  in  Alabama  Nov.  26,  1868,  he  attended  pub- 
lic schools  and  Centenary  College.  In  1893,  he  was 
graduated  from  Vanderbilt  University  School  of 
Medicine  in  Nashville.  He  married  Myrtie  Mont- 
gomery on  March  17,  1897,  in  San  Antonio.  He 
practiced  briefly  in  Floresville,  Rancho,  Cestohowa, 
Yorktown,  and  Falls  City  before  moving  to  San 
Antonio  in  1905.  He  was  city  health  officer  from 
1912  to  1939  and  again  from  1941  to  1944.  He  also 
was  local  surgeon  for  the  Southern  Pacific  Railroad 
Company  and  a past  president  of  the  Bexar  County 
Medical  Society.  Dr.  King  was  a Mason  and  a mem- 
ber of  the  Methodist  Church. 

Prior  to  becoming  San  Antonio’s  first  Health 
Officer,  he  was  the  City  Physician,  and  carried  on  a 
continuous  struggle  with  the  City  of  San  Antonio 
to  force  creation  of  a Health  Department. 
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He  was  instrumental  in  instituting  and  having  the 
City  Council  pass  its  first  Milk  and  Meat  Ordi- 
nances and  instituted  the  first  ordinance  in  San  An- 
tonio to  require  a compulsory  smallpox  vaccination 
for  school  children,  an  ordinance  which  was  con- 
tested but  sustained  in  court  action  that  went  to  the 
Supreme  Court  of  Texas.  He  is  also  credited  with 
initiating  the  nurses  division  of  San  Antonio  City 
Health  Office  and  inaugurating  personnel  participa- 
tion in  the  Merit  System.  He  advocated  and  pushed 
to  successful  conclusion  the  buying  of  the  first  street 
sweepers  for  San  Antonio,  and  worked  to  reduce  the 
tuberculosis  death  rate  in  San  Antonio. 

He  received  a citation  from  General  John  J. 
Pershing  for  the  venereal  disease  control  program 
which  he  carried  out  in  San  Antonio  during  World 
War  I. 

Survivors  are  Mrs.  King;  a son,  Dr.  Albert  C. 
King,  Laredo;  two  daughters,  Mrs.  James  Haile,  New 
Braunfels,  and  Mrs.  Albert  West,  Jr.,  Nixon;  a 
granddaughter,  Mrs.  Sidney  Spear,  Laredo;  a grand- 
son, Albert  West,  III;  and  seven  great-grandsons, 
Albert  IV,  BiU,  Mitch,  Jim,  Randy,  and  Chris  West 
and  Charles  Spear. 

DR.  0.  ROAN 

Dr.  Omer  Roan,  San  Antonio  surgeon  since  1923, 
died  in  a local  hospital  Nov.  7,  1961,  following  a 
coronary  thrombosis. 

Dr.  Roan,  son  of  D.  A.  and  Susan  Elizabeth 
-(Crawford)  Roan,  was  born  Aug.  16,  1891,  in  Eva, 
Ala.  He  completed  his  preliminary  education  in  the 
public  schools,  and  earned  his  doctor  of  medicine 
degree  from  Vanderbilt  University  School  of  Medi- 


cine, Nashville,  Tenn.,  in  1917.  He  then  interned  at 
Butterworth  Hospital,  Grand  Rapids,  Mich.;  he  later 
undertook  postgraduate  study  at  New  York  Post 
Graduate  Medical  School,  New  York  City. 

In  1918,  Dr.  Roan  enlisted  in  the  Army  Medical 
Corps,  and  was  a first  lieutenant  serving  in  Little 
Rock,  Ark.  In  1920,  he  opened  practice  in  Decatur, 
Ala.,  but  after  three  years  there  he  moved  to  San 
Antonio,  where  he  remained  until  his  death. 

He  was  cited  by  Presidents  Roosevelt  and  Eisen- 
hower for  service  as  a Selective  Service  Superin- 
tendent. 

He  was  a member  of  the  Texas  and  American 
Medical  Associations  through  the  Bexar  County 
Medical  Society;  he  also  held  membership  in  the 
Southern  Medical  Association,  and  was  a fellow  of 
the  American  College  of  Surgeons  and  the  Interna- 
tional College  of  Surgeons.  He  was  a deacon  in  the  i 
First  Baptist  Church,  and  was  active  in  the  Kiwanis 
Club  and  Masonic  Lodge.  He  enjoyed  golf.  : 

Miss  Ela  Elizabeth  Skinner  and  Dr.  Roan  were  ' 
married  Jan.  22,  1920,  in  Nashville,  Tenn.  She  sur-  ; 
vives,  as  do  a brother.  Jay  Roan,  Huntsville,  Ala.; 
and  three  sisters,  Mrs.  C.  R.  Lanier,  Savannah,  Tenn.; 
Mrs.  Mamie  Livingston,  Eva,  Ala.;  and  Mrs.  Silas  i 
Ryan,  Louisville,  Ky. 


DR.  O.  ROAN 


DR.  D.  C.  EILAND 

Dr.  David  Chase  Eiland,  who  had  practiced  in 
Munday  since  1937,  died  Nov.  4,  1961,  enroute  to 
Galveston  for  treatment  of  acute  asthma. 

Dr.  Eiland  was  born  in  Munday  Aug.  30,  1908, 
and  was  educated  in  the  public  schools  there.  He 
was  graduated  in  1930  from  the  University  of  Texas, 
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and  completed  his  medical  studies  at  the  Medical 
Branch,  Galveston,  in  1934.  In  that  year  also,  he 
married  the  former  Miss  Neda  Lynn  Harbin. 

Returning  to  his  home,  he  worked  closely  with 
Dr.  T.  S.  Edwards  of  Knox  City  at  the  Knox  County 
Hospital.  He  then  joined  the  staff  of  Drs.  Edwards 
and  T.  P.  Frizzell. 

When  Dr.  W.  P.  Farrington  of  Munday  died.  Dr. 
Eiland  opened  his  practice  there,  but  continued  his 
connections  with  the  Knox  County  Hospital  and  the 
Knox  City  Ginic. 

Active  in  medical  and  civic  circles.  Dr.  Eiland 
had  served  several  terms  both  as  secretary  and  presi- 
dent of  the  Baylor-Knox-Haskell  Counties  Medical 
Society,  and  was  a member  of  the  Texas  and  Amer- 
ican Medical  Associations  and  the  Texas  and  Amer- 
ican Academies  of  General  Practice.  He  had  recently 
completed  preliminary  plans  for  securing  a mobile 
blood  bank  for  his  area,  and  the  new  wing  of  the 
Knox  County  Hospital  came  about  largely  as  a result 
of  his  efforts;  he  was  the  medical  director  of  the 
Knox  County  Hospital.  He  also  was  a member  of 
the  Chamber  of  Commerce. 

Dr.  Eiland  is  survived  by  Mrs.  Eiland;  two  sons. 
Dr.  D.  C.  Eiland,  Jr.,  and  Allen  Eiland;  a daughter- 
in-law,  Carol  Jacobs  Eiland;  three  grandchildren, 
Dianna  Kay,  David  Chase,  III,  and  James  Allen;  his 


step-father  and  mother,  Mr.  and  Mrs.  Charles  Moor- 
house;  all  of  Munday;  a brother,  James  A.  Eiland, 
McAlester,  Okla.;  two  sisters,  Mrs.  Hazel  Hood,  Gal- 
veston, and  Mrs.  Laverne  Martin,  Milwaukee,  Wis. 


DR.  D.  C.  EILAND 


Coming  Meetings 


American  Medical  Association,  Chicago,  June  24-28,  1962.  Dr. 
F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago  10,  Exec.  Vice- 
Pres. 

Texas  Medical  Association,  Austin,  May  12-15,  1962.  C.  L.  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


January 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  29-31,  1962.  S.  E.  Cockrell,  Jr.,  202  W.  French  Place,  San 
Antonio,  Exec.  Sec. 

February 

American  Academy  of  Allergy,  Denver,  Feb.  5-7,  1962.  Mr.  J.  O. 

Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 

American  College  of  Radiology,  New  York,  Feb.  7-10,  1962.  Mr. 
W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Dallas,  Febru- 
ary 23-24,  1962.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Proaologic  Society,  San  Antonio,  Feb.  15,  1962.  Dr.  T. 

Melton,  636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Houston,  Feb.  11-14,  1962.  J.  N. 

Murphy,  Jr.,  P.  O.  Box  5192,  Austin  31,  Sec. 

Texas  Urological  Society,  Houston,  February,  1962.  Dr.  N.  F.  Mc- 
Donald, 915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

First  District  Society,  Pecos,  February,  1962.  Dr.  G.  L.  Black,  1501 
Arizona,  El  Paso,  Sec. 

National  and  Regional 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 
Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 


American  Academy  of  General  Practice,  Las  Vegas,  April  6-13, 
1962.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Las  Vegas, 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn.,  Sec. 

American  Academy  of  Pediatrics,  New  York,  April  30-May  2,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Genito-Urinary  Surgeons,  Skytop,  Penn., 
May  9-11.  1962.  Dr.  W.  J.  Engel,  2020  E.  93rd,  Cleveland  6. 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  216  Summer,  Buffalo 
22.  Sec. 

American  Association  of  Plastic  Surgeons,  Del  Monte,  Calif.,  May 
6-10,  1962.  Dr.  T.  D.  Cronin,  6615  Travis,  Houston  25,  Sec. 
American  Association  for  Thoracic  Surgery,  St.  Louis,  April  16-18, 
1962.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5. 
Sec. 

American  Cancer  Society,  New  York,  Oct.  22-26,  1962.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Minneapolis,  April  1-6,  1962.  Mr. 

E.  Bauers,  2160  Rand  Tower.  Minneapolis,  Exec.  Vice-Pres. 
American  College  of  Chest  Physicians,  Chicago,  June  21-25,  1962. 

Mr.  M.  Kornfeld,  112  E.  Chestnut.  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology,  Chicago,  On.  28-31,  1962. 

Mr.  D.  Weiss.  33  W.  60th,  New  York  23.  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  Chicago,  April 
2-5,  1962.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chicago  3i 
Exec.  Sec. 

American  College  of  Physicians,  Philadelphia.  April  9-13.  1962.  Dr. 

E.  C.  Rosenow,  Jr.,  4200  Pine.  Philadelphia  4,  Exec.  Dir. 
American  College  of  Surgeons,  Memphis,  Tenn.,  March  26-28,  1962. 

Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  New 
York,  Aug.  27-31.  1962.  Dorothea  C.  Augustin.  30  N.  Michi- 
gan, Chicago  2,  Exec.  Sec. 


Vo/ume  58,  JANUARY,  1962 


61; 


American  Dermatological  Association  ( members  only ) , Chandler. 
Ariz.,  March  28-31.  1962.  Dr.  Wiley  M.  Sams.  308  Ingraham 
Bldg..  Miami  32.  Sec. 

American  Gynecological  Society.  Hot  Springs.  Va..  May  31-June  2. 

1962.  Dr.  C.  J.  Lund.  260  Crittenden  Blvd..  Rochester  20.  N.  Y. 
American  Heart  Association.  Qeveland.  Oct.  26-28.  1962.  Mr.  W.  F. 

McGlone,  44  E.  23rd.  New  York  10.  Sec. 

American  Hospital  Association,  Chicago.  Sept.  17-20,  1962.  Mr. 

M.  J.  Norby.  840  North  Lake  Shore  I3r..  Chicago  11,  Sec. 
American  Neurological  Association.  Atlantic  City,  June  18-20,  1962. 

Dr.  M.  D.  Yahr.  710  W.  168th.  New  York  32.  Sec. 

American  Proctologic  Society,  Miami,  Fla.,  April  30-May  3.  1962. 

Dr.  N.  D.  Nigro,  7815  East  Jefferson.  Detroit  1,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oct.  15-19. 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19.  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  New  York,  Oct.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway.  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11.  Mgr. 

American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29,  Sec. 

Association  of  American  Physicians  and  Surgeons.  Inc.,  Chicago. 
April  6-7,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash.  Chicago 
1.  Exec.  Dir. 

International  College  of  Surgeons.  U.  S.  Chapter.  Dr.  R.  T.  Mcln- 
tire,  1516  Lake  Shore  Dr.,  Chicago,  Exec.  Dir. 

Radiological  Society  of  North  America.  Mr.  M.  D.  Frazer,  3145  O 
Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks.  Fort  Worth.  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association.  Mr.  R.  F.  Butts,  2601  Highland. 
Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oct.  7-9,  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  Memphis,  April  14-17,  1962.  Dr.  D. 
Goltmann,  Lebenheur  Children’s  Hospital,  848  Adams  Avenue, 
Memphis,  Tenn. 

Southwest  Regional  Cancer  Conference.  Mrs.  1.  F.  Ball,  Westchester 
House,  Fort  Worth,  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oct.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas.  Sec. 

Southwestern  Surgical  Congress,  Albuquerque,  N.  Mex.,  April  2-5, 
1962.  Dr.  R.  B.  Howard,  544  Pasteur  Bldg.,  Oklahoma  City  3. 
Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shrevepjon.  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso.  Sec. 


State 

Texas  Academy  of  General  Practice.  Fort  Worth,  Oct.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Austin,  May  12-13,  1962.  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health.  Mrs.  L.  Marcus,  3525  Arrow- 
head, Dallas,  Sec. 

Texas  Association  of  Public  Health  Physicians.  Austin,  May  13, 
1962.  Dr.  Elizabeth  Gentry,  1313  Sabine.  Austin,  Sec. 

Texas  Chapter.  American  Academy  of  Pediatrics,  Austin,  May  14, 
1962.  Dr.  W.  W.  Kelton,  Jr.,  108  W.  30th.  Austin.  Sec. 

Texas  Chapter.  American  College  of  Chest  Physicians,  Austin.  May 
13.  1962.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 
Texas  Club  of  Internists.  Dr.  T.  H.  Harvill,  Medical  Arts  Bldg., 
Dallas  1,  Sec. 

Texas  Dermatological  Society,  Austin.  May  14,  1962.  Dr.  D.  S. 

Blair,  1609  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Diabetes  Association.  Austin,  May  13,  1962.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division.  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy.  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Austin,  May  13.  1962.  Dr. 

R.  E.  Joyner,  Box  471,  Texas  City,  Sec. 

Texas  Neuropsychiatric  Association,  Austin,  May  12,  1962.  Dr. 
E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 


Texas  Ophthalmological  Association,  Austin,  May  14-15,  1962.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Austin,  May  14.  1962.  Dr.  Margaret 
Watkins,  3503  Fairmount.  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Austin,  May  14-15,  1962.  Dr. 

Louis  E.  Adin,  Jr.,  3707  Gaston,  Dallas,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society.  Austin.  May  13, 
1962.  Dr.  O.  Selke,  Medical  Professional  Bldg.,  Houston,  Sec. 
Texas  Radiological  Society,  Austin,  Jan.  19-20.  1962.  Dr.  R.  P. 

O’Bannon,  1217  W.  Cannon,  Ft.  Worth,  Sec. 

Texas  Rheumatism  Association.  Dr.  J.  Kemper,  6655  Travis.  Hous- 
ton, Sec. 

Texas  Society  of  Anesthesiologists,  Austin.  May  12,  1962.  Dr.  E.  L. 

Slataper,  Medical  Towers,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians.  Austin,  May  12.  1962. 
Dr.  L.  Levy,  Ft.  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Austin,  May 
13,  1962.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology.  Dr.  O.  Suehs, 
14  Medical  Arts  Square,  Austin.  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Austin,  May  14.  1962.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Austin,  May  11-12,  1962.  Dr. 

R.  O.  Brauer,  6615  Travis,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Austin,  May  15. 

1962.  Mrs.  W.  B.  Ruggles,  3701  Stratford,  Dallas,  Sec. 

Texas  Surgical  Society,  Galveston,  April  1-3,  1962.  Dr.  W.  B.  King, 
Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin,  May  13,  1962.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  El  Paso.  March  29-31,  1962.  Mrs. 
J.  R.  Walton,  Jr.,  1407  Andrews  Hwy.,  Midland,  Sec. 


District 

*■ 

Second  District  Society.  Dr.  Broadway  Broadrick,  Box  HI,  Big 
Spring.  Sec. 

Third  District  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson.  2308 
W.  8th.  Amarillo.  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr.,  3154  Reid 
Drive.  Corpus  Christi.  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 
Eighth  Distria  Society.  Dr.  H.  Davis,  120  Barracuda,  Galveston. 
Sec. 

Ninth  District  Society. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  Distria  Society.  Tyler,  Spring.  1962.  Dr.  F.  Verheyden, 
400  S.  Ragsdale,  Jacksonville,  Sec. 

Twelfth  Distria  Society,  Temple.  Jan.  13.  1962.  Dr.  J.  Dunlap. 
2320  Columbus,  Waco,  Sec. 

Thirteenth  Distria  Sociay.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-1. 
Medical  Center.  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  19-21. 

1962.  Dr.  C.  M.  Cole,  1421  Medical  Arts  Bldg.,  Dallas,  Sec. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  12- 
15,  1962.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12.  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 

Lee.  1300  8th.  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  29-31,  1962. 
Miss  Alma  F.  O'Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  B.  J.  Warren.  Deaton  Hospital. 
Galena  Park,  Sec. 


Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Dallas,  Jan.  13-14,  1962. 

Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth,  Sec. 
Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Match  27, 
1962.  Mrs.  Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin, 
Exec.  Sec. 
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Counter  Attack 

A great  assault  on  one  of  the  cornerstones  of 
American  life  is  being  planned  in  Washington.  The 
term  "task  force”  is  the  Administration’s  name  for 
those  persons  being  paid  with  tax  dollars  who  are 
charged  with  the  successful  passage  of  medical  care 
for  the  aged  under  the  Social  Security  Act.  Never  be- 
fore has  an  Administration  admittedly  attempted  to 
influence  Congress  so  openly  and  with  such  reckless 
abandon.  Be  assured  that  1962  is  the  year  for  these 
people. 

This  is  no  attempt  to  cry  "wolf”.  The  attack  on 
American  medicine  must  be  met  forthrightly,  hon- 
estly, and  with  all  the  dispatch  that  a free  people  can 
muster,  for  in  the  final  analysis,  it  will  be  your  ef- 
fectiveness, your  diligence,  your  efforts  that  will  de- 
termine the  results.  This  editorial  lists  several  measures 
that  should  help  to  offset  the  arguments  of  our  op- 
ponents. 

Work  With  Your  Organizations. — Initially,  all 
local  programs  must  be  correlated  with  efforts  of  the 
state  medical  society  in  order  that  a concerted  presen- 
tation can  be  made.  Impress  on  your  county  organiza- 
tions the  need  for  adequate  funds  for  legislative  work. 

Continue  Writing  Letters  To  Your  Congressman. 
Personal  letters  to  congressmen  have  been  the  most 
impressive  means  of  informing  them  of  the  true  atti- 
tude of  America’s  medical  practitioners.  This  vital  line 
of  communication,  letters  from  individuals,  must  be 
continued  and  implemented.  Carefully  analyze  your 
congressman.  If  his  voting  record  reflects  at  least  tacit 
support  for  socialistic-type  legislation,  express  your 
reasons  for  opposition  in  a factual,  logical,  and — 
above  all — brief  statement.  Dissertations  and  strictly 
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emotional  appeals  often  are  never  read  and  are 
not  effective. 

Also,  write  the  congressman  who  supports 
legislation  advocating  free  enterprise  and  in- 
dividual freedom  of  choice.  Let  him  know  that 
his  efforts  are  appreciated  and  supported. 

Before  expressing  your  views,  obtain  copies 
of  an  analysis  of  any  bill  on  which  the  AMA 
has  a definite  position  by  writing  to  the  AMA 
Council  on  Legislative  Activities,  535  N.  Dear- 
born Street,  Chicago  10.  It  is  better  to  say 
"This  is  my  belief”  rather  than  "This  is  the 
AMA’s  position”.  Letters  written  in  longhand 
on  your  personal  stationery  are  most  effective. 

Develop  a Speaker’s  Bureau. — ^Men  and 
women  who  speak  clearly,  logically,  and  fac- 
mally  should  be  selected  for  a speaker’s  bu- 
reau. The  "great  debater”,  unless  he  is  well 
informed,  may  cause  more  antagonism  than 
cooperation.  A speaker’s  bureau  can  help  to 
lay  aside  the  myth  that  "all  elderly  persons  are 
needy”.  It  affords  physicians  the  chance  to  tell 
their  side  of  the  story. 

If  you  speak,  present  your  viewpoints  af- 
firmatively. Your  audience  must  realize  that 
physicians  know  a problem  exists.  They  must 
likewise  know  by  what  means  members  of  the 
medical  profession  propose  to  solve  it. 

Write  Letters  to  the  Editors. — Keep  in- 
formed by  reading  publications  which  present 
medicine’s  side  of  this  controversy;  news  items 
and  bulletins  are  available  upon  request  from 
state  and  national  medical  organizations.  Also, 
read  your  newspapers,  national  and  local  mag- 
azines to  learn  their  views.  After  you  have 
become  fully  informed,  write  factual,  brief  let- 
ters to  the  editors  of  newspapers. 

Keep  Membership  List  Files  of  Other  Or- 
ganizations To  Which  You  Belong. — ^When 
you  are  asked  to  present  medicine’s  views  be- 
fore lay  groups,  accept  the  challenge.  By  such 
"grass  roots”  methods,  the  true  image  of 
American  medicine  is  projeaed.  Opportunities 
to  speak  before  such  organizations  give  you 
a chance  to  espouse  an  affirmative  theory  for 


solution  of  the  problems  posed.  You  can  tell 
the  many  ways  in  which  doctors  and  their 
wives  work  for  the  welfare  of  their  communi- 
ties. Refute  at  every  opportunity  the  position 
which  has  been  ascribed  to  American  medicine 
that  its  doctors  are  against  everything  that  is 
done  for  the  "little  people”.  Point  out  that 
what  has  been  described  as  the  "big  American 
Medical  Association”  is  nothing  more,  than 
average  home-town  doaors  banded  together  to 
maintain  the  vitally  important  doctor-patient 
relationship. 

Secure  Resolutions  From  Other  Organiza- 
tions To  Be  Sent  Your  Congressmen. — Equal- 
ly important  is  the  opportunity  to  oppose  reso- 
lutions harmful  to  the  basic  philosophies  of 
this  country.  In  the  event  that  such  resolutions 
are  passed  locally,  you  should  let  your  national 
chairman  of  legislation  know  at  once.  "Opera- 
tion Coffee  Cup”  has  been  so  effective  that  it 
has  elicited  a stream  of  anguished  protests 
from  nationally  known  columnists.  One  wrote 
that  the  "syrupy,  sexy”  voice  of  Ronald  Rea- 
gan was  hypnotizing  American  women  into 
sending  a flood  of  mail  to  their  congressmen. 
In  fact,  he  acknowledged  that  if  the  bill  were 
defeated,  it  would,  in  large  part,  be  a result  of 
the  effectiveness  of  this  campaign. 

The  previous  suggestions  are  intended  to 
show  how  you,  as  an  individual  interested  first 
in  the  future  of  this  country  and  second  in  the 
future  of  American  medicine,  can  be  of  service. 
The  important  thing  is  to  start.  At  the  close  of 
1962,  you  should  be  able  to  feel  that  you  have 
done  all  of  which  you  were  capable  to  create 
an  informed  electorate  to  resist  those  who 
would  trample  unheeded  on  American  medi- 
cine. 

Versatile  Medicos 

Of  the  first  100  members  of  che  Medical  Society 
of  New  Jersey,  17  became  members  of  Congress  or 
the  Legislature,  7 were  clergymen,  5 were  sheriffs, 
and  4 were  judges  in  addition  to  their  medical  prac- 
tices. 
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H.  R.  7640  “The 
Federal  Standards  Bill” 

Physicians,  worried  about  the  King-Ander- 
son  bill  which  would  nationalize  health  serv- 
ices for  the  aged  through  social  security,  may 
be  overlooking  another  bill  by  Representative 
King  of  California  that  is  one  more  insidious 
facet  in  the  plan  for  developing  the  welfare 
state  in  this  country.  The  Kennedy  Adminis- 
tration is  confident  that  this  measure.  The  Fed- 
eral Standards  bill  (H.  R.  7640),  will  easily 
pass  before  March  of  this  year. 

This  bill  would  require  every  employer  (in- 
cluding physicians)  who  has  one  or  more  em- 
ployees to  pay  by  1968  an  increase  in  unem- 
ployment taxes  amounting  to  a minimum  of 
$133  and  a maximum  of  $178  per  year.  These 
increases  would  range  from  216  to  323  per 
cent  more  than  the  tax  for  1961.  By  1968  all 
Texas  employers  would  pay  $173,400,000 
more  per  year  than  they  did  in  1961.  The  in- 
crease, in  terms  of  dollars,  would  be  from  $85,- 
900,000  in  1961  to  $259,300,000  in  1968. 

What  would  be  done  with  the  added  tax 
money  collected  from  Texas  physicians  and 
other  Texas  employers?  In  part,  it  would  be 
used  to  pay  unemployment  benefits  of  about 
$67  per  week,  an  81  per  cent  increase  over  the 
current  rate  of  $37  per  week.  Further,  a sizable 
portion  of  the  taxes  collected  would  go  to  a 
central  fund  managed  by  the  U.  S.  Department 
of  Labor  for  distribution  to  states  with  foun- 
dering programs  of  unemployment  compensa- 
tion. The  exact  percentage  contributed  to  the 
central  fund  would  depend  upon  economic 
conditions  and  unemployment  rates  prevailing 
each  year.  Texas  physicians,  along  with  other 
Texas  employers,  would  be  forced  to  pay  for 
the  bankrupt  welfare  unemployment  programs 
of  states  such  as  Michigan. 

Of  even  greater  importance  is  the  fact  that 
Texas  would  lose  control  of  its  actuarily  sound 
program  to  the  U.S.  Department  of  Labor. 
This  program  was  additionally  protected  by  the 
Texas  Legislature  at  its  last  session  by  provision 


for  a floor  in  the  Texas  Employment  Com- 
mission Trust  Fund.  A similar  measure  could 
prevent  failure  of  the  programs  in  other  states 
without  the  necessity  for  federal  aid. 

Concern  for  and  action  on  medical  legisla- 
tion is  vital  to  the  medical  profession,  but  physi- 
cians must  also  be  alert  to  possible  intrusions 
on  medical  practice  and  other  free  enterprise 
through  fiscal  and  tax  controls.  Only  recently 
have  we  been  apprised  of  the  dangers  in  H.  R. 
7640.  There  is  an  urgent  need  for  all  physi- 
cians to  let  their  Congressmen  and  lay  busi- 
ness friends  know  that  they  oppose  the  Fed- 
eral Standards  bill,  as  well  as  the  King-Ander- 
son  bill. 

— R.  Mayo  Tenery,  M.D.,  Waxahachie, 
Vice  President,  Texas  Medical  Association. 

A Commendation 

Representatives  of  the  Texas  Hospital  Asso- 
ciation and  of  Blue  Cross-Blue  Shield  of  Texas 
took  a firm  stand  opposing  further  federal  gov- 
ernment intervention  in  financing  health  care 
for  the  aged  this  past  Jan.  3 and  4 in  Chicago, 
during  a joint  meeting  of  the  American  Hos- 
pital Association  and  Blue  Cross  Association. 

One  of  the  national  hospital  association’s 
planks  held  that  government  assistance  is  nec- 
essary to  implement  effectively  the  National 
Blue  Cross  proposal  and  that  "conditional  up- 
on the  administration  of  this  proposed  plan  by 
the  voluntary,  nonprofit  prepayment  system, 
the  tax  source  of  the  funds  is  of  secondary  im- 
portance”. In  spite  of  the  fact  that  the  Texas 
delegates’  concerted  opposition  to  this  state- 
ment was  defeated  by  a two  to  one  majority, 
the  Texans  maintained  their  original  stand  and 
pushed  to  adoption  another  plank  that  opposed 
passage  of  the  King-Anderson  Bill,  recom- 
mending instead  further  implementation  of 
Blue  Cross-Blue  Shield  plans. 

Delegates  of  the  Texas  Hospital  and  Blue 
Cross  Associations  are  to  be  commended  for 
abiding  by  their  principles  despite  formidable 
pressure  and  opposition  from  other  quarters 
during  the  recent  delegates’  meeting. 
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Perceive  or  Pay? 

Suppose  that  you  could  record  the  percep- 
tion level  of  one  of  your  patients  as  he  hurried- 
ly skims  through  the  evening  newspaper. 

Chances  are,  when  eye  meets  "King-Ander- 
son”,  "Kerr-Mills”,  or  "social  security  amend- 
ment”, it  translates  nothing  but  confusion  to 
the  brain  of  an  uninformed  person.  Further- 
more, the  reader  is  not  likely  to  stop  and  try 
to  understand  the  difference  in  such  terms.  He 
cares  for  only  one  thing — that  he  and  his  par- 
ents will  be  provided  for.  If  he  is  young,  he 
does  not  worry  about  his  own  old  age.  He  may 
worry  about  increased  social  security  taxes,  but 
in  the  hustle-bustle  of  the  modern  world,  few 
actually  take  time  to  become  actively  concerned 
about  such  matters. 

Belden  Associates  of  Dallas  reported  in  a 
statewide  survey  of  public  opinion  made  about 
a year  ago  that  59  per  cent  of  Texans  favored 
raising  social  security  taxes  "so  that  the  gov- 
ernment can  provide  medical  care  to  persons 
receiving  social  security  benefits.”  Thirty-two 
per  cent  objected  to  raising  taxes,  and  nine 
per  cent  had  no  opinion. 

Last  year,  the  Colorado  Medical  Society 
discovered  similar  results  in  its  state — and  its 
members  did  something  about  it.  Fifty-nine  per 
cent  of  persons  interviewed  in  Colorado  had 
heard  or  read  about  Kerr-Mills  and  King- 
Anderson  legislation,  but  only  32  per  cent 
knew  that  the  Kerr-Mills  Law  was  already  in 
existence  and  that  it  provided  medical  care  for 
the  aged  indigent  in  many  states  (as  it  has  in 
Texas  since  Jan.  1). 

In  addition,  Colorado’s  survey  indicated  that 
one  in  every  four  persons  had  no  clear  concept 
of  what  the  term  "Kerr-Mills”  meant.  Would 
you  if  you  were  not  in  medicine? 

Other  points  revealed  by  the  Colorado  poll: 
( 1 ) 80  per  cent  of  persons  polled  favored 
some  form  of  medical  care  for  the  aged,  but 
they  were  two  to  one  against  a compulsory 
government  program  which  includes  all  aged 


persons,  regardless  of  need;  (2)  a majority  be- 
lieved that  a social  security  medical  care  pro- 
gram would  be  a major  step  toward  socialized 
medicine;  ( 3 ) less  than  half  believed  that 
doctors  are  doing  all  they  can  for  the  medically 
indigent;  and  (4)  21  per  cent  had  no  opinion. 

To  better  inform  its  public,  the  Colorado 
society  organized  a full-scale  public  informa- 
tion program  through  local  county  societies.  It 
assessed  member  physicians  $50  and  raised 
more  than  $70,000  for  the  campaign.  The 
campaign  organization  consisted  of  a seven- 
man  central  committee,  an  11 -member  advis- 
ory committee  representing  all  areas  of  the 
state  and  the  Woman’s  Auxiliary,  an  area  "key 
man”  organization  to  spur  activity  among  local 
societies,  and  a statewide  speakers  bureau.  Edu- 
cational materials,  as  well  as  assistance  in  or- 
ganizing local  programs,  were  given  to  cot^nty 
societies. 

In  Texas,  of  course.  Blue  Cross  and  the 
Texas  State  Department  of  Public  Welfare 
have  done  much  to  publicize  the  new  Kerr- 
Mills  vendor’s  medical  care  program  initiated 
in  January.  There  is  much  left  to  do,  however. 
The  King-Anderson  bill  has  been  given  highest 
priority  by  the  Administration  in  the  1962  ses- 
sion of  Congress.  The  struggle  against  it  can- 
not be  won  if  the  reader  continues  to  glance 
hastily  at  "King-Anderson”  or  "Kerr-Mills”  on 
the  back  pages  of  the  newspaper  without  un- 
derstanding what  these  terms  imply.  That 
stories  on  medical  care  appear  in  the  news- 
paper is  important,  but  individual  physicians 
must  also  serve  as  informants. 

Fortunately,  in  Texas,  we  can  fight  the  King- 
Anderson  program  with  a positive  approach. 
We  are  doing  something  about  the  elderly 
indigent  persons  through  Kerr-Mills  type  legis- 
lation, but  this  is  no  time  to  be  modest.  The 
story  must  be  told  now  because  when  the  peo- 
ple at  home  allow  King-Anderson  supporters 
to  obtain  a majority  in  Congress,  it  will  be 
much  too  late  to  fight  social  security  increases. 

It  will  then  be  time  to  start  paying. 
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No  Ammunition  for  the  Enemy 


There  has  been  some  criticism  by  physicians  of  the  Blue  Cross  (Group 
Hospital  Service,  Inc.)  policy  for  old  age  assistance  recipients  of 
Texas  issued  this  past  Jan.  1. 

A constitutional  amendment  providing  a medical  program  for  OAA  recip- 
ients was  approved  by  Texas  voters  Nov.  4,  1958.  The  Kerr-Mills  Act 
was  written  into  federal  law  Sept.  13,  1960.  In  the  regular  session  of 
the  57th  Texas  Legislature  last  year,  S.B.  79  (the  Medical  Assistance 
Act)  was  established.  This  bill  provided  for  two  types  of  medical 
services:  (1)  in-patient  hospital  and  medical  care  and  (2)  nursing  home 
care.  It  was  designed  to  meet  the  mandate  from  the  Texas  people  and  to 
implement  Part  I of  the  Kerr-Mills  bill. 

The  Texas  State  Department  of  Public  Welfare  could  have  administered 
the  medical  vendor's  care  payment  plan  directly,  but  chose  instead  to 
dispense  the  hospital  and  medical  care  portion  through  private  insur- 
ance. Bids  were  received,  and  Blue  Cross  of  Texas  submitted  the  best 
plan  (designated  Group  Hospital  Service,  Inc.)  on  the  basis  of  the 
amount  of  money  available  for  each  recipient. 

Everyone  realizes  that  the  present  program  is  not  an  ideal  type  of  cov- 
erage as  far  as  doctors'  fees  are  concerned.  This  policy,  however,  is 
for  aged  people  with  no  incomes.  With  the  statistical  experience  pres- 
ently available,  it  is  the  best  that  could  be  established  using  the 
amount  of  money  available  for  each  recipient.  In  preliminary  planning, 
there  was  no  idea  of  giving  surgeons  more  than  internists  or  of  showing 
partiality  to  any  group  of  practitioners. 

The  Group  Hospital  Service  program  ^ not  a service  plan  ; it  is  an  in- 
demnity plan.  What  you  as  an  internist,  surgeon,  or  psychiatrist  charge 
is  between  you  and  your  patient.  No  one  is  trying  to  dictate  your  charges. 
Nevertheless,  I am  sure  that  you  will  not  harass  an  aged  patient  with  no 
income  ; neither  will  you  charge  more  than  the  fees  prevalent  in  your  spe- 
cialty and  locality. 


Internal  bickering  over  insignificant  amounts  of  money 
will  do  only  one  thing — provide  material  for  the  oppo- 
sition. If  we  sabotage  the  medical  vendor's  care  pro- 
gram, we  will  only  foster  the  ideology  of  the  socializers. 


Harvey  Ren 
President,  Texas  Medical  Association 
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Since  Jan.  1,  1962,  when  the  Old  Age  Assistance  vendor’s  medical 
care  program  was  put  into  effect,  those  of  us  who  have  been  interested 
in  this  program  have  received  possibly  a dozen  or  more  letters  indi- 
cating disapproval  of  such  a program. 

All  persons  who  were  interested  in  the  development  of  this  pro- 
gram realized  its  deficiencies,  but  we  also  realized  that  this  was  a 
beginning  which  through  adequate  cooperation  of  the  doctors,  hos- 
pitals, and  Blue  Cross-Blue  Shield  could  furnish  these  old  age  recipients 
with  some  type  of  medical  care. 

The  following  letter  was  written  by  Mr.  W.  R.  McBee,  Executive 
Director  of  Blue  Cross-Blue  Shield  of  Texas.  I think  it  adequately 
expresses  the  hopes,  desires,  and  future  plans  of  this  type  of  program. 

— R.  W.  Kimbro,  M.D. 


Expansion  of  Vendor's  Medical  Care  Program 
Depends  on  Physicians'  Combined  Efforts 


It  was  hoped  that  everyone  concerned  with  the 
Old  Age  Assistance  vendor’s  medical  care  program 
would  recognize  it  as  a beginning,  and  with  mani- 
fested willingness  put  shoulder  to  wheel.  If  this 
unique  beginning  proves  to  be  a success,  the  pro- 
gram could  be  expanded  as  we  go  along.  Any  de- 
veloping inequities  could,  to  the  best  of  our  com- 
bined abilities,  be  eliminated. 

Blue  Cross  contractually  guaranteed  to  the  Depart- 
ment of  Public  Welfare  that  our  retention  in  insur- 
ing and  handling  this  program  would  nor  exceed 
3 per  cent  of  the  gross  income.  Blue  Cross  runs  the 
risk  of  losing  money  because  the  program  is  an  in- 
sured one.  If  benefits  do  not  amount  to  as  much  as 
97  per  cent  of  the  total  amount  paid  to  Blue  Cross, 
we  have  to  refund  the  difference  to  the  welfare  de- 
partment or  expend  it  in  adjusted  benefits. 

The  Texas  Hospital  Association  officially  decided 


to  treat  this  account  separately.  In  addition,  it  guar- 
anteed the  benefits  offered  by  Blue  Cross,  which 
guarantees  that,  if  the  hospital  portion  of  funds  are 
not  sufficient  to  meet  the  demands.  Blue  Cross  pay- 
ments to  the  hospitals  will  be  prorated  as  require- 
ments demand. 

I hope  there  is  no  inequity  on  medical  and  surgi- 
cal benefits.  The  surgical  schedule  is  one  of  our  low- 
est. Although  the  in-hospltal  medical  benefits  have 
been  reduced  by  limiting  the  payments  to  $3  per 
visit  the  first  15  days,  and  $1.50  per  visit  thereafter, 
the  limit  on  days  has  been  removed  so  that  several 
hundred  dollars  could  be  paid  out  under  the  in- 
hospital  medical  fees  of  the  program.  Under  normal 
conditions  a doctor  could  not  be  expected  to  make 
a hospital  call  for  $1.50,  nor  even  for  $3,  but  it  is 
anticipated  that  the  doctor  ordinarily  would  be  in 
the  hospital  anyway  and  would  not  be  making  a 
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special  caU  to  see  an  Old  Age  Assistance  patient. 

Furthermore,  physicians  should  not  lose  sight  of 
the  fact  that  this  program  is  confined  to  recipients 
of  Old  Age  Assistance  who  are  subject  to  a means 
test,  which  limits  them  to  their  homestead  and  not 
more  than  $300  in  cash  or  equivalent  securities.  Even 
under  this  limited  program,  physicians  generally 
will  receive  more  than  they  would  be  able  to  collect 
from  these  individuals. 

Of  course,  if  there  is  concern  that  the  schedules 
and  limitations  set  a pattern,  such  concern  is  with- 
out foundation.  Blue  Cross  and  Blue  Shield  in  Texas 
have  been  working  with  doctors  for  many,  many 
years.  We  have  continually  expanded  our  fee  sched- 
ules to  meet  a growing  need  for  higher  schedules, 
and  have  constantly  offered  a multiplicity  of  sched- 
ules so  that  the  public  could  have  its  choice,  depend- 
ing upon  the  ability  or  willingness  of  the  individual 
to  pay. 

It  must  be  recognized  that  this  plan  was  not  de- 
vised by  Blue  Cross,  but  by  the  welfare  department, 
on  which  Blue  Cross  bid  with  competing  commer- 
cial insurance  companies.  Like  others.  Blue  Cross 
officials  had  discussions  with  the  welfare  depart- 
ment, and  perhaps  contributed  to  formulation  of 
the  plan,  which  had  to  be  provided  at  a cost  of  less 
than  $9  per  month  per  individual. 

The  welfare  department,  through  an  act  of  the 
Texas  Legislature,  has  a total  of  $12  to  spend.  It  re- 
tained $3  of  the  $12  to  provide  nursing  home  care 
for  Old  Age  Assistance  recipients,  which  care  is  not 
included  in  the  Blue  Cross  program. 


There  is  great  disappointment  in  the  attitude  of 
a few  because  what  happened  in  Texas  was  a jolt 
to  the  social  planners  in  the  federal  government. 
From  numerous  sources  there  are  indications  of 
much  concern  in  Washington  that  doctors  and  hos- 
pitals in  Texas  will  make  a voluntary  system  work. 
Editorials  from  newspapers  in  13  other  states  com- 
mended the  doctors,  the  hospitals,  and  Blue  Cross 
in  Texas  on  this  accomplishment,  and  admonished 
other  states  and  the  federal  administration  to  take 
note.  Nothing  could  be  more  disastrous  than  to  have 
the  program  fail,  or  only  partially  succeed  because 
of  bickering  among  ourselves.  The  high  degree  of 
specialization  may  have  been  good  for  the  medical 
profession.  It  certainly  has  been  good  for  the  patient, 
but  often  it  has  not  been  good  for  public  relations  be- 
cause the  public  does  not  understand  some  of  these 
issues. 

Lack  of  confidence  on  the  part  of  some  doctors, 
a confidence  which  Blue  Cross  officials  believed  the 
company’s  past  performance,  understanding,  and  co- 
, operation  justified,  is  disappointing.  Those  remain- 
ing who  are  willing  to  stand  up  and  be  counted,  in 
a life  and  death  struggle  that  means  more  to  all  of 
us  than  a few  dollars,  have  dwindled  to  a mighty 
few.  I hope  that  those  few  will  not  be  mowed  down 
from  within. 

We  will  do  our  deadlevel  best  with  this  program; 
we  cannot  do  more. 

— W.  R.  McBee,  Dallas,  Texas, 
Executive  Director, 

Blue  Cross-Blue  Shield  of  Texas. 


Aged  May  Err  in  Dosing  Themselves 

Aging,  chronically  ill  patients  often  make  mistakes  in  taking  prescribed 
drugs,  according  to  results  of  a study  made  at  New  York  Hospital. 

A team  of  investigators  interviewed  178  ambulatory,  aged  clinic  patients 
and  found  that  59  per  cent  made  one  or  more  errors  in  taking  medication.  The 
most  common  error  was  omission  of  medication.  Next  in  frequency  were  use  of 
non-prescribed  agents,  incorrect  dosage,  and  incorrect  timing  of  drugs. 

Some  preventive  suggestions  offered  are: 

Medication  for  the  aged  should  be  labeled  with  specific  instructions  rather 
than  "take  as  directed.” 

Patients  should  be  questioned  regularly,  in  specific  terms,  as  to  their  drug- 
taking habits. 

In  "potentially  hazardous  situations” — disturbed,  senile  and  acutely  ill  pa- 
tients, and  those  given  multiple  medications — arrangements  should  be  made  to 
reinstruct  the  patient  on  the  use  of  the  medications  after  he  has  the  drugs. 

The  survey  results  were  reported  in  a recent  issue  of  Medical  World  News. 
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MENIERE'S  DISEASE 
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Diagnosis  and  Management 


Exactly  lOO  years  ago  this  year,  a French 
physician,  Prosper  Meniere,^  described  the  clini- 
cal syndrome  named  for  him.  The  symptoms,  ac- 
cording to  Meniere,  included  repeated  attacks  of 
vertigo  with  nausea  and  vomiting  occurring  fre- 
quently during  weeks,  months,  or  years  but  leaving 
the  patient  in  good  health,  except  for  a hearing 
impairment,  between  attacks.  Meniere  further  noted 
that  the  loss  of  hearing  could  be  bilateral,  but  more 
often  was  unilateral.  He  observed  that  it  is  of  the 
nerve  type,  involves  low  frequencies  more  often  than 
high  frequencies,  and  is  accompanied  by  tinnitus  in 
the  affected  ear. 

Prior  to  Meniere’s  description  it  was  believed  that 
these  symptoms,  particularly  dizziness  with  nausea 
and  vomiting,  were  of  cerebral  origin.  Meniere,  how- 
ever, cited  the  case  of  a young  girl  in  whom  sudden 
deafness  with  vertigo  and  vomiting  developed  short- 
ly before  death.  At  the  time  of  autopsy  an  exudate 
was  found  in  the  semicircular  canals,  and  no  disease 
was  apparent  in  the  brain.  On  the  basis  of  the  ob- 
servations, Meniere  postulated  that  symptoms  of  the 
disease  were  of  labyrinthine  origin,  and  not  cerebral. 

This  patient,  however,  did  not  have  the  repeated 
attacks  of  vertigo  described  by  Meniere.  He  did  not 
have  an  opportunity  to  examine  at  time  of  autopsy 
a patient  with  the  typical  syndrome. 

The  nonfatal  course  of  Meniere’s  disease  pre- 
vented the  accumulation  of  pathologic  observations 
until  intracranial  sections  of  the  eighth  nerve  be- 
came popular  for  the  relief  of  intractable  vertigo  in 
Meniere’s  disease.  In  1938,  Hallpike  and  Cairns^  in 
England  examined  the  temporal  bones  of  two  pa- 
tients who  had  died  after  operation  on  the  intra- 
cranial section  of  the  eighth  nerve  for  Meniere’s 
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disease.  In  both  patients,  the  physicians  observed 
dilatation  of  the  endolymphatic  duct  of  the  inner 
ear  on  the  affected  side.  Additional  cases  were  de- 
scribed during  the  next  ten  years,  usually  in  patients 
who  had  died  following  surgery  on  the  intracranial 
section  of  the  eighth  nerve.  The  same  pathologic 
finding  was  present  in  all  of  them:  dilatation  of 
the  endolymphatic  ducts  of  the  inner  ear.  In  view  of 
this  consistent  pathologic  finding,  the  terms  endo- 
lymphatic hydrops  and  labyrinthine  hydrops  have 
been  used  synonymously  with  Meniere’s  disease. 


Etiology  Is  Obscure 

Although  the  pathologic  nature  of  Meniere’s  dis- 
ease is  established,  the  etiology  of  the  increased 
production  or  decreased  resorption  of  endolymph 
remains  obscure.  About  10  per  cent  of  cases  of 
Meniere’s  disease  occur  in  patients  who  are  allergic, 
with  a definite  relationship  between  the  exacerba- 
tion of  ear  symptoms  and  allergic  symptoms.  Prob- 
ably the  edema  which  characterizes  the  allergic  state 
affects  the  labyrinth,  causing  an  increased  produc- 
tion of  endolymph.  In  another  10  per  cent  of  cases 
of  Meniere’s  disease,  deficiency  of  thyroid  metab- 
olism may  be  demonstrated,  usually  of  the  hypo- 
metabolic  type  in  which  the  patient  has  deficient 
utilization  of  thyroxin  as  evidenced  by  a lowered 
basal  metabolic  rate  (B.M.R.)  but  with  a normal 
protein-bound  iodine  (PBI)  determination.  The 
usual  symptoms  of  hypometabolism  are  present,  such 
as  dry,  rough  skin;  thin  hair;  increased  susceptibility 
to  cold  temperatures;  fatigue;  sluggishness;  and  con- 
stipation. Correction  of  the  hypometabolic  factor  by 
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Although  Meniere's  disease  was  described 
TOO  years  ago,  its  cause  and  care  are 
not  known.  Therapy  and  diet,  however, 
may  alleviate  most  of  the  patient's 
symptoms  in  many  cases,  in  oddition,  the 
patient  is  cautioned  to  avoid  emo- 
tional stres^  as  much  os  possible,  since 
the  disease  tends  to  become  acute 
following  periods  of  stress.  Surgery  some- 
times is  necessary. 


administration  of  triiodothyronine  relieves  the  hypo- 
metabolic  symptoms  and  often  improves  the  ear 
symptoms  at  the  same  time.  In  these  cases,  the  in- 
creased amount  of  endolymph  probably  is  related 
to  myxedema  of  the  labyrinth. 

In  another  group  of  cases,  Meniere’s  disease  is 
superimposed  on  pre-existing  disease  of  the  ear. 
Some  patients  have  presbycusis  or  other  form  of 
nerve  deafness.  Others  have  had  suppurative  ear  dis- 
ease, whereas  still  others  with  otosclerosis  have  un- 
dergone operation  to  improve  the  hearing. 

Relationship  to  Stress 

The  three  etiologic  factors,  allergic  etiology,  im- 
paired thyroid  metabolism,  or  previous  ear  disease, 
account  for  less  than  one-half  of  the  cases  of 
Meniere’s  disease  observed  in  clinical  practice.  In 
more  than  half  of  the  cases,  the  cause  remains  ob- 
scure. The  fact  that  these  cases  occur  predominantly 
in  late  middle  life,  when  other  stress  diseases  such 
as  arthritis,  peptic  ulcers,  and  hypertension  are  likely 
to  occur,  suggests  that  endolymphatic  hydrops  of 
idiopathic  or  unknown  origin  may  be  related  to  the 
stress  syndrome.  Evidence  in  favor  of  such  a relation- 
ship is  the  observation  that  exacerbation  of  symp- 
toms is  likely  to  follow  periods  of  stress  or  emo- 
tional upset.  Furthermore,  as  with  the  other  stress 
diseases,  the  incidence  of  Meniere’s  disease  appears 
to  be  on  the  increase.  In  the  author’s  office  practice 
of  otology,  12  per  cent  of  new  patients  with  ear 
complaints  who  were  seen  during  a one  year  period 
proved  to  have  Meniere’s  disease.  Exactly  how  stress 
affects  the  labyrinth  so  as  to  increase  the  amount 
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of  endolymph  is  not  clear,  but  it  is  suspected  that 
stress  is  related  to  vasomotor  control  of  the  blood 
vessels  of  the  stria  vascularis  in  the  cochlea  where 
endolymph  is  produced. 


Diagnosis 

Diagnosis  of  Meniere’s  disease  in  the  typical  case 
offers  few  problems.  The  four  cardinal  symptoms  are 
vertigo,  hearing  impairment,  fullness  or  pressure  in 
the  affected  ear,  and  tinnitus.  Fluctuations  occur  in 
all  of  these  symptoms. 

Dizziness,  the  most  dramatic  symptom,  consists 
of  repeated  attacks  of  rotary  vertigo,  accompanied 
by  nausea  and,  in  more  severe  attacks,  by  vomiting. 
With  the  attack  of  dizziness  there  is  always  ataxia; 
the  patient  may  fall  or  may  have  to  cling  to  a wall 
or  an  article  of  furniture  for  support.  Between  at- 
tacks, as  emphasized  by  Meniere,  the  patient  is  well 
except  for  impairment  of  hearing,  tinnitus,  and  a 
sense  of  fullness  in  the  ear. 

Especially  diagnostic  of  Meniere’s  disease  are  hear- 
ing tests,  which  show  greater  loss  of  the  low  pitched 
tones  than  of  high  pitched  tones.  There  is  distortion 
of  sound  in  the  affected  ear,  usually  with  diplacusis 
and  recruitment  of  loudness.  Diplacusis  is  the  phe- 
nomenon in  which  a pure  tone  is  heard  at  a differ- 
ent pitch  in  the  two  ears;  it  is  especially  annoying 
to  musicians.  Recruitment  is  an  abnormal  sensation 
of  loudness  in  the  affected  ear  when  a sound  is 
increased  only  slightly  above  audible  intensity,  which 
means  that  a hearing  aid  is  of  little  help  to  the 
patient. 
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MENIERE'S  DISEASE  — Shambaugh  — continued 

One  of  the  most  characteristic  symptoms  of  hy- 
drops is  the  sense  of  fullness  or  pressure  in  the  af- 
fected ear.  Fluctuations  in  the  fullness  or  pressure 
accompany  fluctuations  in  other  symptoms,  and  pro- 
vide dependable  evidence  of  improvement  with  ther- 
apy- 

A roaring  type  of  tinnitus  in  the  affected  ear 
completes  the  clinical  syndrome. 

Difficulties  in  the  diagnosis  of  Meniere’s  disease 
arise  when  the  patient  has  only  one  or  two  of  the 
symptoms  in  the  symptom  complex,  such  as  attacks 
of  vertigo  without  hearing  impairment,  or  impaired 
hearing  without  attacks  of  vertigo.  Final  diagnosis 
may  have  to  be  deferred  until  the  patient  has  been 
observed  and  further  symptoms  have  become  ap- 
parent. The  cochlear  findings  typical  of  Meniere’s 
disease,  ascertained  by  means  of  specialized  hearing 
tests,  are  pathognomonic.  Thus,  the  positive  diag- 
nosis of  endolymphatic  hydrops  may  be  made  from 
these  hearing  tests  (even  if  the  patient  does  not  have 
attacks  of  vertigo. 

Dizziness  of  central  origin  must  be  differentiated 
from  the  labyrinthine  dizziness  of  Meniere’s  disease. 
The  most  common  type  of  central  dizziness  is  at- 
tributable to  cerebral  anemia.  Most  persons  experi- 
ence such  dizziness  when  they  lean  forward  and 
suddenly  straighten  up,  which  causes  a rush  of  blood 
from  the  head  and  a sense  of  faintness  or  blackout. 
This  may  be  accompanied  by  momentary  loss  of 
balance  but  there  is  not  a sense  of  rotation,  there  is 
no  nausea  or  vomiting,  and  the  cochlear  symptoms  of 
hearing  impairment  and  roaring  tinnitus  are  absent. 

When  there  is  doubt  as  to  the  true  type  of  vertigo 
— that  is,  whether  it  is  of  the  rotary  labyrinthine 
type  or  of  the  central  blackout  type — it  is  helpful 
to  perform  a caloric  test  on  the  ear.  The  physician 
should  make  sure  first  that  the  patient  does  not  have 
a perforation  of  the  tympanic  membrane.  The  ex- 
ternal auditory  meatus  is  gently  irrigated  with  5 or 
10  cc.  of  ice  water.  If  vertigo  induced  by  the  caloric 
test  is  identical  to  that  experienced  during  attacks, 
vertigo  is  probably  of  labyrinthine  origin. 

Central  dizziness  may  be  caused  by  cerebellar  or 
brainstem  disease,  such  as  multiple  sclerosis.  Patients 
with  this  type  of  condition  will  usually  state  that 
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dizziness  produced  by  the  caloric  test  is  different 
from  that  experienced  in  their  attacks.  Other  in- 
consistencies in  the  clinical  picture  and  in  the  neuro- 
logic examination  help  to  differentiate  cases  of  cen- 
tral dizziness  from  true  endolymphatic  hydrops. 

Two  pathologic  conditions  of  the  labyrinth  are 
not  Meniere’s  disease  but  resemble  the  syndrome. 
One,  known  as  sudden  labyrinthine  deafness,  may 
be  of  viral  or  of  vascular  origin,  attributable  to 
thrombosis  or  hemorrhage  of  the  labyrinthine  artery. 
The  patient  has  a single  attack  of  vertigo  with  sud- 
den permanent  loss  of  hearing,  usually  with  tinnitus. 
The  fact  that  there  are  no  further  attacks  of  the 
symptom  complex  differentiates  such  cases  of  sud- 
den deafness  from  true  Meniere’s  diseas^.  The  second 
type  of  disease  which  produces  symptoms  resembling 
Meniere’s  disease  is  inflammatory  labyrinthitis  sec- 
ondary to  chronic  or  acute  otitis  media.  'The  fact 
that  the  patient  has  suppurative  otitis  media  differ- 
entiates this  condition  from  true  endolymphatic  hy- 
drops. 


Management 

In  the  management  of  Meniere’s  disease,  as  in 
many  chronic  diseases,  there  is  no  specific  curative 
treatment.  Physicians  instead  must  direct  therapy 
toward  the  alleviation  of  acute  and  severe  symptoms, 
and  also  must  search  for  and  remove  all  possible 
etiologic  factors.  Already  mentioned  are  the  two 
major  etiologic  factors  which  should  be  investigated 
in  every  patient  with  Meniere’s  disease:  a disturb- 
ance of  thyroid  metabolism  and  a specific  allergy 
to  a food  or  inhalant. 

The  diagnosis  of  food  allergy  can  seldom  be  made 
by  skin  tests.  Instead  a careful  history  must  be  ob- 
tained and  combined  with  an  elimination  diet  and 
the  provocative  feeding  test  of  Rinkel.^  Food  allergy 
most  often  is  caused  by  a food  that  is  taken  daily  or 
several  times  each  day.  The  fact  that  a patient  eats 
or  drinks  a particular  food  more  frequently  than  any 
other  should  alert  the  physician  to  the  possibility 
that  the  patient  is  allergic  to  this  food,  and  testing 
by  Rinkel’s®  method  is  indicated.  The  skin  tests  are 
helpful  for  the  diagnosis  of  inhalant  allergies  when 
they  are  used,  in  addition  to  the  history  and  response 
to  desensitizing  injections. 

Impairment  of  thyroid  metabolism  is  determined 
by  the  history  of  hypometabolic  symptoms  combined 
with  a subnormal  basal  metabolic  rate  after  seda- 
tion. Focal  infection  at  one  time  was  believed  to  be 
a frequent  etiologic  factor  in  Meniere’s  disease,  and 
it  may  occur  occasionally.  Cigaret  smoking  is  a major 
etiologic  factor  in  enough  cases  so  that  smoking 
should  be  prohibited.  Smoking  may  cause  an  allergic 
manifestation,  or  it  may  cause  arteriolar  constriction 
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Table  1. — Dilution  of  Histamine  for  Chronic 
Labyrinthine  Hydrops. 

Eli  Lilly’s  product,  histamine  acid  phosphate,  2.75 
mg.  in  5 cc.,  a 1:5000  solution,  is  used.  The  strongest 
dose  used  in  treatment  is  a 1:10,000  solution  {ff:4).* 
It  is  prepared  by  diluting  1 cc.  of  the  histamine  acid 
phosphate  with  1 cc.  of  diluent  (Coca’s  solution,  a 
sterile  buffered  saline  solution  in  a phenol  preserva- 
tive) . 

To  make  the  next  weaker  solution,  0.2  cc.  of  #4 
(1:10,000)  is  mixed  with  1.8  cc.  of  Coca’s  solution. 
This  makes  #5,  or  a 1:100,000  solution.  Dilutions  are 
then  continued,  as  previously  indicated,  making  each 
solution  10  times  weaker.  All  dilutions  must  be  made 
with  stria  sterile  technique  and  must  be  kept  refrig- 
erated. 

To  make  the  oral  drops,  histamine  tabloids  (Bur- 
roughs Wellcome  Co.),  3 mg.  (1  mg.  histamine  base) 
are  used.  One  tablet  is  used  per  1 cc.  of  unsterile  Coca’s 
solution.  Ten  tablets  in  10  cc.  of  Coca’s  solution  makes 
a 1:1000  solution  (#3).  To  make  the  next  weaker 
dilution,  9 cc.  of  Coca’s  solution  are  used  with  1 cc. 
of  the  previous  dilution.  This  makes  a 1:10,000  solu- 
tion (#4).  Dilutions  are  continued  as  previously  de- 
scribed, each  dilution  being  made  10  times  weaker.  The 
strength  of  the  drops  given  is  usually  one  dilution 
stronger  than  that  of  the  injeaions.  Treatment  with 
dilute  histamine  usually  begins  with  0.1  cc.  of  #8 
(1:100,000,000)  subcutaneously  once  weekly  and  2 
drops  of  #7  oral  drops  (1:10,000,000)  twice  daily. 


*The  number  of  the  dilution  indicates  the  number 
of  zeros;  for  example,  #8  is  a 1:100,000,000  solution. 


in  the  stria  vascularis,  influencing  the  production  of 
endolymph. 

When  the  diagnosis  of  Meniere’s  disease  is  de- 
termined, a vestibular  depressant  such  as  Drama- 
mine,  Bonamine,  or  'Thorazine  may  be  prescribed 
for  the  acute  vertiginous  episode;  however,  these  drugs 
do  not  cure  the  underlying  disease.  Cigaret  smoking 
should  be  forbidden,  and  the  physician  should  pre- 
scribe a low  sodium  diet  of  the  Furstenberg^  typ^j 
combined  with  administration  of  potassium  chloride. 
Two  1 Gm.  enteric  coated  capsules  (Enseals)  are 
taken  by  mouth  after  each  meal  for  three  days;  then 
therapy  is  omitted  for  two  days,  is  resumed  for  three 
days,  and  so  forth.  Potassium  chloride  helps  to  elimi- 
nate excessive  sodium  from  the  body.  Many  patients 
do  not  tolerate  it  because  of  gastric  symptoms,  how- 
ever, and  must  omit  this  medication.  If  the  patient 
is  in  the  habit  of  excessive  fluid  intake,  he  should 
be  limited  to  four  glassfuls  of  liquid  per  day  during 
winter  and  a slightly  increased  amount  during  sum- 
mer. In  the  author’s  experience,  diuretics  have  not 
been  helpful.  The  metabolic  rate  is  determined  and 
corrective  therapy  given,  if  it  is  indicated.  Also,  the 
possibility  of  an  allergic  condition  is  investigated 
and  measures  for  control  instituted,  if  necessary. 
Obvious  focal  infection  is  removed.  The  patient  is 
warned  to  avoid  excessive  fatigue  and  emotional 
stress,  insofar  as  possible. 


Intravenously  administered  histamine,  according  to 
the  method  of  Horton,®  has  been  advocated,  espe- 
cially for  acute  severe  attacks  of  vertigo.  In  the 
author’s  experience,  minute  dosage  histamine  therapy 
has  been  more  effective,  especially  for  long-term 
treatment.  It  is  not  known  how  histamine  acts  in 
these  cases,  but  it  may  be  surmised  that  the  small 
doses  stimulate  the  production  of  histaminase,  the 
enzyme  normally  present  in  the  body  which  destroys 
small  amounts  of  histamine  that  are  constantly  being 
produced  by  cell  metabolism.  Nicotinic  acid  or 
Arlidin  Hydrochloride  have  been  advocated  for 
Meniere’s  disease,  but  in  the  author’s  experience 
these  vasodilators  are  less  effective  than  dilute  hista- 
mine. 

The  method  for  administration  of  dilute  hista- 
mine to  patients  with  Meniere’s  disease  is  as  follows: 

Serial  dilutions  are  prepared  as  described  in  Table 
1.  The  patient  is  given  a first  injection  subcutane- 
ously of  one-tenth  of  a cc.  of  1 to  100,000,000 
dilution.  He  is  given  a bottle  of  1 to  10,000,000 
dilution  with  instructions  to  place  two  drops  under 
the  tongue  twice  daily  on  days  that  he  does  not 
receive  an  injection. 

Not  infrequently,  the  patient  will  report  definite 
improvement,  especially  in  the  sense  of  fullness  in 
the  affected  ear,  within  one  or  two  hours  of  the 
first  injection.  If  he  does,  the  same  dosage  is  con- 
tinued once  or  twice  a week  for  two  months.  The 
medication  may  then  be  omitted,  and  may  be  re- 
sumed again  if  symptoms  recur. 

If  the  symptoms  are  temporarily  worse  after  the 
first  injection,  the  next  dose  is  reduced  to  one-tenth 
of  a cc.  of  1 to  1,000,000,000  dilution.  If  there  is  no 
improvement  in  symptoms  following  the  first  injec- 
tion, the  next  dose  is  increased  to  one-tenth  of  a cc. 
of  1 to  10,000,000  dilution.  The  optimal  effec- 
tive dosage  of  dilute  histamine  is  determined  by 
the  effect  of  each  injection  on  symptoms.  This  meth- 
od of  therapy  with  dilute  histamine  requires  periodic 
adjustment  in  the  dosage  and  frequent  observation 
by  the  physician.  'The  patient  is  usually  taught  to 
give  his  own  injections  into  the  leg,  and  is  in- 
structed to  report  to  the  physician  at  intervals  of 
from  several  weeks  to  two  months.  He  should  re- 
port oftener  if  he  is  not  improving  for  advice  re- 
garding adjustment  of  dosage. 

Unfortunately,  approximately  one-third  of  patients 
with  Meniere’s  disease  do  not  improve  wirh  any 
form  of  therapy,  including  administration  of  dilute 
histamine.  Some  patients  continue  to  have  incapaci- 
tating and  potentially  dangerous  attacks  of  vertigo. 
For  them,  surgical  intervention  is  indicated.  Fortu- 
nately, the  formidable  operation  of  intracranial 
section  of  the  eighth  nerve  has  been  replaced  by 
the  safer,  easier  surgical  approach  to  the  labyrinth 
through  the  middle  ear.  The  latter  is  a relatively 
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mild  procedure  for  the  patient,  is  performed  under 
local  anesthesia,  and  requires  only  two  or  three  days 
of  hospitalization.  Surgical  destruction  of  the  ves- 
tibular labyrinth  to  stop  the  attacks  of  vertigo  always 
destroys  any  remaining  hearing  in  the  affected  ear. 
In  the  few  cases  in  which  there  is  useful  hearing 
in  the  diseased  ear,  or  in  those  in  which  disease  is 
bilateral  and  there  is  no  way  of  determining  which 
ear  is  causing  vertigo,  ultrasonic  destruction  of  ves- 
tibular function®  may  be  accomplished  without  af- 
fecting the  hearing.  The  technique  requires  special 
apparatus,  and  results  are  not  as  consistently  perma- 
nent as  with  surgical  destruction  of  the  labyrinth. 

It  is  important  in  evaluating  the  results  of  therapy, 
as  well  as  in  making  a prognosis  for  the  patient,  to 
remember  that  Meniere’s  disease  is  characterized  by 
spontaneous  remissions.  Most  patients  will  not  lose 
all  useful  hearing  in  both  ears,  and  in  many  cases 
the  disease  is  confined  to  one  ear.  With  careful 
management,  symptoms  may  be  reduced  and  hear- 
ing stabilized  in  about  two-thirds  of  cases  by  medical 
means.  In  the  remaining  one-third,  vertigo  if  inca- 


pacitating can  be  stopped  by  surgical  intervention. 

Despite  the  help  that  can  be  given  to  many  pa- 
tients, physicians  still  do  not  know  the  real  cause  of 
Meniere’s  disease,  nor  do  they  have  a curative  ther- 
apy. The  disease  that  Meniere  described  so  clearly 
and  accurately  a century  ago  is  one  of  the  greatest 
unsolved  problems  of  otology. 
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Pets  Here  To  Stay,  Veterinarian  Says 

Whatever  a person’s  reason  for  acquiring  a pet,  once  the  relationship  is 
established,  it  is  almost  as  indivisible  as  marriage,  a Denver  veterinarian  believes. 

Dr.  Francis  T.  Candlin  reported  on  Americans  and  pets  in  a paper  presented 
at  the  American  Medical  Association  Clinical  Meeting  in  Denver. 

'Many  dogs  become  a mirror  image  of  their  master’s  emotions,”  Dr.  Candlin 
said  in  elaborating  the  correlation  between  the  emotional  manifestations  of  a 
dog  and  his  owner.  Persons  who  do  not  adjust  well  to  pets  may  be  suspected  of 
having  a mental  problem,  the  veterinarian  asserted. 

American  habits,  good  or  bad,  tend  to  produce  euphoria  or  tension.  When 
they  produce  tension,  he  added,  they  may  in  turn  produce  obesity,  cardiac  disease, 
alcoholism,  smoking,  cancer,  allergies,  accidents,  and  psychoses.  "The  pet  may 
actually  aggravate  or  greatly  assist  in  the  amelioration  of  these  problems,”  Dr. 

• Candlin  said. 

A report  on  the  veterinarian’s  paper  was  contained  in  the  Dec.  23,  1961, 
issue  of  the  ‘Journal  of  the  American  Medical  Association. 


74 


TEXAS  State  Journal  of  Medicine 


GEORGE  H.  HASSARD,  M.D.,  and  LOIS  BRIEN,  Ph.D. 


Referral  of  patients  is  standard  procedure 
in  the  practicing  physician’s  daily  routine.  This 
product  of  the  age  of  specialization  insures  highest 
quality  of  physical  care  to  the  patient,  but  it  charges 
— not  discharges — the  referring  physician  with  cer- 
tain responsibilities.  His  referral  request  should  give 
pertinent  background  in  each  case.  Above  all,  it 
should  state  specifically  what  is  expected  of  the  con- 
sultant. Actually,  this  is  not  easy,  and  it  assumes  that 
the  referring  physician  has  a limited  knowledge  of 
the  special  field.  Through  his  medical  training,  the 
physician  has  insight  into  such  specialties  as  surgery, 
medicine,  dermatology,  and  roentgenology;  hence,  he 
knows  when,  how,  and  where  to  submit  referrals  in 
these  respective  fields.  In  the  past,  however,  referrals 
to  speech  centers  have  shown  a paucity  in  both  num- 
bers of  cases  and  background  information  on  each 
case.  This  may  be  the  unformnate  result  of  medical 
school  curriculums  which  allot  little  or  no  time  to 
this  perplexing  problem. 


The  physician  who  refers  aphasic 
patients  for  speech  therapy 
needs  to  forward  adequate  infor- 
mation to  this  therapist.  The 
author  offers  a brief  form  for  this 
purpose. 


Personal  communication  remains  one  of  the  most 
important  physical  and  psychological  functions  of 
life.  Abnormalities  of  this  type  should  not  be  glossed 
over  or  disregarded  by  members  of  the  medical  pro- 
fession. A specific  communication  problem  is  aphasia, 
or  loss  of  speech  or  of  language  comprehension  as 
a result  of  brain  injury.  There  were  more  than 
1,000,000  aphasic  patients  in  the  United  States  in 
1957.  Since  much  can  be  done  for  such  persons,  pro- 
crastination or  neglect  by  the  medical  practitioner 
is  nothing  short  of  malpractice.  He  should  be  aware 
of  the  magnitude  of  this  problem  and  should  apply 
the  rule  that  "cognizance  results  from  a high  index 
of  suspicion”.  Deserving  aphasic  or  dysphasic  patients 
will  thus  be  assured  of  complete  medical  care. 


Physician-Speech  Therapist  Relationship 

Speech  therapists  are  not  psychologists  or  pseudo- 
medical workers.  They  do  not  propose  to  interfere 
with  doctor-patient  relationships.  On  the  contrary, 
they  realize  that  the  family  physician  is  the  hub  of 
all  the  variant  spokes  in  the  wheel  of  rehabilitation. 
Therefore,  they  will  do  all  they  can  to  maintain  this 
relationship  in  the  total  regimen  of  the  patient. 

The  fruition  of  maximal  function  of  the  patient 
precludes  competitiveness  between  any  of  the 
"spokes”.  Each  should  be  used,  not  abused,  by  the 
other,  and  amateurish  ventures  into  each  other’s  field 
should  be  avoided.  The  referring  physician  should  set 
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the  stage  for  rapport  on  the  part  of  other  therapists 
with  reasonable  but  not  over-optimistic  explanations. 

Which  aphasic  patients  should  be  referred  for 
speech  therapy?  Fielding  Yost’s  football  axiom 
"When  in  doubt,  punt”  can  be  restated  "When  in 
doubt,  refer”.  Evaluation  by  a speech  specialist  will 
be  a sagacious  investment  of  money,  even  if  therapy 
is  not  feasible.  Obviously,  no  person  should  be  forced 
to  attend  speech  therapy  sessions.  Coercion  may  pre- 
clude success  in  later  attempts  at  speech  rehabilita- 
tion. 


Preliminary  Eye  and  Ear  Work-up 

Preliminary  evaluation  in  two  obvious  sensory 
modalities  should  be  made  before  referral.  These 
examinations  are  often  neglected  in  the  aphasic  pa- 
tient, as  his  language  barrier  is  the  more  obvious 
deficit. 

1.  The  visual  apparatus  should  be  examined  and 
deficits  corrected  if  possible. 

2.  Auditory  deficiencies  should  be  assessed  and 
noted,  particularly  if  they  are  precochlear. 

Satisfactory  interpersonal  communication  depends 
on  adequate  perception  in  these  sensory  modalities. 
Correction  of  defects  of  this  type  lies  in  the  realm 
of  the  medical  practitioner  in  many  cases.  If,  how- 
ever, a hearing  loss  not  amenable  to  medical  treat- 
ment is  discovered,  it  is  a problem  for  the  speech 
pathologist  and  audiologist. 

There  are  no  drugs,  surgical  procedures,  or  ma- 
chines which  cure  the  aphasic  patient.  Speech  ther- 
apy is  the  only  known  direct  treatment.  As  with 
therapy  in  any  physical  illness,  the  earlier  treatment 
is  instituted,  the  more  effective  the  results. 

After  the  onset  of  aphasia,  a "spontaneous  recovery 
phase”  period  may  ensue,  lasting  as  long  as  twelve 
months.  The  amount  of  progress  shown  in  the  spon- 
taneous recovery  period  is  reinforced  by  speech  ther- 
apy. Thus  speech  therapy  should  begin  as  soon  as 
the  acute  illness  allows.  Undesirable  communication 
habits  can  be  avoided.  Despite  the  fact  that  there 
are  examples  of  patients  who  began  training  two  to 
three  years  after  onset  of  aphasia  with  improvement. 


they  probably  would  have  had  even  greater  im- 
provement if  therapy  had  been  undertaken  immedi- 
ately. 

Usually,  language  skills  take  longer  to  retrain  than 
general  motor  skills.  This  fits  the  general  pattern 
that  finely  coordinated  movements  return  more  slow- 
ly than  gross  patterns  in  the  hemiplegic  patient. 
Often,  but  not  always,  improvement  in  physical 
motor  is  accompanied  by  enhancement  of  language 
skills. 

Prognostication  as  to  length  of  treatment  and 
expected  results  depends  on  a variety  of  individual 
and  often  immeasurable  factors.  Such  intangibles  as 
motivation  of  the  patient,  ability  to  learn,  severity 
of  brain  damage,  age,  and  previous  interests  and 
achievements  must  be  considered.  At  any  rate,  speech 
training  usually  must  be  considered  in  terms  of 
months,  or  even  years.  Sometimes  the  trial  period  to 
determine  expected  benefits  from  retraining  lasts  six 
weeks. 

The  cost  of  an  evaluative  examination  and  thera- 
peutic sessions  are  likewise  variable.  An  average 
initial  evaluation  might  cost  $15,  and  therapeutic 
sessions  may  vary  from  $3  to  $10  per  hour.  As  with 
any  other  form  of  treatment,  however,  arrangements 
can  be  made  to  care  for  indigent  patients  in  some 
manner. 

In  general,  aphasia  does  not  progressively  become 
worse.  It  is  more  likely  to  improve.  At  times  the 
patient  may  be  apparently  worse  because  of  undue 
emotional  stress,  depression,  or  fatigue  but  this  phe- 
nomenon is  transient.  Aphasia  is  not  a sign  of  men- 
tal incompetency.  Nevertheless,  the  physician  should 
not  be  misled  by  considering  automatic  speech  as 
an  indicator  of  progress. 

Referral  Form 

Speech  therapy  is  esoteric  to  most  physicians; 
therefore,  a referral  data  form  may  expedite  patient 
handling  and  facilitate  adequate  referral  notes  from 
the  practitioner  to  the  speech  therapist  and/or  cen- 
ter. Table  1 outlines  the  information  that  the  speech 
therapist  needs  to  make  an  adequate  evaluation  of 
the  patient’s  communication  problems.  This  is  par- 
ticularly necessary  when  the  patient  is  not  accom- 
panied by  a member  of  his  family  or  someone  who 
is  intimately  familiar  with  his  premorbid  life  and 
habits. 


From  the  Department  of  Physical  Medicine,  Baylor  Uni- 
versity College  of  Medicine;  the  Physical  Medicine  and  Re- 
habilitation Service,  Veterans  Administration  Hospital;  and 
the  Houston  Speech  and  Hearing  Center,  Houston,  Texas. 
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Table  1. — Referral  Data  Form  for  Aphasic  Patients. 


General  Information 
Name 
Address 
Birth  Date 
Occupation  (s) 

Living  with  whom?  How  many  in  the  home? 
Amount  of  education 
History  of  Speech  Defect 

Cause  of  development  of  aphasia 
Any  speech  help?  Dates,  therapists 
Date  of  onset 

Date  of  first  remrn  of  comprehension 
Date  of  first  return  of  speech 

A directory  of  clinically  certified  speech  therapists 
and  audiologists,  published  by  the  American  Speech 
and  Hearipg  Association,  1001  Conneaicut  Avenue, 
N.W.,  Washington  6,  D.C.,  is  available  to  physicians. 
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Medical  History 

Name  and  address  of  physician  in  charge. 

Brief  medical  history.  Is  this  related  to  the  aphasia? 
Physical  limitations  by  systemic  review  (respiratory, 
cardiovascular,  genitourinary,  etc.) 

Paralysis,  faintness,  dizziness,  convulsions? 

Medications 

Unusual  fatigability 

Visual  complaints. 

Hearing  complaints 

Any  specific  expectations  from  consultant? 


Institute  of  Physical  Medicine  and  Rehabilitation,  1958. 

3-  Taylor,  M.  L.,  and  Marks,  M.:  Aphasia  Rehabilitation,  New 
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Income  Tax  Process  Going  Electronic 

Automatic  data  processing  of  income  tax  returns  in  Texas  is  scheduled  to 
begin  in  1964  at  the  Austin  Service  Center.  Business  returns  will  be  processed 
first,  with  individual  returns  to  be  handled  by  electronic  computers  the  next  year. 

The  new  system  went  into  effect  Jan.  1,  1962,  in  Atlanta,  Ga.,  in  what  the 
Internal  Revenue  Service  termed  "the  single  most  important  step  in  the  tax 
field  in  our  lifetime.” 

The  Austin  center  will  service  Texas,  Louisiana,  Arkansas,  Oklahoma,  and 
New  Mexico.  It  will  be  completed  in  January,  1964. 

The  shift  to  the  new  process  is  necessitated  by  the  rapid  growth  of  the 
IRS  workload.  The  new  system  will  systematically  and  rapidly  uncover  those  who 
have  failed  to  file  returns,  those  who  owe  taxes  for  previous  years,  those  who 
have  refunds  coming,  and  those  who  file  duplicate  claims  for  refunds.  IRS  of- 
ficials said  the  new  system  should  permit  IRS  employees  to  devote  more  time 
to  direct,  personal  contacts  in  helping  taxpayers. 

The  new  system  was  described  in  the  Jan.  8,  1962,  issue  of  the  AMA  Neats. 
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Periodontal  Disease 


The  tissues  that  surround  and  support  the  teeth 
are  subject  to  many  diseases  which  are  termed 
collectively  "periodontal  disease”.  Such  disease  is 
ubiquitous  and  most,  if  not  all,  adult  human  beings 
are  affected  by  it,  at  least  at  the  cellular  level.  Qini- 
cally  detectable  periodontal  disease  is  widespread  and 
its  consequences  diverse.^ 

The  physician’s  interest  in  periodontal  disease  is 
both  personal  and  professional  because  of  his  own 
and  his  family’s  susceptibility  to  periodontal  disease 
and  because  of  his  responsibility  to  advise  his  pa- 
tients. He  also  wants  to  cooperate  in  the  manage- 
ment of  systemic  factors  that  may  complicate  the 
etiology  and  management  of  periodontal  disease. 

Clinical  Signs  of  Health 


The  ideal  gingival  sulcus  is  of  zero  depth,  but 
from  1 to  2 mm.  is  considered  normal.  The  epi- 
thelium is  attached  to  the  tooth  as  a band  or  cuff 
at  the  base  of  the  sulcus.  The  periodontal  ligament 
forms  the  connective  tissue  attachment  between 
the  cementum  of  the  tooth  root  and  the  cortical  plate 
of  the  bony  alveolus;  it  is  continuous  with  the  con- 
nective tissue  of  the  gingiva.  No  tooth  mobility 
should  be  detected  by  the  usual  clinical  means,  and 
the  teeth  should  produce  a resonant  note  on  per- 
cussion. 

Normal  gingiva  and  bone  are  consistent  with  each 
other  in  form.  However,  invasive  periodontal  disease 
causes  deformities  in  bone  (Fig.  1 and  2)  that  are 
masked  by  the  gingival  cover,  which  retains  its  scal- 
loped form  even  though  it  is  no  longer  consistent 


Healthy  gingiva  is  a coral  pink  because  its  opacity 
prevents  the  underlying  capillaries  from  being  vis- 
ible. The  bulk  of  the  gingiva  consists  of  the  attached 
gingiva  and,  because  of  the  binding  action  of  the 
coarse  collagen  fibers  in  the  gingival  corium,  its 
surface  presents  a stippled  effect.  The  gingiva  has 
a horny  protective  covering,  the  stratum  corneum, 
similar  to  that  on  the  skin,  which  resists  injury  from 
coarse  foods  and  forceful  brushing. 

The  gingiva  falls  steeply  away  from  the  crown  of 
the  tooth.  This  is  an  essential  anatomic  part  of  the 
food  shedding  mechanism,  which  with  the  oral  se- 
cretions ideally  produces  a self-cleansing  oral  cavity. 
The  vestibule  should  be  deep  enough  to  permit  food 
to  pass  across  the  attached  gingiva  and  beyond  it; 
otherwise  the  food  is  retained  in  the  marginal  area. 
The  red  vestibular  mucosa  is  demarcated  from  the 
gingiva  by  the  scalloped  mucogingival  line  except 
over  the  hard  palate. 


r— — r— — -r ^ — 

Fig.  1-  Normal  alveolar  process.  The  interdental 


I'  cone-shoped  bony  septa  extend  beyond  the  marginal 
bone  occlusotly.^® 
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Periodontal  disease  may  be  caused  by 
many  factors  which  are  of  concern  to  the 
physician  as  well  as  to  the  dentist. 
Once  a pocket  of  infection  is  eliminated 
through  treatment  of  the  gum,  the 
patient  must  maintain  scrupulous  oral 
hygiene  or  the  disease  will  recur. 


with  the  underlying  bone.  Alveolar  bone*  (lamina 
dura  or  cribriform  plate)  and  the  alveolar  process 
can  be  maintained  in  the  jaws  only  if  there  is  a 
healthy,  functioning  periodontal  ligament.  If  teeth 
are  lost,  the  alveolar  process  will  gradually  dissolve 
because  of  loss  of  function  until  only  basal  bone 
remains. 


Classification  of  Disease 

Clinically,  periodontal  disease  includes  at  least  four 
distinct  entities: 

1.  Marginal  gingivitis  which  is  usually  a pain- 
less hyperemia  of  the  gingival  margin  without 
suppuration  or  surface  destruction.^''^ 

2.  Ulcerative  gingivitis  which  is  a more  acute 
inflammatory  process  than  marginal  gingivitis, 
with  necrosis  of  small  or  large  areas  of  the  ex- 
posed gingival  surface. 

3.  Periodontitis  which,  in  contrast,  is  a chronic 
destructive  process  that  penetrates  through  the 
gingival  sulcus  in  approximation  to  the  tooth 
roots.  The  surrounding  bone  is  slowly  absorbed 
and  the  attached  epithelial  cuff  migrates  apically 
and  forms  pockets  with  associated  inflammatory 
changes  and  suppuration  varying  from  occult  to 
profuse.  This  entity  is  usually  what  is  meant  by 
"periodontal  disease”.  Bacteria  do  not  invade  the 
tissue,  but  the  term  invasive  is  used  because  the 


* Alveolar  bone:  the  portion  of  the  alveolar  process 
which  surrounds  the  alveoli  in  maxilla  and  mandible.  It  is 
a thin  plate  pierced  by  many  small  openings  which  trans- 
mit blood  and  lymph  vessels  and  nerves.  (Borland’s  Illus- 
trated Medical  Diaionary.  23rd  ed.,  p.  193,  Philadelphia, 
W.  B.  Saunders  Co.,  1957) 


John  Prichard,  D.D.S. 


destruction  is  not  on  the  surface  and  it  is  progres- 
sive. 

4.  Periodontal  traumatism  which  causes  injury 
to  the  periodontal  ligament.  When  severe,  it  can 
cause  absorption  of  alveolar  bone  (not  to  be  con- 
fused with  the  alveolar  process),  tooth  mobility, 
and  root  absorption,  but  it  does  not  cause  pocket 
formation  or  surface  changes  of  any  kind. 

Pathogenesis 

'The  pathogenesis  of  a disease  usually  is  known 
before  its  specific  etiology.  Periodontal  disease  may 


rig.  2.  I nterdentol  osseous  crater  between  the  max- 
’jltary  centrol  and  lateral  incisors  as  result  of  perio- 
iidontitis. 
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affect  just  the  gingiva,  or  it  may  invade  the  deeper 
structures  causing  pockets  between  the  teeth  and 
gingiva.  When  only  the  gingiva  is  affected,  the  con- 
dition is  labeled  gingivitis,  but  when  the  deeper  tis- 
sues, including  bone,  are  involved,  it  is  named  perio- 
dontitis. In  gingivitis  the  protective  stratum  corneum 
is  lost  and  stippling  disappears  because  of  the  disori- 
entation of  the  gingival  fiber  network  and  distention 
of  the  tissue  by  edema.  However,  this  may  occur 
without  obvious  change  in  color  or  form. 

A gingival  sulcus  is  always  present  around  human 
teeth,  and  even  in  a "clean”  mouth  some  food  will 
lodge  in  this  shallow  groove  and  stagnate.  An  infil- 
tration of  leukocytes  in  the  corium  immediately  be- 
neath the  epithelium  at  the  base  of  the  sulcus  is 
consistently  found  in  histologic  sections  of  gingival 
tissue  which  showed  all  of  the  signs  of  health.  Al- 
though the  condition  is  accepted  as  normal,  there 
must  be  some  chronic  irritation.  The  presence  of 
leukocytes  outside  the  blood  vascular  system  indicates 
increased  capillary  permeability  and  chemotaxis, 
which  are  essential  phases  of  the  inflammatory  pro- 
cess. Since  the  focus  of  this  leukocytic  infiltration 
is  at  the  base  of  the  sulcus,  it  indicates  that  the 
irritant  is  within  the  gingival  sulcus  and  acting  on 
the  sulcular  epithelium. 

In  the  beginning,  toxins  produced  by  microorgan- 
isms seep  through  the  intact  sulcular  epithelium,  but 
an  ulcer  soon  is  formed.  Although  the  ulcer  may  be 
of  microscopic  dimensions,  hemorrhage  from  the 
region  signifies  exposure  of  the  corium.  The  inflam- 
matory process  follows  the  course  of  the  blood  ves- 
sels because  the  vessels  are  surrounded  and  sup- 
ported by  connective  tissue  which  Ham’^  states  forms 
"the  stage  upon  which  the  great  drama  of  inflam- 
mation unfolds”.  The  process  follows  the  gingival 
perforating  arteries  to  the  interalveolar  arteries,  then 
into  the  bone  marrow  spaces  of  the  alveolar  process. 

The  infiltration  of  toxins  into  the  corium  pro- 
duces collagenolysis  of  the  free  gingival  fibers  which 
bind  the  gingival  margin  to  the  cementum.  The 
epithelial  attachment  proliferates  apicaUy  to  cover 
the  site  of  former  insertion  of  the  coUagen  fibers. 
While  this  apical  proliferation  takes  place,  the  more 
coronal  epithelium  separates  from  the  cementum, 
deepening  -the  gingival  sulcus,  and  a pocket  is 


formed.^®  Thus,  a periodontal  pocket  is  a patholog- 
ically deepened  gingival  sulcus. 

Bone  adjacent  to  the  pocket  is  covered  with  osteo- 
clasts; the  number  of  Howship’s  lacunae  indicate  the 
activity  of  the  absorptive  process.  Similar  changes 
are  also  found  in  the  adjacent  marrow  spaces.®  Micro- 
scopic examination  of  the  bone  underlying  perio- 
dontal pockets  reveals  a lowgrade,  chronic  osteitis 
with  bone  absorption,  but  the  bone  is  not  necrotic. 
Connective  tissue  is  always  present  between  the 
periodontal  pocket  and  bone.  . 

When  the  ulcer  is  deep  within  the  pocket  and 
the  superficial  areas  healed,  the  gingival  surface  may 
appear  normal  because  of  fibrosis. 

j 

Etiology 

Invasive  periodontal  disease  is  caused  by  multiple 
complex  factors  which  may  be  metabolic,  irritational, 
and  infectious.^^  Cheraskin®  has  emphasized  the  ex- 
istence of  multiple  factors  in  the  etiology  of  disease. 
The  most  common  local  environmental  factors  are 
the  retention  of  soft  food  debris,  materia  alba,  bac- 
terial plaques,  food  impaction,  and  deposits  of  cal- 
culus. They  cause  irritation  and  furnish  pabulum 
for  bacterial  growth  and  proliferation.  Some  organ- 
isms, such  as  streptococci,  produce  the  enzyme  hyalu- 
ronidase,  which  destroys  the  interfibrillar  cementing 
substance  in  the  bundles  of  fibers  of  the  periodontal 
ligament,  allowing  epithelial  penetration  and  pocket 
formation.  Hyaluronic  acid  and  chondroitin  sulfare 
form  a part  of  the  intercellular  "cementing”  sub- 
stance of  gingival  tissue.  The  enzyme  chondrosul- 
fatase  (chondroitin  sulfatase,  chondroitinase ) , which 
catalyzes  hydrolysis  of  the  mucopolysaccharide  chon- 
droitin sulfate,  is  consistently  produced  by  mixed 
bacterial  cultures  obtained  from  periodontal  pock- 
ets.^® 

The  reaction  to  infection  is  nonspecific  inflamma- 
tion, an  aggressive  response  to  cellular  injury  in 
which  cellular  and  humoral  elements  attempt  to 
destroy,  neutralize,  or  restrict  the  action  of  the  irri- 
tant and  subsequently  to  repair  the  damage.®/  Un- 
fortunately, the  inflammatory  infiltrate  contains  fac- 
tors that  can  both  hinder  bacteria  and  injure  tissue, 
thereby  causing  extension  of  periodontal  disease.  In- 
flammation is  accompanied  by  proteolysis,  which  may 
be  detrimental  to  tissue.  Some  of  the  polypeptides 
formed  are  antibacterial,  and  others  stimulate  the 
essentially  defensive  functions  of  increased  tissue 
permeability,  leukocyte  formation,  chemotaxis,  and 
migration  of  phagocytes  to  the  area.  Even  this  de- 
fensive mechanism  may  be  implicated  in  the  exten- 
sion of  periodontal  disease  because  phagocytes  con- 
tain powerful,  proteolytic  enzymes  that  can  destroy 
the  epithelial  attachment  and  the  collagen  fibers  that 
anchor  the  teeth.  Lactic  acid  is  another  byproduct 
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of  inflammation  that  may  influence  the  extension 
of  the  periodontal  lesion.  The  drop  in  pH  may  lead 
to  rarefaction  of  the  adjacent  alveolar  process. 

Inflammation  may  be  exaggerated  and  accelerated 
or,  conversely,  minimized  and  retarded,  depending 
on  the  nature  of  the  stimulus.®  Chronic  marginal 
gingivitis  may  exist  for  years  without  invasion  of  the 
deeper  structures,  whereas  an  acute  periodontal  ab- 
scess can  destroy  large  areas  of  bone  in  a few  hours. 

Recession  of  the  alveolar  process  has  been  ob- 
served in  germ-free  animals,^  but  the  condition 
bears  little  resemblance  to  the  destructive  periodontal 
disease  of  man  which  probably  cannot  occur  without 
bacteria.  Infection  is  an  indispensable  factor  in  in- 
vasive periodontal  disease,  and  indigenous  parasites 
are  always  present  in  the  gingival  sulcus  as  an  at- 
tenuated infection  ready  to  attack  whenever  the  host 
defenses  are  weakened.  In  periodontitis  the  principal 
symptoms  seen  by  the  clinician  are  caused  by  infec- 
tion, but  predisposing  factors  have  made  active  in- 
fection possible.^® 

Tissue  response  to  an  irritant  varies  greatly  in  dif- 
ferent individuals,  and  even  in  the  same  person  the 
reaction  may  vary  from  day  to  day.  Such  variations 
may  be  related  to  metabolic  disturbances  too  small 
to  be  detected,  to  genetic  factors,  or  to  psychoso- 
matic factors.®’  The  pathogenesis  of  periodontal 
disease  is  known,  but  as  in  other  diseases,  the  rea- 
sons for  immunity  are  not. 

Abnormal  dental  and  gingival  anatomy  that  inter- 
feres with  the  natural  food  shedding  mechanism  is 
a predisposing  factor.  Systemic  diseases,  such  as  di- 
abetes, act  as  modifying  factors  but  do  not  cause 
periodontal  disease. 

The  reason  for  the  lowered  resistance  of  patients 
with  diabetes  mellitus  to  bacterial  and  mycotic  in- 
fection has  not  been  definitely  established.  Cher- 
askin^  studied  the  relation  of  blood  sugar  to  oral 
symptoms  and  concluded  that  normal  blood  sugar 
value  is  a point  rather  than  a wide  range.  Dubos® 
found  that  the  whole  blood  of  diabetic  patients  has 
a weaker  bactericidal  power  than  normal  blood,  re- 
gardless of  the  sugar  content.  This  loss  of  activity 
seemed  to  be  related  more  to  acidosis  than  to  any 
other  biochemical  disturbance  accompanying  dia- 
betes. Also,  the  peculiar  capillary  defect  found  in 
diabetes  may  interfere  with  localization  of  an  infec- 
tious agent.  There  are  at  least  three  metabolic  con- 
ditions— diabetes  mellitus,  glycogen  storage  disease, 
and  starvation — that  are  characterized  by  ketosis, 
and  persons  with  these  are  usually  susceptible  to 
progressive  bacterial  and  mycotic  infections.^^ 

A familial  tendency  to  periodontal  disease  sug- 
gests that  heredity  is  an  intrinsic  factor.  Since  nu- 
trition helps  to  determine  the  integrity  of  the  perio- 
dontal tissues  and  oral  secretions,  it  is  a significant 
factor.  However,  the  role  which  nutrition  plays  may 


not  be  simple,  and  faulty  nutrition  may  not  be  an 
indispensable  factor  for  periodontal  disease.  Endoc- 
rine factors  are  probably  analogous  to  those  of  nu- 
trition.^® 

Emotional  factors  may  have  a direct  effect  through 
the  reaction  to  stress^^  or  an  indirect  effect  because 
of  one  or  aU  of  the  following  reasons:  neglect  of  oral 
hygiene,  inadequate  diet,  loss  of  sleep,  and  excessive 
smoking.  Stahl^®  has  demonstrated  delayed  repair 
when  local  irritants  are  superimposed  on  systemicaUy 
stressed  animals. 


Diagnosis 

The  diagnosis  of  invasive  or  penetrating  perio- 
dontal disease  (periodontitis)  is  made  by  probing 
the  gingival  sulcus  around  the  entire  circumference 
of  each  tooth  with  a calibrated  periodontal  probe. 
Ideally,  this  sulcus  is  no  more  than  1 to  2 mm.  in 
depth,  but  depth  is  not  the  only  criterion  of  health. 
If  the  epithelial  lining  of  the  sulcus  is  intact,  it  will 
not  bleed  when  it  is  probed  and  pressure  to  the 
gingiva  will  not  cause  an  exudate  to  be  expressed. 
A pocket  between  the  tooth  and  gingiva  is  path- 
ognomic of  periodontal  disease;  it  is  present  in  no 
other  disease. 

Carefully  made  roentgenograms  are  essential  in 
planning  treatment  and  in  determining  the  prog- 
nosis of  affected  teeth,  but  the  diagnosis  is  made 
with  a probe.  If  the  roentgenogram  shows  evidence 
of  bone  absorption,  the  cause  of  the  absorption  must 
be  determined  by  clinical  examination.’^®  Fig.  3 il- 
lustrates the  roentgenographic  appearance  in  ad- 
vanced periodontal  disease.  Oral  examination  con- 
firms the  presence  of  deep  periodontal  pockets  and 
local  environmental  etiologic  factors.  The  existence 
of  metabolic  disease  as  a modifying  factor  must  be 
excluded.  Patients  with  problems  of  this  nature  often 
reach  the  physician  in  a disturbed  mental  state  be- 
cause of  "bone  disease”.  Changes  seen  on  roentgeno- 
grams are  caused  by  infection  in  the  pockets,  not  by 
metabolic  bone  disease.  The  bone  picture  will  not 
improve  if  the  diet  is  fortified  with  minerals  and 
vitamins,  and  drugs  will  not  eliminate  the  infection 
because  the  pocket  is  an  ideal  fort  for  the  bacteria. 

Precise  oral  film  placement  and  accurate  projection 
of  roentgen  rays  are  essential  for  the  production  of 
oral  roentgenograms  of  interpretive  quality.  This  is 
sometimes  difficult  because  of  a small  mouth,  a rigid 
tongue,  or  a hypersensitive  gag  reflex. 

Abnormal  tooth  mobility  is  an  important  diag- 
nostic sign,  and  each  tooth  must  be  tested  carefully. 
Teeth  do  not  become  loose  from  periodontitis  until 
bone  loss  approaches  the  apex.  Mobility  usually  indi- 
cates periodontal  traumatism,  a distinct  clinical  en- 
tity that  often  complicates  periodontitis.  Habits  or 
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Treatment 


compulsions  of  clamping  or  grinding  the  teeth  trau- 
matize the  attachment  apparams,  causing  hemor- 
rhage and  necrosis  in  the  periodontal  connective 
tissue.  The  periodontal  space  (between  the  tooth  and 
bone)  widens  because  of  absorption  of  alveolar 
bone,  and  the  teeth  become  loose.  Hyalinization  of 
the  periodontal  connective  tissue  and  cartilage  for- 
mation may  occur  in  cases  of  long  standing. 

Trauma  from  occlusion  does  not  cause  destruction 
of  the  gingival  fibers  and  therefore  cannot  cause 
pocket  formation,  but  periodontitis  and  periodontal 
traumatism  occur  together  so  frequently  that  they 
form  a partnership  in  disease. 

Bone  absorption  from  periodontitis,  as  seen  on  the 
roentgenogram,  may  form  a vertical  or  a horizontal 
pattern,  or  it  may  involve  both  planes  with  no  defi- 
nite pattern.  Treatment  and  prognosis  depend  on  the 
morphology  of  the  bone  deformities  around  and 
between  the  teeth  and  on  other  associated  prob- 
lems. Root  structure  is  often  a deciding  factor;  teeth 
with  single  roots,  even  when  deep  disease  is  present, 
have  a more  favorable  prognosis  than  teeth  with 
multiple  roots  because  of  better  access  for  oral  hy- 
giene around  single  roots. 


The  progress  of  periodontitis  is  difficult  to  stop. 
If  the  pocket,  formed  by  separation  of  the  attached 
epithelial  cuff  and  the  periodontal  ligament  from 
the  tooth,  is  not  eradicated,  it  ensures  continuity  of 
the  disease  by  providing  an  ever  expanding  locus 
for  the  resident  bacteria.^ 

Historically,  the  earliest  therapy  for  periodontal 
disease  was  the  removal  of  irritants  by  subgingival 
scaling.  If  it  is  instituted  before  pocket  formation, 
this  is  still  the  indicated  treatment.  In  such  a case, 
then,  the  oral  environment  should  be  changed 
through  use  of  good  oral  hygiene.  After  pocket  for- 
mation has  occurred,  subgingival  scaling  is  inade- 
quate because  it  does  not  eliminate  the  deformity 
caused  by  the  disease.  Furthermore,  in  long  standing 
cases  of  gingival  inflammation,  the  reparative  phase 
of  the  inflammatory  process  causes  fibrosis  and  the 
tissue  cannot  shrink  with  the  reduction  of  edema 
after  removal  of  the 'irritants. 

For  this  reason,  gingivectomy  was  devised  to  re- 
move the  gingival  wall  of  the  pocket,  abolishing  the 
periodontal  repository  of  bacteria  by  eliminating  the 
pocket.  The  operation  proved  successful  in  selected 


infection  in  the  pockets,  which  was  confirmed  by 
clinical  examination. 


S2 


Fig.  3.  Roentgenograms  of  patient  with  advanced 
periodontal  disease.  Osseous  changes  were  caused  by 
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Fig.  4.  a.  Roentgenogram  of  mandibuiar  motor  with  b.  30  months  after  intrabony  surgery. 

; deep  intrabony  deformity  before  treatment. 


patients  with  minor  involvement  before  bone  ab- 
sorption caused  deformities  in  cases  in  which  the 
architecture  of  the  alveolar  process  was  essentially 
normal  and  did  not  interfere  with  the  natural  food 
shedding  mechanism.  Today  gingivoplasty^^  is  used 
in  cases  of  shallow  pockets  without  bone  involve- 
ment and  to  correct  hyperplastic  and  fibrotic  gingiva. 

Invasive  periodontal  disease  causes  uneven  destruc- 
tion of  the  alveolar  process,  which  results  in  de- 
formities in  the  bone.  This  makes  pocket  elimination 
impossible  unless  the  bony  surface  is  resculptured 
by  osteoplasty.  Resculpturing  provides  a base  around 
the  teeth  for  gingiva  to  rest  on,  re-establishing  the 
integrity  of  the  periodontium.  Pockets  usually  can  be 
eliminated  by  this  procedure  if  the  patient  is  treated 
early  enough  and  surgical  access  is  anatomically 
available.  If  the  pattern  of  bone  destruction  produces 
a well-like  (intrabony)  deformity  around  the  tooth 
root,  the  author  has  usually  been  able  to  secure  re- 
generation of  bone  to  fill  the  deformity  and  elimi- 
nate the  pocket.^®’  Fig.  4 shows  the  roentgeno- 
graphic  appearance  of  an  intrabony  deformity  before 
and  after  therapy. 

Complications  may  occur  because  of  pockets  on 
the  buccal  or  labial  aspects  of  teeth  which  penetrate 
beyond  the  attached  gingiva,  extending  under  the 
alvoeolar  mucosa.  The  problem  may  be  complicated 
further  by  a shallow  oral  vestibule,  with  food  re- 
tention in  the  marginal  area.  If  muscle  or  frenum 
attachments  exert  tension  on  the  gingival  margin, 
they  must  be  repositioned  to  establish  the  integrity 
of  the  periodontium.  These  problems  occur  both 


singly  and  in  various  combinations  (Fig.  5).  Plastic 
surgical  procedures  are  used  to  relieve  marginal  ten- 
sion and  to  create  a new  zone  of  attached  gingiva. 
Minor  involvements  sometimes  require  major  pro- 
cedures for  correction. 

Successful  periodontal  treatment  produces  a selec- 
tive gingival  recession,  the  extent  of  which  depends 
on  the  amount  of  bone  that  has  been  destroyed  by 
the  disease. 

Simple  occlusal  appliances  are  often  fabricated 
for  use  during  the  night  to  splint  teeth  that  are  loose 
because  the  individual  grits  or  clamps  his  teeth. 
However,  a major  problem  arises  when  missing  teeth 
must  be  replaced  and  the  remaining  teeth  are  loose. 
The  loose  teeth  can  be  splinted  with  a fixed  perio- 
dontal prosthesis  which  consists  of  metal  castings 
covering  the  crowns  of  the  teeth  and  joined  as  a 
unit.  A cosmetic  material  is  added  to  the  prosthesis 
so  that  it  resembles  dental  enamel.  The  finished  ap- 
pliance must  conform  to  normal  oral  anatomy. 

The  cost  of  fabricating  such  an  appliance  can  be 
compared  to  the  hospital  and  laboratory  expense  of 
a major  illness.  To  this  is  added  the  professional  fee 
for  the  knowledge,  time,  and  skill  required;  there- 
fore, the  total  cost  is  comparable  to  the  sum  of  the 
physician’s  fee  and  the  hospital  and  laboratory  ex- 
penses of  an  extended  illness.  Because  of  the  emo- 
tional significance  of  the  oral  area,  the  construction 
of  an  extensive  periodontal  prosthesis  makes  great 
demands  upon  therapists  who  are  trained  to  do  this 
procedure. 
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Fig.  5.  a.  AAandibular  molar  with  bone  loss  in  the  furca  and  shallow  vestibular  trough.  The  perio- 
dontal pocket  traverses  the  narrow  zone  of  attached  gingiva  and  ends  in  the  alveolar  mucosa, 
b.  After  treatment.  Bone  in  the  furca  was  reshaped  by  osteoplasty.  Vestibular  trough  was  deep- 
ened and  a new  wide  zone  of  attached  gingiva  was  created  by  mucogingival  surgery.^ 


Summary 

Scientific  and  clinical  evidence  indicates  that  the 
teeth  and  supporting  structures  of  man  are  formed 
to  last  a lifetime  and  that  they  are  not  doomed 
ontogenetically  to  early  loss  and  phylogenetically  to 
eventual  extinction. 

Periodontal  disease  is  caused  by  multiple  meta- 
bolic, irritational,  and  infectious  factors  rather  than 
by  a single  factor.  The  gingival  fibers  of  the  perio- 
dontal ligament  and  the  cementoblasts  in  the  cervical 
area  are  destroyed  by  proteolytic  enzymes.  As  the 
epithelial  attachment  grows  along  the  surface  of  the 
denuded  cementum,  its  coronal  portion  separates 
from  the  tooth  surface  and  deepens  the  sulcus  to 
form  a pocket.  A vicious  cycle  results  unless  the 
pocket  is  eliminated.  The  alveolar  process  adjacent 
to  the  pocket  is  destroyed  unevenly,  which  results 
in  deformities  that  must  be  corrected  by  osteoplasty 
to  eliminate  the  pockets.  The  disease  is  recurrent 
unless  the  patient  changes  his  oral  environment 
through  the  practice  of  scrupulous  oral  hygiene. 
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EVERETT  R.  VEIRS,  M.D. 


New  Surgical  Techniques  in  Ophthalmology 

A Preliminary  Report 


EING  FULLY  aware  that  many  new  ideas  do 
not  weather  the  test  of  time  whereas  others 
which  have  merit  are  accepted  and  (refined,  the  au- 
thor recommends  the  following  new  surgical  tech- 
niques in  ophthalmology. 

Repair  of  Traumatically  Severed  Canaliculus 

Functional  results  frequently  are  poor  after  the 
immediate  repair  of  a traumatically  severed  canali- 
culus. In  most  such  cases,  the  canaliculus  will  stenose 
completely  and  late  reconstruction  will  be  compli- 
cated. Soon  after  an  injury,  it  may  be  difficult  to 
locate  the  proximal  edge  of  the  severed  canaliculus; 
however,  in  48  hours  the  swelling  may  diminish, 

The  author  recommends  three 
new  surgical  techniques  to  the 
ophthalmologic  surgeon:  (1)  re- 
pair of  a traumatically  severed 
canaliculus  by  use  of  a malle- 
able rod  with  a silk  suture 
swedged  at  one  end,  (2)  rein- 
forcement of  the  cornea  with 
overlapping  layers  of  conjunc- 
tival tissue  after  Burch's  type  of 
evisceration  to  prevent  extru- 
sion of  the  scleral  implant,  and 
(3)  extracapsular  cataract  ex- 
traction by  removal  of  a "button" 
from  the  anterior  capsule  of 
the  lens  with  a sharp-edged  erysi- 
phake. 


making  repair  easier.  During  that  48  hours,  drugs 
( strepto-kinase-streptodornase*  and  antibiotic  agents) 
may  be  indicated  to  control  swelling  and  to  counter- 
act infection. 

The  problem  is  to  place  and  stabilize  the  proper 
tube  or  rod  in  the  canaliculus  at  the  time  of  repair. 
Many  types  of  tubes  or  rods  are  difficult  to  insert 
into  the  traumatically  severed  canaliculus,  and  aU 
have  a tendency  either  to  cut  through  it  or  to  ex- 
trude prematurely.  For  these  reasons  malleable  rods 
varying  from  8 to  12  mm.  in  length  and  having  the 
diameter  of  a Bowman  lacrimal  probe  (no.  0 or  no. 
1)  with  a suture  swedged  to  one  end,  have  been 
designed.**' 

To  repair  the  traumatically  severed  canaliculus,  a 
rod  is  inserted  through  the  punctum  into  the  canalic- 
ulus and  the  severed  edges  of  the  canaliculus  are 
bridged  by  it.  After  the  wound  is  sutured,  the  rod 
lies  entirely  within  the  canaliculus  with  only  the 
suture-end  extending  through  the  punctum.  This  siUc 
suture  can  be  anchored  to  the  skin  with  tape,  or, 
preferably,  a needle  is  threaded  onto  the  end  of  the 
suture  and  a "bite”  taken  in  the  skin  near  the  punc- 
tum; then  the  suture  is  tied.  The  rod  cannot  slip  into 
the  lacrimal  sac  because  it  is  held  by  the  suture,  and 
it  will  not  extrude  from  the  punctum  until  it  is  re- 
moved in  two  or  three  weeks. 


Evisceration 

Cosmetic  results  in  Burch’s  type  of  evisceration 
are  excellent.  One  objection  to  the  operation  has 


*Varidase,  Lederle  Laboratories,  Pearl  River,  N.  Y. 

**  Manufactured  for  experimental  use  by  Davis  & Geek, 
Inc.,  Danbury,  Conn. 
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been  late  extrusion  of  the  scleral  implant  through 
the  cornea;^’  ^ however,  the  cornea  can  be  reinforced 
by  adding  overlapping  flaps  of  bulbar  conjunctiva.^ 

After  this  type  of  evisceration  is  completed,  cor- 
neal epithelium  is  scraped  away  with  a scarifier  or 
Bard-Parker  knife  with  a no.  15  blade.  Beginning 
just  superior  to  the  original  incision  for  evisceration, 
dissection  of  the  superior  bulbar  conjunctiva  includ- 
ing the  subconjunctival  tissues  is  extended  to  the 
upper  cul-de-sac.  Near  the  upper  cul-de-sac,  several 
cuts  are  made  through  the  partial  thickness  of  this 
conjunctival  flap  to  allow  it  to  be  pulled  freely  over 
the  cornea.  After  the  inferior  bulbar  conjuctiva  is 
dissected  similarly  to  the  lower  cul-de-sac,  the  upper 
flap  is  brought  downward  over  the  cornea  and  su- 
tured to  the  sclera  adjacent  to  the  lower  limbus.  The 
surface  epithelium  is  snipped  away  from  that  portion 
of  the  conjunctival  tissue  which  covers  the  cornea. 
The  lower  conjunctival  flap  is  then  brought  upward 
to  cover  that  portion  of  the  superior  conjunctiva 
which  already  has  been  sutured  over  the  cornea  and 
is  sutured  superior  to  the  limbus. 

Exfracapsular  Extraction  of  Cataract 

If  the  intracapsular  method  is  used  almost  exclu- 
sively except  in  very  young  persons,  the  reader  may 
ask,  "Why  worry  about  improving  the  extracapsular 
method  for  cataract  extraction”?  The  reason  is  that 
the  eye  which  has  had  an  ideal  extracapsular  extrac- 
tion of  cataract  is  sounder  than  one  which  has  had 
an  ideal  intracapsular  extraction.  The  ideal  cataract 
operation  is  one  in  which  the  anterior  lens  capsule 


and  cortex  are  removed  and  the  posterior  lens  cap- 
sule is  left  to  support  the  vitreous.  The  important 
point  is  that  the  anterior  lens  capsule  contains  the 
epithelium.  When  this  capsule  remains  within  the 
eye,  a translucent  membrane  will  form  and  vision 
will  be  obstructed.  The  posterior  lens  capsule  does 
not  contain  epithelium,  and  thus  will  not  later  ob- 
struct vision. 

To  aid  in  the  extracapsular  extraction  of  cataract, 
a sharp  cutting  flange  about  1 mm.  in  depth  has 
been  added  to  the  erysiphake  tip*  which  was  de- 
signed several  years  ago.®  After  the  tip  of  the  erysi- 
phake is  placed  on  the  surface  of  the  lens,  the  motor 
suction  is  regulated  to  register  between  35  and  40 
cm.  of  mercury.  Care  must  be  taken  not  to  catch  the 
iris  while  a button  4 or  5 mm.  in  diameter  is  cut 
instantly  and  cleanly  from  the  anterior  capsule  of 
the  lens.  As  the  erysiphake  tip  is  withdrawn  from 
the  eye,  the  button  is  held.  Because  the  holes  of  the 
erysiphake  are  closed  by  the  capsule,  cutting  too 
deeply  or  sucking  anything  more  than  the  anterior 
capsule  into  the  erysiphake  is  unlikely.  The  cortex 
is  expressed  and  lavaged  until  it  is  all  removed.  Be- 
cause a uniform  and  sufficient  amount  of  anterior 
lens  capsule  is  removed  from  the  center  of  the  pupil- 
lary region,  this  type  of  extracapsular  cataract  ex- 
traction has  an  advantage  over  other  methods. 
Greatest  usefulness  for  extracapsular  extraction  of 
cataracts  would  be:  (1)  for  congenital  cataracts  in 
very  young  persons;  (2)  in  eyes  in  which  retinal 
detachment  is  likely,  and  (3)  in  persons  who  are 
likely  to  be  engaged  in  strenuous  physical  activity. 
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N AN  AREA  where  many  people  live  on  farms  or 
ranches,  and  particularly  where  plumbing  facilities 
are  not  of  the  most  modern  type,  there  are  likely  to 
be  numerous  encounters  with  a wicked  sister — a great 
habitue  of  the  "Chic  Sale”  type  of  outdoor  privy — 
the  infamous  Latrodecms  mactans,  or  black  widow 
spider.  Within  a 13  year  period  a total  of  21  patients 
with  black  widow  bite  have  been  treated  by  the  au- 
thor. In  all  but  one,  the  outdoor  "john”  was  the  site 
of  action  and  the  area  of  collision  was  the  exposed 
"unexposables”.  All  of  the  victims  recovered  after 
having  shown  the  classical  signs  and  symptoms,  and 
after  having  had  appropriate  therapy.^ 

In  one  case,  the  patient  was  bitten  twice  within 
seven  months;  the  site  of  action  and  the  location  of 
the  bite  were  exactly  the  same,  that  is,  an  outdoor 
latrine  and  the  left  buttock.  Other  cases  have  been 
reported  of  a person’s  being  bitten  twice  in  less  than 
a year’s  time  with  survival.^  Despite  the  fact  that 
the  present  case  is  not  the  first  recorded,  the  poor 
victim  will  not  be  persuaded  to  endure  a third  assault. 
She  now  looks  carefully  before  sitting. 

Circumstances,  naturally,  affect  the  response  of  the 
victim  to  a second  bite,  since  acquired  immunity  is 
attained  slowly  after  repeated  injections  of  the 
venom.®  Symptoms  from  a second  bite  may  be  mild, 
almost  to  the  point  of  insignificance.  'The  type  of 
treatment  the  second  time  the  present  patient  was 
bitten  was  arbitrary.  She  was  given  a muscle  relaxant 
rather  than  classical  therapy,  calcium  gluconate  intra- 
venously.^"’^ No  therapy®  might  have  been  needed. 


Case  Report 

Assault  No.  1. — On  Oct.  24,  I960,  at  5:15  a.m.  a 42 
year  old  white  woman  of  Mexican  ancestry  was  brought 
to  the  office  with  severe  pains  in  her  back,  legs,  and  ab- 
domen. She  was  perspiring  profusely,  was  acutely  ill,  and 
had  an  anxious  facies.  She  stated  that  she  was  bitten  by 
a black  widow  spider  on  the  left  buttock  at  4 a.m.,  when 
she  had  been  using  an  outdoor  latrine. 

On  examination,  she  had  a board-like  abdomen.  The 
pulse  rate  was  94,  and  respiratory  rate  26.  Blood  pressure 
reading  was  138/86-78  mm.  of  mercury.  The  patient  was 
given  10  cc.  of  10  per  cent  calcium  gluconate  intravenously. 
This  dose  was  repeated  in  one  hour,  and  again  in  three 
hours.  Morphine  sulphate,  grains  0.25,  was  given  hypo- 
dermically, and  was  repeated  in  two  hours.  Dexamethasone 
21-phosphate  (Decadron  phosphate),  4 mg.,  was  injected 
intramuscularly.  Oral  medication  consisted  of  the  following: 
(1)  calcium  gluconate,  Gm.  1.0,  every  four  hours  for  ten 
days;  (2)  percodan,  one  tablet  every  four  to  six  hours,  as 
needed,  for  pain;  (3)  chlorprophenpyridamine  maleate 
(Teldrin  Spansules),  12  mg.,  every  12  hours  for  five  days. 
Also,  hot  sitz  baths  four  times  daily  for  three  days  were 
advised. 

Complete  recovery  was  effected  by  Oct.  26,  I960,  with 
treatment  given  at  the  office  and  at  home. 

Assault  No.  2. — On  May  20^  1961,  at  4:20  p.m.,  as 
the  patient  sat  in  the  reception  room,  the  examiner  jokingly 
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asked,  "Mrs.  M , you  haven’t  been  bitten  by  another 

black  widow  spider,  have  you?” 

His  amusement  changed  to  perplexity  with  her  reply: 
"Yes,  Doctor.  Another  one  bit  me  at  6 o’clock  this  morn- 
ing, on  the  same  place,  in  the  same  latrine!” 

The  patient’s  only  complaint  was  of  a slight  backache, 
but  since  she  had  had  such  a pronounced  reaction  with 
the  first  bite,  she  thought  she  should  report  for  treatment 
before  nightfall — this,  after  a lapse  of  nearly  lOV^  hours! 

The  abdomen  was  soft  with  no  rebound  tenderness  and 
no  muscle  spasm.  There  was  no  point  tenderness  in  the 
lumbar  portion  of  the  back,  where  she  ached.  Pulse  rate 
was  78,  respiratory  rate  20,  and  blood  pressure  reading 
124/82-70  mm.  of  mercury. 

The  patient  was  given  an  intramuscular  injection  of 
hydroxyzine  pamoate  (Vistaril),  50  mg.,  and  took  calcium 
gluconate,  Gm.  1.0,  orally  every  four  hours  for  six  doses. 
The  'backache  was  completely  relieved  by  5 p.m.,  30  minutes 
after  the  injection  was  given,  and  the  patient  was  symptom 
free  11  hours  after  she  had  been  bitten. 

As  on  the  first  occasiion,  the  patient  had  brought  the 
crushed,  shiny,  velvety-black  arachnid  abdominally  bedecked 
with  red  hour-glass  figure.  There  was  no  doubt  that  the 
assailant  was  a Latrodectus  mactans. 


Conclusions 

1.  In  the  present  case,  repeated  exposure  to  venom 
of  a Latrodectus  mactans  was  not  as  severe  as  in  the 
initial  bite,  although  acquired  immunity  probably  had 
not  been  attained. 

2.  Outdoor  latrines  should  be  passe. 

3.  Potential  victims  should  look  before  sitting, 
especially  in  nice,  quiet,  dark  places,  and  should 
beware  of  flank  attacks  and  attacks  to  the  rear! 
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The  spicier  illustration  for  this  article  was  provided 
through  the  courtesy  of  Pfizer  Spectrum. 


Pesky  Black  Widow  Finds  Medical  Use 

Although  the  black  widow  spider  causes  grievous  troubles  to  many  patients, 
to  others — including  doctors — it  is  an  extremely  valuable  insect.  The  spider’s  web 
is  used  in  the  optical  unit  of  a number  of  instruments,  such  as  microscopes. 

Silk  produced  by  the  medium-sized  black  widow,  say  spokesmen  for  the 
Texas  Highway  Department,  makes  the  most  perfect  cross  hair  inside  the  reticle 
of  any  optical  instrument.  The  single  strand  spun  by  a spider  traveling  up  and 
down  in  the  air  is  the  only  type  of  silk  which  can  be  used  for  instruments.  Web 
silk  for  snaring  prey  is  sticky  and  not  usable. 

According  to  the  July,  I960,  issue  of  Texas  Highways:  "Spun  glass,  steel  and 
platinum  wire,  nickel,  alloy  wires,  and  nylon  are  sometimes  used  in  optical  reticles, 
but  spider  filament  is  still  considered  the  strongest,  the  finest,  the  most  elastic.” 

Black  widow  silk,  reports  the  highway  department,  is  very  even  in  diameter 
and  is  tougher  than  steel  or  platinum  wire  of  the  same  diameter.  In  the  early 
1900’s  one  instrument-manufacturing  firm  was  taking  dragline  threads  from  living 
spiders  for  use  in  surveying  instruments.  Later,  during  World  War  II  spider  silk 
was  in  demand  for  cross  hairs  in  telescopic  sights,  rifle  sights,  and  range  finders. 
Today,  it  is  found  in  surveying  transits  and  levels  and  in  astronomical  telescopes, 
microscopes,  and  medical  instruments. 

Black  widow  spiders  require  little  care;  are  satisfied  with  an  occasional  fly 
and  two  or  three  drops  of  water  per  week.  Financially,  the  spider  is  also  valuable. 
Once,  when  spiders  were  scarce,  the  department  had  to  pay  $15  for  50  feet  of 
spider  silk.  Publicity  on  this  in  I960  caused  the  department  to  receive  a spate  of 
letters  from  individuals  offering  to  grow  and  sell  the  spiders. 


88 


TEXAS  State  Journal  of  Medicine 


Is  The  Effort  Worth  It? 

DURWARD  G.  HALL,  M.D. 


Is  fighting  socialism  worth  the  effort? 

Citizenship  responsibility,  from  a doctor’s  point 
of  view,  is  an  awakening,  after  a long  Rip  Van 
Winkle-like  nap,  to  the  basic  duties  of  each  Ameri- 
can. Citizenship  responsibility  means  participation 
by  all,  on  an  informed  basis.  It  was  Lord  Brougham 
who  said,  "Informed  people  are  easy  to  lead  and 
difficult  to  drive,  easy  to  govern  and  impossible  to 
enslave.”  Citizenship  responsibility  means  participa- 
tion in  the  grass  roots  mechanics  of  government  to 
the  end  that  responsible  citizens  will  send  the  right 
men  to  local,  state,  and  national  legislatures,  instead 
of  electing  the  wrong  men,  then  trying  to  "change 
their  spots”.  Persons  who  are  to  represent  us  properly 
must  be  well  versed  in  economic  understanding  of 
our  country  and  from  whence  it  derives  its  values 
and  power. 

We  are  responsible  Americans,  whether  we  be 
doctors  or  peanut  vendors.  We  can  no  longer  afford 
to  be  smug  and  complacent — ^yes,  prudish — in  the 
mistaken  belief  that  with  local  consent  and  a few 
dollars  we  can  change  the  "leopard  spots”  of  those 
who  owe  their  election  to  special  interest  groups 
seeking  their  own  selfish  ends. 

Why  the  need  for  an  awakening  of  this  sense  of 
citizenship  responsibility?  After  practicing  surgery 


A physician-legislator  urges  his  col- 
leagues to  study  the  subtle  changes  tak- 
ing place  in  the  American  form  of 
government,  and  to  use  their  energies 
and  influence  to  encourage  all  per- 
sons to  accept  their  citizenship  respon- 
sibilities and  to  become  informed  on 
all  facets  of  current  legislation. 


for  more  than  26  years,  I gave  up  practice  to  be 
elected  to  public  office.  Since  then  I have  observed 
at  first  hand  the  way  events  in  Washington  are  shap- 
ing our  very  lives,  I have  been  challenged,  excited, 
and  stimulated. 

No  one  can  sit  in  Congress  very  long  without 
realizing  that  we  are  far  from  being  rid  of  an 
experiment  in  socialism — the  welfare  state  that  be- 
gan under  the  New  Deal — and  that  there  are,  in 
fact,  evil  forces  working  against  the  principles  set 
down  by  our  Founding  Fathers.  I refer  to  the  social- 
ists, or  liberals.  Theirs  are  organizations  such  as  the 
Americans  for  Democratic  Action,  Fabian  Socialists, 
Laski  Economists,  or  simply  "The  Elite  Group.”  They 
are  not  fancied;  they  are  real. 

No  longer  is  government  directly  responsible  to 
the  people.  Instead,  our  government  is  responsible  to 
organized,  weU-financed,  pressure  groups  which  exert 
a powerful  influence  upon  the  eleaion  and  official 
actions  of  men  who  decide  national  policies. 

Who  do  congressmen  hear  from  on  major  legis- 
lative issues?  They  hear  from  the  people  who  parrot 
what  they  are  told  by  leaders  of  their  particular  pres- 
sure groups.  Those  who  still  believe  in  constitutional 
government  have  been  forced,  perhaps  in  self  de- 
fense, to  direct  their  own  groups  into  political  activ- 

ity- 

These  dangers  to  our  constitutional  form  of  gov- 
ernment were  highlighted  recently  when  the  chair- 
man of  the  Senate  Foreign  Relations  Committee  had 
the  audacity  to  say  that  the  Constitution  of  the 
United  States  is  no  longer  adequate  for  the  times. 
He  called  it  an  18th  century  document  of  an  agrari- 
an society  which  restricts  the  President  in  his  ability 
to  meet  the  problems  of  the  20th  Century.  This  is 
like  saying  that  the  lessons  in  the  Bible  are  no  longer 
applicable  because  they  were  designed  for  the  first 
century. 

The  lesson  to  be  learned  is  this:  as  long  as  those 
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who  believe  in  limited  and  constitutional  govern- 
ment rely  only  on  their  particular  lobby  to  offset 
what  other  pressure  groups  are  doing,  they  are  fight- 
ing a losing  battle!  They  may  slow  the  tide  toward 
socialism,  but  they  will  not  divert  it.  The  number 
of  people  represented  by  left  wing  pressure  groups 
is  greater  (at  least  more  militantly  organized  and 
dedicated,  and  certainly  more  vociferous)  than  the 
total  represented  by  those  who  believe  in  constitu- 
tional government.  There  is  a vacuum  of  capable 
leadership  in  the  latter  group. 

Person-to-Person  Contact  Valuable 

The  American  Medical  Association  will  never 
convince  leaders  of  the  United  Auto  Workers  and 
Mr.  Reuther  that  if  is  right  and  the  U.A.W.  is 
wrong.  Individual  citizens  can  however,  convince 
other  individual  citizens  of  the  principles  for  which 
they  stand.  Never  before,  in  my  opinion,  has  personal 
contact  been  more  important  than  in  this  war  of 
ideas.  Members  of  the  U.A.W.  do  not  receive  your 
professional  publications;  they  receive  Mr.  Reuther’s. 
They  can’t  be  reached  through  The  AMA  News. 

Is  it  hopeless  to  make  the  general  public  under- 
stand, for  example,  the  drastic  effect  which  govern- 
ment control  of  medicine  will  have  on  the  quality 
of  medical  care?  Of  course  not.  Professional  men 
are  still  held  in  the  highest  esteem  by  the  average 
citizen. 

The  average  auto  worker,  based  on  what  he  is 
told  by  Walter  Reuther  distrusts  the  A.M.A.,  but 
he  still  has  a high  regard  for  his  own  doctor.  Proper- 
ly informed,  he  is  not  easily  led  astray. 

There  is  a tremendous  need  in  political  parties 
for  the  skills,  perception,  energies,  and  judgment  of 
professional  men.  By  attending  meetings  and  rallies, 
and  by  active  participation  in  campaigns,  doctors  can 
influence  the  selection,  and  election  of  good  men. 
Properly  defined,  politics  is  just  the  mechanics  of 
good  government!  There  can  be  no  such  thing  as 
being  too  busy.  The  man  who  is  too  busy  for  poli- 
tics is  like  the  drowning  man  who  professes  no 
interest  in  water. 

The  challenge  of  our  time  is:  shall  we  continue 


Dr.  Hall,  Republican  representative 
from  Missouri  to  the  United  States 
House  of  Representatives,  practiced 
medicine  in  Missouri  from  1936  until 
1960.  He  gave  this  address  at  the 
1961  Public  Relations  Conference  of 
the  Texas  Medical  Association  Sept. 
30  in  Austin. 


along  the  path  of  constimtional  representative  gov- 
ernment in  a republic,  as  envisioned  by  our  Found- 
ing Fathers,  or  shall  we  resort  to  the  questionable 
benevolence  of  a welfare  state  (a  one-party  dicta- 
torship ) ? This  is  the  issue — not  just  socialized  medi- 
cine, or  federal  aid  to  education,  or  other  issues. 
Make  no  mistake  about  it,  that  is  exactly  the  direc- 
tion of  the  new  frontier.  How  with  ail  the  protec- 
tions given  by  our  Constitution,  is  it  possible  for 
the  collectivists  to  take  away  our  liberties  and  our 
freedoms?  Public  apathy,  complacency,  and  plain 
laziness  help. 


Power  Balance  Is  Tipping 

The  Founding  Fathers  envisioned  a government 
based  on  separation  (or  dilution)  of  power.  They 
believed  in  the  natural  law  "Power  corrupts,  and 
absolute  power  corrupts  absolutely.”  The  28  year 
"packing”  of  the  Supreme  court  is  a case  in  point. 
The  Court  no  longer  represents  a restraint  of  the 
actions  of  those  who  would  usurp  the  power  of  the 
Constitution,  of  the  legislative  branch,  of  thfe  sov- 
ereign states,  or  of  the  individual.  The  court  which, 
under  jurists  such  as  John  Marshall  and  Oliver  Wen- 
dell Holmes,  was  the  marvel  of  the  world  is  now 
little  more  than  a rubber  stamp  for  those  who  would 
pre-empt  state  law  for  federal  law. 

During  its  most  recent  session  the  legislative 
branch  approved  expansion  of  the  entire  federal 
court  structure  by  giving  the  administrative  branch 
a free  hand  in  the  appointment  of  89  new  federal 
judges  sympathetic  to  its  policies  and  politics.  A 
federal  judgeship — one  of  the  most  responsible  posts 
in  American  society — has  become  a political  tool. 
I have  seen  additional  methods  the  collectivists  are 
using  to  restrain  the  legislative  branch. 

Perhaps  readers  still  think  that  no  threat  exists  to 
our  system  of  free  choice  of  medical  care,  which  has 
given  this  nation’s  people  the  highest  quality  of  care 
in  the  world.  Let  us  dismiss  that  cozy  feeling  that 
this  legislation  is  gone.  Despite  considerable  oppo- 
sition in  the  House,  there  still  is  the  possibility  that 
the  senate  will  tag  the  Administration’s  health  care 
bill  as  an  amendment  to  one  of  the  social  security 
bills  that  undoubtedly  will  come  up  next  year.  Sena- 
tor Hubert  Humphrey  suggested  this  approach  this 
year.  Here  is  a bold-faced  admission  by  an  Admin- 
istration spokesman  that  the  Administration  intends 
to  subvert  a basic  principle  of  the  constitution — that 
all  tax  legislation  shall  originate  in  the  House  of 
Representatives. 

This  nation  is  not  safe  on  this  or  similar  legislation. 
To  believe  otherwise  would  be  to  demonstrate  an 
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incredible  lack  of  perception  and  knowledge  about 
the  determination  of  proponents  of  socialism  and 
their  procedural  cunning.  After  all,  they’ve  waited 
eight  years  for  this  opportunity. 

I have  seen  countless  examples  of  how  the  Admin- 
istration shuffles  bills  by  adding  "sweeteners”  to 
force  the  Congress  to  accept  the  bad,  or  reject  the 
good.  Legislative  opposition  is  reduced  by  the  simple 
expedient  of  withholding  needed  public  works  proj- 
ects until  a recalcitrant  congressman  "comes  around.” 
Last  summer,  for  example,  the  Public  Works  Com- 
mittee, on  a straight  party  line  vote,  revoked  plans 
for  a federal  office  building  in  Dallas  even  though 
its  need  had  been  acknowledged  by  every  federal 
agency  since  1954. 

Old-timers  on  the  House  floor  tell  me  that  this  is 
the  first  time  in  their  memory  they  have  seen  cabi- 
net officers,  during  sessions,  calling  "defectors”  off 
the  floor  one  at  a time  for  whipping  into  line.  It 
takes  a strong  man  to  stand  against  these  pressures! 

Still  another  method  of  the  collectivists  is  stacking 
the  conference  committee  that  must  reconcile  the  dif- 
ferences between  the  House  and  Senate  on  particular 
bills.  On  the  Minimum  Wage  Bill,  for  example,  the 
conferees  appointed  for  the  House  were  the  floor 
leaders  for  the  very  legislation  that  the  House  de- 
feated. 

There  is  a new  legislative  approach,  whereby  the 
President  of  the  United  States  hopes  to  bypass  the 
Congress  entirely  in  the  making  of  laws.  The  tech- 
nique is  to  gain  tacit  consent  from  Congress  that  it 
will  not  take  any  action  against  the  Administration’s 
legislative  recommendations  within  a 60  day  period 
— ^vest-pocket  approval  in  lieu  of  vest-pocket  veto! 

I have  seen  good  men  vote  their  convictions;  then 
with  tears  in  their  eyes,  they  have  walked  up  to  the 
well  in  the  fourth  time  on  a particular  vote,  after 
the  measure  had  been  thoroughly  beaten,  and  under 
pressure  have  changed  their  votes  from  "yea”  to 
"nay.” 

What  I’m  saying  is  simply  this:  the  dangers  are 
too  grave,  the  stakes  are  too  high,  the  time  is  too 
late  for  you  and  me  simply  to  practice  medicine  any 
more — or  simply  to  concern  ourselves  with  legisla- 
tion affecting  the  medical  care  of  patients. 


Basic  Issues  Are  Real  Threat 

Doctors  are  held  in  high  regard  in  their  communi- 
ties. You  can  be  powerful  supporters  of  the  Consti- 
tution and  of  conservative  government.  To  do  this, 
however,  you  must  be  as  informed  on  federal  aid  to 
education,  labor  legislation,  foreign  aid,  and  all  other 
legislation  as  you  are  on  medical  care  of  the  aging 
under  social  security.  The  battle  you’re  fighting,  if 
you  fight  only  against  this  bill,  is  against  only  one  of 
the  symptoms.  It  isn’t  basic!  It  isn’t  logical!  It  isn’t 
conclusive! 

Every  one  of  us  was  taught  to  get  to  the  basic 
cause  of  diseases,  and  not  to  be  concerned  or  led 
astray  by  the  "red-herrings”  of  symptoms.  The  bill 
to  place  medical  care  under  social  security  is  spawned, 
is  originated,  is  conceived  by  the  same  groups  (and 
under  the  same  philosophy)  who  want  to  give  the 
federal  government  control  and  responsibility  for 
housing,  labor  laws,  and  every  phase  of  human  en- 
deavor from  the  cradle  to  the  grave. 

You  are  not  being  asked  to  leave  your  profession 
to  join  the  battle.  In  fact,  I don’t  necessarily  recom- 
mend it.  I ask  only  that  you  demonstrate  the  same 
sense  of  citizen’s  responsibility  that  seven  of  our 
colleagues  showed  200  years  ago  when  they  signed 
the  Declaration  of  Independence,  and  of  the  six  who 
now  serve  in  the  House  of  Representatives. 

Medicine  Cannot  Stand  Alone 

The  time  has  passed  to  think  that  we  can  save  medi- 
cine while  our  other  institutions  are  falling  around 
us.  The  time  is  here  when  you  must  become  the  pre- 
cinct captains,  the  men — or  women — who  ring  door- 
bells on  behalf  of  the  political  party  or  the  commit- 
teemen for  the  candidates  you  help  to  select. 

If  you  delay  you  will,  one  day,  be  reminded  of 
the  statement  of  Dante;  "The  hottest  places  in  hell 
are  reserved  for  those  who,  in  time  of  moral  crisis, 
did  nothing.” 

The  effort  to  fight  socialism  is  worth  it  to  you. 
It’s  worth  it  to  us.  It’s  worth  it  to  our  country. 

♦ Dr.  Hall,  204  Wilhoit  Building,  Springfield,  Mo. 


Volume  58,  FEBRUARY,  1962 


91 


influence  of  Drugs  on  Driving 

i 


At  first  glance  this  subject  appears  to  be 
simple  and  clear-cut.  However,  the  more  one 
reads,  the  more  the  confusion  grows  and  it  soon  be- 
comes evident  that  most  articles  on  drugs  and  drivers 
have  few  statistics  to  back  up  the  suppositions  pre- 
sented. 

A search  through  the  available  literature  reveals 
no  statistics  that  shed  any  light  on  the  main  ques- 
tions: "What  effect  do  drugs  play  in  the  overall  acci- 
dent picture?”,  and,  "Are  any  automobile  accidents 
actually  caused  by  therapeutically  administered  medi- 
cation, and  if  so,  what  percentage  of  the  total  have 
drugs  as  one  of  the  etiological  agents?”  Let  us  agree 
that  if  a person  is  "hopped  up”  on  marijuana  and 
then  takes  to  the  highway  in  an  automobile,  he  is  a 
dangerous  driver.  But  do  the  hallucinations  caused 
by  smoking  marijuana  cause  a significant  number 
of  automobile  accidents  in  this  country? 

For  the  sake  of  discussion,  the  term  "drug”  is 
defined  as  any  substance  administered  to  a person 
by  a physician  or  by  the  patient  himself  in  hopes  of 
achieving  a better  physiological  state.  This  article 
will  not  cover  the  entire  pharmacopeia  since  it  lists 
many  substances,  such  as  general  anesthetics,  which 
obviously  would  affect  automobile  driving  but  which 
are  never  administered  to  a patient  when  he  is  able 
to  drive. 


Alcohol 

The  effects  of  alcohol  on  automobile  driving  are 
very  well  understood.  Alcohol  can  be  considered  a 
drug,  and  is  in  fact  considered  a poison  by  some 
observers.®  Alcohol  most  often  is  taken  internally 
during  the  course  of  so-called  "social  drinking”,  but 
alcohol  is  present  in  many  prescriptions  (the  word 
tincture  refers  to  a solution  containing  10  per  cent 
alcohol  which  is  equivalent  to  that  in  some  wines) 
and  also  alcohol  can  be  purchased  in  many  patent 


medicines  in  wide  use  today.  It  has  been  stated  that 
20  to  50  per  cent  of  all  fatal  automobile  accidents 
involve  persons  who  have  been  drinking. 

When  alcohol  is  imbibed,  absorption  begins 
through  the  stomach  wall  almost  immediately  but 
when  it  passes  into  the  small  intestine,  it  is  absorbed 
much  more  rapidly.  The  absorption  rate  of  alcohol 
into  the  blood  stream  is  quite  variable  due  to  a i 
number  of  factors,  namely:  (1)  the  amount  and 
concentration  of  alcohol  in  the  stomach,  and  the 
amount  of  other  food  and  liquid  present,  (2)  the 
type  of  food  already  in  the  stomach  ( fats  and 
sugars  appear  to  slow  the  absorption  slightly),  (3) 
the  emptying  time  of  the  stomach  itself,  and  (4) 
the  permeability  of  the  lining  of  the  stomach  and 
small  bowel  to  alcohol.  For  these  reasons  it  is  dif- 
ficult to  state  absolutely  how  long  it  takes  for  the 
blood  stream  to  absorb  the  alcohol  from  the  stomach 
and  intestine.  Roughly  speaking,  the  average  time 
is  between  40  and  70  minutes  to  absorb  two  to  four 
ounces  of  100  proof  whiskey.  When  the  alcohol  is 
absorbed  into  the  blood,  it  is  rapidly  carried  to  all 
parts  of  the  body,  and  the  concentration  of  alcohol 
in  these  parts  depends  upon  their  water  content.  | 
For  instance,  the  water  content  in  brain,  lungs,  kid-  | 
neys,  liver,  and  saliva,  will  have  a high  alcohol  con-  I 
tent  while  bones,  skin,  and  hair  will  have  a relatively  | 
low  content.  Alcohol  is  eliminated  from  the  body  in  ^ 
two  ways,  namely  oxidation  and  excretion.  About  j 
95  per  cent  of  the  ingested  alcohol  is  oxidized  by  the  j 
liver  and  other  organs  to  carbon  dioxide  and  water,  * 
and  about  5 per  cent  is  excreted  as  alcohol  in  the  j 
breath,  urine,  and  perspiration.  The  rate  of  elimina- 
tion  varies,  but  an  average  person  weighing  150  i 
pounds  can  eliminate  about  % of  an  ounce  of  whis-  J 
key  per  hour,  and  the  concentration  of  alcohol  in  his  1 
blood  will  decrease  by  approximately  .015  per  cent  j 
per  hour.  H 

It  is  a well  known  fact  that  the  effect  of  alcohol  j 
is  primarily  upon  the  nervous  rissue  in  the  body  j 
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Although  many  drugs  can  influence  a person's 
ability  to  drive  safely,  no  statistics  indicate 
the  extent  to  which  drugs  (except  alcohol)  are 
a causative  factor  in  motor  vehicle  accidents. 
Until  demonstrative  statistics  can  be  compiled, 
no  legislation  is  practical.  Physicians  can  only 
! warn  patients  of  inherent  dangers  in  taking 
I drugs  and  driving. 


and  that  these  effects  are  always  depressing.  How- 
ever, not  all  nervous  tissue  is  equally  susceptible  to 
the  effects  of  alcohol.  The  more  primitive  types  of 
nervous  tissue,  namely,  portions  of  the  brain  com- 
mon to  both  man  and  the  lower  animals,  have  a 
higher  degree  of  resistance  to  the  effects  of  alcohol 
than  do  the  more  specialized  forms  of  nervous  tissue 
which  are  present  for  the  most  part  in  man,  but  also 
to  some  degree  in  the  higher  animals. 

From  early  in  childhood,  man  develops  special- 
ized brain  cells  which  restrain  or  inhibit  actions  that 
might  be  of  an  antisocial  charaaer.  For  instance,  if 
another  driver  turns  suddenly  into  your  lane  of  traf- 
fic, you  may  have  an  immediate  impulse  to  ram  him. 
However,  the  nerve  cells  governing  social  restraints 
prevent  you  from  doing  so  because  certain  unhappy 
consequences  would  result.  Thus  you  are  kept  from 
indulging  in  antisocial  behavior.  However,  if  the 
restraint  nerve  cells  are  paralyzed  by  alcohol,  this  im- 
pulse to  ram  the  other  car  probably  will  be  carried 
out.  Some  have  said  that  such  an  imsocial  act  results 
from  a stimulation  of  impulses,  but  it  acmally  is  not 
a stimulation  of  these  impulses  but  a paralysis  of  the 
restraints. 

The  next  stage  of  alcohol  intoxication  is  the 
slowing  of  reflexes  and  reflex  actions.  This  is  due 
primarily  to  a partial  or  complete  paralysis  of  the 
nervous  tissue  which  is  responsible  for  perceiving 
a situation  and  relaying  information  to  muscles  in 
order  for  them  to  take  the  proper  action.  It  has 
been  shown  that  .05  per  cent  alcohol  in  the  blood 
wiU  double  the  normal  reaction  time  and  .10  per 
cent  wiU  quadruple  this.  Obviously  these  same  nerves 
are  supplying  the  messages  to  the  same  muscles  for 
ordinary  activity.  Thus,  if  they  are  paralyzed,  such 
manifestations  occur  as  blurred  vision,  double  vision, 
impairment  of  hearing,  difficulty  with  speech  and 
poor  coordination  of  movements.  The  last  functions 
of  the  brain  to  be  paralyzed  are  those  of  the  most 
primitive  origin,  and  these  control  respiration,  temp- 
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erature,  and  cardiac  pulsation.  When  alcohol  concen- 
tration in  the  blood  and  brain  reaches  a high  enough 
point,  the  subjea  stops  breathing  and  death  occurs. 
This  point  is  in  the  range  of  .45  per  cent  alcohol.® 
Tolerance  to  alcohol  and  all  other  drugs  varies 
tremendously  from  patient  to  patient  and  also  in  the 
same  individual  from  time  to  time.  Tolerance  is  de- 
pendent upon  a number  of  factors.  As  has  been 
pointed  out,  the  rate  of  absorption  and  the  rate  of 
elimination  of  alcohol  varies  remarkably.  Obviously, 
those  who  absorb  alcohol  slowly  or  excrete  it  rapidly 
are  less  prone  to  develop  the  effeas  of  alcohol  in- 
toxication than  those  who  don’t.  It  has  been  shown 
that  heavy  drinkers  excrete  alcohol  approximately 
27  per  cent  faster  than  do  non-drinkers.  Heavy 
drinkers  must  have  a higher  concentration  of  alcohol 
in  the  blood  than  abstainers  before  symptoms  of 
the  same  degree  of  intoxication  are  present.  It  has 
also  been  demonstrated  that  a heavy  drinker  can 
apply  the  learning  process  in  teaching  himself  how 
to  handle  the  symptoms  of  intoxication  better  than 
the  non-drinker.®  Obviously,  the  subject  of  tolerance 
is  the  one  big  deterrent  to  the  development  of  fair 
and  workable  laws  to  control  the  rate  of  automobile 
accidents. 


Narcotics 

The  effects  of  the  narcotics  or  analgesics^'®- 
are  those  of  central  nervous  system  depression.  Thus 
we  see  that  whatever  was  said  about  alcohol  also 
can  be  applied  to  these  drugs.  Under  this  heading 
come  morphine,  codeine,  morphine  derivatives,  Dem- 
erol and  other  synthetic  derivatives.  Like  alcohol, 
these  drugs  cause  a feeling  of  well  being,  difficulty 
in  concentration  with  a rapid  flow  of  uncontrolled 
thought,  visual  disturbances  and  a "devil-may-care” 
attitude.  Obviously,  patients  receiving  these  drugs 
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should  not  drive  automobiles.  Usually,  patients  who 
are  given  naicorics  are  in  no  position  even  to  want 
to  drive  an  automobile.  They  usually  are  in  much 
pain  and  most  of  them  are  confined  to  the  bed  or 
hospital.  Codeine,  however,  is  used  in  ambulatory 
patients  for  the  control  of  moderate  pain.  Now 
again  the  question  of  tolerance  arises.  If  a patient’s 
pain  is  relieved  by  taking  a half  grain  of  codeine, 
and  if  this  patient  is  not  particularly  susceptible  to 
the  central  nervous  system  depression  effects  of  the 
codeine,  and,  further,  if  this  patient  has  a good  and 
valid  reason  for  driving  his  automobile,  is  it  fair  or 
even  right  to  invoke  against  this  person  a law  pro- 
hibiting operation  of  a motor  vehicle  by  a person 
under  the  influence  of  narcotics?  The  writer,  for 
one,  does  not  think  it  is.  The  hypothetical  situation 
presented  is  not  a rare  one  and  is  encountered  quite 
frequently  in  practice. 

Hypnotics  and  Sedatives 

The  barbiturates  fall  into  the  class  of  hypnotics 
and  sedatives.^'®’  These  are  also  considered 

central  nervous  system  depressants.  Some  of  the  drugs 
in  this  category  are  Nembutal,  Amytal,  Amytal  Sodi- 
um, Seconal,  Seconal  Sodium,  Pentothal  Sodium,  and 
Luminal.  These  are  widely  used  in  medicine  and  in 
general  all  that  has  been  said  about  the  foregoing 
classes  of  drugs  apply  to  this  group.  As  a general 
statement,  patients  that  are  under  the  influence  of 
barbiturates  should  not  drive  motor  vehicles.  How- 
ever, if  a small  dose  will  cause  a highly  nervous 
or  emotionally  agitated  patient  to  return  to  a normal 
state,  then  we  could  expect  his  driving  ability  to  be 
improved  rather  than  impaired,  and  again,  the  writer 
sees  no  reason  why  this  patient  could  not  be  permit- 
ted to  drive. 


Tranquilizers 

Into  the  tranquilizer^’^’  category  fall  drugs 
such  as  chlorpromazine,  meprobamate,  (Miltown 
and  Equanil),  and  reserpine.  These  drugs  are  of  re- 
cent development.  Ten  years  ago  we  had  none  of 
them  and  consequently  no  automobile  accidents  in- 
volving them  had  occurred.  The  New  York  Acad- 
emy of  Medicine,  through  its  committee  on  public 
health,  released  on  Feb.  4,  1957,  a report  which 
stated  approximately  35,000,000  prescriptions  for 
tranquilizers  were  being  written  annually  in  the 
United  States.  In  I960,  17,000,000  prescriptions  were 
filled.  Thus,  we  can  see  that  their  use  is  quite  wide- 
spread at  the  present  time  and  one  wonders  what 
effect  the  use  of  these  drugs  has  on  the  accident 
rate  in  this  country.  The  death  rate  from  automobile 


accidents  has  not  changed  significantly  (from  35,000 
to  40,000  per  year  during  the  past  five  years). 

Tranquilizers  can  cause  some  drowsiness  during 
the  initial  period  of  administration  and  short  epi- 
sodes of  giddiness  or  faintness  sometimes  develop. 
During  the  time  of  the  initial  administration,  pa- 
tients should  be  advised  not  to  drive  automobiles 
until  they  have  determined  their  own  tolerance  and 
the  side  effects  of  these  drugs.  The  American  Medi- 
cal Association’s  Medical  Guide  for  Physicians  in 
Determining  Fitness  to  Drive  a Motor  Vehicle  states, 
"Patients  stabilized  on  a maintenance  dose  of  these 
drugs  who  are  without  symptoms  of  drowsiness  or 
episodes  of  faintness  may  drive  a private  motor 
vehicle,  but  should  be  advised  not  to  drive  a com- 
mercial or  passenger  transport  vehicle.” 

Antihisfamines 

The  antihistamine  drugs^’®’  of  which  Pyri- 

benzamine  or  (PBZ),  Benadryl  Hydrochloride, 
Chlor-Trimeton  Maleate,  Coricidin,  and  Anahist  are 
examples,  have  come  into  wide  use  in  the  past  few 
years  and  many  are  sold  without  prescriptions.  These 
drugs  are  used  mainly  to  dry  up  runny  noses  and  to 
bring  about  a sense  of  well  being  in  patients  with 
the  common  cold,  hay  fever,  and  other  allergies. 
Some  of  the  drugs  in  this  same  category  are  used 
in  motion  sickness.  The  side  effects  of  the  antihista- 
mines are  variable  from  patient  to  patient.  In  some, 
no  untoward  symptoms  occur  while  in  others  an 
overwhelming  desire  for  sleep  is  present.  Hallucina- 
tions may  also  occur  occasionally.  Obviously  for  those 
patients  in  whom  the  side  effects  are  marked,  driving 
would  be  quite  hazardous. 

Central  Nervous  System  Stimulants 

There  is  a great  deal  of  controversy  existing  as  to 
the  effects  of  the  amphetamines’^"®'  upon 

driving.  The  AMA’s  Medical  Guide  for  Physicians  in 
Determining  Fitness  to  Drive  a Motor  Vehicle,  states, 
"Although  central  nervous  system  stimulants,  such 
as  amphetamines,  temporarily  increase  alertness  and 
efficiency,  large  doses  in  some  individuals  may  pro- 
duce headache,  dizziness,  agitation,  irritability,  and  a 
decreased  ability  to  concentrate.  In  all  individuals, 
a period  of  fatigue  and  depression  follows  the  initial 
stimulation.  In  rare  instances  an  individual  may  take 
one  of  these  drugs  to  prolong  the  period  of  alert 
driving.  The  dosage  should  not  be  more  than  5 or 
10  mg.  and  without  repetition  that  day.  Drugs  of 
this  type  should  be  used  only  on  advice  of  a physi- 
cian.”’ However,  Chauncey  D.  Leake,  Ph.D.,  Assist- 
ant Dean  and  Professor  of  Pharmacology,  Ohio  State 
University,  and  formerly  Dean  of  the  University  of 
Texas  Medical  Branch  at  Galveston,  points  out  that 
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two  investigators,  Hauty  and  Payne,  in  a carefully 
controlled  statistical  study  gave  168  male  airmen  5 
mg.  of  Dexedrine.  They  maintained  efficiency  of 
judgment  and  work  performance  continually  for  7 
hours  after  administration  and  also  maintained  su- 
periority of  work  proficiency  over  controls  for  a 
period  of  7 hours.  These  tests  were  made  on  simu- 
lated pursuit  tasks  which  were  applicable  to  situa- 
tions confronting  automobile  and  truck  drivers.  Dr. 
Leake  also  points  out  that  these  drugs  do  relieve 
fatigue  in  the  muscles  and  that  this  reduction  of  the 
sense  of  fatigue  may  be  a helpful  factor  in  promoting 
wakefulness  and  alertness.  He  concludes,  "It  may 
well  be  that  the  use  of  amphetamines  will  help  in 
reducing  highway  and  traffic  accidents  due  to  fa- 
tigue and  sleepiness”.^®  Weatherall,  of  England, 
states,  "The  evidence  shows  that  in  small  doses  it 
(Benzedrine)  delays  fatigue  without  causing  any 
serious  disturbance  of  behavior  and  a night  driver 
probably  will  be  all  the  safer  for  consuming  a dose 
of  5 mg.  However,  in  larger  doses  amphetamine  has 
a variety  of  undesirable  properties  and  generally  caf- 
feine is  a much  safer  stimulant.” 

Antib'iotics 

Some  of  the  antibiotics,^’  especially  streptomycin 
and  the  sulfa  drugs,  may  produce  nausea,  loss  of 
balance  with  dizziness,  ringing  in  the  ears,  deafness, 
and  drowsiness.  Patients  receiving  more  than  1 Gm. 
of  streptomycin  daily  very  well  may  develop  dizzi- 
ness, ringing  in  the  ears,  and  deafness.  A patient  re- 
ceiving these  medications  should  be  warned  that  if 
these  symptoms  occur,  he  should  not  drive. 

Hallucinogens 

In  this  class  of  drugs,  the  most  common  is  mari- 
juana. The  author  knows  of  no  physician  who  pre- 
scribes marijuana.  Obviously,  people  smoking  mari- 
juana should  not  be  permitted  to  drive  a motor 
vehicle  because  of  the  hallucinations  which  cause  a 
complete  oblivion  of  present  surroundings.^^ 

Drugs  Impairing  Visual  Acuity 

In  general  use  today  are  many  drugs  which  cause 
dilation  or  contraction  of  the  pupil  of  the  eye  and/or 
paralysis  of  the  muscles  controlling  the  lens  of  the 
eye.  These  are  usually  administered  in  the  form  of 
^ eyedrops  in  the  ophthalmologist’s  office  and  as  a 
result  leave  the  visual  acuity  of  the  patient  impaired 
for  a varying  period  of  time,  which  can  last  as  long 
as  three  days.  Obviously,  if  a patient  has  impaired 
visual  acuity,  he  should  not  be  driving.  Most  ophthal- 
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mologists  are  well  aware  of  this  problem  and  advise 
all  of  their  patients  concerning  their  inability  to 
drive  an  automobile  during  the  period  the  drugs  are 
exerting  their  effect. 

The  belladonna  alkaloids,  of  which  atropine  is  the 
prime  example,  also  fall  into  this  class  of  drugs.  These 
are  also  anti-spasmodic  drugs  and  as  such  are  fre- 
quently used  in  treatment  of  gastrointestinal  dis- 
orders such  as  ulcers,  spasms,  cramps,  and  diarrhea. 
Thus  when  a patient  is  being  treated  with  an 
atropine-like  anti-spasmodic,  he  should  be  warned 
that  he  should  not  drive  if  his  visual  acuity  is  im- 
paired.^ 

Other  Drugs 

It  would  be  amiss  to  omit  mention  of  such  drugs 
as  insulin,  the  drugs  used  to  treat  epilepsy,  and  the 
hypertensive  and  cardiac  drugs.’’^'  Insulin,  used 
in  the  treatment  of  diabetes,  is  a very  potent  agent. 
If  a patient  with  diabetes  has  taken  the  proper 
amount  of  insulin,  he  is  to  all  intents  and  purposes 
normal.  However,  if  he  has  taken  too  little  or  none 
or  too  much,  he  will  have  symptoms  either  of 
diabetes  or  of  hyperinsulinism.  In  both  conditions,  his 
fitness  to  drive  a motor  vehicle  is  strictly  impaired. 
Most  people  with  diabetes  have  learned  to  live  with 
their  disease  quite  well,  know  how  to  control  it,  and 
recognize  the  symptoms  due  to  either  lack  of  or  too 
much  insulin. 

However,  persons  who  have  very  poor  control  of 
their  disease  are  apt  to  swing  quite  readily  into 
symptoms  either  approaching  a diabetic  coma  or 
those  of  hyperinsulinism.  These  persons  should  not 
be  allowed  to  operate  a motor  vehicle. 

The  problem  of  epileptics  is  a formidable  one. 
Dilantin  Sodium,  phenobarbital,  Mysoline,  Tridione, 
and  Paradione  are  the  drugs  most  frequently  used. 
These  drugs  may  cause  ataxia,  unsteadiness,  and 
drowsiness.  Tucker  points  out  that,  "In  treatment  of 
epileptics,  60  per  cent  can  be  well  controlled,  20 
per  cent  greatly  improved,  and  20  per  cent  controlled 
with  difficulty.  Although  complete  control  of  seizures 
is  estimated  in  50  per  cent  of  cases  of  epilepsy,  80 
per  cent  may  be  controlled  to  the  point  of  leading 
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useful  lives.”^’^  Persons  whose  epilepsy  is  well  con- 
trolled with  medication  and  who  have  no  deleterious 
side  effects  should  be  allowed  to  drive  automobiles. 

Similar  points  can  be  made  concerning  medication 
used  in  the  treatment  of  heart  disease.  Drugs  such  as 
digitalis,  diuretics,  and  agents  to  lower  blood  pressure 
are  in  this  category.  Obviously,  if  a patient  can  be 
returned  to  a more  nearly  normal  state  by  the  use  of 
these  medications,  and  if  the  side  effects  are  not 
harmful,  then  this  patient  may  drive  an  automobile. 

Synergism 

The  effects  of  one  drug  often  are  augmented  by 
the  addition  of  the  second  drug.  For  instance,  it  is 
well  known  that  the  effects  of  alcohol  and  of  the  bar- 
biturates can  be  greatly  increased  by  the  use  of  both 
of  them  in  combination.  Instead  of  the  expected 
twofold  increase,  one  can  get  four  or  eightfold  in- 
creases in  effects  by  the  combination  of  these  medi- 
cations. Patients  should  be  warned  of  this  possibility. 


Discussion 

It  is  obvious  that  there  are  many  drugs  and  medi- 
cations which  can  impair  the  individual’s  ability  to 
safely  operate  a motor  vehicle.  But  what  is  the 
relative  importance  of  these  drugs  in  the  overall  pic- 
ture of  automobile  accidents,  injuries,  and  deaths  in 
the  United  States  today?  Before  legislation  in  this 
field  is  advocated,  this  question  must  be  answered. 
Except  for  alcohol,  none  of  these  drugs  have  been 
evaluated  in  this  particular  regard. 

William  Haddon,  Jr.,  M.D.,  Director,  Driver  Re- 
search Center,  State  of  New  York,  Department  of 
Health,  states  in  a letter  to  the  editor  published  in 
the  AMA  News,  "While  there  is  excellent  evidence 
that  some  accidents  are  caused  by  purely  'medical’ 
factors  it  does  not  logically  follow,  therefore,  that 
programs  and  medical  restrictions  are  justified  instru- 
ments of  social  policy. 

"It  is  necessary  that  those  who  would  set  up  pro- 
grams to  restrict  persons  with  given  medical  and 
other  characteristics  be  able  to  specify,  first,  that  such 
drivers  have  accident  rates  per  license  holder  spe- 
cifically greater  than  otherwise  similar  drivers  operat- 
ing under  the  same  conditions  of  exposure;  second, 
that  specific  numbers  of  accidents  would  be  expected 
to  be  prevented  per  1,000  such  drivers  restricted; 
third,  that  the  theoretical  gain  in  accident  prevention 
would  be  worth  the  practical  cost.  Further,  a point 
which  seems  seldom  considered,  we  do  not  yet  know 
how  to  efficiently  and  reliably  screen  drivers  in  order 
to  pick  out  those  with  most  of  the  characteristics 


said  to  be  pertinent.  On  the  basis  of  our  present 
limited  research  knowledge,  there  is  little  evidence 
that  such  programs,  despite  their  enthusiastic  and 
widespread  endorsement,  are  either  desirable  or  the- 
oretically or  practically  sound. 

"Programs  which  would  restrict  members  of  the 
public,  for  any  reason,  must  consider  not  only  the 
social  cost  of  allowing  them  to  go  unrestricted,  but 
also  the  manifold  cost  of  the  restrictions  and  of  the 
screening  programs  proposed.  It  is  easy  to  see  only 
one  side  of  this  equation.’’® . 

'The  effects  of  drugs  do  not  in  themselves  cause 
automobile  accidents.  They  may  cause  a change  in  the 
physiological  state  of  an  individual  that  would  im- 
pair him  in  his  ability  to  safely  operate  a motor 
vehicle.  It  does  not  necessarily  follow  that  this  indi- 
vidual is  going  to  have  an  accident.  We  must  re- 
member that  almost  all  of  the  drugs  enumerated 
above,  with  the  possible  exception  of  alcohol,  are 
used  to  produce  a change  for  the  better  in  the  indi- 
vidual. 

As  has  been  stated  previously,  the  effects  of  these 
drugs  on  automobile  driving  has  not  been  sufficiently 
studied  or  evaluated.  Testing  for  these  effects  pre- 
sents many  problems.  We  can  set  up  isolated  experi- 
ments in  the  laboratory  to  check  the  isolated  com- 
ponent parts  of  the  body  and  we  can  measure  such 
things  as  reaction  time  and  visual  sensitivity.  We 
can  also  set  up  mock  driving  experiments  in  the 
laboratory,  but  the  objection  to  this  type  of  testing 
is  the  fact  that  the  subjects  know  they  are  being 
tested  and  are  "on  the  spot”,  so  to  speak,  and  thus 
are  not  in  the  state  of  mind  of  the  average  driver. 
We  can  set  up  various  tests  for  driving  proficiency 
with  the  subject  being  asked  to  drive  the  car,  park  it, 
and  to  perform  other  functions  of  driving  on  an 
obstacle  course,  but  here  again,  the  subject  is  per- 
forming in  unnatural  circumstances.  Professor 
WeatheraU  in  considering  this  subject  in  his  paper, 
"Drugs  and  the  Motorist”,  states,  '"The  best  evidence 
would  be  that  from  controlled  tests  on  the  road, 
although  there  are  good  reasons  why  that  should  not 
be  done.  As  an  imaginary  example,  we  may  take  a 
dozen  car  drivers,  give  six  of  them  tablets,  the  others 
acting  as  controls,  and  then  let  them  all  loose  in 
Oxford  Street  in  a rush  hour,  or  on  a suburban  by- 
pass, and  then  assess  their  skill  in  any  appropriate 
way.  Variations  in  driving  skill  are  unlikely  to  be 
gross,  and  will  probably  require  complex  instruments 
in  order  to  be  measured  adequately.  In  any  case,  both 
ethical  and  legal  doubts  arise  about  deliberately  put- 
ting drivers  on  the  road  who  are  known  to  be  tmder 
the  influence  of  drugs.  So  we  may  regard  controlled 
experiments  on  the  road,  although  the  only  kind 
which  can  give  a rigid  answer,  as  obviously  imprac- 
ticable.”^® 

The  remaining  avenue  of  investigation  is  an  anal- 
ysis of  automobile  accidents  regarding  the  possible 
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influence  of  drugs  on  the  accidents.  Multiple  prob- 
lems beset  us  in  this  area — what  drug  had  the  driver 
been  taking?  What  was  the  percentage  of  concentra- 
tion of  the  drug  in  the  body?  What  is  the  proper 
test  for  this  drug?  If  an  unknown  drug  was  used,  it  is 
difficult  to  determine  what  specimens  should  be  ob- 
tained. However,  diligent  and  painstaking  research 
through  analyses  of  these  kinds  may  very  well  en- 
lighten our  limited  knowledge  on  this  subject  and 
may  help  answer  the  presently  unanswerable  ques- 
tions posed  at  the  beginning  of  this  article. 

Summary 

Many  drugs  can  affect  an  individual’s  ability  to 
operate  safely  a motor  vehicle.  These  drugs  may 
either  advantageously  or  adversely  affect  driving 
ability.  With  the  exception  of  alcohol,  which  ac- 
counts for  between  20  and  50  per  cent  of  all  fatal 
accidents  in  the  United  States  today,  statistics  are 
not  available  on  the  effects  of  these  drugs  on  the 
overall  accident  rate.  Statistics  of  this  nature  are 
sorely  needed  but  will  be  difficult,  if  not  impos- 
sible, to  obtain.  Legislative  remedial  aaion  probably 
is  not  indicated,  except  in  the  case  of  alcohol,  unless 
and  tmtil  the  influence  of  these  medications  on  the 
overall  accident  rate  can  be  shown  to  be  a significant 
factor. 


REFERENCES 

1.  American  Medical  Association:  Medical  Guide  for  Physicians 
in  Determining  Fitness  to  Drive  a Motor  Vehicle.  1958. 

2.  Brandaleone,  H.,  et  al.;  Recommendations  for  Medical  Stand- 
ards for  Motor  Vehicle  Drivers.  Indust.  Med.  26:25  (Jan.)  1957. 

3.  Committee  on  Accident  Prevention:  Are  Your  Patients  Fit 
to  Drive.’  Connecticut  M.J.  22:391  (May)  1958. 

4.  Dill.  D.  B.,  et  al.:  Medical  Aspects  of  Motor  Vehicle  Accident 
Prevention,  Symposium,  Group  III:  Drug  and  Chemical  Aspects, 
New  York  J.  Med.  56:3868  (Dec.  15)  1956. 

5.  Drugs  and  Driving,  Accident  Prevention — A Teaching  Guide 
for  Medical  Schools,  U.  S.  Dept.  Health,  Education  & Welfare,  Pub- 
lic Health  Service,  Bureau  of  State  Services,  Division  of  Special 
Health  Services.  Accident  Prevention  Program,  1958. 

6.  Goldman,  R.  P.:  Tranquilizers  (21  Questions  of  Dr.  Frank 
Berger),  Parade,  p.  2 (Sept.  24)  1961. 

7.  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological  Basis 
of  Therapeutics,  ed.  2.  New  York,  Macmillan  Co.,  1958. 

8.  Gradwohl,  R.  B.  H.:  Legal  Medicine,  St.  Louis,  C.  V.  Mosby 
Company.  1954. 

9.  Haddon,  W.,  Jr.:  Letter  to  the  Editor.  A.M.A.  News,  1961. 

10.  Leake,  C.  D.:  The  Amphetamines  and  the  Sleepy  Driver, 
Ohio  M.J.  53:176  (Feb.)  1957. 

11.  Many  Drivers  Reject  Selves  in  M.D.  Exams,  Medical  Tribune 
2:22  (July  10)  1961. 

12.  Medical  Science  Reports:  Tranquilizing  Drugs,  Medical  Sci- 
ence 1:42  (Feb.)  1957. 

13.  Miller,  S.  E.:  Drugs  and  Driving.  J.  Michigan  M.  Soc. 
56:1131  (Sept.)  1957. 

14.  Roe,  W.  W.,  Jr.:  Drugs  and  the  Motorist,  Speech  given  in 
May,  1961. 

15.  Tranquilizers.  Coordination,  and  Efficiency,  Medical  Science 
(Aug.  10)  1958. 

16.  Tribune  Auto  Safety  Series  V:  Man  With  One-Cylinder  Mind 
May  Be  Best  Driver,  Medical  Tribune  31:8  (July  31)  1961. 

17.  Tucker.  W.  M.:  Neurological  Diseases  in  Relation  to  Motor 
Vehicle  Operation,  Driver  Misfits,  Virginia  M.  Month.  84:576 
(Nov.)  1957. 

18.  Weatherall,  M.:  Drugs  and  the  Motorist,  Medico-Legal  Jour- 
nal 27:44,  1959. 

I Dr.  Neil,  1217  West  Cannon,  Fort  Worth. 


School-Age  Accidents  Decrease 

Eighty-one  school-age  children  in  Texas  were  victims  of  fatal  accidents  during 
the  1960-61  school  year,  17  less  than  the  98  recorded  for  the  preceding  year. 

According  to  a report  by  Lewis  Spears,  safety  consultant  for  the  Texas  Edu- 
cation Agency  in  Austin,  49  of  the  81  deaths  were  listed  as  out-of-school  and 
unrelated  to  the  school  accident  record.  Of  the  total,  32  of  the  deaths  resulted 
from  accidents  in  school  or  on  the  way  to  and  from  school. 

Statistically,  the  32  in-school  accidents  are  approximately  one-hundredth  of 
one  per  cent  of  the  more  than  two  million  children  enrolled.  Injuries  caused 
60,733  students  to  miss  55,155  days  of  school  attendance. 

In  grades  one  through  six,  one  of  every  three  school  accidents  occurred  when 
children  were  “scuffling”  or  using  playground  equipment.  In  grades  seven  through 
12,  the  greatest  number  of  injuries  was  reported  in  athletic  activities,  the  report 
revealed.  The  school  safety  report  was  featured  in  a recent  issue  of  the  Texas 
Outlook. 


Volume  58,  FEBRUARY,  1962 


97 


-4 


>54 


Symposiums  on  Severe  Injuries,  CP, 
Fallout,  Nutrition  Slated  for  TMA  Meet 


The  presentations  of  papers  by  30  out-of-state 
medical  leaders  before  general  meetings,  refresher 
courses,  section  programs,  and  programs  of  related 
organizations  are  on  the  agenda  for  some  3,500 
Texas  physicians  and  guests  who  will  attend  the 
1962  Annual  Session  of  the  Texas  Medical  Associa- 
tion, May  13-15  in  Austin. 

Three  symposiums  will  be  offered  to  registrants 
on  Sunday,  May  13.  Panelists  on  the  morning  sym- 
posium will  present  "Current  Concepts  of  Adequate 
Nutrition.”  Participants  include  Dr.  William  J.  Mc- 
Ganity,  Moderator,  Galveston;  Dr.  Grace  A.  Gold- 
smith, New  Orleans;  Dr.  Theodore  C.  Panos,  Little 
Rock;  and  Dr.  Laurance  W.  Kinsell,  Oakland,  Calif. 
The  symposium  is  to  be  sponsored  by  the  Texas 
Medical  Association’s  Committee  on  Nutrition. 

"Symposium  on  Survival:  Facts  and  Fallacies  of 
Local  Fallout  Following  Nuclear  Detonation”  will 
be  given  Sunday  from  2:30  to  4:30  p.m.  Featured 
panel  speakers  will  be  Dr.  Thomas  L.  Shipman  and 
Dr.  Payne  S.  Harris,  both  of  the  Los  Alamos  Scien- 
tific Laboratories,  Los  Alamos,  N.M.  The  Symposium 
will  be  sponsored  by  the  Association’s  Committee 
on  Nuclear  Medicine. 

The  Texas  Academy  of  General  Practice  will  also 
offer  its  "Symposium  on  the  Severely  Injured  Pa- 
tient” Sunday  afternoon.  Prominent  Texas  physicians 
will  discuss  post-traumatic  renal  failure,  abdominal 
injuries,  chest  injuries,  tirologic  trauma,  and  major 
trauma  ro  the  head.  All  AMA  members  are  invited 
to  register  at  12:30  p.m.  Symposium  attendance  will 
be  acceptable  for  six  hours  of  Category  I credit, 
American  Academy  of  General  Practice. 

Monday,  United  Cerebral  Palsy  of  Texas  will  con- 
duct its  Symposium  on  Cerebral  Palsy.  Topics  of 
particular  interest  to  the  general  practitioner  will 


be  offered.  Special  guest  will  be  Dr.  Charles  E. 
Flowers,  Jr.,  Professor  of  Obstetrics  and  Gynecology, 
the  University  of  North  Carolina. 

In  addition  to  these  items,  doctors  will  hear  pa- 
pers of  approximately  150  Texas  colleagues.  They 
will  see  scientific  and  technical  exhibits  and  a film 
program,  and  will  attend  committee  meetings,  ses- 
sions of  the  House  of  Delegates,  alumni  and  fra- 
ternity parties,  and  general  luncheons.  Sports  and 
other  entertainment  will  be  available  for  interested 
persons.  The  Woman’s  Auxiliary  will  also  meet  con- 
currently for  its  annual  convention. 

During  the  Association’s  Annual  Session,  two 
guest  speakers  will  offer  topics  via  closed-circuit 
television.  The  Eidophor  presentations  will  be  Dr. 
J.  Vernon  Luck,  Medical  Director,  Orthopaedic  Hos- 
pital, Los  Angeles;  who  speaks  on  "Hip  Joint  Prob- 
lems from  Birth  to  Old  Age,”  and  Dr.  Milton  H. 
Erickson,  Editor,  American  Journal  of  Clinical  Hyp- 
nosis, Phoenix,  who  speaks  on  "Induction  Techniques 
of  Hypnosis  and  Various  Types  of  Patients  and 
Problems”. 

Dr.  Luck  will  present  12  patients  with  hip  joint 
problems  and  will  discuss  each  case  during  a gen- 
eral meeting  session  Monday  morning.  Dr.  Erick- 
son’s presentation  will  be  made  Tuesday  afternoon 
before  the  Section  on  General  Practice.  Subjects  have 
been  secured  to  assist  Dr.  Erickson  in  demonstrat- 
ing induction  techniques  of  hypnosis  and  appropriate 
approaches  to  various  types  of  patients  and  prob- 
lems. The  section  meeting  is  open  to  all  registrants. 

Two  general  meeting  luncheons  will  be  held  dur- 
ing the  session.  Featured  speaker  for  the  Monday 
luncheon  will  be  Dr.  Thomas  Carlile,  president  of 
the  American  Cancer  Society,  who  will  discuss  "Can- 
cer Research:  'The  Changing  Scene.”  Selection  of  the 
speaker  for  the  Tuesday  general  luncheon  is  pending. 


98 


TEXAS  State  Journal  of  Medicine 


Texas  Doctors  Design 
Emergency  Room  Table 

A functional  table  to  serve  the  varied  needs  of 
most  emergency  rooms  has  been  designed  and  built 
by  Drs.  Ray  W.  Freeman,  Jean  M.  Rankin,  and  Dee 
R.  Foster  of  the  Hi-Plains  Hospital  in  Hale  Center, 
Texas. 

The  table,  permanently  mounted  to  the  floor,  fea- 
tures an  underfloor  conduit  carrying  electrical  wir- 
ing, oxygen,  and  water;  bilaterally  hinged  arm 
boards;  stirrup  attachments;  inside  storage  space;  an 
auxiliary  arm  board  and  head  board  for  irrigation  of 
wounds;  and  a top  which  can  be  elevated  from  both 
head  and  foot. 

The  table  is  centrally  mounted  in  the  emergency 
room,  with  adequate  space  on  all  sides  for  ease  of 
accessibility.  The  head  of  the  table  may  be  elevated 
to  four  positions.  On  either  side  are  two  electrical 
outlets.  On  the  right  side  are  a plug-in  type  oxygen 
flowmeter  with  attached  face  mask  and  a water  hose 
with  thumb  controlled  nozzle.  The  oxygen  outlet 
serves  a dual  purpose:  it  affords  therapeutic  oxygen 
administration  and  serves  as  a positive  pressure  ve- 
hicle for  aerosol  medicaments.  The  water  hose  is  a 
standard  dental  type  with  snap-on  connection  which 
permits  removal  for  use  on  the  other  side  of  the 
table.  Temperature  and  force  of  the  stream  are  con- 
trolled by  adjusting  the  water  tap  in  the  lavatory 
nearby. 

Space  behind  a door  is  utilized  for  a small  oxygen 
bank,  connected  to  the  oxygen  outlet  in  the  wall 
above,  and  then  by  way  of  chemically  cleaned  copper 
tubing  under  the  floor  to  the  emergency  table. 

Approximate  cost  of  labor  and  materials  for  con- 
struction and  installation  of  the  table  was  $275. 


Psychiatry,  Neurology  Institute  Scheduled 

The  Fourteenth  Annual  Institute  in  Psychiatry  and 
Neurology  will  be  held  March  8-9,  1962,  at  the 
North  Little  Rock  Division  of  the  Consolidated  Vet- 
erans Administration  Hospital. 

Three  related  conferences  will  be  held  March  7 
involving  clinical  psychology,  psychiatric  social  work, 
and  psychiatric  nursing.  Dr.  Robert  L.  Stubblefield, 
professor  and  chairman  of  the  Department  of  Psy- 
chiatry, Southwestern  Medical  School  of  the  Univer- 
sity of  Texas,  Dallas,  will  be  among  the  participants 
in  the  scientific  sessions. 

Additional  information  may  be  obtained  from  Dr. 
H.  W.  Sterling,  hospital  director.  Consolidated  Vet- 
erans Administration  Hospital,  North  Little  Rock 
Division,  Little  Rock,  Ark. 


Fig.  1.  Above.  Emergency  room  table  constructed 
of  readily  available  materials.  Photograph  shows  foot 
elevated  for  Trendelenburg  position  and  hinged  arm- 
boards  in  horizontal  position  for  minor  surgical  pro- 
cedures of  upper  extremities. 

Center,  left.  One  of  two  removable  attachments 
used  for  irrigation  of  wounds,  drainage  of  abscesses, 
and  surgical  preparation  of  an  extremity.  Right. 
Plug-in  type  oxygen  flowmeter  with  face  mask  and 
standard  dental  type  water  hose. 

Below.  Stirrup  attachments,  which  may  be  inter- 
changed with  many  types  used  on  examining  room 
tables,  and  removable  receptacle  in  place  for  gyne- 
cologic procedure. 
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Left:  Captain  Edward  V,  Rickenbacker, 
who  delivered  the  final  address  during 
the  January  Conference,  chats  with  his 
host  and  sponsor.  Dr.  George  Waldron  of 
Houston,  TMA  President  Elect. 


Right:  Guest  speakers  Robert  P.  Varley 
and  William  R.  DeMougeot  get  final 
briefing  from  Dr.  Howard  O.  Smith  of 
Marlin  (right).  Dr.  Smith  was  the  Rev. 
Varley 's  sponsor. 


Record-Breaking  Crowd 


On  Jan.  20,  549  persons,  disregarding  the  incon- 
venience of  rain  and  icy  highways,  assembled  in 
Austin  for  the  Conference  for  Physicians  and  County 
Medical  Society  Officials.  They  set  an  attendance 
record  for  a winter  meeting  in  the  headquarters 
building. 

Among  the  registrants  were  93  doctors  who  at- 
tended the  orientation  program;  also,  91  members 
of  the  Woman’s  Auxiliary  who  benefited  from  the 
first  WHAM  (Women  Help  American  Medicine) 
program  presented  in  Texas  (see  related  story,  page 
119).  There  also  were  a symposium  on  county  medi- 
cal society  administration,  a panel  discussion  on  the 
same  subject,  and  a panel  session  of  medical  service 
programs  and  1962  legislative  issues. 

Dr.  Harvey  Renger,  Hallettsville,  opened  the  con- 
ference with  an  address  entitled  "1962 — ^The  Year 
of  the  Countdown  for  Medicine.”  Describing  the 
Blue  Cross  contract  with  the  Texas  State  Department 
of  Public  Welfare  for  Part  I of  Kerr-Mills  legislation 
as  "a  thorn  in  the  side  of  the  socializers”,  he  called 
upon  Texas  physicians  to  assure  that  the  plan  covers 
the  needs  of  aged  indigent  patients  by  preserving 
their  independence  and  dignity. 

"I  know  that  the  fees  paid  physicians  are  small, 
especially  in  non-surgical  care.”  Even  though  the 


rates  allowed  appear  a mere  pittance,  he  remarked, 
it  should  be  remembered  that  recipients  of  Old  Age 
Assistance  benefits  are  of  extremely  low  income 
status,  a group  in  which  relatively  little  insurance 
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Peak  period  of  registration  tests  ingenuity  of  regis- 
trants. 


Hears  January  Conference  Speakers 


experience  has  been  acaimulated.  If  more  could  have 
been  allowed  for  physicians’  fees,  it  would  have 
been;  however,  the  program  must  be  actuarially 
sound.  Criticism  directed  toward  the  program  will 
do  only  one  thing:  weaken  the  profession’s  posi- 
tion in  its  fight  "with  the  governmental  agencies 
that  would  be  most  happy  to  control  this  portion  of 
our  life.” 

Guest  speakers  included  the  Rev.  Robert  P.  Var- 
ley,  Th.D.,  Salisbury,  Md.,  Rector  of  Salisbury  Parish; 
William  R.  DeMougeot,  Ph.D.,  Denton,  Director  of 
Debate  and  Forensics  at  North  Texas  State  Univer- 
sity; Austin  Smith,  M.D.,  Washington,  D.C.,  Presi- 
dent of  Pharmaceutical  Manufacturers’  Association; 
Ben  H.  Mitchell,  Dallas,  Chairman  of  the  Insurance 
Committee  of  the  Chamber  of  Commerce  of  the 
United  States;  and  Edward  V.  Rickenbacker,  New 
York,  Chairman  of  the  Board  of  Eastern  Air  Lines, 
Inc. 

Condensations  of  addresses  of  the  guest  speakers 
follow.  Single  copies  of  these  addresses  in  full  can 
be  obtained  from  the  office  of  the  Public  Relations 
Director,  Texas  Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  1. 

In  the  evening,  conferees  and  their  guests  were 
honored  by  a hospitality  hour  and  buffet  at  the  Dris- 
kiU  Hotel  given  by  the  Medical  Protective  Company. 


Rickenbacker:  "'Cold'  War  Is  Hot 
As  Hell's  Hinges" 

"We  cry  peace’  when  there  is  no  peace,”  said  Mr. 
Rickenbacker,  "We  tell  ourselves  that  'another  war 
is  unthinkable’  while  our  enemy  goes  right  on  ex- 
panding his  territory,  stealing  our  secrets,  undermin- 
ing our  defenses,  and  washing  our  brains  in  his 
propaganda.” 

If  we  would  defend  our  nation  and  our  way  of 
life,  we  must  be  willing  to  fight  the  enemy.  But  the 
Communists  have  managed  to  make  "aggression”  a 


Vice  chairman  Walter  Walthall  of  Sdn  Antonio  and 
Chairman  C.  E.  Oswalt,  Jr.,  of  Fort  Stockton  ready 
plans  before  Board  of  Councilors'  meeting. 


nasty  word  applicable  to  the  West’s  actions  toward 
self  defense. 

Mr.  Rickenbacker  charged  that  America,  by  sub- 
jecting her  foreign  policy  to  the  approval  of  inter- 
national associations,  had  taken  a major  step  down- 
ward. Renunciation  of  the  Monroe  Doctrine  in  favor 
of  neutralist  policies  was  one  of  the  major  factors 
in  the  success  of  the  Cuban  revolution  to  Com- 
munism, he  said. 

"Why,”  he  asked,  "are  we  so  deluded  by  the 
Kremlin  as  to  be  afraid  to  protect  our  own  nation 
and  the  Western  Hemisphere  by  military  strength 
while  the  Red  conspirators  spread  300  thousand 
agents  in  our  American  Republics  to  bring  about 
our  destruction?” 

If  the  men  in  the  current  Congress  constantly 
bear  in  mind  that  the  United  States  is  almost  en- 
circled by  Communism,  perhaps  this  nation  and  the 
free  world  can  yet  be  saved. 

Congress  must  be  more  conservative,  Mr.  Ricken- 
backer thinks,  and  he  believes  that  this  should  take 
the  form  of  abolishing  futile  foreign  aid,  re-estab- 
lishing the  American  dollar  as  the  world’s  basic 
standard  of  money,  giving  back  to  the  states  the 
powers  that  have  been  usurped  by  federal  govern- 
ment, and  dedication  to  safeguarding  the  nation  in 
case  of  nuclear  war. 

Liberals  have  been  in  power  too  long  and  have 
almost  destroyed  the  independence  of  the  people 
by  allowing  the  federal  government  to  invade  every 
field  of  endeavor  and  even  to  control  large  portions 
of  personal  income  through  taxation. 

Mr.  Rickenbacker  then  called  for  the  repeal  of  the 
sixteenth  amendment,  or  the  income  tax  law.  The 
amendment  is  exactly  what  Karl  Marx  prescribed  in 
his  Communist  Manifesto — for  income  taxation  to 
destroy  private  property  and  establish  socialism 
throughout  the  world. 

Centralization  of  government  is  an  aid  to  the 
Communists,  he  contends.  They  would  have  a tough 
time  infiltrating  and  subverting  50  sovereign  states. 
That  might  lead  to  street  fighting,  and  the  Com- 
munists are  not  interested  in  acquiring  a pile  of 
rubble.  They  want  our  industrial  organization,  trans- 
portation, and  communication  networks,  and  bank- 
ing system  in  working  order.  By  centralizing  Czech- 
oslovakia’s government  and  then  taking  it  over,  they 
acquired  a superb  and  successful  industry. 

Quoting  a speech  by  H.  W.  Prentiss,  Mr.  Ricken- 
backer concluded,  "The  historical  cycle  seems  to  be 
from  bondage  to  spiritual  faith;  from  spiritual  faith 
to  courage;  from  courage  to  liberty;  from  liberty  to 
abundance;  from  abundance  to  selfishness;  from 
selfishness  to  apathy;  from  apathy  to  dependence; 
and  from  dependence  back  to  bondage  once  more.” 

"We  are  not  yet  in  bondage,”  he  said,  "but  we 


are  at  war  to  preserve  what  liberty  we  have  left.  Let 
us  be  grateful  for  the  blessings  of  freedom  which 
God  has  given  us,  and  let  us  dedicate  our  lives  to 
this  one  struggle.” 


Varley;  "Medicine's  Mission  in  a 
Changing  Culture" 

\ 

Medicine’s  modern  mission  is  to  lead  and  to  teach. 

In  order  for  physicians  to'  lead  and  teach  in  to- 
day’s warfare  for  the  minds  of  men,  the  Rev.  Varley 
emphasizes,  they  must  know  whom  they  would  lead 
and  must  have  a clear  vision  of  where  the  warfare 
leads.  "Every  man  who  has  ever  waged  a war  . . . 
has  triumphed  because  he  wisely  used  four  words — 
situation,  problem,  strategy,  and  tactics.” 

The  present  situation,  he  maintains,  is  that  the 
cult  of  collectivism  seeks  through  legislation  to  so- 
cialize America.  The  prime  target  in  the  initial  battle 
is  American  Medicine.  Socialized  medicine  is  not  the 
goal  of  social  planners,  however.  It  is  a means  to 
achieve  tiltimate  collectivism  in  the  American  way 
of  life. 

The  underlying  problem  is  that  the  pseudosocial 
planners  are  attempting  to  erect  a socialist  super- 
structure on  a democratic  base.  Although  medicine’s 
contribution  to  human  life  has  been  great,  the  physi- 
cian is  perhaps  not  aware  enough  of  the  total  world 
in  which  he  lives.  He  has  an  obligation  to  tmder- 
stand  the  world  from  which  his  patient — his  friend 
and  fellow  struggler — comes. 

As  to  strategy,  once  the  physician  leaves  his  pro- 
fessional isolation  and  listens  to  the  voices  around 
him,  he  will  become  aware  that  he  is  not  alone  in 
the  battle.  Many  allies  spoke  for  themselves  and  for 
the  medical  profession  before  the  Ways  and  Means 
Committee  of  the  House  of  Representatives  at  hear- 
ings on  the  King-Anderson  bill  during  the  last  ses- 
sion of  Congress.  A true  strategist  wants  not  only 
to  know  all  he  can  about  his  enemy’s  weaknesses, 
but  also  about  his  allies’  strengths. 

"The  ancillary  professions  are  filled  with  those 
not  only  willing  but  ready  to  join  the  fray,  but  they 
hesitate  to  do  so  until  they  are  sought.”  Strategy 
also  should  include  means  for  the  ranks  of  medi- 
cine to  present  a united  front.  All  physicians  need 
not  agree  in  philosophy,  but  they  must  agree  in  pur- 
pose. 

The  tactics  of  victory  are  found  in  an  assault  on 
reality.  A tactical  invasion  must  be  made  upon  the 
thinking  of  all  of  our  citizenry.  "The  forces  of  folly 
have  been  doing  this  for  decades.  With  platitude 
and  promise,  the  minds  of  men  have  been  swayed 
from  the  pathway  of  human  enterprise.” 

The  field  of  battle  is  not  in  the  labyrinth  of  legis- 
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lature,  halls  of  academic  chambers,  or  committees 
of  caucus.  It  is  "in  the  homes  where  our  people  live, 
in  the  schools  where  they  learn,  in  the  offices  and 
factories  where  they  work,  and  in  the  churches  where 
they  pray. 

"As  the  physician  heals  on  the  bed  where  the  sick 
lie,  let  medicine  lead  in  the  streets  where  the  people 
live. 

"Medicine’s  Mission  is  to  man — that  both  might 
be  free.” 


DeMougeot:  "Improving  the  Case  Against 
Socialized  Medicine" 

Last  year,  when  college  debate  teams  argued  the 
pro’s  and  con’s  of  compulsory  health  insurance,  argu- 
ments that  appeared  most  frequently  in  AMA  liter- 
ature were  seldom  used  by  the  negative  team.  De- 
baters found  that  with  a few  exceptions,  these  argu- 
ments could  not  stand  logical  opposition.  Many  are 
"scare  arguments”,  and  depend  for  their  effective- 
ness not  so  much  on  logical  validity  as  on  the  emo- 
tional reactions  they  produce. 

Although  such  arguments  may  work  for  less- 
informed  audiences,  they  will  not  convince  the  criti- 
cal listeners.  Dr.  DeMougeot  pointed  out.  He  listed 
several  examples  and  gave  specific  arguments  that 
have  been  used  successfully  in  rebuttal  of  each: 

1.  National  health  insurance  will  be  a step  to- 
ward socialism. 

2.  The  federal  government  will  control  medi- 
cal care  and  both  patient  and  doctor  will  lose 
freedom. 

3.  The  quality  of  medical  care  will  deteriorate. 

4.  The  new  program  will  be  terribly  expensive. 

5.  Socialized  medicine  has  failed  in  foreign  na- 
tions, and  therefore  it  should  be  avoided  in  this 
country. 

6.  We  shouldn’t  change  our  system  of  medical 
care  because  the  American  system  of  medicine  is 
the  best  in  the  world. 

Less  vulnerable  arguments  should  be  advanced.  Dr. 
DeMougeot  contends.  Among  these  are  the  follow- 
ing: 

1.  Voluntary,  private  health  insurance  has  re- 
moved much  of  the  need  for  a governmental  pro- 
gram and  is  well  on  the  way  to  solving  the  prob- 
lem of  paying  for  medical  care.  This  is  by  far 
the  best  argument. 

2.  The  total  cost  of  medical  care  will  increase 
under  a compulsory  health  insurance  program. 

3.  It  is  siUy  to  adopt  a massive  program  for 
the  whole  (Country  to  avoid  embarrassing  the 
small  percentage  who  don’t  like  to  apply  for  wel- 
fare care. 

4.  Most  of  the  medical  expenses  we  incur,  and 


most  of  the  ones  we  avoid,  could  easily  be  han- 
dled within  patients’  incomes  if  they  would  re- 
adjust their  scale  of  values. 

Dr.  DeMougeot  also  cautioned  his  audience  to 
avoid  three  errors  of  logic  that  commonly  appear  in 
arguments  against  socialized  medicine:  (1)  exag- 
geration, (2)  omission,  and  (3)  inconsistency. 

When  he  engages  in  debate,  the  doctor  should  not 
merely  play  down  arguments  that  have  more  emo- 
tional than  logical  appeal;  he  should  go  on  the  at- 
tack more  often.  Proponents  of  socialized  medicine 
also  exaggerate  and  omit  and  are  inconsistent. 

"Remember,”  Dr.  DeMougeot  states,  "that  he  who 
advocates  a change  carries  the  main  burden  of  proof. 
Challenge  the  opposition  to  prove  that  the  need  for 
a change  is  great  enough  to  warrant  this  drastic  a 
change.  When  they  show  the  gaps  in  our  present 
payment  system,  see  if  they  can  prove  that  a large 
percentage  of  our  populace  is  unable  to  meet  the 
costs  in  some  way.” 

Dr.  DeMougeot  urged  doctors  to  encourage  pa- 
tients to  select  good  insurance  policies  by  giving 
them  the  names  of  companies  offering  good  plans. 
He  also  suggested  that  time  payments  for  large  medi- 
cal bills  be  used  more  often.  Any  patient  with  a bill 
of  more  than  $30  may  prefer  a time  payment  plan. 


Smith:  "Significance  of  Drug  Hearings" 

Dr.  Smith  stressed  the  need  physicians  have  to 
possess  complete,  factual  information  if  they  are  to 
halt  the  advances  of  those  who  would  substitute  gov- 
ernment medicine  for  private  medical  care. 

"Get  the  facts,”  he  told  his  audience.  "Gather  them 
first  hand  by  visiting  other  countries.” 

In  England,  he  said,  people  gather  in  the  doctor’s 
office  to  have  "knitting  parties”.  'We  just  wanted 
to  talk  and  this  is  a good  place  to  meet,”  they  say. 

In  Sweden,  there  is  practically  no  such  thing  as 
a general  practitioner.  Once  a patient  is  admitted  to 
the  hospital,  his  care  is  completely  taken  over  by 
hospital  personnel.  His  physician  doesn’t  get  to  at- 
tend him  there. 

In  Austria,  doctors  have  gone  on  strike  to  protest 
conditions  under  which  they  practice.  In  the  hills  of 
Greece,  one  nurse  had  sufficient  funds  to  ride  only 
50  miles  per  year. 

Therefore,  Dr.  Smith  told  his  audience,  don’t 
talk  in  generalities.  Get  the  facts.  Physicians  can  re- 
quest information  they  need  from  the  Pharmaceutical 
Manfacturers’  Association  and  from  the  American 
Medical  Association.  The  PMA  also  wiU  furnish 
speakers  for  state  medical  society  programs. 

Dr.  Smith  summarized  several  important  effects  of 
the  recent  drugs  hearings  in  Washington: 

1.  The  attack  on  the  drug  industry  came  about 
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Guest  speaker  Ben  H.  Mitchell  makes 
^ last-minute  check  on  his  itinerary  with 
his  sponsar,  Dr.  Edward  T.  Smith  of 
Houston. 


fortuitously  for  those  seeking  publicity  at  the 
time;  no  one  anticipated  a prolonged  investigation. 
A great  deal  of  confusion  has  arisen  in  Washing- 
ton and  in  the  rest  of  the  world  as  a result  of  these 
hearings;  in  Canada,  for  example,  three  somewhat 
similar  hearings  were  going  on  at  one  time. 

2.  Those  who  conducted  the  hearings  in  Wash- 
ington talked  emotionally — not  logically.  Accusa- 
tions were  freely  tossed  about.  Pressure  came  from 
the  press,  legislators,  consumers’  groups,  many  of 
whom  were  without  facts  and  spoke  emotionally, 
too.  Education  is  necessary,  especially  education 
of  representatives  of  the  press.  There  are  ways  in 
which  the  PMA  and  physicians  can  mutually  par- 
ticipate for  the  ultimate  benefit  of  patients  and 
the  country,  as  well  as  for  the  preservation  of  the 
free  enterprise  system. 

3.  The  greatest  significance  of  the  recent  drug 
hearings  is  that  they  set  up  a series  of  effects 
which  will  result  in  legislation  for  years  to  come. 
If  some  of  the  legislation  proposed  is  enacted,  it 
will  have  a devastating  effect  on  the  health  and 
the  economy  of  the  nation. 

The  concept  of  preaching  a little  freedom  has  been 
lost.  Dr.  Smith  believes.  Critics  speak  of  the  "high 
cost  of  drugs.”  Doctors  should  speak  instead  of  the 
low  cost  of  medical  care.  A patient  who  is  cared  for 
in  a mental  hospital  costs  that  institution  $1,500  a 
years.  He  could,  perhaps,  be  cared  for  without  hos- 
pitalization at  the  cost  of  75  cents  per  week  for 
tranquilizing  drugs. 


A diabetic  patient  may  need  as  much  as  $2  a week 
for  his  drugs.  The  cheaper  alternative  might  be  to 
let  him  die  at  an  early  age. 

"The  facts  are  available.  If  they  are  used,  the  tide 
that  is  developing  can  be  stemmed.  This  cannot  be 
done  by  one  doctor  or  by  one  medical  society,  how- 
ever. It  must  be  accomplished  by  all  physicians, 
members  of  their  families,  and  their  friends,  as  well 
as  business  associates,  since  physicians  will  meet  these 
individuals  as  patients  and  as  members  of  churches, 
service  or  other  clubs.” 

Mitchell:  "Sneaking  in  the  Back  Door" 

Mr.  Ben  H.  Mitchell,  president  of  the  Texas  Em- 
ployer’s Insurance  Association,  spotlighted  legisla- 
tion designed  to  expand  the  social  security  system 
into  the  disability  field  as  being  a devious  back-door 
attempt  to  promote  socialization  of  medicine. 

This  proposed  legislation  has  had  little  publicity. 
The  road  to  it  has  been  smoothed  by  quiet  legisla- 
tive decisions  beginning  in  1956.  Originally,  the 
measure  provided  that  disability  benefits  would  be 
paid  through  social  security  to  persons  over  50  years 
of  age.  Provision  was  made  to  deduct  from  social 
security  benefits,  or  to  offset,  all  disability  benefits 
received  under  workmen’s  compensation  laws.  Total 
and  permanent  disability  for  a period  of  six  months, 
with  medical  prognosis  of  long  and  indeterminate 
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recovery,  made  one  eligible  for  this  aid. 

In  1958,  deduction  of  workmen’s  compensa- 
tion benefits  was  eliminated,  thereby  duplicating 
the  benefits.  In  I960,  workers  of  all  ages  were  made 
eligible.  In  1961,  H.B.  4571  broadened  "disability” 
to  provide  payment  of  social  security  benefits  for 
disability  of  six  months  or  more  in  duration,  even 
though  the  prognosis  was  for  early  recovery.  Al- 
though this  latter  step  was  disapproved  by  the  House 
Ways  and  Means  Committee,  it  still  is  an  issue  which 
probably  will  be  reintroduced  at  this  session  of  Con- 
gress. 

At  present  in  approximately  40  jurisdictions,  be- 
cause of  the  duplication  of  workmen’s  compensation 
and  social  security  benefits,  totally  and  permanently 
disabled  workers  are  receiving  as  much  or  more  tax 
free  income  than  they  would  have  received  had  they 
been  fully  employed.  In  Texas,  such  a man  with  a 
wife  and  two  children  receives  $394  per  month  tax 
free.  Average  compensation  for  a factory  worker  is 
about  $300  per  month. 

Inevitably  there  will  arise  the  question  of  aban- 
doning the  state  system  when  benefits  are  duplicated, 
because  employers,  paying  all  the  cost  of  workmen’s 
compensation  insurance,  may  see  the  advantage  of 
combining  it  under  the  social  security  system. 

If  disability  benefits  were  to  be  financed  entirely 
through  social  security,  insurance  companies  could 
not  remain  solvent.  These  companies  then  would  be 
left  to  insure  only  the  medical  aspects  of  insurance 
for  disabled  employees,  and  the  costs  of  such  benefits 
would  be  prohibitive. 

Another  facet  of  the  situation,  Mr.  Mitchell  point- 
ed out,  is  that  rehabilitation  of  injured  workers  has 
been  increasingly  successful  in  recent  years.  One 
prerequisite  for  good  results  is  prompt  referral  to 
qualified  practitioners,  a step  unlikely  to  be  en- 
forced under  sociil  security. 

Obviously,  employees  who  have  more  income 
while  disabled  than  they  would  have  if  they  went 
back  to  work  will  be  disinclined  to  accept  and  co- 
operate with  rehabilitation.  With  the  incentive  to 
return  to  work  removed  and  the  federal  system  at- 
tempting to  give  unlimited  treatment  benefits  on  a 
nationwide  basis,  the  cost  would  become  prohibitive. 

A point  to  consider  is  this:  what  would  happen 
to  the  stamtory  rights  of  the  workman  to  sue  under 
common  law  for  work  connected  injuries?  There  is 
a further  implication.  Under  social  security,  aU  in- 
dustries would  pay  alike  and  the  incentive  to  provide 
safe  working  practices  would  be  diminished. 

Mr.  Mitchell  said  that  it  was  unlikely  that  the 
medical  profession,  as  such,  could  take  a stand  on 
this  particular  matter.  As  citizens,  however,  physi- 
cians have  the  right  and  the  duty  to  make  their 
opinions  known  to  their  legislators,  and  to  urge 
their  friends  to  do  likewise. 


Symposium  on  County  Medical 
Society  Administration 

Speakers  seasoned  in  county  medical  society  ad- 
ministration outlined  methods  for  effective  leader- 
ship at  a symposium  opening  the  1962  Conference 
for  Physicians  and  County  Medical  Society  Officials. 

Presiding  was  Dr.  Charles  E.  Oswalt,  Jr.,  Fort 
Stockton,  Chairman  of  the  Board  of  Councilors. 
Special  guests  were  members  of  the  Board  of  Coun- 
cilors. The  audience  was  composed  of  newly  elected 
county  medical  society  officers. 

The  program  consisted  of  a review  of  recent  TMA 
policy  developments  by  Dr.  Oswalt;  talks  on  society 
offices  including  that  of  president  by  Dr.  Walter 
Walthall  of  San  Antonio,  secretary- treasurer  by  Dr. 
Carlos  E.  Fuste,  Jr.,  of  Alvin,  and  program  chairman 
by  Dr.  Rex  Kirkley  of  Belton;  and  a panel  presided 
over  by  Dr.  William  H.  Gordon  of  Lubbock  and 
composed  of  Dr.  Ray  G.  Boster  of  San  Angelo,  Dr. 
Sam  A.  Nixon  of  Nixon,  Sid  Cockrell  of  San  An- 
tonio, who  is  Bexar  County  Medical  Society  execu- 
tive secretary,  and  E.  Maxwell  Jones  of  Austin,  who 
is  business  manager  of  TMA. 

Oswalt:  Recent  TMA  Policy  Developments 

Policy  regarding  relations  of  doctors  of  medicine 
with  osteopaths  was  reviewed  by  Dr.  Oswalt.  Al- 
though the  AMA  as  of  last  June  relaxed  its  position 
and  authorized  state  medical  societies  to  make  their 
own  decisions  regarding  this  matter,  the  TMA  Board 
of  Councilors  has  not  changed  its  position.  It  is  still 
unethical  for  a doctor  of  medicine  in  Texas  to  as- 
sociate professionally  with  a doctor  of  osteopathy. 

Dr.  Oswalt  stated  that  although  it  is  considered 
unethical  for  a physician  to  ask  a patient  to  purchase 
from  one  drug  company  in  preference  to  another,  it 
has  not  been  specifically  declared  unethical  for  a 
doctor  to  hold  stock  in  a pharmaceutical  firm.  He 
did  point  out  that  the  doctor  who  owns  such  stock 
may  be  laying  himself  open  to  criticism  from  those 
who  contend  that  this  predisposes  to  exploitation  of 
the  patient. 

Regarding  payment  of  dues  as  a requirement  for 
election  to  honorary  or  inactive  membership  in  a 
county  society.  Dr.  Oswalt  cited  the  recent  change  in 
the  'TMA  Constimtion  and  By-Laws  (Chap.  X,  Sec. 
10,  d and  e,  paragraph  2)  which  allows  nominees 
who  in  the  preceding  year  were  in  good  fiscal  stand- 
ing to  withhold  payment  of  dues  for  the  current  year 
pending  action  on  their  nominations  by  the  House 
of  Delegates. 

Walthall:  The  President — The  Man  in  the  Driver's  Seat 

'The  president  of  a county  medical  society  should 
have  a theme  for  each  year’s  work.  Dr.  Walthall 
said.  He  urged  doctors  to  participate  in  civic  activi- 
ties. Visitors  from  outside  the  medical  profession 
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should  be  invited  to  meetings  of  the  county  medical 
society  to  acquaint  them  with  the  work  of  the  so- 
ciety. 

He  recommended  that  presidents  of  county  medi- 
cal societies  be  familiar  with  the  following  reference 
materials:  (1)  Robert’s  Rules  of  Order,  Revised; 
(2)  Texas  Medical  Association  Constitution  and 
By-Laws,  April  25,  1961;  (3)  Constitution  and  By- 
laws of  the  American  Medical  Association,  June, 
1958;  (4)  Principles  of  Medical  Ethics  of  the  AMA; 
and  ( 5 ) model  constitution  and  by-laws  of  county 
medical  societies. 

Fuste:  The  Secretary-Treasurer — Making  the  Wheels  Turn 

The  secretary  is  the  most  important  officer  in  the 
society,  according  to  Dr.  Fuste.  For  this  reason,  the 
society  should  elect  not  the  new,  as  is  often  the  case, 
but  the  experienced  member  to  this  office.  The  so- 
ciety should  seek  a man  for  the  position  who  wants 
it  and  who  will  not  feel  that  he  is  being  imposed 
on  to  do  the  work  involved.  For  best  results,  Dr. 
Fuste  believes,  the  secretary  should  be  reelected  for 
several  terms.  The  secretary  should  be  able  to  write 
easily  and  accurately  and  to  speak  publicly.  He 
should  be  diligent  in  the  collection  of  dues;  his 
minutes  should  be  typed,  dated,  and  signed;  and  his 
attendance  records  should  be  accurate.  Ideally,  he 
should  meet  with  the  president  several  days  before 
the  meeting  to  prepare  an  agenda.  When  this  is  im- 
possible, he  should  prepare  the  agenda. 

Kirkley:  Attendance,  Programs,  Committee  Work 

The  problems  of  the  program  chairman  are  attend- 
ance, programs,  and  committee  work,  said  Dr.  Kirk- 
ley. 

Ways  he  has  found  to  build  interest  and  increase 
attendance  at  county  society  meetings  are  (1)  par- 
ticipation in  activities  by  as  many  members  as  pos- 
sible, (2)  communication  with  members  before  the 
meeting  by  means  of  notices  and  a telephone  com- 
mittee, (3)  addition  of  a social  hour  before  the 
meeting  and  dinner  meetings  to  which  wives  are 
invited,  (4)  selection  of  a good  program  of  general 
interest,  and  (5)  promptness  in  starting  and  ending 
meetings. 

The  interest  of  programs  may  also  be  enhanced 
through  the  use  of  the  TMA  Speakers’  Bureau,  con- 
gressmen, key  professional  men  of  the  community, 
television  series,  adult  education  lectures,  and  coun- 
seling programs  for  premedical  students. 

Dr.  Kirkley  cited  five  reasons  why  a committee 
fails:  (1)  no  need  for  it,  (2)  inadequate  instruc- 
tion, (3)  inadequate  funds,  (4)  poor  selection  of 
membership,  and  (5)  inadequate  leadership. 


Panel:  County  Medical  Society  Administration 

Dr.  WiUiam  H.  Gordon  of  Lubbock,  Councilor 
of  the  Third  District,  was  moderator  of  a panel  on 
county  medical  society  administration.  Panel  partici- 
pants were  Dr.  Ray  G.  Boster,  San  Angelo,  President 
of  Tom  Green-Eight  County  Medical  Society;  Dr. 
Sam  A.  Nixon,.  Nixon,  Secretary  of  Gonzales  County 
Medical  Society;  Mr.  Sid  Cockrell,  San  Antonio, 
Executive  Secretary  of  Bexar  County  Medical  Society; 
and  Mr.  E.  Maxwell  Jones,  Austin,  Business  Man- 
ager of  Texas  Medical  Association. 

Boster:  The  Medium-Sized  Society 

Even  though  most  doctors  appear  to  resent  the 
need  for  political  interest,  they  must  subscribe  to  the 
fact  that  these  are  medical-political  years.  More  ef- 
fectual doctor  participation  in  medical  societies  can 
be  obtained  through  exploitation  of  this  viewpoint. 
Dr.  Boster  believes. 

In  the  last  few  years,  while  he  served  his  society 
of  about  90  members  from  an  area  of  eight  counties. 
Dr.  Boster  learned  what  the  brush  doctor’s  image  of 
himself  is.  Among  the  San  Angelo  physician’s  ob- 
servations were  that  almost  every  one  fancies  him- 
self as: 

1.  An  individual  responsible  peculiarly  to  him- 
self, to  his  personal  principles,  to  his  patients’  needs, 
and  to  public  morality. 

2.  Independent  and  autonomous  in  these  judg- 
ments of  himself. 

3.  Perennially  confessed  and  forgiven  if  he  treats 
his  patient  well. 

4.  Overworked  yet  overcompetitive;  indeed,  angry 
at  other  doctors’  pictures  appearing  too  often  in  the 
news. 

5.  Submissive  to  medical  organizations  and  con- 
vinced that  he  has  done  more  than  his  share  of 
civic  and  organizational  chores. 

6.  Possessed  of  an  inordinate  faith  in  tradition; 
too  Tory,  even  when  he  is  fully  informed;  and,  in 
general,,  magnifying  the  sanctity  of  Constimtions 
and  of  prior  habit  and  custom. 

7.  Submissive  to  collective  duty,  for  example,  at- 
tendance at  meetings,  service  on  committees,  and 
service  in  charity  duties.  Attendance  is  stimulated  by 
announcement  of  meetings  at  which  a meal  is  to  be 
served,  a boost  in  dues  is  a possibility,  the  Constitu- 
tion may  be  amended,  and  publicity,  good  or  bad, 
may  result. 

8.  Competitively  suspicious,  but  warm  and  fully 
conscientious. 

Nixon:  The  Small  Society 

Until  a short  time  ago,  Gonzales  County  Medical 
Society,  composed  of  eight  members,  was  meeting  ir- 
regularly and  infrequently,  which  gave  members  and 
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Panelists  Sid  Cockrell  of  Son  Antonio,  Dr.  Sam  A. 
Nixon  of  Nixon,  E.  Maxwell  Jones  of  Austin,  and 


Ray  G.  Boster  of  San  Angelo  outline  strategy  for 
morning  session  on  county  medical  society  admin- 
istration. 


the  society  little  benefit.  This  situation  was  corrected 
by  a decision  to  meet  regularly  every  other  month 
with  one  member  acting  as  host  to  the  entire  society 
and  Auxiliary.  He  was  to  be  responsible  for  the 
social  hour,  dinner,  program  (including  guest  speak- 
er) and  the  check.  It  was  realized  that  this  plan 
occasionally  would  create  inequities,  but  in  actuality, 
nobody  has  minded  at  all. 

The  responsibility  of  the  secretary  is  to  remind 
the  host  sufficiently  in  advance  to  get  the  meeting 
arranged  and  to  re-remind  him  if  necessary;  then, 
using  a double  postal  reply  card,  to  communicate 
information  about  the  forthcoming  meeting  to  the 
society’s  members,  with  the  reply  card  being  ad- 
dressed to  the  host  for  his  information. 

Since  this  plan  was  adopted,  attendance  at  the 
society’s  meetings  has  been  100  per  cent  with  but 
few  exceptions,  and  those  were  attributed  to  the 
usual  medical  necessities. 

Jones:  County  Society  Liaison  With  TMA 

Mr.  Jones  reminded  his  audience  that  election  to 
membership  is  the  basis  for  activities  in  the  county 
society,  and  in  state  and  national  medical  organiza- 
tions, as  well.  Membership  is  initiated  by  the  county 
society  through  acceptance  of  the  application  and 
dues  of  a prospective  member.  After  the  application 
is  approved  by  the  society’s  board  of  censors  and 
the  member  has  been  elected  to  society  membership. 


his  application  and  dues  should  be  sent,  along  with 
a dues  transmittal  form,  to  the  central  office.  It  is 
important  that  both  application  and  dues  be  sent 
because  the  former  is  the  official  notification  of 
election  to  membership  as  well  as  identification  of 
the  member  and  the  latter  establish  membership  for 
the  year. 

Dues-exempt,  resident,  and  military  members  are 
elected  to  membership  by  county  societies  in  much 
the  same  manner  as  regular  members.  Inactive  and 
honorary  members,  however,  are  nominated  by  the 
county  society  and  elected  by  the  House  of  Dele- 
gates. Occasionally,  a member  of  the  county  society 
wishes  to  serve  a residency  in  another  city  or  state 
but  intends  to  return  to  his  society  upon  comple- 
tion of  the  residency.  If  he  is  elected  to  leave-of- 
absence  status,  this  will  prevent  his  being  consid- 
ered a provisional  member  when  he  returns.  All 
new  members  and  those  who  have  been  transferred 
from  other  societies  must  serve  a two-year  provi- 
sional period  and  must  attend  an  orientation  pro- 
gram within  that  time.  If  circumstances  require  that 
more  than  one  provisional  period  be  served,  it  is 
not  necessary  to  attend  more  than  one  orientation 
period;  however,  the  restrictions  on  holding  office, 
endorsing  applications,  and  serving  as  a delegate  or 
alternate  delegate  to  the  state  association  continue. 

The  TMA  By-Laws  require  that  secretaries  of 
county  societies  file  annual  reports  not  later  than 
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Feb.  1 of  each  year.  In  addition  to  the  regular  reports 
of  membership  and  dues  transmittals,  reports  are 
required  listing  officers,  provisional  members,  non- 
affiliated  physicians,  members  received  on  transfer, 
members  transferred  to  other  societies,  members  who 
died  during  the  year,  and  members  removed  from 
the  county  without  transferring. 

Manuals  for  secretaries  and  treasurers  outline 
duties  of  the  offices,  membership  regulations,  the 
amount  and  time  of  collecting  dues,  and  the  reports 
to  be  prepared.  Three  deadlines  are  important: 

Feb.  1:  the  date  by  which  the  county  society’s  re- 
port should  be  sent. 

April  1:  Members  whose  dues  are  not  paid  by  this 
date  become  delinquent  and  lose  the  privileges  of 
voting,  holding  office,  or  attending  the  Annual  Ses- 
sion. They  may  be  reinstated  by  payment  of  dues 
before  the  end  of  the  calendar  year. 

Dec.  31:  Members  whose  dues  have  not  been  paid 
by  this  time  must  be  dropped  from  membership. 
They  may  re-apply  but  will  have  the  same  status  as 
new  members  and  must  fill  out  a new  application 
form. 

Mr.  Jones  offered  the  help  of  the  central  office 
staff  in  supplying  the  forms  needed  in  connection 
with  membership  and  in  helping  to  solve  perplexing 
situations  regarding  membership  status  and  the 
amount  of  dues  to  be  paid. 

Cockrell:  The  Large  Society 

In  Mr.  Cockrell’s  opinion,  the  main  administrative 
problem  in  a large  county  medical  society  is  time — 
time  required  to  do  satisfactorily  the  many  things 
which  are  required  of  a large  society.  Staff  members, 
of  course,  want  to  do  everything  they  can  for  the 
officers,  committees,  and  members.  Nevertheless, 
they  must  not,  from  the  administrative  standpoint, 
allow  themselves  to  be  in  the  position  of  taking  over 
the  society  from  its  members.  The  society’s  office 
can  handle  the  details  but  should  not  be  responsible 
for  making  decisions  or  arranging  programs. 

The  larger  the  society  becomes,  the  more  detailed 
the  work  that  is  involved.  In  the  last  six  years  the 
Bexar  County  Medical  Society  has  grown  by  more 
than  150  members.  An  increasing  number  of  tele- 
phone calls  are  coming  into  the  office.  The  society’s 
staff  has  remained  the  same  except  for  a half-time 
secretary.  As  more  services  are  expected  of  the 
county  society’s  office,  dues  must  increase  in  order 
to  take  care  of  these  administrative  services. 

Some  large  county  societies  have  erected  buildings 
which,  although  they  serve  an  extremely  useful  pur- 
pose, have  caused  more  work  for  the  staff.  Some 
societies,  for  example,  have  large  Blue  Cross-Blue 
Shield  group  plans  or  do  work  for  related  medical 
organizations  in  the  community.  AU  of  this  requires 
time,  sufficient  personnel,  and  sufficient  money  to 
hire  an  adequate  staff. 


Medical  Service  Programs  and  Legislative  Issues 

Dr.  R.  Mayo  Tenery,  TMA  Vice  President,  Waxa- 
hachie,  moderated  a panel  in  which  the  following 
participated: 

Walter  R.  McBee,  Dallas,  Executive  Director  of 
Blue  Cross-Blue  Shield  of  Texas,  Inc.;  Paul  Donelan, 
LL.B.,  Washington,  D.C.,  AMA  Legislative  Attorney; 
Dr.  Milton  V.  Davis,  Dallas,  Chairman  of  TMA 
Committee  on  Military  and  Veterans  Affairs;  and 
Philip  R.  Overton,  LL.B.,  Austin,  TMA  General 
Counsel. 

McBee:  Health  Care  for  the  Aged 

Mr.  McBee  explained  that  to  many  people,  medical 
care  has  been  elevated  to  a position  along  with  food, 
shelter,  and  clothing  as  a basic  necessity  to  which 
every  person  is  automatically  entitled,  especially  if 
the  person  is  more  than  65  years  old. 

Advocates  of  one  school  of  thought  favor  making 
medical  care  the  responsibility  of  the  federal  govern- 
ment through  social  security.  'Those  of  the  other  pre- 
fer a combination  of  federal  and  state  aid  for  medi- 
cal care  of  aged  persons  who  cannot  afford  it.  'The 
Kerr-Mills  Law  upholds  the  latter  view,  and  estab- 
lishes health  benefit  programs  for  recipients  of  Old 
Age  Assistance  and  for  others  who  cannot  afford  un- 
usually large  medical  costs.  The  law  also  determines 
the  amount  of  federal  participation  in  the  program, 
and  stipulates  that  all  payments  be  made  directly  to 
the  vendor  of  the  health  services  rather  than  to  the 
patient.  It  leaves  to  the  discretion  of  the  state  which 
services  shall  be  provided  and  how.  It  also  specif- 
ically allows  federal  participation  in  expenditures 
for  insurance  premiums  for  medical  or  any  other 
type  of  remedial  care  for  the  cost  thereof. 

The  Kerr-Mills  Law  is  administered  directly  by 
the  State  Department  of  Public  Welfare,  Mr.  McBee 
explained,  and  the  Department  has  contracted  with 
Group  Hospital  Service,  Inc.,  for  health  insurance 
coverage  of  Texas’  aged  citizens.  Primary  benefits 
provided  will  be  similar  to  those  included  in  ordi- 
nary health  insurance  policies,  and  details  may  be 
obtained  from  Blue  Cross-Blue  Shield,  Main  at  North 
Central  Expressway,  Dallas  22.  In  addition  to  the 
direct  medical  and  surgical  benefits,  some  money 
from  the  federal  funds  wiU  be  allocated  for  nursing 
home  care  when  a "doctor  certified’’  need  exists. 

'The  implementation  of  this  plan  is  an  important 
first  for  Texas,  since  no  other  state  has  contracted 
with  an  independent  voluntary  prepaid  health  care 
underwriter  to  insure  such  a program.  A special 
benefit  is  that  the  good  cooperation  between  Blue 
Cross  and  the  doctors  of  Texas  has  enabled  Blue 
Cross  to  guarantee  that  97  cents  out  of  every  dollar 
expended  will  be  available  for  actual  health  care 
benefits.  In  no  case  can  more  than  three  cents  of 
each  dollar  be  expended  for  operational  and  admin- 
istrative expenses. 
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Donelan;  Pension  Bill  for  Self-Employed 

The  bill  to  encourage  establishment  of  voluntary 
pension  plans  by  self-employed  persons,  H.R.  10, 
may  be  passed  by  this  Congress.  Since  it  is  long  and 
detailed,  this  report  is  necessarily  a thumbnail  sketch 
of  its  provisions.  As  passed  by  the  House,  the  bill 
would  authorize  the  self-employed  person  an  annual 
deduction  of  up  to  10  per  cent  of  his  earnings  from 
self-employment  (this  excludes  investment  income) 
or  $2,500,  whichever  is  smaller.  If  the  individual  has 
four  or  more  full-time  employees,  he  would  be  re- 
quired to  establish  a retirement  plan  for  all  em- 
ployees who  had  been  in  his  employ  for  more  than 
three  years.  In  the  latter  instance,  the  10  per  cent- 
$2,500  limitation  would  not  apply,  but  the  percent- 
age set  aside  for  the  employer  could  nor  exceed  the 
percentage  of  employees’  income  set  aside  for  them. 

A major  argument  of  the  Treasury  Department 
against  the  House  version  of  the  bill  was  that  it 
would  cause  a revenue  loss  of  $365  million  a year. 
The  Senate  Finance  Committee  advocates  a bill  with 
a different  formula  for  computing  the  deduction, 
which  it  believes  would  reduce  the  revenue  loss  to 
about  $200  million  a year.  Under  the  Committee’s 
version,  the  self-employed  individual  would  be  al- 
lowed to  set  aside  10  per  cent  of  income  earned 
from  personal  services,  or  $2,500,  whichever  is 
smaller,  but  he  would  be  granted  a fuU  deduction  for 


only  the  first  $1,000,  and  a 50  per  cent  deduction 
on  the  remainder. 

The  Committee  version  also  has  a different  pro- 
vision for  the  self-employed  who  have  employees. 
To  be  eligible  for  the  deduction,  a self-employed  per- 
son would  have  to  establish  a retirement  plan  for 
any  employees  who  had  a tenure  of  three  years,  re- 
gardless of  the  number  of  his  employees. 

Under  both  the  Committee  and  House  versions  of 
the  bill,  retirement  plans  can  take  any  of  several 
forms.  Both  versions  also  have  provisions  dealing  with 
excess  contributions  in  behalf  of  an  owner-employee; 
coordination  of  the  plan  with  social  security  benefits; 
death  of  the  self-employed  individual;  and  death, 
estate,  and  gift  taxes,  among  other  things.  A more 
detailed  analysis  of  both  versions  is  available  on 
Request  from  the  AMA  Legislative  Department, 
535  N.  Dearborn,  Chicago  10. 

Because  the  Senate  Committee’s  biU  has  bipartisan 
support,  it  probably  will  be  the  one  enacted.  The 
American  Thrift  Assembly,  which  is  coordinating 
the  campaign  for  the  enactment  of  H.R.  10,  has 
received  pledges  of  support  from  between  65  and 
76  senators.  Senators  Yarborough  and  Tower  have 
not  yet  taken  a public  stand  on  the  issue. 

Letters  from  people  who  own  small  businesses — 
gas  station  attendants,  grocers,  farmers  or  ranchers, 
barber  and  beauty  shop  operators  to  name  a few,  are 
effective.  If  each  Senator  receives  at  least  500  letters 


Afternoon  panelists  Paul  Donelan,  Dr.  Milton  V. 
Davis,  Walter  R.  McBee,  and  Philip  R.  Overton  ex- 


change ideas  just  before  panel  discussion  on  legisla- 
tion. 
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from  such  individuals  advocating  the  establishment 
of  voluntary  pension  plans  by  self-employed  indi- 
viduals, there  would  be  no  question  of  his  support. 
I urge  each  physician  to  urge  at  least  two  such  per- 
sons to  write  these  Congressmen.  Since  this  bill  prob- 
ably will  be  considered  in  the  Senate  early  in  this 
session,  the  time  for  letters  is  now. 

Davis:  Physicians'  Role  in  Reducing  VA  Patient  Census 

The  largest  system  of  hospitals  in  the  world,  sup- 
ported by  tax  funds,  is  the  one  operated  by  the 
Veterans  Administration.  Average  daily  in-patient 
census  is  about  111,000,  and  3,000  more  patients  are 
in  contract  beds  in  other  hospitals.  VA  hospitals  are 
aided  in  their  operations  by  private  physicians,  many 
of  whom  oppose  federal  encroachment  on  medicine. 

Regularly,  85  per  cent  of  patients  discharged  from 
VA  hospitals  are  treated  for  conditions  in  no  way 
related  to  service-connected  disability.  Where  do  the 
patients  come  from?  More  than  half  are  referred  by 
private  doctors. 

Strangely  enough,  VA  officials  have  publicly 
stated  that  patients  with  non-service  connected,  acute 
medical  and  surgical  problems,  who  require  elective 
surgery,  are  essential  for  maintenance  of  their  resi- 
dency programs.  Thus  these  hospitals  compete  di- 
rectly against  private  hospitals,  against  local  and  re- 
gional postgraduate  training  programs,  against  pri- 
vate doctors,  and  against  the  patient  not  in  a VA 
hospital  for  adequate  medical  care.  The  hiring  of 
thousands  of  medical  personnel  by  the  VA  effective- 
ly trims  the  supply  available  to  other  hospitals,  and 
since  government-financed  hospitals  offer  higher 
pay  scales  which  must  be  matched  by  private  groups, 
they  contribute  to  the  increased  cost  of  private  hos- 
pital care. 

What  can  we  do?  Many  things  have  been  tried, 
and  all  have  failed.  The  only  effective  way  left  is  to 
decrease  appropriations  by  decreasing  the  in-patient 
census.  There  is  only  one  way  to  accomplish  this. 


and  that  is  for  private  doctors  to  stop  sending  pa- 
tients to  VA  hospitals.  Other  routes  of  referral  for 
truly  needy  patients  are  available.  We  must  use 
them. 

Overton:  "Implementing  Our  Legislative  Objectives" 

Mr.  Overton,  who  is  TMA  General  Counsel,  re- 
minded his  audience  that  all  members  of  the  House 
of  Representatives  and  of  the  Senate  will  have  to 
run  for  office  this  year.  He  mged  physicians  to  ac- 
cept speaking  engagements  before  civic  organiza- 
tions and  other  groups  to  help  others  understand 
the  legislation  they  oppose.  Speakers  should  be  pre- 
pared to  present  their  viewpoints  affirmatively.  They 
not  only  should  tell  their  listeners  that  a problem 
exists;  they  also  should  inform  them  of  measures 
the  medical  profession  advocates  in  its  solution. 

Thus,  the  physician  should  read  regularly  mail 
from  his  colleagues  and  medical  societies.  "The  free- 
doms you  enjoy  in  your  profession  are  worth  a 
couple  of  minutes  of  your  time.” 

Mr.  Overton  offered  ten  suggestions  for  writing 
Congressmen: 

1.  Address  them  properly.  Don’t  confuse  a sen- 
ator with  a representative;  Texas  has  only  2 sena- 
tors but  21  representatives. 

2.  Be  local.  Tell  how  a national  question  affects 
your  business,  your  community,  your  state. 

3.  Be  businesslike.  If  you’re  for  something,  say 
so  and  tell  why.  If  not,  don’t  hedge  but  tell  why 
not. 

4.  Be  specific.  Make  your  letter  brief  and  to  the 
point. 

5.  Be  polite.  Life  is  not  so  short  but  that  there 
is  always  time  enough  for  courtesy. 

6.  Be  reasonable.  Ask  only  practical  action. 

7.  Be  yourself.  Use  your  own  letterhead  and 
your  own  letter  style.  Handwritten  letters,  if  legi- 
ble, are  most  effective. 


During  luncheon  break,  three  members 
of  Council  on  Medical  Education  and 
Hospitals  get  ready  to  dig  in.  Left  to 
right,  Drs.  John  L.  Matthews  of  Son  An- 
tonio, A.  J.  Gill  of  Dallas,  and  G.  V. 
Brindley,  Jr.,  of  Temple. 


Councilor  Secretary  Carlos  E.  Fuste  of 
Alvin  picks  up  dessert — and  heads  for 
a table. 


8.  Ask  for  an  answer.  Once  you  have  set  forth 
your  opinion  and  given  reasons  for  it,  ask  your 
Congressman  where  he  stands. 

9.  Be  appreciative.  Thank  him  for  his  good 
votes,  compliment  his  better  speeches,  and  give  a 
word  of  praise  to  his  staff,  too. 


10.  Be  informed.  Before  you  write,  know  what 
you  are  talking  about  and  make  certain  that  you 
understand  the  pro’s  and  con’s.  Know  the  stand 
that  is  taken  by  your  professional  organizations — 
the  American  Medical  Association,  Texas  Medical 
Association,  and  your  county  medical  society. 


Part  of  crowd  which  filled  Journal  Office  to  capacity  during 
WHAM  program  is  shown.  Ninety-one  county  auxiliary  chairmen 
attended. 

Insert:  Mrs.  Lee  Ann  Elliott,  legislative  research  associate  of 
AMA,  and  Mr.  Bernard  P.  Harrison,  legislative  attorney,  con- 
ducted the  WHAM  program. 


Volume  58,  FEBRUARY,  1962 


111 


Council,  Committee  Reports 


Hospital  License  Amendment  Approvei 
Emergency  Self-Help  Course  Appraisee 


The  Difference  between  "hospital”  and  "over- 
night facility”  was  debated  by  the  Executive  Board 
of  Texas  Medical  Association  on  Jan.  21  in  Austin. 

Presented  to  the  Board  by  the  Council  on  Medical 
Jurisprudence,  the  definition  could  affect  many  Texas 
physicians.  The  Council  approved  for  submission  to 
the  Texas  Legislature  an  amendment  to  the  Hospital 
Licensing  Law  which  re-defines  the  term  "hospital” 
in  two  categories,  general  and  special.  As  submitted, 
the  amendment  reads: 

The  term  "general  hospital”  means  any  establishment 
offering  services,  facilities,  and  beds  for  use  beyond 
twenty-four  (24)  hours  for  two  (2)  or  more  non- 
related  individuals  requiring  diagnosis,  treatment  or 
care  for  illness,  injury,  deformity,  abnormality,  or  preg- 
nancy, and  regularly  maintaining  at  least  clinical  lab- 
oratory services,  diagnostic  X-ray  services,  treatment  fa- 
cilities which  would  include  surgery  and/or  obstetrical 
care,  and  other  definitive  medical  or  surgical  treatment 
of  similar  extent. 

The  term  "special  hospital”  means  any  establishment 
offering  services,  facilities  and  beds  for  use  beyond 
twenty-four  (24)  hours  for  two  (2)  or  more  non- 
related  individuals  who  are  regularly  admitted,  treated 
and  discharged  and  require  services  more  intensive  than 
room,  board,  personal  services  and  general  nursing  care 
and  which  has  clinical  laboratory  facilities,  diagnostic 
X-ray  facilities,  treatment  facilities  and/or  other  defini- 
tive medical  treatment  and  has  a medical  staff  in  regu- 
lar attendance,  and  maintains  records  of  the  clinical 
work  performed  for  each  patient. 

"Since  the  implementation  of  the  vendor  medical 
care  program  in  Texas,”  Council  Chairman  Dr.  Rob- 
ert D.  Moreton  told  the  Board,  "numerous  institu- 
tions are  desiring  licensure  in  order  to  collect  the 
payments  allowed  hospitals,  as  compared  with  the 
lower  rates  for  convalescent  and  ntirsing  home  care, 
when,  in  fact,  they  are  not  hospitals.  This  amend- 
ment, if  passed,  will  eliminate  this  abuse.” 

In  addition,  Dr.  Moreton  told  the  Board,  the 
amendment  will  enable  physicians  who  have  over- 
night facilities  in  their  clinics  and  offices  to  keep 
from  having  to  be  licensed  as  a hospital  when  such 


is  not  the  case  and  the  physicians  concerned  do  not 
desire  such  licensure. 


At  press  time  the  Texas  Legislature  had 
passed  the  amendment  defining  a hospital, 
referred  to  in  the  accompanying  story,  and 
had  sent  it  on  to  Governor  Price  Daniel, 
where  it  awaits  his  final  signature. 


Dr.  Moreton  also  reported  to  the  Board  that  his 
Council  had  encouraged  the  Committee  on  Trans- 
portation Safety  to  begin  an  intensive  educational 
program  through  civic  groups  and  auxiliaries  on 
pertinent  safety  recommendations.  Legislation  on  the 
items  is  proposed  for  submission  to  the  Texas  Leg- 
islature in  1963. 

The  Committee  has  requested  legislation  which 
would  involve  (1)  implied  consent;  (2)  acceptance 
of  a blood  alcohol  level  of  0.1  per  cent  as  prima 
facie  evidence  of  intoxication;  (3)  re-examination 
of  drivers  over  65  every  two  years  and  drivers  under 
65  every  six  years;  (4)  driver  education  programs 
in  public  schools;  and  (5)  installation  of  seat  belts 
in  all  new  automobiles  sold  in  Texas. 

Legislation  on  two  other  topics  was  discussed  by 
the  Council.  The  Committee  on  Blood  Banks,  which 
had  requested  legislation,  was  asked  to  submit  its 
recommendations  on  a proposed  bill  which  would 
relieve  from  liability  for  implied  warranty  of  the 
product  corporations  that  are  engaged  in  production 
of  human  blood  for  transfusion  purposes. 

The  Council  also  will  ask  an  Association  commit- 
tee to  investigate  the  need  of  legislation  for  protec- 
tion of  maternal  and  perinatal  study  committees  and 
other  medical-audit  study  committees. 
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Emergency  Self-Help  Course 

An  instructional  course  in  medical  self-help 
training  and  a pilot  trial  plan  by  several  county  so- 
cieties were  endorsed  by  the  Executive  Board. 

In  a joint  resolution  to  the  Board,  the  Committees 
on  Public  Health  and  Emergency  Medical  Service 
asked  Association  approval  of  an  instructional  course 
prepared  by  the  American  Medical  Association  and 
the  Office  of  Civilian  Defense  Mobilization.  The 
course  is  designed  to  instruct  lay  people  in  the  care 
of  the  sick  and  injured  in  the  event  of  disaster.  The 
Committees,  in  addition,  recommended  that  a pro- 
fessional person,  preferably  a physician,  be  in  at- 
tendance at  the  lesson  on  emergency  childbirth. 

In  other  action,  the  Executive  Board  concurred 
with  the  Council  on  Public  Relations  and  Public 
Service  which  reaffirmed  a previous  recommenda- 
tion that  the  General  Practitioner  of  the  Year  Award 
be  discontinued.  Instead,  the  Coimcil  recommended 
that  any  outstanding  physician  deemed  worthy  by 
his  county  medical  society  and/or  physicians  of  the 
state  be  eligible  for  the  award. 

Winners  of  the  Anson  Jones  Award  for  distin- 
guished writing  in  medical  journalism  were  selected 
by  the  Council,  but  names  were  to  be  revealed  later. 

Dr.  H.  C.  Sehested,  chairman  of  the  Council  on 
Annual  Session,  reported  that  the  scientific  program 
for  the  1962  Annual  Session  shoxild  be  "exception- 
ally strong”. 

The  May  13-15  Annual  Session  will  feature  29 
prominent  guest  speakers,  approximately  60  special 
speakers,  and  150  member  physicians.  Ten  scientific 
sections;  22  specialty  and  related  medical  societies 
meeting  concurrently;  films;  110  technical  exhibits; 
more  than  70  scientific  displays;  and  four  symposi- 
ums and  seminars  will  be  included.  In  addition,  Ciba 
Pharmaceutical  Co.  will  sponsor  closed  circuit,  live 
television  presentations  on  hip  injuries  and  on  hyp- 
nosis. 


Dr.  Harvey  Renger,  TMA  President,  scores  a point. 


Approved  as  headquarters  hotels  for  the  1963  An- 
nual Session,  April  28-30,  in  Dallas  were  the  Adol- 
phus and  Baker  Hotels.  Headquarters  for  the  Wo- 
man’s Auxiliary  will  be  the  Statler-Hilton  Hotel. 

Accepted  for  information  only  by  the  Executive 
Board  was  the  report  of  the  Council  on  Constitution 
and  By-Laws  which  considered  the  selection  of  and 
possible  limitation  of  terms  for  the  delegates  and 
alternate  delegates  to  the  American  Medical  Associ- 
ation. At  present,  the  Council  plans  no  specific 
recommendations  to  the  House  of  Delegates. 

Chairman  Dr.  John  L.  Matthews  of  the  Council 
on  Medical  Education  and  Hospitals,  reported  his 
Council’s  recommendation  that  Texas  Medical  As- 
sociation review  the  budget  requests  of  the  Uni- 
versity of  Texas  for  medical  activities  and  that  it 
support  the  University  in  aU  requests  which  it  con- 
siders justified.  The  recommendation  was  approved. 

The  Council  on  Medical  Service  and  Insurance  re- 
viewed reports  of  several  insurance  programs,  in- 
cluding the  new  vendor’s  medical  care  program 
( Kerr-Mills  Law ) . Representatives  from  Blue  Cross- 
Blue  Shield  of  Texas  appeared  before  the  Committee 
on  Health  Insurance  to  discuss  the  vendor’s  program. 
The  Committee  also  discussed,  but  did  not  make  any 
recommendations  on,  the  proposed  plan  of  the  Na- 
tional Blue  Shield  Association  for  national  coverage 
of  physician  services  for  persons  over  65  with  mod- 
est resources  or  low  family  incomes. 

The  Committee  on  Association  Insurance  Pro- 
grams reported  that  it  will  further  investigate  an 
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AMA  Delegate  Dr.  E.  P.  Hall, 
Jr.,  of  Fort  Worth  and  Dr.  H.  V. 
Hedges  of  Hico,  member  of  the 
Committee  on  Contract  Medi- 
cine, acquire  copies  of  guest 
speakers'  addresses  for  their 
files. 


offer  by  Great  American  Reserve  Insurance  Co.  to 
continue  the  25  per  cent  bonus  in  death  benefits 
for  the  calendar  year  1962.  The  company  presented 
a proposal  for  true  group  life  insurance  under  the 
provisions  of  a law  recently  passed  by  the  Texas 
Legislature  allowing  professional  associations  to  have 
group  life  insurance.  If  adopted,  the  program  would 
supplement  the  present  life  insurance  program  and 
would  not  change  it  in  any  way. 

The  Council  on  Scientific  Advancement  referred 
to  the  Council  on  Medical  Jurisprudence  the  request 
of  the  Committee  on  Cancer  that  a bill  be  submitted 
to  the  Texas  Legislature  which  would  exempt  a 
physician  from  being  held  liable  or  from  violating 
a patient’s  trust  when  he  reports  cancer  cases  to  a 
recognized  cancer  registry. 

The  Board  concurred  with  the  Committee  on  Men- 
tal Health’s  opposition  to  the  pamphlet,  "Action  for 
Mental  Health”,  published  by  the  Joint  Commission 
on  Mental  Illness  and  Health.  The  Committee  be- 
lieves that  the  recommendations  of  the  Commission 
would  lead  to  federal  centralization  of  authority  on 
problems  of  mental  health. 

Another  recommendation  of  the  Committee  on 
Mental  Health  was  referred  to  the  Committee  on 
Association  Insurance  Programs.  The  latter  commit- 
tee is  to  determine  fair  insurance  payments  for 
treatment  of  patients  with  psychiatric  illness,  begin- 
ning with  group  insurance  coverage  for  physicians. 

The  Committee  on  Nuclear  Medicine  reported  its 
plans  for  its  1962  Symposium  on  Nuclear  Medicine, 
"Survival  and  Fallout”,  which  is  to  feature  two  speak- 
ers from  UCLA  and  the  Atomic  Energy  Commission 
at  Los  Alamos,  N.M. 


Woman's  Auxiliary 

WHAM  (Women  Help  American  Medicine),  a 
legislative  program  undertaken  recently  by  the  Wo- 
man’s Auxiliary  to  defeat  the  King-Anderson  bill, 
got  off  to  a bang  during  a symposium  on  Jan.  20. 
Representatives  of  the  AMA  presented  the  program 
to  a group  of  more  than  90  Auxiliary  members.  The 
Advisory  Committee  to  the  Woman’s  Auxiliary  re- 
ported the  successful  meeting  to  the  Executive  Board 
on  Jan.  21. 

In  addition,  the  Committee  noted  that  the  Auxil- 
iary is  continuing  programs  on  mental  health,  civil 
defense,  and  safety.  Also,  it  is  sponsoring  a program 
on  recruitment  for  health  careers  and  will  sponsor  a 
convention  of  the  Texas  Association  of  Fumre 
Nurses  this  spring. 


Sam  Thompson  Funds  Extended 
To  Southwestern  Medical  School 

Loans  to  medical  students  from  the  Dr.  S.  E. 
Thompson  Fund  will  be  extended  to  students  at 
the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  The  Board  of  Trustees  of  Texas 
Medical  Association  announced  the  new  policy, 
which  was  approved  by  Mrs.  S.  E.  Thompson. 

Last  year,  58  loans  totaling  more  than  $21,400 
were  awarded  to  students  at  the  University  of 
Texas  Medical  Branch,  Galveston.  Since  the  pro- 
gram was  started  in  1959,  the  Trustees  have  made 
139  student  loans  totaling  $62,000. 
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Trustees  Approve  Budget,  Adopt 
Policy  on  Journal  Advisory  Committee 

The  Board  of  Trustees  of  Texas  Medical  Associa- 
tion adopted  a budget  which  leaves  a smaller  margin 
of  revenue  over  expenditures  than  in  1961,  but, 
nevertheless,  an  adequate  margin. 

Reason  for  the  lower  revenue  is  the  continued 
downward  trend  in  revenue  from  Journal  advertising, 
which  declined  from  $101,000  in  I960  to  $79,000 
in  1961,  a drop  of  22  per  cent.  The  loss  in  advertis- 
ing is  attributed  to  Congressional  hearings  on  drugs, 
and  legislation  introduced  by  Senator  Estes  Kefauver 
and  Representative  John  Dingell. 

Expenditures  approved  for  1962  include  appro- 
priation of  funds  to  send  a delegation  of  25  physi- 
cians to  Washington  this  year  in  connection  with  the 
King- Anderson  bills. 

Responsibilities  of  the  Journal  Advisory  Commit- 
tee were  reviewed  and  a formal  statement  of  duties 
was  adopted.  Comprised  of  six  Austin  physicians  in 
various  fields ' of  practice,  the  Committee  acts  as  a 
physician  editor  and  accepts  or  rejects  scientific 
articles  and  editorials  which  are  scientific  in  content. 
Editorials  which  are  reflections  of  official  Associa- 
tion opinion  or  policy,  or  which  are  on  socioeco- 
nomic issues,  are  referred  to  appropriate  officers  of 
the  Association.  Members,  who  serve  anonymously, 
meet  regularly  with  the  Journal  staff  members. 

Councilors  Revise  County  Society  Model 
For  Constitutions,  Rearrange  District  3 Lines 

With  the  approval  of  the  Executive  Board  on 
Jan.  21,  the  Board  of  Councilors  revised  and  cor- 
rected the  model  Constitution  and  Bylaws  for  county 
medical  societies  to  conform  with  the  provisions  of 
the  Texas  Medical  Association  Constitution  and  By- 
Laws. 

In  addition.  Councilors,  who  met  during  the  1962 
Texas  Medical  Association  Conference  in  Austin,  ap- 
proved the  request  of  Borden,  Dickens,  Garza,  Kent, 
King,  and  Stonewall  Counties  that  the  district  lines 
be  revised  so  that  Dickens  and  King  Counties  are 
included  in  District  3 as  part  of  the  Hardeman- 
Cottle-Foard-Motley  Counties  Medical  Society,  and 
that  Garza  County  be  included  in  District  3 subse- 
quent to  acceptance  of  Garza  County  into  Lubbock- 
Crosby  Counties  Medical  Society.  The  request  will 
be  referred  to  the  House  of  Delegates  for  final  ac- 
tion. 


Postgraduate  medical  instruction  by  EM  radio  is 
being  offered  to  physicians  by  the  University  of 
North  Carolina  School  of  Medicine. 


More  Representation  in  AhAA 

Texas  physicians  may  get  another  vote  in  the 
AMA  House  of  Delegates,  if  231  more  of  their 
colleagues  become  AMA  members. 

Currently,  Texas  sends  eight  delegates,  each 
with  one  vote,  to  the  AMA  meetings. 

"As  an  important  by-product  of  our  increasing 
membership,  Texas  may  be  entitled  to  a ninth 
seat  in  the  AMA  House  of  Delegates  next  year, 
or  most  certainly  in  1964,”  Mr.  C.  Lincoln  Willis- 
ton.  Executive  Secretary  of  Texas  Medical  Associa- 
tion, reported  to  the  Executive  Board  on  Jan.  21. 
"If  we  can  add  a net  of  231  regular  or  dues- 
exempt  AMA  members  this  year,  we  will  qualify 
for  a ninth  delegate.  More  realistically,  however, 
we  may  be  an  additional  year  away  in  achieving 
the  required  8,001  AMA  members.” 

Although  Texas  Medical  Association  now  has 
more  than  8,600  members,  not  all  of  them  belong 
to  the  AMA.  The  Executive  Board  advised  the 
Headquarters  Office  to  send  letters  to  all  TMA 
members  who  are  not  AMA  members  telling 
them  of  the  advantages  of  AMA  membership. 

With  a net  gain  of  213  members  in  the  past 
year,  Mr.  Williston  also  notes  that  326  interns 
and  resident  physicians  became  members  in  1961, 
a 28  per  cent  increase  over  1959. 


Texas  Delegates  Successful  in  November; 

To  Oppose  AMA  Initiative  on  Discipline 

Texas  delegates  to  the  American  Medical  Associa- 
tion, who  were  successful  in  obtaining  approval  of 
all  five  resolutions  which  they  submitted  to  the 
AMA  Clinical  Meeting  in  November,  recently  dis- 
cussed strategy  on  opposing  another  resolution  which 
has  been  submitted  to  the  AMA. 

At  the  AMA  Clinical  Meeting,  the  delegates  re- 
ported that  they  were  successful  in  spearheading  op- 
position and  delaying  a proposal  which  would  per- 
mit the  AMA  to  assume  original  jurisdiction  in 
medical  disciplinary  cases. 

Dr.  Milford  O.  Rouse,  giving  the  report  of  dele- 
gate chairman  Dr.  J.  B.  Copeland,  stated,  "As  spe- 
cifically worded,  the  proposal  would  confer  original 
jurisdiction  to  the  AMA  to  suspend  or  revoke  mem- 
bership of  a physician,  regardless  of  whether  action 
has  been  taken  against  him  at  the  local  level.  Your 
delegates  feel  that  this  prerogative  should  continue 
to  rest  with  the  county  medical  society.” 

The  AMA  House  of  Delegates  referred  the  issue 
to  the  AMA  Council  on  Constitution  and  Bylaws 
for  further  study;  it  will  be  presented  again  at  the 
1962  Annual  Meeting  of  the  AMA  in  Chicago. 
Texas  delegates  tentatively  plan  to  present  a resolu- 
tion opposing  AMA  initiation  of  disciplinary  action. 
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Physicians  Serve^  Too 

Girl  Scouts  Observe  Fiftieth  Anniversary 


Men  in  white  can  wear  Girl  Scout  green,  too. 

In  fact,  many  Texas  physicians  are  Girl  Scouts  and 
in  the  United  States,  some  40,000  men  serve  as 
board  members,  financial  experts,  program  consult- 
ants, and  camp  physicians. 

Among  them  are  such  physicians  as  Dr.  Lorence 
Feller  of  Fredericksburg,  one  of  the  original  direc- 
tors and  founders  of  Texas-Colorado  Lakes  Council 
of  Girl  Scouts.  Others  who  have  been  active  include 
such  Austin  physicians  as  Dr.  Seldon  Baggett,  Dr. 
A.  H.  Neighbors,  Jr.,  Dr.  G.  W.  Cleveland,  Dr.  Ruth 
Bain,  and  Dr.  Elizabeth  Paterson.  Other  physicians 
serve  with  dedication  throughout  the  state.  Physi- 
cians’ wives  are  active,  too,  as  troop  leaders  and 
board  and  committee  members. 

Largest  organization  serving  girls  in  the  free 
world,  the  Girl  Scouts  register  about  3,500,000  mem- 
bers. This  includes  2,685,000  girls  and  769,000 
adults.  Since  1912,  there  have  been  18,500,000  mem- 
bers including  more  than  14,000,000  girls  and  4,- 
000,000  adults. 


This  year  the  Girl  Scouts  are  observing  their  50th 
anniversary.  Juliette  Gordon  Low,  a Southern  gen- 
tlewoman, organized  the  first  troop  of  12  girls  on 
March  12,  1912,  in  Savannah,  Ga.  To  mark  the 
golden  anniversary.  Girl  Scouts  this  year  are  plant- 
ing golden  blossoms.  Golden  flowers  to  be  planted 
for  spring,  summer,  and  fall  blooming  include  spring 
yellow  crocuses,  iris,  tulips,  daffodils,  roses,  mari- 
golds, and  chrysanthemums. 

Besides  Girl  Scouts  in  the  United  States,  many 
girls  belong  to  U.S.  Girl  Scout  troops  overseas  and 
are  called  TOPS — ^Troops  on  Foreign  Soil.  In  addi- 
tion, representatives  of  51  nations  of  the  free  world 
belong  to  the  World  Association  of  Girl  Guides  and 
Girl  Scouts. 

Girl  Scouts  are  active  in  numerous  areas,  includ- 
ing their  volunreer  work  in  hospitals  and  nurseries. 
Brownies  and  intermediate  and  senior  Girl  Scouts 
are  taught  reverence  for  nature,  service  to  the  com- 
munity, and  active  participation  as  citizens  of  the 
republic. 


In  1960,  Girl  Guide  from  the  Union  of 
South  Africa  (left),  American  Girl  Scout, 
and  Girl  Guide  from  Mexico  learn  about 
physical  rehabilitation  from  therapist  at 
Institute  of  Physical  Medicine  and  Re- 
habilitation of  New  York  University-Bel- 
levue  Medical  Center.  They  were  part 
of  group  from  foreign  countries  and 
United  States  who  worked  in  Girl  Scout 
service  project  for  handicapped  children 
in  1 960 — the  first  international  project 
of  its  kind. 
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Mading  Foundation  Grants 
$400,000  to  Baylor  Surgery  Unit 

Trustees  of  the  Cora  and  Webb  Mading  Founda- 
tion of  Houston  have  announced  a grant  of  $400,000 
in  support  of  the  activities  of  the  Department  of 
Surgery  at  Baylor  University  College  of  Medicine. 

The  grant,  which  will  help  to  underwrite  the  ex- 
pansion of  the  Cora  and  Webb  Mading  Department 
of  Surgery,  is  a four-year  extension  of  support  from 
the  local  foundation. 

In  the  past,  the  foundation  has  granted  $160,000 
for  the  continuing  operation  of  the  world  famous 
surgical  department,  and  has  made  $155,000  avail- 
able for  construction  of  the  Mading  Research  Lab- 
oratories at  the  College  of  Medicine. 

The  award  will  enable  the  department  to  increase 
the  number  of  full-time  faculty  members  in  several 
phases  of  the  surgical  work,  and  will  allow  full  utili- 
zation of  new  departmental  facilities  now  under  con- 
struction. 

Noted  particularly  for  work  in  the  field  of  cardio- 
vascular disease  at  both  the  clinical  and  experimental 
levels,  faculty  physicians  have  performed  more  than 
5,000  operations  in  this  field  since  1952. 

The  department  has  made  substantial  contribu- 
tions to  the  development  of  open  heart  surgery 
using  the  heart-lung  machine  which  has  been  modi- 
fied and  improved  in  the  department’s  own  engi- 
neering laboratory.  More  than  1,100  patients  have 
undergone  open  heart  procedures  in  Houston  hos- 
pitals during  the  past  five  years. 

Recently,  the  development  of  a portable  heart-lung 
apparams  for  use  in  emergency  procedures  has  been 
pioneered  by  this  department  of  surgery. 

Basic  research  which  must  precede  the  transplan- 
tation of  tissue  from  one  person  to  another  has  been 
undertaken  by  the  members  of  the  department,  as 
well  as  investigations  into  other  aspects  of  experi- 
mental surgery. 

JAMA  Inaugurates  Therapeutic  Number 

The  first  annual  Therapeutic  Number  of  the  Jour- 
nal of  the  American  Medical  Association  is  part  of 
the  AMA  Council  on  Drugs’  expanding  program  to 
provide  authoritative  information  to  physicians. 

The  communications  will  discuss  a number  of  the 
problems  that  physicians  have  in  attempting  to  learn 
the  significant  facts  concerning  the  properties  of 
new  drugs,  their  advantages,  and  disadvantages. 

This  will  be  an  annual  issue  of  J.A.M.A.  which 
outlines  related  items  of  current  interest  in  the  field 
of  drug  therapy,  according  to  Dr.  W.  C.  Spring,  Jr., 
secretary  of  the  Council  on  Drugs. 


Baylor  Professors  Get  Grants 
For  Basic  Science  Research 

Two  Public  Health  Service  Grants  for  basic  sci- 
ence research  have  been  awarded  to  three  Baylor 
University  College  of  Medicine  professors. 

Dr.  John  J.  Trentin  received  a $385,100  five-year 
renewal  from  the  National  Cancer  Instimte  for  his 
studies  on  the  problems  of  organ  and  tissue  trans- 
plantation. He  has  been  working  for  several  years 
toward  a solution  in  successful  homografting,  and 
has  shown  that  homografts  which  are  accepted  by 
the  host  may  reverse  course  and  react  against  the 
host  as  foreign  tissue.  Dr.  Trentin  is  chairman  of 
the  Division  of  Experimental  Biology  and  is  con- 
sultant biologist  at  the  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston. 

Dr.  Robert  A.  Liebelt,  chairman  of  the  Depart- 
ment of  Anatomy  at  the  Baylor  Institution,  and  Dr. 
Monte  Lane,  assistant  professor  of  pharmacology  and 
biochemistry  at  Baylor,  were  given  a $35,763  three- 
year  grant  for  the  study  of  chemically  induced  cancer 
in  mice.  According  to  preliminary  findings,  newborn 
animals  are  highly  susceptible  to  certain  chemical 
agents  which  can  produce  cancer  after  parenteral 
injection.  Chemotherapeutic  agents  will  be  given 
before  the  appearance  of  the  chemically  induced 
neoplasms,  in  an  effort  to  prevent  subsequent  clini- 
cal manifestations  of  the  cancer. 


Management  of  Trauma 
Is  Postgraduate  Topic 

A three-day  postgraduate  course  on  management 
of  trauma  will  be  held  March  7-9,  1962,  in  Denver, 
sponsored  by  the  University  of  Colorado  School  of 
Medicine  and  the  Colorado  Committee  on  Trauma 
of  the  American  College  of  Surgeons. 

Two  guest  teachers  will  join  a faculty  of  80  Colo- 
rado physicians  to  present  a broad  review  of  trau- 
matic problems  commonly  met  in  the  civilian  popu- 
lation. I 

The  guest  teachers  will  be  Dr.  Edwin  F.  Cave  of 
Boston,  consulting  and  visiting  orthopedic  surgeon 
to  Massachusetts  General  Hospital  and  a member  of 
the  faculty  of  Harvard  Medical  School;  and  Dr.  Pres- 
ton A.  Wade  of  New  York  City,  professor  of  clin- 
ical surgery  at  Cornell  University  Medical  College 
and  president  of  the  American  Association  for  Sur- 
gery of  Trauma. 

Additional  information  may  be  obtained  by  writ- 
ing the  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Medical  Center,  4200  East 
Ninth  Avenue,  Denver  20. 
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MEDICOLEGAL  NOTES 


Foreign-Trained  Physicians 


Because  serious  legal  problems  may  be  involved, 
the  licensed  physician  in  Texas  will  have  to  exercise 
some  care  in  his  relationship  with  unlicensed  for- 
eign-trained physicians. 

Some  of  the  basic  ground  rules  that  apply  to  such 
relationships  are  as  follows: 

1.  Article  4506  of  Vernon’s  Annotated  Civil  Stat- 
utes provides,  in  part,  as  follows: 

"The  Texas  State  Board  of  Medical  Examiners 
shall  have  the  right  to  cancel,  revoke,  or  suspend 
the  license  of  any  practitioner  of  medicine  upon 
proof  of  the  violation  of  the  law  in  any  respect 
with  regard  thereto,  or  for  any  cause  for  which 
the  Board  shall  be  authorized  to  refuse  to  admit 
persons  to  its  examination,  as  provided  in  Article 
4505  of  the  Revised  Civil  Statutes  of  Texas,  1925, 
as  amended.” 

2.  Article  4505  of  Vernon’s  Annotated  Civil  Stat- 
utes provides,  in  part,  as  follows: 

"The  State  Board  of  Medical  Examiners  may  re- 
fuse to  admit  persons  to  its  examinations,  and  to 
issue  license  to  practice  medicine  to  any  person, 
for  any  of  the  following  reasons:  . . . 

(5)  The  violation,  or  attempted  violation,  di- 
rect or  indirect,  of  any  of  the  provisions  of  this 
Act,  either  as  a principal,  accessory,  or  accom- 
plice  

(12)  The  impersonation  of  a licensed  practi- 
tioner, or  permitring,  or  allowing,  another  to 
use  his  license,  or  certificate  to  practice  medi- 
cine in  this  State,  for  the  purpose  of  treating, 
or  offering  to  treat,  sick,  injured,  or  afflicted 
human  beings.” 

3.  Subsection  12  of  Article  4505  prohibiting  one 
from  permitting  or  allowing  another  to  use  his  li- 
cense or  certificate  to  practice  medicine  for  the 
purpose  of  treating  or  offering  to  treat  sick,  injured 
or  afflicted  human  beings  was  held  to  be  violated 
and  a physician’s  license  was  revoked  in  a case  in 
which  the  physician  performed  medical  services  for 
a monthly  salary,  and  fees  for  services  were  paid  to 
a clinic  owned  by  one  who  was  not  a medical  doc- 
tor. {Rockett  V.  Texas  State  Board  of  Medical  Ex- 
aminers, 287  S.W.  2d  190 -Civ.  App.  1956). 

4.  A foreign  physician  may  be  refused  permission 
to  take  the  examination  and  may  not  be  granted  a 
license  if  he  is  involved  in  any  way  with  a violation 
of  any  of  the  standards  set  forth  in  the  Medical 
Practice  Act. 

5.  A foreign-trained  physician,  not  licensed  in 


Texas,  cannot  work  as  an  intern  or  resident  in  any 
hospital  in  Texas  without  an  E.C.F.M.G.  Certificate. 

In  a recent  California  case,  certain  faas  of  inter- 
est to  the  licensed  physician  in  this  regard  were  pre- 
sented. In  Magit  v.  Board  of  Medical  Examiners,  14 
Cal.  Rptr.  716  (July  18,  1961)  the  director  of  a 
corporation,  a licensed  physician,  owned  a hospital 
in  Beverly  Hills.  He  employed  three  unlicensed  per- 
sons as  anesthetisrs  in  the  hospital.  All  were  doctors 
of  medicine,  had  special  training  in  anesthesia,  and 
were  highly  competent  anesthetists.  They  were,  how- 
ever, graduates  of  foreign  medical  schools  and  were 
not  licensed  to  practice  medicine  in  the  State  of 
California. 

The  California  Medical  Practice  Act  provides  gen- 
erally that  it  is  unprofessional  conduct  for  a licensed 
physician  to  employ,  aid,  or  abet  an  unlicensed  per- 
son in  the  practice  of  any  system  or  mode  of  treating 
the  sick  or  afflicted,  and  the  hospital  director  was 
charged  with  a violation  of  this  provision. 

The  California  court  held  that  the  administration 
of  spinal,  epidural,  and  general  anesthetics  consti- 
tuted "treating  the  sick”  and  under  this  provision 
the  licensed  hospital  director  had  his  license  revoked. 

It  might  be  asked,  "Why  is  not  the  nurse  equally 
guilty  of  practicing  medicine  when  she  administers 
general  anesthetics?”  The  California  court  said,  in 
general,  that  the  principal  distinction  was  that  at 
least  the  nurse  was  recognized  by  the  state  to  the 
extent  of  a license  to  practice  nursing,  whereas  the 
foreign  physician  had  no  license  at  all.  'The  court 
seemed  to  believe  that  the  nursing  license  furnished 
at  least  a minimum  assurance  of  the  training  and 
moral  character  required  by  law. 

Considering  this  precedent,  it  seems  good  advice 
for  the  physician  to  be  careful  in  his  relationship 
with  foreign-trained,  unlicensed  physicians.  Appar- 
ently, under  the  doctrine  of  the  California  case,  a 
foreign  physician  could  not  even  function  as  a 
trained  nurse,  alrhough  his  actual  training  might  be 
far  superior  to  that  required  of  a nurse. 

This  may  seem  to  be  a harsh  result,  and  it  may 
well  be.  Nevertheless,  the  practicing  physician  in 
Texas  should  be  careful  in  assuming  the  role  of  bene- 
factor, as  both  he  and  the  foreign-trained  unlicensed 
physician  may  suffer.  It  might  be  well  to  note  the 
quotation: 

"Take  warning  by  the  misfortunes  of  others, 
that  others  may  not  take  example  from  you.” 

— Saadi. 

— Philip  R.  Overton,  LL.B.,  Austin,  Texas. 


118 


TEXAS  State  Journal  of  Medicine 


WHAM  Program  initiated 


The  WHAM  (Women  Help  American  Medi- 
cine) campaign  workshop  held  Jan.  20  at  the  Texas 
Medical  Association  Headquarters  Building  in  Aus- 
tin gave  participants  a new  understanding  and 
awareness  of  the  problems  facing  American  medi- 
cine, and  a new  enthusiasm  for  personal  action. 

WHAM  is  the  1962  legislative  campaign  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation, and  Texas  is  the  third  state  to  present  the 
workshop.  The  purpose  of  the  campaign  is  to  make 
legislative  activity  more  effective  with  the  ulti- 
mate goal  being  to  defeat  the  King-Anderson  Bill 
(HR4222)  which  would  provide  a system  of  social- 
ized medicine  for  our  senior  citizens  and  seriously 
curtail  the  quality  of  medical  care  in  this  country. 

After  introductory  remarks  by  Mrs.  Garland  G. 
Zedler,  President,  and  a resume  of  activities  in 
Texas  by  Mrs.  Joe  R.  Donaldson,  Legislative 
Chairman,  the  meeting  was  turned  over  to  Mr. 
Bernard  P.  Harrison,  Legislative  Attorney  for  the 
American  Medical  Association,  and  Mrs.  Lee  Ann 
Elliott,  Legislative  Research  Associate.  Their  presen- 
tation was  persuasive  and  concise. 

A WHAM  kit,  filled  with  information  and  ideas, 
was  distributed  to  each  person.  The  kit  contains 
sample  speeches,  sample  resolutions,  fact  sheets, 
question  and  answer  sheets,  a skit,  reprints  of  articles 
for  general  distribution,  and  various  forms  for  re- 
porting activities.  Each  item  was  discussed  so  there 
would  be  complete  understanding  of  all  material 
presented. 

Two  letters  illustrating  the  right  and  wrong  ap- 
proach to  a legislator,  were  shown  to  the  group. 
A pamphlet  which  gives  information  for  addressing 
representatives  and  senators  is  included  in  the  kit. 
During  the  session  each  participant  composed  a let- 
ter, and  these  were  mailed  to  Washington  after  the 
meeting. 

A formal  question  and  answer  period  closed  the 


Now  You  Can  Wire  Senator  at  Cut  Rate 

A reduced  rate  for  personal  opinion  wires  to 
Washington  is  being  offered  by  Western  Union 
Telegraph  Co.  The  company  will  wire  15  words 
of  anybody’s  opinion  to  President  Kennedy,  Vice 
President  Johnson,  or  any  senator  or  representa- 
tive for  75  cents,  plus  tax. 

The  service  was  prompted  by  a poll  which  re- 
vealed that  seven  persons  in  ten  would  like  to 
express  opinions  to  their  congressmen,  but  that 
few  did  so  by  mail. 


TMA  Auxiliary  President,  Mrs.  Garland  G.  Zedler, 
and  Mrs.  Joe  R.  Donaldson  of  Pampa,  the  Auxiliary's 
legislative  chairman,  examine  materials  for  distribu- 
tion during  first  WHAM  program  to  be  given  in 
Texas. 

program,  but  many  persons  lingered  for  an  informal 
discussion  later. 

Each  county  president,  president-elect,  and  legis- 
lative chairman,  plus  all  state  officers  and  commit- 
tee chairmen  will  receive  a WHAM  kit.  Kits  also 
are  available  on  request  from  the  Legislative  Depart- 
ment of  the  American  Medical  Association. 

This  is  the  first  time  that  the  Woman’s  Auxiliary 
to  the  TMA  has  sponsored  its  own  mid-winter  legis- 
lative meeting.  The  venmre  was  successful,  and  may 
become  an  annual  event. 


National  Foundation  Grant 
Awarded  to  Baylor 

Baylor  University  College  of  Medicine  has  been 
awarded  a renewal  grant  of  $50,000  by  the  Na- 
tional Foundation-March  of  Dimes.  The  award  is 
the  fifth  in  a series  of  grants  to  the  Texas  medical 
institution  in  support  of  a teaching  program  in  re- 
habilitation techniques. 

Announcement  of  the  renewal  grant,  effective  Jan. 
1,  1962,  was  made  jointly  by  Dr.  Stanley  W.  Olson, 
dean  of  the  College  of  Medicine,  and  Basil  O’Con- 
nor, president  of  the  National  Foundation. 

Aim  of  the  project  is  to  devise  methods  for  teach- 
ing graduate  and  undergraduate  medical  students 
how  to  deal  with  problems  in  rehabilitation  of  pa- 
tients. Toward  this  goal,  the  Texas  Medical  Center 
had  added  a rehabilitation  facility  and  a new  county 
hospital,  both  located  close  to  the  medical  school  to 
provide  greater  opportunities  for  the  instruction  of 
smdents.  According  to  Dr.  Olson,  seven  full-time  and 
12  part-time  physicians,  representing  most  of  the 
medical  specialties  involved  in  comprehensive  medi- 
cal care,  already  are  participating  in  the  teaching  of 
rehabilitation  at  Baylor. 
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DRUG  NOTES 


A New  Type  of  Anabolic  Compound: 
Heterocyclic  Steroids 


WiNSTROL  ( 17-beta-hydroxy-17-aJpha-methyl  an- 
drostano-[3,2]-pyrazole — ^Winthrop  Laboratories),  a 
new  anabolic  steroid,  represents  a major  develop- 
ment in  pharmaceutical  chemistry.  To  appreciate 
fully  the  pharmaceutical  significance  of  this  develop- 
ment, the  reader  is  referred  to  a recent  review.®  A 
study  of  previous  statements  regarding  Winstrol  re- 
veals that  this  new  heterocyclic  steroid  embodies  not 
only  a new  pharmaceutical  product  but  a novel  ap- 
proach to  the  synthesis  of  steroidal  medicinals. 

The  authors  have  been  fascinated  with  the  evolu- 
tion of  this  new  anabolic  agent.  Many  research  en- 
deavors in  pharmaceutical  chemistry  are  directed  to- 
ward the  search  for  more  specific  anabolic  agents — 
compounds  with  high  anabolic  activity  and  minimal 
androgenic  (virilizing)  activity.  With  Winstrol,  an 
ideal  illustration  of  this  phase  of  research  and  the 
premise  that  led  to  a new  therapeutic  agent  may  be 
visualized. 

Clinton  and  co-workers,®  at  the  Sterling-Winthrop 
Research  Institute  are  working  toward  the  synthesis 
of  anabolic  agents  with  high  specificity  of  action. 
It  has  been  rationalized  that  the  target  receptors, 
such  as  cellular  enzyme  systems,  at  the  sites  of  ana- 
bolic and  androgenic  activities  differ  sufficiently  to 
allow  the  synthesis  of  a compound  which  would  in- 
teract selectively  with  only  one  of  these  cellular  re- 
ceptor sites.  Consequently,  researchers  based  an  ave- 
nue of  approach  on  an  attempt  to  alter  the  type  and 
stability  of  receptor  site  bonding  at  either  the  C-3 
or  the  C-17  positions  of  the  steroid  nucleus.  This 
may  be  accomplished  by  substituting  a more  nucleo- 
philic atom  or  group  for  the  oxygen  function  at  the 
C-17  or  the  C-3  position.  These  research  projects 
led  to  the  fusion  of  a pyrazole  ring  to  the  steroid 
nucleus  at  positions  2 and  3 substituting  an  aromatic- 
N for  the  ketone-O  at  the  3 position,  thus  changing 
the  nucleophilic  environment  in  this  area.  This  chem- 
ical modification  also  caused  fundamental  alteration 
of  another  critical  relationship:  in  the  classical  3- 
keto-steroids  the  C-O  bond  distance  is  approximately 
1.2  A,  whereas,  in  this  case,  the  analogous  C-N  bond 
distance  is  1.4  A.  Therefore,  there  should  be  an  ef- 
fect on  terminal  bonding  to  the  cellular  receptors. 


Investigations  based  on  this  premise  caused  a 
novel  class  of  steroidal  compounds  to  be  discovered. 
Generally,  these  steroids  ( derivable  by  fusion  of  i 
[3,  2} -pyrazole  ring  onto  a steroid  nucleus)  showed  j 
interesting  structure-activity  relationships.  One  of  the  A 
major  revelations  may  be  cited:  the  non-heterocyclic 
steroids,  androstane-17-/3-ol-3-one  and  17-a-methyl- 
androstan-17-/?-ol-3-one  are  highly  anabolic  and  an-  ^ 
drogenic,  but  the  corresponding  17-^-hydroxyandro- 
stano-(3,  2) -pyrazole  and  17-y8-hydroxy-17-a-meth- 
ylandrostano- ( 3,  2) -pyrazole  (Winstrol)  exhibited 
more  pronounced  anabolic  activity  and  less  andro- 
genic activity.  Hence,  in  Winstrol  is  witnessed  the 
substantial  separation  of  these  two  aaivities,  as  veri- 
fied by  animal  as  well  as  clinical  studies. 

Reports  indicate  that  the  chemist  has  succeeded  in 
divorcing  the  anabolic  activity  from  the  androgenic 
activity  and  simultaneously  has  developed  an  orally 
effective  medicinal  agent.  Another  characteristic  of 
Winstrol  is  that  its  oral  effectiveness  is  comparable 
with  its  parenteral  effectiveness. 

Winstrol’s  anabolic  activity  has  proved  useful  in 
the  treatment  of  undernourished  patients  of  all  ages. 
Generally,  in  ailments  that  cause  excess  protein  de- 
gradation and  insufficient  protein  intake,  patients 
respond  to  treatment  with  anabolic  steroids.  Qinical 
trials  with  Winstrol  involved  more  than  600  pa-  ^ 

tients,  many  of  whom  were  treated  for  several  I 

months  and  some  for  almost  two  years.  Although  ; 

patients  did  not  respond  equally  well,  the  majority  t 

showed  unmistakable  improvement.  In  addition  to  j 

gaining  weight,  most  patients  showed  increased  mo-  ^ 

bility,  more  alertness  and  confidence,  better  appear-  | 

ance,  and  greater  tolerance  of  pain.  Some  impressive  ^ 

responses  have  been  observed  in  a group  of  weak  A 

and  emaciated  patients  suffering  from  malignant  dis-  ii 

eases.  A 29  pound  weight  gain  was  experienced  by  a n 

56-year-old  women  who  had  cancer  of  the  uterus,  and  u 

a 62-year-old  man  with  leukemia  gained  37  pounds.^  ” 

To  exemplify  that  research  still  is  in  progress  in  ■') 

these  areas  of  steroid  chemistry,  Clinton  and  associ- 
ates® have  reported  some  noteworthy  structure-activ- 
ity relationships  when  an  isoxazole  heterocyclic  ring  j 
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is  fused  in  a similar  manner.  Some  of  these  com- 
pounds proved  very  active  when  they  were  tested  for 
myotrophic  and  anabolic  activities;  in  addition,  they 
have  low  androgenic  activity. 

Arnold  and  collaborators^  report  that  hydroxy- 
methyl-androstane  (2,  3)-isoxa2ole  has  been  found 
to  be  from  one-seventh  to  one-tenth  as  anabolic  as 
testosterone  propionate;  the  corresponding  19-nor- 
analog  exhibited  from  one-third  to  one-fourth  the 
anabolic  activity  of  the  parent  compound.  The  19- 
nor-A-4-androstene  proved  nearly  as  anabolic  as  the 
reference  testosterone  propionate.  Their  androgenic- 
ity,  in  rats,  appears  to  be  from  one-twentieth  to  one- 
fortieth  the  testosterone  propionate  activity.  Arnold 
and  co-workers  believe  that  these  heterocyclic-steroids 
merit  further  endocrinological  evaluation. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Lee  F.  Worrell,  Ph.D., 

College  of  Pharmacy, 

The  University  of  Texas,  Austin. 

REFERENCES 

1.  Arnold,  A.,  et  al.;  Anabolic  Activity  of  Isoxazole-Substituted 
Androstane-Derived  Steroids,  Federation  Proceedings  20:198  (March) 
1961. 

’ 2.  Clinton,  R.  O.,  et  al.:  Steroidal  [2, 3-d]  Isoxaaoles,  J.  Organic 
Chemistry  26:279  (1961). 

3.  Clinton,  R.  O.,  et  al.:  Steroidal  [3,2-c]  Pyrazoles.  11.  Andto- 
stanes,  1 9-Norandrostanes  and  Their  Unsaturated  Analogs,  J.  Am. 
Chemical  Soc.  83:1478,  1961. 

4.  Communication  from  Winthrop  Laboratories  through  the  Mer- 
mey  Organization,  New  York  City. 

i>.  Delgado,  J.  N.,  and  Worrell,  L.  F.:  Androgenic  Steroid  Drug 
Shows  Anabolic  Activity,  Texas  State  J.  Med.  57:99  (Feb.)  1961. 


Political  Calendar 

March  19 — County  Executive  Committee 
determines  by  lot  order  or  names  on  ballot. 

April  16-May  1 — Absentee  voting  for  first 
primary. 

April  25-April  27 — Period  for  filing  state- 
ment of  campaign  expenses  for  first  pri- 
mary. 

May  5 — First  primary  election. 

May  14-May  29 — Absentee  voting  for  sec- 
ond primary. 

May  15  — Last  day  for  candidate  to  file 
supplemental  expense  statement  for  the 
first  primary. 

May  23-May  25 — Period  for  filing  state- 
ment of  campaign  expenses  for  second  pri- 
mary. 

June  2 — Second  primary  election. 

June  12 — Last  day  for  candidates  to  file 
supplemental  expense  statement  for  second 
primary. 

November  6 — General  Election. 

November  16 — Last  day  for  candidate  to 
file  supplemental  expense  statement. 

January  8,  1963 
Election  of  Speaker 


Blair  Justice  Wins 
Third  Anson  Jones  Award 

Blair  Justice,  science  writer  for  the  Fort  Worth 
Star-Felegram,  has  been  named  winner  of  the  1962 
Anson  Jones  Award  in  medical  writing  by  the 
Texas  Medical  Association. 

This  marks  the  third  time  that  Mr.  Justice  has 
received  the  award.  His  entry  included  representa- 
tive samplings  from  places  he  visited  to  get  medical 
news.  In  addition  to  Texas,  he  covered  assignments 
in  Florida,  North  Carolina,  Colorado,  and  New  York. 

The  annual  award,  now  in  its  sixth  year,  is  for 
excellence  in  reporting  health  information  to  the 
public.  Twenty-two  entries  were  received  this  year 
in  the  four  categories:  I — daily  newspapers  in  cities 
of  250,000  population  or  more;  II — daily  newspapers 
in  cities  with  less  than  250,000  population;  III — 
weekly,  bi-weekly,  and  semi-weekly  newspapers;  and 
IV — magazines  and  trade  journals  in  non-health 
fields. 

Bob  Smith  of  the  Big  Spring  Herald  was  selected 
winner  in  Category  II.  Mr.  Smith’s  entry  was  a series 
of  articles  dealing  with  the  treatment  and  recovery 
of  a patient  with  mental  illness,  citing  the  use  of 
new  techniques  and  developments. 

James  Kerkhoff,  editor  of  the  Alice  News,  was 
named  the  winner  for  the  weekly  newspapers  cate- 
gory. The  award  was  presented  Mr.  Kerkhoff  on 
the  basis  of  general  coverage  given  by  his  news- 
paper to  medical  and  health  subjects. 

The  Line,  publication  of  Tennessee  Gas  Trans- 
mission Company,  was  the  judges’  choice  in  the 
magazine  category.  Albert  L.  Smith  edits  the  month- 
ly magazine,  published  in  Houston. 

Judges  for  the  1962  award  were  Mr.  Olin  Hinkle, 
associate  professor  in  the  School  of  Journalism,  Uni- 
versity of  Texas;  Miss  Marjorie  Clapp,  medical 
writer  for  the  San  Antonio  Light  and  1961  Anson 
Jones  Award  winner;  Mrs.  Marilyn  Baker,  assistant 
editor  of  the  Texas  State  Journal  of  Medicine;  and 
the  seven  physician-members  of  TMA’s  Council  on 
Public  Relations  and  Public  Service. 

All  winners  will  receive  an  award  certificate,  and 
the  winner’s  publication  will  be  presented  an  en- 
graved bronze  plaque.  Cash  prizes  total  $550.  The 
Anson  Jones  Award,  created  by  TMA  in  1956,  is 
named  in  honor  of  Dr.  Anson  Jones,  physician, 
statesman,  and  writer,  who  served  as  the  last  presi- 
dent of  the  Republic  of  Texas. 


Representatives  of  the  Texas  Medical  Associa- 
tion set  a new  record  for  visitations  and  speaking 
engagements  during  the  past  year.  Of  164  visita- 
tions, 92  were  with  county  and  district  medical 
society  meetings,  three  Auxiliary  meetings,  and  69 
civic  clubs. 
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County  Societies  Elect  Officers 


County  medical  societies  in  Texas  have  announced 
the  following  officers  for  1962; 

Anderson-Leoii. — President,  Dr.  J.  Weldon  Carter; 
vice  president,  Dr.  Lee  Roy  Mathis,  Jr.;  secretary- 
treasurer,  Dr.  Jack  R.  Thompson;  and  delegate.  Dr. 
Jack  R.  Thompson;  all  of  Palestine. 

Andrew s-Ector -Midland. — President  elect,  Dr.  John 
R.  Mast,  Midland;  secretary-treasurer.  Dr.  George  W. 
Horton,  Odessa;  and  delegate.  Dr.  Z.  W.  Hutcheson, 
Jr.,  Andrews.  Dr.  Wilbur  K.  Green  of  Odessa  as- 
sumed the  office  of  president. 

Bee-Live  Oak-McMullen. — President,  Dr.  John  W. 
Reagan,  Beeville;  vice  president.  Dr.  Ernest  E.  Miller, 
Beeville;  and  secretary-treasurer.  Dr.  Carolyn  M. 
Adlof,  Three  Rivers. 

Bell. — President,  Dr.  J.  D.  Ibarra,  Temple;  vice 
president.  Dr.  W.  B.  Shelton,  Temple;  secretary- 
treasurer,  Dr.  George  H.  Wahle,  Temple;  and  dele- 
gates, Dr.  A.  Rex  Kirkley,  Belton,  and  Dr.  Olin  B. 
Gober,  Temple. 

Bexar. — President-elect,  Dr.  Max  E.  Johnson;  vice 
president.  Dr.  A.  P.  Thaddeus;  secretary.  Dr.  Dick  O. 
Creamer;  treasurer.  Dr.  John  H.  Bohmfalk;  and  dele- 
gates, Dr.  Max  E.  Johnson,  Dr.  Jack  B.  Lee,  Dr.  A. 
Fletcher  Clark,  Jr.,  Dr.  Arthur  C.  Ressmann,  Dr. 
Jack  M.  Partain,  Dr.  John  H.  Bohmfalk,  and  Dr. 
John  C.  Meadows;  all  of  San  Antonio.  Dr.  O.  Roger 
Hollan  of  San  Antonio  took  over  the  duties  as  presi- 
dent. 

Brazoria. — President-elect,  Dr.  Elmer  J.  Heim- 
bigner,  Lake  Jackson;  vice  president.  Dr.  Frederick 

C.  Turner,  Lake  Jackson;  secretary.  Dr.  William  H. 
Nelms,  Freeport;  treasurer.  Dr.  T.  Edwin  Cook,  Lake 
Jackson;  and  delegate.  Dr.  William  D.  Nicholson, 
Freeport.  Dr.  G.  Bedford  Brown,  Jr.,  of  Angleton 
became  president. 

Caldwell. — President,  Dr.  William  G.  Robertson, 
Jr.,  Luling;  secretary-treasurer,  Dr.  P.  A.  Wales, 
Lockhart;  and  delegate.  Dr.  James  A.  Wynn,  Lock- 
hart. 

Cherokee. — President,  Dr.  Joe  D.  Crawford;  vice 
president,  Dr.  Victor  W.  Pryor;  secretary-treasurer. 
Dr.  L.  W.  Ralston;  and  delegate.  Dr.  G.  M.  Hilliard; 
all  of  Jacksonville. 

Clay-Montague-Wise. — President,  Dr.  Kenneth  J. 
Wharram,  Nocona;  vice  president.  Dr.  Prentice 
Grumpier,  Bowie;  secretary-treasurer.  Dr.  John  W. 
Major,  Nocona;  and  delegate.  Dr.  Robert  E.  Hum, 
Henrietta. 

Color ado-E ay ette. — President,  Dr.  Corinne  West- 
phal,  Columbus;  vice  president.  Dr.  Rex  G.  Fuller, 
Jr.,  Weimar;  secretary-treasurer.  Dr.  James  P.  Wil- 
son, Columbus;  and  delegate.  Dr.  Jones  C.  Laughlin, 
Eagle  Lake. 

Crane-Upton-Reagan. — President-elect,  Dr.  James 

D.  Gossett,  Rankin;  vice  president.  Dr.  Cleon  S. 


Nunnally,  Big  Lake;  secretary-treasurer.  Dr.  B.  J. 
Maynard,  Crane;  and  delegate.  Dr.  James  D.  Gossett, 
Rankin.  Dr.  John  L.  Wright  of  Big  Lake  took  over 
the  duties  as  president. 

Dallam -Hartley -Sherman-Moore. — President,  Dr. 
Paul  E.  Smith,  Stratford;  vice  president.  Dr.  Victor 
R.  Moore,  Dalhart;  secretary-treasurer,  Dr.  William 
V.  Coventry,  Dumas;  and  delegate.  Dr.  Byron  W. 
Wright,  Dumas. 

Dallas. — President-elect,  Dr.  Ben  A.  Merrick;  vice 
president.  Dr.  James  A.  Martin;  secretary.  Dr.  Wil- 
liam S.  Reynolds;  treasurer.  Dr.  James  Holman;  and 
delegates,  Dr.  Guy  T.  Denton,  Jr.,  Dr.  Stephen  W. 
Cobb,  Dr.  D.  W.  Carter,  Jr.,  Dr.  Frank  H.  Kidd,  Jr., 
Dr.  George  M.  Jones,  Dr.  Oscar  M.  Marchman,  Jr., 
Dr.  Don  G.  Harrel,  Dr.  Ben  A.  Merrick,  Dr.  George 

V.  Launey,  Dr.  L.  S.  Thompson,  Jr.,  Dr.  Arnott  De- 
Lange,  Dr.  Glenn  D.  Carlson,  and  Dr.  Dan  C.  Gill; 
all  of  Dallas.  Dr.  Don  G.  Harrel  of  Dallas  assumed 
the  office  of  president. 

East  Harris  County  Branch  of  Harris. — President- 
elect, Dr.  H.  W.  Kilpatrick,  III;  vice  president.  Dr. 

W.  A.  Goodrich,  Jr.;  secretary.  Dr.  F.  L.  Jaubert,  Jr.; 
and  treasurer.  Dr.  J.  C.  Holsomback;  all  of  Baytown. 

Ellis. — President,  Dr.  Miles  E.  Hastings,  Waxa- 
hachie;  vice  president.  Dr.  James  R.  Jeter,  Ennis; 
secretary-treasurer,  Dr.  Norman  L.  West,  Waxa- 
hachie;  and  delegate.  Dr.  Herbert  Donnell,  Waxa- 
hachie. 

El  Paso. — President-elect,  Dr.  William  R.  Gaddis; 
vice  president.  Dr.  Henry  D.  Garrett;  secretary,  Dr. 
Carlos  A.  Fernandez;  treasurer.  Dr.  Charles  L.  Green; 
and  delegates.  Dr.  Merle  D.  Thomas,  Dr.  Russell  L. 
Deter,  and  Dr.  Ira  A.  Budwig;  all  of  El  Paso.  Dr. 
Jesson  L.  Stowe  of  El  Paso  took  over  the  office  of 
president. 

Falls. — President,  Dr.  Sidney  W.  Hughes;  vice 
president.  Dr.  Thomas  G.  Glass;  secretary-treasurer. 
Dr.  Howard  L.  Smith;  and  delegate.  Dr.  Howard  O. 
Smith;  all  of  Marlin. 


“Admit  it,  Doctor,  you  made  a mistake!” 
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Freestone. — President-elect,  Dr.  Norris  D.  Buch- 
meyer,  Wortham;  vice  president,  Dr.  Jack  R.  Cox, 
Teague;  secretary.  Dr.  Leslie  L.  Bonner,  Fairfield; 
and  delegate.  Dr.  Jack  R.  Cox,  Teague.  Dr.  Bill  L. 
Halbert  of  Teague  assumed  the  duties  of  president. 

Galveston. — President-elect,  Dr.  Carroll  T.  Adri- 
ance,  Galveston;  vice  president.  Dr.  William  A.  Wil- 
son, Galveston;  secretary-treasurer.  Dr.  Robert  E. 
Sullivan,  La  Marque;  and  delegates.  Dr.  William  T. 
Anderson,  La  Marque,  Dr.  Edward  J.  Lefeber,  Gal- 
veston, and  Dr.  Joseph  C.  Magliolo,  Dickinson.  Dr. 
Martin  L.  Towler  of  Galveston  took  over  as  presi- 
dent. 

Gonzales. — President,  Dr.  Stewart  M.  Ponder, 
Waelder;  vice  president.  Dr.  Marjorie  Kirkpatrick, 
Gonzales;  secretary-treasurer.  Dr.  Sam  A.  Nixon, 
Nixon;  and  delegate.  Dr.  Sam  A.  Nixon,  Nixon. 

Grayson. — President-elect  and  vice  president.  Dr. 
M.  Neal  Triplett,  Sherman;  secretary-treasurer.  Dr. 
W.  H.  Frietsch,  Denison.  Dr.  Andrew  O.  Jensen  of 
Denison  became  president. 

Greenbelt  ( Armstrong- Donley- Childress-  Collings- 
worth-Hall-W heeler) . — President,  Dr.  D.  E.  Black- 
ketter.  Shamrock;  vice  presidents.  Dr.  J.  J.  Westen- 
berg,  Childress,  Dr.  O.  R.  Goodall,  Memphis,  Dr. 
Carter  Holcomb,  Wellington,  and  Dr.  Glenn  R. 
Walker,  Wheeler;  secretary-treasurer.  Dr.  R.  L. 
Zeigler,  Shamrock;  and  delegate.  Dr.  J.  A.  Odom, 
Memphis. 

Hardin-Tyler. — President,  Dr.  Henry  A.  Hooks, 
Kountze;  vice  president.  Dr.  R.  E.  Swearingen, 
Woodville;  secretary-treasurer.  Dr.  George  D.  Tenni- 
son,  Silsbee;  and  delegare.  Dr.  W.  J.  Poshataske, 
Silsbee. 

Harris. — President-elect,  Dr.  Charles  W.  Yates, 
Houston;  vice  president.  Dr.  James  H.  Sammons, 
Highlands;  secretary.  Dr.  W.  Tom  Arnold,  Houston; 
treasurer.  Dr.  John  T.  Armstrong,  Houston;  and 
delegates.  Dr.  William  M.  Sherrill,  Dr.  Thomas  P. 
Kennerly,  Dr.  Howard  T.  Barkley,  Dr.  William  F. 
Renfrew,  Dr.  J.  Griffin  Heard,  Dr.  Thomas  L.  Royce, 
Dr.  Charles  D.  Reece,  Dr.  Donald  M.  Gready,  Dr. 
William  E.  Sharp,  Dr.  Sylvester  W.  Thorn,  Dr. 
Wendell  H.  Hamrick,  Dr.  Ed  S.  Crocker,  Dr.  C. 
Forrest  Jorns,  Dr.  J.  Stanley  Oliver,  Dr.  Bill  Robins, 
and  Dr.  Homer  A.  Taylor,  all  of  Houston.  Dr. 
Thomas  L.  Royce  of  Houston  assumed  the  duties  of 
president. 

Hill. — ^President,  Dr.  Robert  W.  Shirey,  Hills- 
boro; vice  president.  Dr.  J.  G.  Barton,  Whitney; 
secretary-treasurer.  Dr.  Charles  A.  Garrett,  Hillsboro; 
and  delegate.  Dr.  Dick  K.  Cason,  Hillsboro. 

Houston. — President,  Dr.  Adelbert  B.  Brown,  Jr.; 
vice  president.  Dr.  Homer  E.  Prince;  secretary-treas- 
urer, Dr.  Carl  O.  Murray,  Jr.;  and  delegate.  Dr. 
Homer  E.  Prince;  all  of  Crockett. 

Jefferson. — President-elect,  Dr.  Seab  J.  Lewis, 
Beaumont;  vice  president.  Dr.  Walter  W.  Glass,  Jr., 


Port  Arthur;  secretary.  Dr.  Ben  M.  Colletti,  Port 
Arthur;  and  delegates.  Dr.  James  B.  Ivers,  Beaumont, 
Dr.  Thomas  B.  Matlock,  Port  Arthur,  and  Dr.  Paul 

R.  Meyer,  Port  Arthur.  Dr.  John  M.  White  Jr.  of 
Port  Arthur  assumed  the  office  of  president. 

Karnes-Wilson. — President,  Dr.  A.  F.  Day,  Jr., 
Karnes  City;  vice  president.  Dr.  William  C.  Mills, 
Jr.,  Kenedy;  secretary-treasurer.  Dr.  Causey  C.  Quil- 
lian,  Kenedy;  and  delegate.  Dr.  H.  J.  Bonnstetter, 
Kenedy. 

Kleberg-Kenedy. — President,  Dr.  Newell  D.  Boyd, 
Kingsville;  vice  president.  Dr.  L.  M.  Barnett,  Bishop; 
and  secretary-treasurer.  Dr.  C.  J.  Parnell,  Kingsville. 

Lamar-Delta.  — President-elect,  Dr.  Harold  E. 
Hunt;  vice  president.  Dr.  Charles  H.  Frank;  and 
secretary- treasurer.  Dr.  Charles  E.  Beachley;  all  of 
Paris.  Dr.  David  Miesch  of  Paris  took  office  as  presi- 
dent. 

Lampasas -Burnet-Llano. — President,  Dr.  Oscar  T. 
Hotchkiss,  Burnet;  vice  president.  Dr.  W.  Ivan  Shep- 
perd.  Marble  Falls;  secretary.  Dr.  Peggy  Jo  Newman, 
Burnet;  and  delegate,  Dr.  Ray  L.  Shepperd,  Burnet. 

LaSalle-Frio-Dimmit. — President,  Dr.  John  M. 
Crawford,  Carrizo  Springs;  vice  president.  Dr.  John 

S.  Primomo,  Dilley;  and  delegate,  Dr.  Emmett  N. 
Wilson,  Jr.,  Pearsall. 

Medina-Uvalde-Maverick-Val  V erde-Edwards-R eal- 
Kinney-Terrell-Zavala. — President,  Dr.  Louis  M. 
Cartall,  Del  Rio;  vice  president.  Dr.  Fay  Wurzbach, 
Castroville;  secretary-treasurer.  Dr.  Richard  C.  Ran- 
kin, Uvalde;  and  delegate.  Dr.  Dean  P.  Dimmitt, 
Uvalde. 

Nacogdoches. — President,  Dr.  Charles  W.  Cous- 
sons,  Nacogdoches;  vice  president.  Dr.  Curtis  R. 
Haley,  San  Augustine;  secretary-treasurer.  Dr.  Tom 
P.  Williamson,  Nacogdoches;  and  delegate.  Dr.  J.  F. 
Beall,  Nacogdoches. 

Navarro. — President,  Dr.  C.  David  Campbell;  vice 
president.  Dr.  Robert  D.  Bone;  and  secretary- treasur- 
er, Dr.  Andrew  L.  Megarity;  all  of  Corsicana. 

Permian  Basin  { H award  - Martin  - Glass co  ck).  — 
President,  Dr.  Broadway  Broadrick;  vice  president. 
Dr.  Virgil  Sanders;  secretary-treasurer,  Dr.  Arch 
Carson;  and  delegate.  Dr.  Roscoe  Cowper;  all  of  Big 
Spring. 

Potter-Randall. — President-elect,  Dr.  Wilbur  Q. 
Budd;  vice  president.  Dr.  William  E.  Laur;  secre- 
tary-treasurer, Dr.  Prescott  H.  Haralson;  and  alter- 
nates, Dr.  E.  D.  McKay  and  Dr.  Charles  B.  Sadler; 
all  of  Amarillo.  Dr.  James  L.  Johnson  of  Amarillo 
took  over  the  duties  of  president. 

Tarrant. — President-elect,  Dr.  Louis  J.  Levy;  vice 
president.  Dr.  Robert  C.  Stow;  secretary-treasurer. 
Dr.  Durwood  E.  Neal;  and  delegates.  Dr.  Thomas  L. 
Shields,  Dr.  Mai  Rumph,  Dr.  R.  V.  Brasher,  Dr.  J.  M. 
Riddell,  Dr.  Drue  O.  D.  Ware,  and  Dr.  Warren  W. 
Moorman;  all  of  Fort  Worth.  Dr.  John  J.  Andujar 
of  Fort  Worth  assumed  the  duties  of  president. 
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Taylor-Jones. — President-elect,  Dr.  W.  Hubert 
Seale;  vice-president,  Dr.  Earl  R.  Cockerell;  secretary- 
treasurer,  Dr.  Jarrett  E.  Williams;  and  delegates.  Dr. 
Willis  J.  Bray  and  Dr.  W.  Kenneth  Day;  all  of 
Abilene.  Dr.  Richard  B.  Johns  of  Abilene  became 
president. 

Tom  Green  Eight. — President-elect,  Dr.  Eugene  C. 
Winkelmann;  vice  president,  Dr.  W.  Lacy  Smith; 
secretary-treasurer,  Dr.  Bennett  A.  Joiner;  and  dele- 
gate, Dr.  Cecil  M.  French;  all  of  San  Angelo.  Dr. 
L.  R.  Hershberger  of  San  Angelo  assumed  the  office 
of  president. 

Victoria-Calhoun-Goliad. — President,  Dr.  John  W. 
Griffin,  Port  Lavaca;  vice  president.  Dr.  George  E. 
McGlothlen,  Victoria;  secretary.  Dr.  George  A.  Con- 
stant, Victoria;  treasurer.  Dr.  Fred  L.  Duckworth, 
Victoria;  and  delegate.  Dr.  J.  V.  Hopkins,  Victoria. 

Webb-Zapata-]im  Hogg. — Presidenr,  Dr.  James  S. 
Reitman;  vice  president.  Dr.  Raul  de  la  Garza;  sec- 
retary, Dr.  L.  G.  Cigarroa;  and  delegate,  Dr.  J.  G. 
Cigarroa,  Jr.,;  all  of  Laredo. 

Wichita. — President-elect,  Dr.  David  H.  Allen; 
secretary-treasurer,  Dr.  Henry  B.  Owens;  and  dele- 
gates, Dr.  Robert  L.  Daily  and  Dr.  William  E. 
Crump;  all  of  Wichita  Falls.  Dr.  Jack  E.  Maxfield  of 
Wichita  Falls  took  office  as  president. 

Williamson. — President,  Dr.  H.  R.  Gaddy,  Jr., 
Georgetown;  vice  president.  Dr.  A.  B.  Spires,  Taylor; 
and  secretary-treasurer.  Dr.  C.  J.  Daniel,  Taylor. 

Conference  To  Study 
Headgear  In  Sports 

A conference  on  improving  protective  sports  head- 
gear  tentatively  is  scheduled  in  June,  1962,  at  the 
annual  meeting  of  the  American  Medical  Associa- 
tion in  Chicago.  The  conference  will  be  sponsored 
by  the  AMA’s  Committee  on  the  Medical  Aspects 
of  Sports. 

Although  there  have  been  advances  in  the  design 
of  football  helmets  in  recent  years,  further  improve- 
ments are  possible.  Dr.  Allan  Ryan  of  Meriden, 
Conn.,  said  at  the  Third  National  Conference  on 
the  Medical  Aspects  of  Sports  held  in  conjunction 
with  the  AMA  Qinical  Meeting  in  Denver  last  No- 
vember. The  conference  was  reported  in  a recent 
issue  of  the  AMA  News. 

Approximately  200  physicians  and  others  inter- 
ested in  athletic  conditioning  and  the  treatment  of 
sports  injuries  attended  the  1961  conference.  Dr. 
Ryan  stated  that  many  boards  of  education  fail  to 
provide  adequate  medical  facilities  for  high  school 
athletes  when  new  schools  are  built.  He  also  empha- 
sized that  team  physicians  should  advise  coaches  and 
school  authorities  on  purchase  of  protective  sports 


equipment.  School  budgets  should  provide  remun- 
eration for  team  physicians,  in  his  opinion. 

In  other  proposals,  the  AMA  committee  advised 
against  the  use  of  deep  knee  bends  and  duck  waddle 
exercises  for  football  players.  These  two  exercises 
tend  to  stretch  knee  ligaments  and  to  increase  the 
chances  for  injuries  to  the  knee.  Also  recommended 
were  three  proposals  advanced  by  a joint  committee 
of  the  AMA  and  the  National  Education  Associa- 
tion: (1)  competition  permitted  only  between  teams 
of  comparable  ability,  (2)  no  post-season  contests 
and  playing  seasons  of  reasonable  lengths,  and  (3) 
no  pre-season  games  unless  the  athletes  have  suffi- 
cient physical  conditioning  and  are  well  drilled  in 
fundamentals. 

Dr.  Robert  L.  Larson  of  Eugene,  Ore.,  urged  that 
sliding  into  bases  be  banned  in  pre-high  school  base- 
ball to  prevent  possible  fractures  and  dislocation. 

Assumed  Name  Certificates 
Must  Be  Renewed 

Recent  amendments  to  the  so-called  "assumed 
name’’  stamte  have  placed  a time  limit  on  the  valid- 
ity of  such  certificates  and  have  provided  for  the 
renewal  and  termination  of  such  certificates. 

Under  Article  5924,  Vernon’s  Annotated  Civil 
Statutes,  it  is  required  that:  "No  person  shall  con- 
duct or  transact  business  in  this  State  under  any 
assumed  name  or  under  any  designation,  name,  style, 
corporate  or  otherwise  other  than  the  real  name  of 
each  individual  conducting  or  transacting  such  busi- 
ness, unless  such  person  shall  file  in  the  office  of  the 
County  Clerk  of  the  County  in  which  such  person 
conducts,  or  transacts  or  intends  to  conduct  or  trans- 
act such  business,  a certificate  setting  forth  the  name 
under  which  such  business  is,  or  is  to  be,  conducted 
or  transacted,  and  the  true  full  name  or  names  of 
each  person  conducting  or  transacting  the  same,  with 
the  post  office  address  of  each.’’ 

The  amendment  to  this  law  sets  the  duration  of 
such  certificates  for  a period  of  ten  years  from  the 
date  of  filing  with  the  office  of  the  county  clerk. 
At  the  end  of  the  ten  year  period  the  certificate  will 
become  null  and  void  unless  it  is  renewed  before  the 
termination  of  the  old  certificate. 

The  new  amendment  also  provides  that  existing 
certificates  will  terminate  and  become  null  and  void 
on  or  after  Dec.  31,  1962,  where  such  old  certificates 
have  not  been  renewed  prior  to  that  date. 

All  individuals,  associations,  etc.,  now  operating 
under  an  assumed  name  who  wish  to  continue  to 
operate  under  this  name,  should  look  into  their 
assumed-name  certificate  status  and  should  renew 
the  certificate  before  Dec.  31,  1962.  If  this  is  not 
done  prior  to  the  specified  date,  any  other  person 
who  desires  to  use  the  name  may  do  so. 
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""REACT'"  Improves  Local  Contact 

The  first  nationwide  program  designed  exclusively 
to  provide  more  efficient  two-way  radio  communica- 
tions under  local  emergency  conditions  is  called 
REACT  (Radio  Emergency  Associated  Citizens 
Teams).  The  movement  is  a federation  of  volunteer 
citizens  band  radio  operators,  a group  whose  ranks 
have  grown  nationally  from  28,000  to  250,000  in 
the  past  four  years. 

The  two  objectives  of  the  group  are  to  provide 
a round-the-clock  radio  communications  system  ef- 
fectively supplementing  police,  fire,  ambulance,  hos- 
pital and  Civil  Defense  efforts,  and  to  promote  cor- 
rect and  efficient  use  of  Citizens  Band  radio. 

Membership  is  free;  aU  costs  of  the  program  are 
borne  as  a public  service  by  the  REACT  sponsor, 
the  Hallicrafters  Company  of  Chicago.  Most  chapter 
members  come  from  the  ranks  of  doctors,  ambulance 
operators,  newsmen,  firemen,  policemen,  business- 
men, farmers,  and  sportsmen.  It  is  neither  a social 
nor  a business  group;  its  only  purpose  is  to  provide 
clear  and  immediate  local  emergency  communica- 
tions. 

This  program  is  designed  to  supplement  the  Citi- 
zens Band  clubs  already  in  existence,  not  to  replace 
them.  Any  citizen  over  18  years  of  age  may  operate 
a Citizens  Band  communications  system  upon  appli- 
cation for  and  receipt  of  his  free  radio-station  li- 
cense. No  knowledge  of  code  is  necessary,  and  units 
are  installable  in  home,  office,  or  automobile. 

Further  information  can  be  obtained  by  writing 
REACT,  4401  West  Fifth  Avenue,  Chicago  24. 


Texas  Gets  Medical  Industries 

A surgical  dressings  plant  for  Johnson  & Johnson 
is  being  built  in  Sherman  at  a cost  of  $2,250,000, 
the  magazine  Texas  Pharmacy  reported.  The  plant 
will  include  a single-story,  123,000  square  foot 
manufacturing  plant,  a two-story  18,000  square  foot 
office  building,  and  a single-story  71,000  square  foot 
shipping  building.  The  office  building  and  a portion 
of  the  manufacturing  building  are  scheduled  for 
completion  by  March,  1963,  and  the  shipping  build- 
ing by  September,  1962. 

The  pharmaceutical  publication  also  reports  that 
a $500,000  pharmaceutical  plant  is  under  construc- 
tion in  Austin  for  Pharmafac.  The  three  year  old 
company  manufactures  53  pharmaceutical  products, 
and  compounding  and  packaging  are  presently  done 
in  the  East. 

The  new  Austin  plant  will  enable  the  company 
to  concentrate  its  entire  operation  at  one  location. 
The  plant  is  expected  to  be  completed  by  the  sum- 
mer of  1962. 


Personals 

Nine  Texas  physicians  have  received  fellowship 
certificates  from  the  American  College  of  Chest 
Physicians.  They  include  Drs.  Jerry  J.  Everett, 
Brownwood;  John  Lester  Kee,  Jr.,  and  Eldon  K.  Sie- 
bel,  both  of  Dallas;  Robert  C.  Jackson,  Harlingen; 
David  P.  Cardus  and  Joel  E.  Reed,  both  of  Houston; 
and  Theodore  H.  Chuang,  Bernard  T.  Fein,  and  Rob- 
ert H.  LePere,  all  of  San  Antonio. 

Maj.  Gen.  John  F.  Bohlender,  commanding  gen- 
eral of  the  Brooke  Army  Medical  Center,  San  An- 
tonio, has  retired  after  33  years  of  military  service. 
He  was  succeeded  by  Maj.  Gen.  James  L.  Snyder, 
commandant  of  the  Medical  Field  Service  School. 

Dr.  Jack  Partain  of  San  Antonio  assumed  his  du- 
ties as  chief  of  staff  at  Baptist  Memorial  Hospital  in 
San  Antonio  Jan.  1,  1962.  Dr.  John  Case  of  San 
Antonio  was  elected  chief  of  staff-elect,  to  take 
office  in  1963.  Dr.  A.  P.  Thaddeus  of  San  Antonio 
was  named  secretary. 

Dr.  Edward  A.  Newell  of  Dallas  has  been  elected 
first  vice-president  of  the  American  Hearing  Society. 

Dr.  James  E.  Dailey  of  Houston  was  elected  presi- 
dent of  the  Southern  Thoracic  Surgical  Association 
at  its  annual  meeting  in  Memphis,  Term. 

Dr.  B.  M.  Primer,  Austin,  is  the  new  president 
elect  of  the  American  Association  of  Public  Health 
Physicians. 

Dr.  Loyde  Hudson  of  Amarillo,  accompanied  by 
Mrs.  Hudson,  attended  the  American  College  of 
Chest  Physicians  meeting  recently  in  New  York. 

Dr.  William  E.  Laur  of  Amarillo  recently  attended 
a dermatologists’  meeting  in  Chicago.  Mrs.  Laur  ac- 
companied him. 

Dr.  R.  R.  Erdmann  of  Amarillo  recently  addressed 
the  Hutchinson  County  Unit  of  the  American  Can- 
cer Society  in  Borger  on  the  subject  of  "Immunologic 
Aspects  of  Cancer”. 

Dr.  Otto  Lippmann  of  Austin  has  been  appointed 
to  the  eye  health  committee  of  the  American  School 
Health  Association. 

Dr.  Kenneth  M.  Earle,  dean  of  the  University  of 
Texas  School  of  Medicine  for  the  past  three  years, 
assumed  his  new  post  as  chief  of  neuropathology  of 
the  U.  S.  Armed  Forces  Institute  of  Pathology,  Wal- 
ter Reed  Hospital,  Washington,  D.C.,  Feb.  1,  1962. 
Dr.  Earle,  his  wife,  and  three  children  will  reside 
in  Silver  Spring,  Md.,  where  they  have  purchased  a 
home  at  11402  Charlton  Drive. 

New  officers  of  the  Harris  County  Academy  of 
General  Practice  are  Drs.  Winston  Morrison,  presi- 
dent elect;  Dan  Holloway,  vice  president;  Nathan 
Cotlar,  secretary;  Bobby  Jones,  treasurer;  and  Ben 
Walpole,  board  of  directors.  All  are  of  Houston. 
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Conference  on  Physicians,  Schools 
Scheduled  for  March  18-19 

The  Fifth  State  Conference  on  Physicians  and 
Schools  will  be  held  March  18-19  at  the  Hotel  Texas 
in  Fort  Worth.  Physicians,  school  administrators, 
principals,  school  nurses,  counselors,  and  teachers  are 
invited  to  attend. 

The  "Emotional  Growth  of  the  Child”  is  the  topic 
for  evaluation  and  study  at  the  two  day  conference 
sponsored  by  the  Texas  Medical  Association  in  co- 
operation with  the  Tarrant  County  Medical  Society 
and  the  Fort  Worth  Independent  School  District. 

On  Sunday  evening,  Carson  McGuire,  Ph.D.,  the 
keynote  speaker,  will  discuss  "Creativity  and  Emo- 
tionality”. Dr.  McGuire  is  director  of  research  in  edu- 
cation and  director  of  the  Human  Talent  Research 
project  at  the  University  of  Texas. 

Monday  morning  a panel  "The  Physical  and  Emo- 
tional Mamrity  of  the  Six  Year  Old  as  it  Relates  to 
Readiness  for  Academic  Experience”  wiU  be  of  spe- 
cial interest  to  educators  working  with  children.  G.  B. 
Wadzeck,  superintendent  of  the  San  Angelo  Public 
Schools;  Dr.  C.  O.  Terrell,  Jr.,  a Fort  Worth  pedia- 
trician; and  Iris  Amos,  Ph.D.,  professor  of  psychol- 
ogy at  Texas  Christian  University,  will  participate  in 
the  panel  discussion. 

Dr.  George  A.  Constant  of  Victoria,  a psychiatrist 
with  the  Devereux  Schools,  will  present  "Special 
Problems  Presented  by  the  Brain  Damaged  Child”. 
Ira  Iscoe,  Ph.D.,  associate  professor  of  psychology  at 
the  University  of  Texas,  will  discuss  problems  of 
emotional  development  in  the  adolescent. 

At  a general  luncheon  Saul  Sells,  Ph.D.,  professor 
of  psychology  at  Texas  Christian  University,  will  de- 
scribe his  research  project  on  peer  group  acceptance 
and  rejection  and  its  effects  on  personality  develop- 
ment. 

Monday  afternoon  Dr.  Lucius  Waites,  associate 
professor  of  pediatrics  and  neurologist,  of  Southwest- 
ern Medical  School  in  Dallas  will  give  a paper  en- 
titled "Perceptive  Difficulties”.  Concluding  the  con- 
ference program  will  be  a panel  composed  of  a 
parent,  a minister,  a physician,  a newspaper  repre- 
sentative, and  an  educator  who  will  discuss  "Whose 
Responsibility?” 

The  theme  "The  Emotional  Growth  of  the  Child” 
was  presented  in  Dallas  in  I960  and  again  in  Hous- 
ton in  1961. 


Licenses  Issued  to  37 

The  Texas  State  Board  of  Medical  Examiners,  at 
a meeting  in  Dallas  Jan.  13-14,  1962,  issued  licenses 
to  37,  of  which  27  were  foreign  graduates.  First  half 
certificates  were  issued  to  19  and  there  were  four 


failures,  according  to  Dr.  M.  H.  Crabb  of  Fort 
Worth,  secretary. 

In  reciprocity  action,  20  applications  were  ap- 
proved, one  other  approved  for  license  certificate  to 
be  issued  in  June,  and  25  license  certificates  issued. 

Licenses  of  two  physicians  were  cancelled  by  board 
action. 

ACOG  Names  Faculty 
For  Four-Hour  Seminars 

Leading  physicians  from  throughout  America  have 
been  selected  as  faculty  for  seven  correlated  seminars 
during  the  tenth  annual  clinical  meeting  of  The 
American  College  of  Obstetricians  and  Gynecolo- 
gists in  the  Palmer  House,  Chicago,  on  April  2-4, 
1962. 

Gordon  W.  Douglas,  M.D.,  New  York,  is  vice 
chairman  of  the  committee  on  program  in  charge  of 
correlated  seminars.’  Chairman  of  the  committee  on 
program  is  Roy  T.  Parker,  M.D.,  Durham,  N.  C. 

The  seminars  are  as  follows: 

Toxemia  of  Pregnancy. — Howard  J.  Tatum,  M.D., 
professor  of  obstetrics  and  gynecology,  University  of 
Oregon  Medical  School,  Portland. 

Infertility. — Robert  W.  Noyes,  M.D.,  chairman. 
Department  of  Obstetrics  and  Gynecology,  Vander- 
bilt University  School  of  Medicine,  Nashville. 

Neuropsychiatric  Complications  in  Obstetrics  and 
Gynecology. — Sprague  H.  Gardiner,  professor  of  ob- 
stetrics and  gynecology.  University  of  Indiana  Medi- 
cal School,  Indianapolis. 

Radiation  Therapy  in  Gynecologic  Cancer. — 
James  F.  Nolan,  A.B.,  M.D.,  associate  clinical  pro- 
fessor of  obstetrics  and  gynecology,  Universtity  of 
Southern  California,  Los  Angeles. 

Reproductive  Physiology. — Charles  H.  Hendricks, 

M. D.,  associate  professor  of  obstetrics  and  gynecol- 
ogy, Western  Reserve  University  School  of  Medi- 
cine, Cleveland. 

Heart  Disease  in  Pregnancy. — ^John  Quincy  Ad- 
ams, M.D.,  assistant  professor,  obstetrics  and  gyne- 
cology, University  of  Tennessee  College  of  Medicine, 
Memphis. 

Diagnosis  and  Management  of  Menstrual  Dis- 
orders.— Edwin  C.  Hamblen,  professor  of  endocri- 
nology and  associate  professor  of  obstetrics  and  gyne- 
cology, Duke  University  Medical  Center,  Durham, 

N.  C. 

Advance  registration  for  the  meeting  and  for  these 
correlated  seminars  is  open  to  fellows  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists. 
Other  physicians  may  register  for  a fee  of  $25.  Fur- 
ther information  may  be  obtained  by  writing  Donald 
F.  Richardson,  Executive  Director,  79  West  Monroe 
St.,  Chicago  3. 
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Mixed  Internships  in  Harris  Hospital 

Harris  Hospital  in  Fort  Worth  has  been  approved 
for  the  first  mixed  type  internship  in  Texas  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association. 

In  making  the  announcement,  Clay  J.  Berry,  presi- 
dent of  the  hospital’s  board  of  trustees,  said,  "It  rep- 
resents one  of  the  first  major  steps  in  effectuating 
a new  and  comprehensive  postgraduate  educational 
program  for  young  physicians  at  Harris  Hospital 
under  the  guidance  of  a full  time  director  of  medical 
education.’’ 

Rotating  internships,  in  which  the  graduate  physi- 
cian spends  some  time  on  several  hospital  services 
in  one  year,  already  exist  in  Fort  Worth.  'The  newly 
approved  mixed  type  internship  will  not  compete 
with,  but  will  supplement,  the  other  internships 
available. 

The  new  internship  program  will  mean  that  a 
young  doctor  may  choose  to  gain  practical  experi- 
ence in  the  Hospital’s  Division  of  Medical  Educa- 
tion under  the  supervision  of  his  older  colleagues  on 
the  medical  staff  either  in  medicine  or  surgery  for 
six  months,  plus  three  months  in  surgery  or  medi- 
cine, and  three  months  in  pathology  or  obstetrics 
and  gynecology,  for  a total  of  12  months. 

Details  of  the  new  educational  program  are  being 
worked  out  in  cooperation  with  Southwestern  Medi- 
cal School,  Dallas.  Members  of  the  medical  school’s 
faculty  will  be  used  periodically  in  teaching  gradu- 
ate physicians  in  Fort  Worth. 


Augusta  Postgrad  Medical  Assembly 

The  Augusta  Postgraduate  Medical  Assembly  will 
convene  April  2-4.  Topics  to  be  discussed  include 
the  irritable  colon,  office  hematology,  medical  con- 
siderations in  jaundice,  management  of  hyperthy- 
roidism, angina  pectoris,  bacteremia,  acute  head  in- 
juries, chest  injuries,  abdominal  emergencies,  vas- 
cular emergencies,  and  orthopedic  eftiergencies. 

Other  subjects  include  neonatal  surgical  problems, 
developmental  problems,  intensive  care  unit  for  new- 
borns, infections  in  the  newborn,  epithelial  dysplasia 
of  the  cervix,  hydatidiform  mole,  cancer  smears  and 
their  application,  psychotherapeutic  techniques  em- 
ployed by  the  general  practitioner,  evaluation  of  psy- 
chosomatic illness,  and  group  treatment  of  the 
chronic  somatic  complainer. 

The  registration  fee  of  $15  covers  all  sessions  and 
a cocktail  party.  The  dates  coincide  with  the  practice 
rounds  of  the  Masters  Golf  Tournament. 

Complete  details  may  be  obtained  from  Dr.  Julius 
T.  Johnson,  P.  O.  Box  3323,  Augustus,  Ga. 


Postgraduate  Courses 

Management  of  Children  with  Cancer,  Houston, 
March  30-31. — The  program  will  include  important 
aspects  of  chemotherapy,  surgery  and  radiotherapy 
in  the  management  of  children  with  various  types 
of  neoplastic  disease.  Emphasis  will  be  placed  on 
problems  arising  during  treatment.  Guest  speakers 
will  include  Dr.  M.  Lois  Murphy,  New  York;  Dr. 
Emil  J.  Freireich,  Washington,  D.  C.;  Dr.  H.  Wil- 
liam Clatworthy,  Jr.,  Columbus,  Ohio;  Dr.  F.  J. 
D’Angio,  Boston;  Dr.  Lois  Collins,  Houston;  and 
Dr.  John  S.  Stehlin,  Houston.  Information  may  be 
obtained  by  writing  the  Office  of  the  Dean,  Uni- 
versity of  Texas  Postgraduate  School  of  Medicine, 
Texas  Medical  Center,  Houston  25. 

Fractures  and  Other  Trauma,  Chicago,  April  25- 
28. — Particular  emphasis  will  be  given  to  hand  in- 
juries, plastic  surgery,  tendon  injuries,  peripheral 
nerve  injuries,  fractures  and  dislocations  in  adults 
and  children,  trauma  to  the  face,  chest,  abdomen, 
blood  vessels,  and  genito-urinary  tract;  bone  grafts, 
athletic  injuries,  tetanus,  shock,  and  trauma  to  the 
lumbar  discs.  Registration  fee  is  $75;  residents  and 
interns  will  be  admitted  free  with  a letter  from  a 
superior.  The  course  is  acceptable  for  31V^  hours 
of  category  2 credit  by  AAGP.  The  course  is  jointly 
sponsored  by  the  Chicago  Committee  on  Trauma 
and  the  American  College  of  Surgeons.  Dr.  John  J. 
Fahey,  1791  West  Howard  Street,  Chicago  26,  can 
provide  full  details. 

Surgery  of  the  Hand,  New  Orleans,  March  22-24. 
Dr.  Adrian  Flatt  will  be  the  guest  lecturer,  and  the 
course,  under  the  co-chairmanship  of  Drs.  Daniel  C. 
Riordan  and  Jack  Wickstrom,  wiU  include  anatomy, 
kinesiology,  pathology,  and  traumatology,  as  well  as 
surgical  techniques  of  corrective  and  reconstructive 
surgery  of  the  hand.  It  is  to  be  presented  by  the 
Division  of  Orthopaedic  Surgery  of  Tulane  Univer- 
sity School  of  Medicine.  Inquiries  may  be  directed 
to  the  Division  of  Graduate  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  1430  Tulane  Avenue, 
New  Orleans  12. 


Arthritis  and  Rheumatism 
Foundation  Lists  Publication 

The  Arthritis  and  Rheumatism  Foundation  has 
announced  a new  publication,  "Symposium  on  Some 
Recent  Advances  in  the  Physiology  and  Biochemistry 
of  Adrenal  Steroids.” 

The  material,  originally  published  in  Metabolism, 
is  now  available  as  a separate,  bound  volume,  at  $4. 
Copies  may  be  ordered  from  the  Arthritis  and  Rheu- 
matism Foundation,  10  Columbus  Circle,  New  York 
19,  New  York. 
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Lummis  Foundation 
To  Sponsor  Symposium 

The  Frederick  Rice  Lummis  Medical  Foundation, 
established  in  memory  of  the  late  Dr.  Frederick  Rice 
Lummis,  Sr.,  will  sponsor  a symposium  on  infectious 
diseases  March  24,  1962,  at  the  Jesse  Jones  Library 
Building,  Texas  Medical  Center,  Houston. 

Dr.  Walter  C.  Alvarez,  emeritus  professor  of  medi- 
cine, Mayo  Foundation,  Rochester,  Minn.,  will  intro- 
duce the  program. 

The  speakers  and  their  subjects  will  be  Dr.  Leigh- 
ton E.  Cluff,  associate  professor  of  medicine  and 
head  of  the  Division  of  Infectious  Diseases  and 
Qinical  Immunology  at  Johns  Hopkins  University, 
Baltimore,  Md.,  "Staphylococcal  Infections;  Patho- 
genesis, Qinical,  and  Epidemiological  Features”  and 
"Chronic  Effects  of  Acute  Infection — ^The  Problem 
of  Recovery”;  Dr.  Harry  F.  Dowling,  professor  of 
medicine  and  head  of  the  Department  of  Internal 
Medicine  at  the  University  of  Illinois  Medical  School 
in  Chicago,  "Untoward  Reactions  to  Antibiotics” 
and  "Long  Term  Management  of  Bronchitis  and 
Bronchiectasis”;  Dr.  Ellard  M.  Yow,  professor  of 
medicine  at  Baylor  University  College  of  Medicine 
in  Houston,  "The  Newer  Penicillins”  and  "Selection 
of  an  Antibiotic”;  and  Dr.  J.  Edward  Norris,  clinical 
instructor  at  Baylor  University  College  of  Medicine, 
"Infectious  Arthritis”. 

There  wiU  be  no  registration  fee  for  the  sym- 
posium. Additional  information  may  be  obtained 
from  Dr.  Joel  E.  Reed,  program  chairman,  6448 
Fannin  Street,  Houston  25. 

SBME  Honor  Roil 

Physicians  who  scored  90  or  above  at  the  most 
recent  examination  given  by  the  Texas  State  Board 
of  Medical  Examiners  are  as  follows; 

Dr.  Michel  Edouard  Kahil,  Cairo,  Egypt  (now  in 
Houston),  graduate  of  the  American  University  of 
Beirut,  Lebanon,  1958.  Score,  92.3. 

Dr.  Luis  Delclos,  Tarragona,  Spain  (now  in  Bel- 
laire),  graduate  of  Barcelona  University,  Spain,  1950. 
Score,  91.2. 

Dr.  Roland  Walter  Sonntag,  Flushing,  N.Y.  (now 
in  New  Orleans),  graduate  of  University  of  Bern, 
Switzerland,  1956.  Score,  90.4. 

Dr.  Richard  Dwight  Lyman,  Windsor,  Ontario 
(now  in  Long  Beach),  graduate  of  Southwestern 
Medical  School,  1961.  Score,  90.3. 

Dr.  James  Lee  Moore,  Fort  Morgan,  Colo,  (now 
in  Houston),  graduate  of  Cornell  University,  I960. 
Score,  90.2. 

Dr.  Jean  Margaret  Buchanan  Moure,  Glasgow, 
Scotland  (now  in  Houston),  graduate  of  London 
University,  1956.  Score,  90.2. 


Show  Me,  Doctor 

To  aid  the  doctor  in  explanations  to  his  pa- 
tients, the  Upjohn  Company  has  designed  a 
"Diagnos-O-Gram”  on  which  the  doctor  can  give 
an  easily  understood  and  visual  explanation  of  his 
diagnosis. 

The  device  is  simply  a sheet  of  paper  showing 
the  viscera  with  a key  numbered  list  of  organs 
to  simplify  identification,  and  a rear  view  of  the 
skeleton,  plus  the  spinal  nerves,  similarly  identi- 
fied. 

A surgeon  can  point  out  the  gross  area  to  be 
operated  upon  and,  by  drawing  on  the  individual 
organ,  can  demonstrate  the  procedure  to  be  used. 
An  internist  can  point  out  an  area  of  infection, 
a defect  in  the  heart,  or  the  location  and  position 
of  the  gaU  bladder  and  the  significance  of  the 
stones.  The  patient  can  keep  the  drawing. 

Pharmaceutical  firm  representatives  will  dis- 
tribute the  "Diagnos-O-Gram”  pads. 


The  Jumping-oH  Place: 

Houston  MD  Likes  It 

The  same  sort  of  emotions  that  must  be  overcome 
in  handling  fast  moving,  delicate  situations  at  the 
operating  table  also  must  be  overcome  by  the  para- 
chute jumper.  In  this  way  Dr.  Edward  A.  Fitch  of 
Houston  sees  a relationship  between  his  work  as  a 
chest  and  heart  surgeon  and  his  hobby  of  parachute 
jumping. 

Both  Dr.  Fitch  and  his  wife  are  members  of  a 
parachute  jumping  club.  They  jump  every  weekend, 
devoting  about  as  much  time  to  this  sport  as  the 
average  golfer  does  to  his.  Other  club  members  come 
from  all  walks  of  life.  There  are  100  to  200  mem- 
bers of  the  parachutists’  club  in  the  Houston  area. 

Dr.  Fitch  believes  his  hobby  is  worthwhile  as  it 
keeps  the  wits  sharp,  necessitates  quick  thinking,  and 
allows  a degree  of  physical  stamina  to  be  maintained 
without  too  much  effort.  "It  was  a little  frightening 
at  first  but  after  several  hundred  jumps  only  the 
enjoyable  parts  remain,”  he  says. 

The  doctor’s  unusual  hobby  recently  attracted  na- 
tionwide attention  in  picture  story  appearing  in  MD 
magazine. 

Parachute  jumping  has  become  popular  in  Amer- 
ica since  World  War  11.  In  addition  to  making 
jumps  himself.  Dr.  Fitch  assists  in  training  new 
members  of  the  club  in  the  techniques  of  jumping. 

Dr.  Fitch  is  an  aviator,  also.  He  has  been  flying 
as  a private  pilot  for  about  10  years. 
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Dr.  Daniel  Sexton  Heads 
Southern  Medical  Association 

Dr.  Daniel  L.  Sexton  of  St.  Louis  has  been  selected 
president-elect  of  the  Southern  Medical  Association. 
He  will  be  installed  at  the  56th  annual  meeting  of 
the  organization  Nov.  12-15,  1962,  in  Miami  Beach. 

Other  officers  include  Dr.  A.  Clayton  McCarty  of 
Louisville,  Ky.,  president;  Dr.  Robert  D.  Moreton 
of  Fort  Worth,  first  vice  president;  and  Dr.  Charles 
Max  Cole  of  Dallas,  second  vice  president.  The  offi- 
cers were  announced  by  Dr.  J.  Garber  Galbraith  of 
Birmingham,  Ala.,  chairman  of  the  association’s 
council. 


Dr.  Towler  Given  Silver  Shovel 

The  silver  shovel,  as  a token  of  affection  and  to 
ease  his  task  of  "piling  the  work”  on  his  students, 
has  been  awarded  Dr.  Martin  L.  Towler  of  Galveston 
by  members  of  Osteon,  social  medical  fraternity  at 
the  University  of  Texas  Medical  Branch. 

Dr.  Towler  is  professor  in  the  Department  of 
Neurology  and  Psychiatry  and  head  of  electroen- 
cephalography at  the  medical  school.  He  was  cited 
for  his  "outstanding  ability  as  a teacher  and  practi- 
tioner of  the  art  and  science  of  medicine.” 

The  award  evolved  from  the  attitude  of  the  stu- 
dents that  their  teachers  are  always  "piling  more  and 
more  work  on  them.”  It  was  established  in  1946  and 
has  become  a symbol  of  recognition,  designed  to 
honor  the  instructor  who  has  been  outstanding  as  a 
friend  and  teacher  to  students  at  the  medical  branch. 


Clinical  Postgraduate  Program 
Planned  in  Mexico  City 

The  University  of  California,  Los  Angeles,  School 
of  Medicine  will  offer  a clinical  postgraduate  pro- 
gram in  Mexico  City  Feb.  21 -March  1 in  cooperation 
with  the  National  Autonomous  University  of  Mexico 
School  of  Medicine. 

Sessions  will  be  held  in  internal  medicine,  surgery, 
dermatology,  obstetrics  and  gynecology,  pediatrics, 
nutrition,  and  cardiology.  Meetings  will  be  held  at 
the  School  of  Medicine,  Institute  of  Cardiology,  In- 
stitute of  Tropical  Diseases,  Children’s  Hospital, 
Institute  of  Nutrition,  and  the  Spanish  Hospital. 

Tuition  for  the  medical  sessions  will  be  $100. 
Additional  information  may  be  obtained  from  I>r. 
Thomas  H.  Sternberg,  assistant  dean  in  charge  of 
postgraduate  medical  education.  University  of  Cali- 
fornia Medical  Center,  Los  Angeles  24. 


Health  Survey  Team 
To  Visit  Bexar  County 

A team  from  the  U.  S.  Public  Health  Service’s 
Health  Examination  Survey  will  visit  Bexar  County 
for  three  and  a half  weeks,  beginning  Feb.  16,  1962. 
Bexar  County  is  the  second  Texas  location  to  be 
used  in  the  national  sample;  about  150  adult  resi- 
dents of  Midland  County  were  examined  in  the  fall 
of  1960. 

The  examinees  will  be  persons  preselected  by  a 
probability  sampling  technique,  irrespective  of  social, 
economic,  or  health  characteristics.  Examinations 
will  be  performed  in  the  health  survey  mobile  ex- 
amination center.  Purpose  of  the  study  is  to  collect, 
on  a uniform  basis,  statistical  information  on  certain 
chronic  conditions,  particularly  cardiovascular  dis- 
eases and  arthritis,  and  on  physical  and  physiological 
measurements. 

Examining  physicians  will  be  fellows  or  senior 
residents  in  internal  medicine  working  temporarily 
with  the  U.  S.  Public  Health  Service.  The  Health 
Examination  Survey  is  a major  project  of  the  U.  S. 
National  Health  Survey  authorized  by  Congress  in 
1956.  It  is  the  first  attempt  in  any  country  to  per- 
form examinations  on  a representative  sample  of  the 
national  population.  The  Bexar  County  "stand”  will 
be  the  29th  in  the  national  sample,  according  to  a 
story  in  the  Bexar  County  Medical  Society  News- 
letter. 


Public  Health  Lab  Workshops  Scheduled 

Seven  public  health  laboratory  workshops  will  be 
held  between  March  and  May  at  the  State  Depart- 
ment of  Health  in  Austin. 

Workshop  dates  and  types  will  be  as  follows: 

March  7-9,  fluorescent  antibody-hemolytic  strepto- 
coccus, syphilis,  fluorescent  Treponema  antibody,  and 
rabies;  March  12-17,  general  diagnostic  bacteriology; 
April  9-20,  beta-hemolytic  streptococcus  identifica- 
tion by  conventional  and  fluorescent  antibody  tech- 
niques; April  23-25,  tuberculosis  and  anonymous 
mycobacteria;  April  25-27,  mycology;  May  1-4,  para- 
sitology; and  May  7-9,  standard  serological  tests  for 
syphilis. 

Applications  should  be  addressed  to  J.  V.  Irons, 
Sc.D.,  Director  of  Laboratories,  State  Department  of 
Health,  1100  West  49th  Street,  Austin. 
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Gifts  to  the  Library 

Dr.  Dorliska  W.  Brown,  Fredericksburg,  258  jour- 
nals. 

Dr.  Ray  E.  Bullard,  Austin,  108  journals,  89  books, 
4 pamphlets. 

Dr.  Robert  F.  Ellzey,  Austin,  14  journals. 

Dr.  Enid  Gilbert,  Austin,  27  journals. 
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Brest,  A.  N.,  and  Moyer,  J.  N.,  Eds.:  Hypertension, 
Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961. 
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Exner,  F.  B.:  The  American  Fluoridation  Experi- 
ment, New  York,  Devin- Adair  Co.,  1961. 

Fields,  W.  S.,  and  Desmond,  M.  M.,  Eds.;  Dis- 
orders of  the  Developing  Nervous  System,  Spring- 
field,  lU.,  Charles  C Thomas,  1961. 

Freeman,  L.:  The  Abortionist,  Garden  City,  N.  J., 
Doubleday,  1962. 

Hull,  T.  G.,  and  Jones,  T.;  Scientific  Exhibits, 
Springfield,  lU.,  Charles  C Thomas,  1961. 

Knickerbocker,  C.  H.:  The  Dynasty,  Garden  City, 
N.  J.,  Doubleday,  1962. 

McKusick,  V.  A.:  Medical  Genetics,  1958-1960, 
St.  Louis,  C.  V.  Mosby,  1961. 

Masor,  N.:  The  New  Psychiatry,  New  York,  Phil- 
osophical Library,  1959. 

Meyler,  L.:  Side  Effeas  of  Drugs,  Amsterdam, 
Excerpta  Medica  Foundation,  I960. 

Williams,  J.  R.,  and  Bonte,  F.  J.:  The  Roentgen- 
ological Aspects  of  Nonpenetrating  Chest  Injuries, 
Springfield,  111.,  Charles  C Thomas,  1961. 

Newly  Acquired  Films 

LIFE  IN  YOUR  HANDS,  sound,  black  and  white, 
15  minutes,  professional,  1961.  B-48 

This  film  shows  mouth  to  mouth  resuscitation 
used  in  a case  of  cardiac  arrest.  External  cardiac 
massage  and  the  mouth  to  mouth  breathing  pro- 
cedure keep  the  spark  of  life  in  a patient  until  pro- 
fessional help  is  available.  This  film  can  be  shown 
only  xmder  the  direction  of  a physician. 

HYPNOTHERAPY  IN  CHILDBIRTH,  sound, 
color,  20  minutes,  professional,  1955.  C-115 

This  film,  made  by  a Texas  doctor,  illustrates  the 
technique  and  documentation  of  an  actual  case  his- 
tory of  a pregnancy  and  delivery  utilizing  hypnosis. 

ANECTINE,  TECHNIQUE  FOR  ELECTRO- 
SHOCK THERAPY,  sound,  color,  15  minutes,  pro- 
fessional, 1953.  B-49 

This  16  mm.  film,  made  by  a Texas  doctor,  il- 
lustrates the  procedure  for  the  administration  of 
electro-shock,  using  a standard  electrical  modality  in 
a uniform  dose  of  skeletal-muscle  relaxing  drug. 

Hospitals,  Doctors,  and  Dollars 

Robert  M.  Cunningham,  Jr.  275  pages.  $6.95. 

New  York,  F.  W.  Dodge  Corporation,  1961. 

The  author  of  this  informative  book  has  been 
editor  of  Modern  Hospital  since  1951  and  was  man- 
aging editor  from  1945  to  1951.  The  book  has  been 
assembled  from  the  material  written  during  this 
time.  He  neither  attacks  nor  defends  the  hospital 
institution  and  its  activities;  he  simply  describes  the 
symptoms  and  comments  on  their  significance. 


The  book  should  provide  a common  basis  for 
improved  undersranding  between  hospital  administra- 
tors, physicians  and  nurses,  medical  insurance  associ- 
ations, and  the  patients  or  human  beings  who  deal 
with  hospitals,  doctors,  and  dollars. 

The  Fundamentals  of  X-Ray 
And  Radium  Physics 

Joseph  Selman,  M.D.,  Clinical  Assistant  Professor 
of  Radiology,  Southwestern  Medical  School;  Director, 
School  of  X-ray  Technicians,  Tyler  Junior  College; 
Director,  Radiology  Department,  Medical  Center 
Hospital;  Attending  Staff  in  Radiology,  Mother 
Frances  Hospital;  Consultant  in  Radiology,  East 
Texas  Tuberculosis  Hospital,  Tyler.  364  pages.  $8.50. 
Springfield,  111.,  Charles  C Thomas,  1961. 

This  book  starts  with  a chapter  on  simplified 
mathematics,  which  always  is  good  to  review.  The 
explanatory  diagrams  are  instructive  and  easy  to  fol- 
low. Questions  at  the  end  of  each  chapter  guide  the 
technician  in  further  smdy.  The  basic  fundamentals 
of  electricity  and  x-ray  circuitry  for  x-ray  equipment 
are  well  presented.  The  simple  presentation  of  the 
x-ray  dosage  in  air,  tissue  and  the  information  about 
depth  dosage,  backscatter,  filtration,  wave  lengths, 
and  the  like  are  timely  topics. 

The  basic  information  on  dark  room  location, 
construction,  accessibility,  entrances,  ventilation, 
lighting,  and  equipment  are  all  fine,  but  one  does 
wish  that  mention  of  and  some  details  about  auto- 
matic processing  units  had  been  included.  The  re- 
viewer feels  that  one  page  is  not  enough  for  a meth- 
od that  is  likely  to  become  commonplace  in  the 
future  years. 

The  chaprers  on  radiographic  quality  are  very 
fine  both  as  to  the  explanatory  detail  and  the  line 
drawings  to  demonstrate  the  principles  involved. 
One  is  particularly  impressed  with  the  presentation 
of  the  various  types  of  grids  and  the  explanation 
of  their  actions.  The  section  on  special  procedures 
which  discusses  stereoscopic  radiography,  body-sec- 
tion radiography,  roentgenkymography,  photofluor- 
ography  and  image  amplification  are  all  well  pre- 
sented. Foreign  body  localization  in  the  eye  could 
well  have  been  included  in  this  section,  as  well  as 
another  page  or  two  about  image  amplification. 

The  section  on  radium  is  thought  to  be  quite  ade- 
quate for  technicians,  but  a little  more  space  might 
profitably  be  allotted  to  isotopes  used  in  medicine. 
The  section  on  protection  is  timely  and  well  covered 
in  keeping  with  its  increasing  importance  both  in 
medicine  and  industry. 

The  reviewer  commends  the  author  for  a fine 
book  for  use  in  the  training  of  x-ray  technicians;  the 
book  also  is  recommended  to  any  physicians  who 
are  responsible  for  the  practical  operation  of  x-ray 
equipment. 

— Joe  C.  Rude,  M.D.,  Austin. 
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Medical,  Surgical,  and  Gynecological 
Complications  of  Pregnancy 

Allan  F.  Guttmacher,  M.D.,  Obstetrician  and 
Gynecologist-in-Chief,  The  Mount  Sinai  Hospital, 
New  York;  and  JOSEPH  J.  Rovinsky,  M.D.,  Assist- 
ant Attending  Obstetrician  and  Gynecologist,  The 
Mount  Sinai  Hospital,  New  York.,  Eds.  619  pages. 
$16.50.  Baltimore,  Maryland,  The  Williams  & Wil- 
kins Company,  I960. 

In  1952  the  Mount  Sinai  Hospital  created  10  spe- 
cialty clinics  within  its  department  of  obstetrics.  It 
was  felt  that  the  interplay  between  obstetrics  and 
other  fields  of  medicine  was  more  extensive  than  in 
any  other  specialty.  Each  clinic  is  under  the  direction 
of  one  or  more  staff  members.  This  type  of  organi- 
zation stimulated  interest  in  pregnant  women  and 
the  complications  of  pregnancy. 

This  volume  is  the  result  of  the  information 
gained  by  the  non-obstetric  specialists  that  staff  the 
clinic.  It  is  intended  as  a supplement  to  existing 
obstetrical  textbooks,  but  should  also  be  valuable  to 
surgeons,  internists,  general  practitioners  and  stu- 
dents. 


“There’s  been  a frightful  mistake.  The  laundry 
truck  was  here  while  you  were  being 
examined.’’ 


Copies  of  the  January,  1962,  issue  of  the 
Texas  State  Journal  of  Medicine  are  urgently 
needed  for  foreign  exchange.  Physicians  who 
wish  to  do  so  may  send  their  copies  of  this 
journal  to  the  Texas  Medical  Association’s 
Memorial  Library,  1801  N.  Lamar  Blvd., 
Austin  1. 


Pharmacology:  The  Nature,  1 

Action  and  Use  of  Drugs  | 

Harry  Beckman,  M.D.,  Chairman,  Departments  of  I 
Pharmacology,  Marquette  University  Schools  of  Medi-  s 
cine  and  Dentistry;  Consulting  Physician,  Milwaukee  f 
County  General  Hospital  and  Columbia  Hospital;  v 
Editor,  Year  Book  of  Drug  Therapy,  ed.  2.  805  j 
pages.  $15.50.  Philadelphia,  W.  B.  Saunders  Com-  J 
pany,  1961.  i 

This  is  a textbook  for  the  undergraduate  medical  ' 
student,  hence,  the  subject  matter  is  presented  in  \ 
three  sections. 

In  Section  I Dr.  Beckman  very  effectively  intro- 
duces and  defines  the  role  of  the  pharmacologist 
and  pharmacology. 

Section  II  includes  12  chapters  of  an  introductory 
nature  covering  a number  of  topics  from  a general 
standpoint:  Clinical  Effects  Achieved  with  Drugs;  i 
The  Sources  of  Drugs;  The  Nature  of  Drug  Action; 

The  Fate  of  Drugs;  Factors  Affecting  Drug  Admin- 
istration; Naming  the  New  Drugs;  The  Official  and 
Semiofficial  Publications;  Drug  Addiction;  The  Un- 
wanted Responses  to  Drugs.  These  chapters  cover 
a number  of  significant  considerations  that  serve  as 
the  basis  for  a comprehensive  study  of  pharmacol- 
ogy as  exemplified  by  the  chapter  on  "The  Fate  of 
Drugs.”  This  chapter  summarizes  aspects  of  absorp- 
tion, distribution,  metabolism  and  excretion  of  drugs. 

Dr.  Beckman  also  discusses  some  points  concerning 
"Sustained-Action  Preparations”  that  are  timely  and 
pertinent. 

Major  principles  of  "Pharmacodynamics  and  Prac- 
tical Applications  of  Drugs”  are  outlined  and  dis- 
cussed in  Section  III.  Medicinal  agents  are  classified 
on  the  basis  of  their  respective  sites  of  action.  The 
coverage  is  adequate  and  up-to-date.  The  more  novel 
classses  of  pharmacologic  agents  are  reviewed  as 
well  as  the  more  classical  drugs.  The  content  of  I 
Section  III  is  an  ideal  blend  of  practical  considera-  | 
tions  ( pharmaco-therapeutics ) and  theoretical  prin- 
ciples based  on  modern  hypotheses  of  mechanisms 
of  drug  action. 

This  textbook  should  be  readily  available  to  the 
medical  student  and  to  other  students  in  the  health 
sciences  (pharmacy,  dental  and  nursing  students), 
as  well  as  to  the  resident  and  interne,  and  to  every 
practitioner. 

Though  the  book  is  not  intended  for  the  chemist, 
structural  formulae  of  the  stereospecific  medicinal 
agents  could  have  been  drawn  on  the  basis  of  con- 
formational analysis  to  present  a more  accurate  por- 
trayal of  the  actual  molecules.  To  exemplify,  stereo- 
chemical factors  that  affect  the  biological  activity 
of  morphine-like  analgesics  and  of  atropine-like 
spasmolytics  may  be  discussed  ideally  on  a confor- 
mational basis. 

— ^Jaime  N.  Delgado,  Ph.D.,  Austin. 
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Mechanisms  of  Disease 
An  Introduction  to  Pathology 

Ruy  Perez-Tamayo,  M.D.,  Professor  and  Direaor 
of  the  Department  of  Pathology  of  the  School  of 
Medicine,  National  University  of  Mexico.  512  pages. 
$14.  Philadelphia,  W.  B.  Saunders  Company,  1961. 

The  author  considers  disease  as  "life  under  ab- 
normal conditions”  and  describes  all  pertinent  facts, 
interpretations  and  principles  in  10  chapters.  After 
a detailed  discussion  of  degenerative  and  regressive 
disturbances,  inflammations,  regeneration  and  tissue 
transplantation,  a study  on  disturbances  of  growth 
introduces  those  of  tissue  differentiation  and  an  ex- 
tensive analysis  of  the  general  pathology  of  tumors. 
Subsequent  chapters  apply  these  principles  to  well 
documented  and  illustrated  units  of  the  text  on  the 
general  pathology  of  connective  tissue,  host-parasite 
relation,  immune  response,  body  fluids  and  electro- 
lytes and,  finally,  metabolism  and  nutrition.  In  the 
epilogue,  the  author  gives  a critical  review  on  the 
historical  development  of  knowledge  in  pathology. 

The  book  offers  a fine  opportunity  to  the  prac- 
titioner in  general  practice  or  in  any  specialty,  to  re- 
new and  widen  the  foundation  of  his  knowledge,  and 
to  keep  abreast  with  the  latest  developments  in  the 
understanding  of  pathological  changes.  To  the  stu- 
dent, it  gives  a wealth  of  information  in  an  inspiring, 
concise,  description  of  facts.  Wherever  up-to-date 
achievements  by  electron  microscopic  or  histochem- 
ical  methods  have  altered  previous  knowledge,  the 
author  properly  credits  the  pioneers. 

The  evaluation  of  more  than  2,700  bibliographic 
references  and  the  explanation  of  many  new  terms 
and  ideas,  in  addition  to  hundreds  of  mostly  original 
illustrations  of  high  technical  quality  might  well 
complete  the  perfection  of  this  book. 

— C.  de  Chenar,  M.D.,  Austin. 

Non-infective  Disease  in  Africa 

H.  C.  Trowell,  O.B.E.,  M.D.  (London),  F.R.C.P., 
Consultant  Physician,  Mulago  Hospital,  Uganda  Med- 
ical Department  and  Department  of  Medicine,  Mak- 
erere  College  Medical  School,  Kampala,  Uganda.  481 
pages.  $13.  London,  Edward  Arnold  (Publishers) 
Ltd.,  I960. 

This  book  is  on  the  peculiarities  of  medical  non- 
infective  diseases  in  the  indigenous  inhabitants  of 
Africa  south  of  the  Sahara. 

Adventure  to  Motherhood 

J.  Allan  Offen,  MjD.,  Assistant  Professor  of  Ob- 
stetrics and  Gynecology,  University  of  Miami  School 
of  Medicine;  Attending  Obstetrician  and  Gynecolo- 
gist, Jackson  Memorial  Hospital.  $2.95.  Miami, 
Audio  Visual  Education  Company  of  America,  Inc., 
1960. 

This  is  a picture  story  of  pregnancy  and  childbirth. 


Microtechniques  of  Clinical  Chemistry 

Samuel  Natelson,  Sc.M.,  Ph.D.,  Head,  Department 
of  Biochemistry,  The  Roosevelt  Hospital,  New  York. 
578  pages.  $14.75.  Springfield,  111.,  Charles  C 
Thomas,  1961. 

This  book,  in  its  second  edition  is  an  extension 
of  the  pioneering  text,  "Correlation  of  Clinical  and 
Chemical  Observation  in  the  Immature  Infant,”  by 
S.  Natelson,  W.  L.  Crawford,  and  F.  A.  Munsey, 
published  in  cooperation  with  the  Rockford  Health 
Department  and  the  Illinois  State  Department  of 
Public  Health,  (1952). 

This  text  is  based  on  two  theses:  (1)  that  the 
most  practical  volume  of  serum  for  aU  chemical  de- 
termination ranges  from  10  to  100  microliters;  and 
( 2 ) the  more  laboratory  tests  that  can  be  performed 
the  better  picture  the  physician  has.  Obviously,  with 
smaller  amounts  of  blood  required  for  each  test, 
more  tests  can  be  made  at  a given  time. 

The  author  lists  more  than  100  chemical  and 
physical  tests.  Included  are  chemical  determination 
for  metabolic  studies,  as  well  as  for  toxicological 
problems.  When  applicable,  more  than  one  proced- 
ure is  outlined.  Also  in  this  second  edition  are  added 
sections  on  physical  testing  of  density,  surface  ten- 
sion and  osmotic  pressure,  as  well  as  sections  on 
the  theory  of  statistical  evaluation  of  test  results, 
emission  spectroscopy  and  automation  in  the  clinical 
laboratory. 

It  is  unfortunate  that  this  text  will  be  of  small 
interest  to  the  practicing  physician,  and  only  slightly 
more  interesting  to  the  average  clinical  pathologist. 
This  book  is  written  by  a chemist  for  practicing 
chemists.  Contrary  to  the  opinion  expressed  by  the 
author  (and  discussed  with  him  personally  more 
than  once)  this  reviewer  feels  that  the  use  of  micro 
and  ultra  micro-techniques  in  chemistry  should  be 
reserved  to  those  hospitals  with  a qualified  chemist 
at  the  Ph.D.  level  directing  the  chemistry  section. 
The  analytical  procedures  described  and  the  theories 
discussed  require  a thorough  grounding  in  the  fun- 
damentals of  chemistry  for  a complete  understanding 
by  the  reader. 

Nevertheless,  the  reviewer  recommends  the  man- 
uscript (with  the  above  qualification)  to  all  persons 
working  in  the  field  of  clinical  chemistry,  or  using 
the  results  of  a clinical  chemistry  laboratory. 

— John  K.  Kirby,  Ph.D.,  Austin. 

Nurses  Can  Give  and  Teach  Rehabilitation 

A manual  by  Mildred  J.  Allgire,  R.N.,  R.P.T., 
M.A.,  Director,  Nursing  and  Therapy  Services,  and 
Ruth  R.  Denney,  R.N.,  R.P.T.,  B.S.,  Consultant, 
Nursing  and  Physical  Therapy  Division  of  Services 
for  Crippled  Children,  Indiana  State  Department  of 
Public  Welfare,  Indianapolis.  61  pages.  $1.25.  New 
York,  Springer  Publishing  Company,  Inc.,  I960. 
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The  Cervix  Uteri  and  It  Diseases 

C.  Frederic  Fluhmann,  B.A.,  M.D.,  CM.,  Chief  of 
Obstetrics  and  Gynecology,  Presbyterian  Medical 
Center,  San  Francisco;  Qinical  Professor  of  Obstetrics 
and  Gynecology,  Stanford  University  School  of  Medi- 
cine, Palo  Alto.  556  pages.  $14.  Philadelphia,  W.  B. 
Saunders  Company,  1961. 

This  book  is  written  primarily  for  the  gynecolo- 
gist with  special  attention  to  diagnostic  and  clinical 
manifestations,  and  both  medical  and  surgical  treat- 
ment of  diseases  of  the  cervix. 

In  the  past  few  years  a keen  interest  has  devel- 
oped in  conditions  related  to  the  cervix.  This  prob- 
ably has  been  stimulated  by  cytological  studies  and 
the  discussion  of  carcinoma  in  sim,  both  diagnostic 
and  treatment.  Many  text  books  give  a description 
of  the  cervix  as  a part  of  the  uterus  and  not  as  an 
entity.  Dr.  Fluhmann  has  chosen  to  discuss  the  cervix 
as  a separate  organ.  He  has  taken  it  through  its 
developmental  anatomy,  gross  anatomy,  histology, 
and  physiology.  He  does  not  pretend  to  offer  any 
new  diagnostic  procedures;  however,  he  has  stressed 
a careful  evaluation  of  vaginal  discharges  which 
might  be  cervical  in  origin.  Also,  the  inflammatory 
reaction  of  the  cervix  is  not  always  primary  in  this 
organ. 

A large  part  of  the  book  is  devoted  to  etiology, 
symptoms,  diagnosis,  and  treatment  of  cancer  of  the 
cervix,  since  one-tenth  of  all  cancers  in  women  are 
in  the  cervix.  This  book  is  discussed  and  illustrated 
much  more  fully  than  most  text  books. 

The  chapter  on  incompetent  cervix  is  new  to  most 
text  books.  Dr.  Fluhmann  has  a most  complete  dis- 
sertation on  this,  with  full  illustrations.  It  should 
benefit  those  who  need  further  information  on  this 
recently  tmderstood  condition. 

As  Dr.  Fluhmann  has  stated,  he  has  advanced  cer- 
tain views  and  introduced  terms  which  are  products 
of  his  own  investigation.  However,  other  theories 
which  have  been  accepted  are  also  given.  I believe 
the  gynecologist  will  find  this  an  interesting  manual 
and  will  refer  to  it  often. 

— Carey  Hiett,  M.D.,  Fort  Worth. 

A Doctor  in  Many  Lands 

The  Autobiography  of  Aldo  Castellani 

Aldo  Castellini.  359  pages.  $4.95.  Garden  City, 
New  York,  Doubleday  & Co.,  Inc,  I960. 

Near  Florence,  Italy,  in  1882,  four-year  old  Aldo 
Castellani  enjoyed  the  open  air  treatment  for  the 
prevention  of  glandtdar  tuberculosis.  In  his  auto- 
biography, he  gives  a colorful  description  of  the  wet 
nurse  (balia)  and  the  affectionate  regard  that  existed 
between  her  and  the  city  bambino.  A glimpse  is 
given  into  the  manner  of  education  characteristic  of 
the  time.  The  broadness  of  the  author’s  educational 


experience  is  illustrated  by  his  attendance  of  medical 
lectures  in  hospitals  not  only  in  Italy,  but  also  in 
Germany  and  England. 

It  is  interesting  that  he  should  have  come  under 
the  tutelage  of  Dr.  Mitchel  Bruce  of  Charing  Cross, 
London,  where  he  was  entertained  in  Dr.  Bruce’s 
home.  Many  years  later.  Dr.  Castellani  lived  at  the 
same  address.  Dr.  Bruce  also  had  a great  deal  to  do 
with  shaping  the  younger  man’s  fumre  career.  Dur- 
ing this  period,  Dr.  Castellani  chose  his  thesis,  "Isola- 
tion of  Typhoid  Bacillus  from  the  Blood.” 

Because  of  his  interest 'in  tropical  diseases,  he 
served  in  many  parts  of  Africa,  the  Far  East,  and 
Middle  East.  He  often  found  himself  as  a medical 
consultant  to  foreign  countries.  He  always  was  able 
to  keep  casualties  to  a minimum  by  his  management 
of  health  conditions  by  making  the  most  of  facilities 
at  hand. 

He  was  an  authority  without  peer  on  the  subject 
of  tropical  diseases.  He  also  was  a teacher  of  renown 
in  London,  Rome,  and  New  Orleans.  He  was  in  the 
latter  city  during  the  1929  crash,  when  millionaires 
became  paupers  overnight,  and  Charity  Hospital  ad- 
mitted people  who  were  dying  of  starvation.  In  re- 
cording that  this  crash  was  felt  world  wide,  he  noted 
that  in  Basutoland,  Africa,  there  was  a general  slump 
in  the  price  of  brides.  It  dropped  from  two  fat  cows 
to  one  lean  calf,  and  if  the  young  lady  had  a blemish 
on  her  face,  a mangy  old  goat  would  suffice  to  buy 
her. 

This  book  introduces  the  reader  to  varied  diseases, 
customs,  and  methods  of  medical  practice  in  places 
like  Uganda,  Ceylon,  Poland,  Greece,  New  Orleans, 
Swit2erland,  Italy,  Spain,  Portugal,  and  Morocco.  This 
book  is  recommended  not  only  for  the  group  inter- 
ested in  history,  but  also  for  young  men  who  may 
see  service  in  many  lands. 

— ^Joe  C.  Rude,  M.D.,  Austin. 

Psychiatry  Vol.  I:  Principles 

E.  Eduardo  Krapf,  M.D.,  Fellow,  Royal  Faculty 
of  Physicians  and  Surgeons,  Glasgow;  Professor  of 
Clinical  Psychiatry,  University  of  Buenos  Aires;  Chief, 
Mental  Health,  World  Health  Organization,  Geneva. 
244  pages.  $6.50.  New  York,  Grune  & Stratton, 
1961. 

Congenital  Malformations: 

Ciba  Foundation  Symposium 

G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  CECILIA  M.  O'CONNOR,  B.Sc.,  Eds. 
308  pages.  $9.  Boston,  Little,  Brown  and  Company, 
I960. 

Adrenergic  Mechanisms: 

Ciba  Foundation  Symposium 

G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  Maeve  O’Connor,  B.A.,  Eds.  632 
pages.  $12.50.  Boston,  Little,  Brown  and  Company, 
1960. 
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The  List  Method  of  Psychotherapy 

Elizabeth  Sher,  Eleanor  Messing,  Theodora 
Hirschhorn,  Enis  Post,  Annette  Davis,  and 
Arthur  Messing,  with  an  introduction  by  Jacob 
S.  List.  258  pages.  $7.50.  New  York,  Philosophical 
Library,  I960. 

"The  List  Method  of  Psychotherapy”  details  the 
comparatively  new  development  of  psychoanalytic 
derivation.  List  insists  upon  a warm  personal  rela- 
tionship between  patient  and  therapist  and  upon 
friendships  between  his  patients.  Each  of  the  six 
chapters  in  the  collection  of  papers  was  written  by 
a practicing  therapist  trained  by  List. 

Henry  E.  Sigerist  on  the 
History  of  Medicine 

Felix  Marti-Ibanez,  M.D.,  Ed.,  Professor  and 
Chairman,  Department  of  the  History  of  Medicine, 
New  York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals,  New  York;  Editor-in-Chief,  MD  Med- 
ical Newsmagazine.  313  pages.  $6.75.  New  York, 
MD  Publications,  Inc.,  1960. 

’ It  is  interesting  to  compare  medicine  in  the  times 
of  the  Greeks,  when  the  physician  was  akin  to  the 
traveling  salesman  offering  his  services  from  door 
to  door,  with  current  medical  practice.  The  reader 
becomes  aware  of  the  spirit  of  individualism  that 
has  evolved  throughout  the  centuries  in  bettering 
the  general  educational  level  and  in  setting  the  pro- 
gressive elevation  of  standards. 

Emperor  Erederick  II  published  decrees  regulating 
medical  conditions  in  his  empire  in  1224,  and  for 
the  first  time  medicine  was  regulated  by  law.  Even 
in  early  times,  medical  training  was  not  short,  for 
three  years  of  the  study  of  philosophy  and  five  years 
of  study  of  medicine  were  required.  In  the  13th 
centxiry,  surgeons  were  organized  into  guilds  divided 
into  two  categories,  namely  those  who  wore  long 
robes — among  whom  there  were  clerics — and  those 
who  wore  short  robes.  There  were  endless  disputes 
among  them.  It  was  not  until  the  founding  of  uni- 
versities that  surgeons  became  an  integral  part  of 
medicine.  Medicine  was  considered  a profession 
with  a divine  mission  toward  God  and  one’s  fellow 
men.  Even  with  the  rise  of  capitalism  and  the  in- 
troduction of  economic  aspects  of  medical  practice, 
a certain  amount  of  idealism  survives  in  our  own 
time. 

By  the  end  of  the  18th  century,  entrance  into  the 
profession  became  possible  for  all  social  classes.  It 
was  then  that  the  patient  gained  the  right  to  choose 
his  own  physician;  Rudolph  Virchow  spearheaded 
this  movement. 

I>uring  the  next  century  specialization  began.  In 
1833,  Johannes  Muller,  Berlin,  was  appointed  pro- 
fessor of  anatomy,  physiology,  and  pathology,  and 


upon  his  death,  the  position  he  had  held  was  split 
into  three  chairs.  This  was  the  forerunner  of  special- 
ties as  we  know  them.  Medical  research  also  began 
in  this  era. 

This  book  also  describes  the  rise  and  fall  of  cul- 
tures and  countries  and  their  close  relationship  to 
the  personal  hygiene  of  its  people.  The  principle  of 
isolation,  used  now  for  public  health,  was  derived, 
not  from  a medical  concept,  but  from  religious  ordi- 
nances in  the  ancient  orient.  The  social  history  of 
the  development  of  gynecology  is  filled  with  inter- 
esting information  from  2,000  B.C.  to  the  present 
time;  other  sections  trace  industrial  and  occupational 
diseases,  development  of  pathology  and  cancer  ther- 
apy, and  influences  of  Hippocrates,  Paracelsus,  Pare 
and  Harvey. 

Doctors  should  read  this  book.  They  will  know 
their  profession  better  if  they  do. 

— Joe  C.  Rude,  M.D.,  Austin. 


The  American  Fluoridation  Experiment 

F.  B.  Exner,  M.D.,  and  G.  L.  Waldbott,  M.D. 

Edited  by  James  Rorty.  277  pages.  $4.50.  New 

York,  The  Devin-Adair  Company,  1961. 

It  was  with  some  surprise  that  the  reviewer  read 
this  book.  From  information  received  from  the  AMA, 
his  thought  was  that  the  virtue  of  fluoridation  was 
a settled  issue.  However,  a list  of  75  towns  which 
have  begun  fluoridation  only  to  abandon  it  indicates 
a contrary  opinion. 

The  book  is  the  outgrowth  of  a study  Dr.  Exner 
did  for  the  city  of  New  York  in  1955.  The  authors 
examine  the  evidence  for  fluoridation  and  find  it 
lacking.  At  best  it  appears  only  to  delay  the  appear- 
ance of  tooth  decay  in  children,  while  it  acmally  in- 
creases tooth  loss  in  persons  past  40. 

In  addition  the  authors  discuss  fluorosis  which 
produces — in  addition  to  mottled  enamel  and 
crooked  teeth — interference  with  various  enzyme  sys- 
tems, interference  with  bony  growths,  arthritis 
(which  may  progress  to  ankylosis),  and  hypersensi- 
tivity. They  point  out  that  the  famous  Meuse  fog 
of  1930  killed  by  fluorosis.  The  technical  difficulties 
of  fluoridation  are  also  described. 

Their  conclusions  are  best  summed  up  in  the 
works  of  Benjamin  Nesis,  Director  of  Laboratories 
of  the  Department  of  Water  Supply,  New  York  City 
— "never  in  the  history  of  water  supply  has  a sub- 
stance so  toxic  in  nature  and  associated  with  so  much 
adverse  evidence  affecting  the  public  health  been 
seriously  considered  for  introduction  into  the  public 
water  supply.” 

The  book  is  weU  written  and  the  conclusions  are 
fully  documented  with  references  to  the  original 
sources.  Every  thoughtful  physician  should  acquaint 
himself  with  the  material  found  here. 

— James  W.  Lassiter,  M.D.,  Austin. 
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Deaths 


DR.  J.  S.  COOPER 

Dr.  John  Saunders  Cooper  of  Greenville  died  Jan. 
4 in  a Dallas  hospital  following  a short  illness.  He 
was  one  of  the  oldest  doctors  still  actively  practicing 
in  Northeast  Texas. 

Dr.  Cooper  was  born  in  Augusta,  Miss.,  Oct.  21, 


DR.  J.  S.  COOPER 


1883,  while  his  father,  the  Rev.  H.  B.  Cooper  who 
was  a Baptist  preacher,  and  his  mother,  Abbie  Mann 
Cooper,  were  on  a three-year  missionary  tour.  His 
parents  moved  to  Hunt  County,  Texas,  in  1887. 
There  he  attended  local  public  schools  and  Burleson 
College  in  Greenville. 

In  1904  he  entered  medical  school  in  Dallas,  grad- 
uating from  the  Physio-Medical  College  of  Texas 
with  the  M.D.  degree  in  1908.  He  served  his  intern- 
ship at  Spann  Sanitarium,  Dallas,  and  practiced  medi- 
cine in  Dallas  for  the  next  few  years.  In  1911  he 
was  elected  secretary-treasurer  of  the  Dallas  County 
Physio-Medical  Society,  holding  that  position  until 
he  moved  to  Greenville  in  1916. 

He  was  a member  of  the  American  Medical  As- 
sociation and  of  the  Texas  Medical  Association 
through  the  Dallas  and  Hunt  County  Medical  Soci- 
eties. He  was  elected  to  honorary  membership  in 
TMA  in  1957. 

During  his  years  in  practice.  Dr.  Cooper  attended 
many  clinics.  He  did  postgraduate  work  in  Chicago 
in  1918;  he  worked  at  the  Cook  County  Hospital 
in  Chicago,  attended  the  Mayo  Qinic  at  Rochester, 
Minn.,  attended  the  skin  clinic  at  the  University  of 


Texas  Medical  Branch  in  Galveston  many  times,  and 
also  attended  clinics  at  Washington  University 
School  of  Medicine  in  St.  Louis,  Mo.  He  often  made 
two  trips  a year  to  the  Barnard  Cancer  and  Skin 
Clinic  in  St.  Louis. 

Dr.  Cooper  began  the  use  of  X-Ray  when  he  en- 
tered medical  school  and  maintained  its  use  there- 
after through  all  the  years  of  his  practice. 

He  served  as  city  health  officer  of  Greenville  for 
two  years,  beginning  in  1936. 

Dr.  Cooper  was  a member  of  the  Baptist  church 
and  taught  classes  in  Sunday  School  and  Baptist 
Young  People’s  Union  for  many  years.  A student  of 
the  Bible,  he  also  was  in  frequent  demand  as  a 
speaker  on  Bible  subjects  in  churches  throughout 
the  area.  He  taught  the  International  Sunday  School 
lesson  on  radio,  and  at  one  time  taught  a ten  weeks 
series  on  the  Book  of  Revelation  over  radio. 

He  was  a lifetime  member  of  the  Masonic  Lodge. 

As  a yoimg  man.  Dr.  Cooper  boxed,  played  base- 
ball, and  bowled.  He  was  particularly  interested  in 
roque  which  he  continued  to  play  for  many  years. 
He  also  taught  this  game  and  one  player  whom  he 
coached  won  the  national  championship  in  1941.  He 
also  wrote  for  and  edited  the  American  Roque  News, 

Surviving  are  his  wife,  the  former  Lillian  Morri- 
son whom  he  married  in  1912;  one  daughter,  Mrs. 
Charles  F.  Mennel,  and  two  grandsons,  of  St.  Louis; 
two  sisters,  Mrs.  W.  E.  Adams  of  Parsons,  Kan.,  and 
Mrs.  Sally  R.  Word  of  Fort  Worth. 


DR.  R.  W.  HOLTON,  SR. 

Dr.  Robert  Wilkins  Holton,  who  was  elected 
General  Practitioner  of  the  Year  by  the  Texas  Medi- 
cal Association  in  1955,  died  Oct.  21,  1961,  in  a 
Terrell,  Texas,  hospital.  He  continued  to  be  active 
in  his  medical  practice  until  the  day  before  his 
death,  when  he  suffered  a coronary  occlusion. 

Dr.  Holton  was  born  in  Headsville,  Texas,  April  4, 
1878,  and  was  tenth  in  a family  of  11  children.  His 
father  was  a Civil  War  veteran  and  a Baptist  minis- 
ter. Both  his  father,  the  Rev.  John  D.  Holton,  and 
his  mother,  Elizabeth  (Breed)  Holton,  were  teach- 
ers. Dr.  Holton  was  educated  in  public  and  private 
schools,  and  after  graduation  from  high  school  he 
taught  for  one  year.  He  then  entered  the  old  Hos- 
pital College  of  Medicine,  which  was  the  medical 
department  of  Central  University,  Louisville,  Ky. 
The  year  of  his  graduation,  1906,  the  name  was 
changed  to  University  of  Louisville  School  of  Medi- 
cine. 

Between  school  terms.  Dr.  Holton  practiced  medi- 
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cine,  and  he  had  practiced  in  Scurry,  Kaufman,  and 
Terrell  for  more  than  50  years.  He  watched  medicine 
grow  from  the  era  of  the  horse  and  buggy  to  the 
time  of  wonder  drugs,  and  throughout  his  long  ca- 
reer, he  lost  less  than  30  days  from  his  practice  as 


DR.  R.  W.  HOLTON,  SR. 


a result  of  personal  illness.  He  estimated  that  he  had 
delivered  well  over  6,000  babies,  and  he  generally 
could  be  found  in  his  office  seven  days  a week. 

Dr.  Holton  kept  abreast  of  new  developments  in 
medicine,  and  pioneered  the  building  of  hospitals 
in  Kaufman  County;  the  two  hospitals  which  he  and 
his  colleagues  built  are  still  in  operation. 

Elected  to  honorary  membership  in  the  Texas 
Medical  Association  in  1958,  Dr.  Holton  had  long 
been  an  active  member  through  the  Kaufman  County 
Medical  Society,  of  which  he  was  a past  president. 
He  also  was  a member  of  the  American  Medical 
Association  and  the  Texas  and  American  Academies 
of  General  Practice.  He  had  been  active  in  civic 
affairs  throughout  his  career,  having  been  a mem- 
ber of  a Lions  Club  for  34  years,  aaive  Master  Ma- 
son for  50  years,  a 32nd  degree  Mason,  and  a mem- 
ber of  the  Shrine.  He  was  a member  of  the  First 
Christian  Church  and  had  been  a continuous  mem- 
ber of  the  chamber  of  commerce  for  more  than  40 
years.  He  had  served  on  the  local  school  boards  of 
both  Kaufman  and  Terrell. 

During  World  War  I,  Dr.  Holton  was  a flight 
surgeon  for  the  Royal  Air  Force  training  unit  sta- 
tioned in  Terrell.  He  had  been  medical  administra- 
tor of  the  local  Selective  Service  System  for  20  years, 
and  was  chairman  of  the  local  Advisory  Committee 
to  Selective  Service. 

Dr.  Holton  and  Miss  Myrtle  Haggerty  were  mar- 
ried in  Scurry  on  July  6,  1909.  Three  children  were 


born  to  them;  Dr.  R.  W.  Holton,  Jr.,  Mrs.  Marguerite 
Johnston,  and  Charles  H.  Holton,  all  of  Terrell,  sur- 
vive. Mrs.  Holton  died  on  June  4,  1954. 


DR.  W.  E.  WHIGHAM 

Dr.  W.  E.  Whigham,  pioneer  doctor  of  the  Donna- 
McAllen  area,  died  Nov.  5,  1961,  at  his  home  in 
McAllen.  He  had  been  iU  for  several  years. 

Dr.  Whigham  was  born  April  3,  1882,  in  Flat, 
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Texas,  and  was  the  son  of  James  R.  and  Sarah 
(Campbell)  Whigham.  He  attended  public  schools 
in  Oglesby,  and  studied  at  the  University  of  the 
South  Medical  Department,  Sewanee,  Tenn.,  before 
entering  the  Southern  Methodist  University  Medical 
Department  in  Dallas,  from  which  he  was  graduated 
in  1907.  Beginning  his  practice  in  his  home  town 
of  Flat,  he  remained  there  several  months,  then  spent 
the  next  12  years  in  Temple  and  Pendleton.  He  was 
on  the  staff  of  Scott  and  White  Hospital  in  1918 
and  1919,  and  later  took  some  postgraduate  courses 
in  surgery  at  the  Mayo  Clinic  and  at  Temple  Uni- 
versity, Chicago.  He  also  studied  in  New  Orleans, 
Galveston,  and  Dallas. 

In  1919,  Dr.  Whigham  moved  to  Donna,  where 
he  practiced  nine  years  before  moving  to  McAllen, 
where  he  remained  until  the  time  of  his  death.  He 
had  served  as  chief  of  staff  of  the  Municipal  Hos- 
pital there. 

Dr.  Whigham  was  elected  to  honorary  member- 
ship in  the  Texas  Medical  Association  in  1957  after 
having  been  an  active  member  and  past  councilor 
of  the  Sixth  District.  He  also  was  a member  of  the 
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American  Medical  Association  and  the  Texas  and 
American  Academies  of  General  Practice.  During 
1925  and  1926,  he  was  mayor  of  Donna,  and  served 
almost  continuously  in  that  town  as  a steward  in 
the  Methodist  Church  and  as  superintendent  of  the 
Sunday  School.  He  was  a member  of  the  Shrine. 

For  his  outstanding  service  to  cancer  patients,  he 
received  a local  Cancer  Service  Award.  He  also  had 
done  part  time  work  for  the  U.S.  Public  Health 
Service.  Dr.  Whigham  enjoyed  making  and  showing 
home  movies  in  his  spare  time. 

Married  in  1904  to  the  former  Miss  Daisy  Mooney 
of  Oglesby,  Dr.  Whigham  was  the  father  of  three 
children.  Dr.  Hershel  E.  Whigham  and  Mrs.  C.  W. 
(Sally)  Davis,  both  of  McAllen,  and  Mrs.  T.  H. 
(Carmen)  Boyce  of  Donna.  A fourth  child,  James  C. 
Whigham,  is  deceased.  Other  survivors  are  a brother, 
Paul  Whigham,  Waco,  and  four  sisters,  Mesdames 
Jennie  Carroll,  Laura  Tipitt,  Nanny  Kearney,  and 
Lillie  Clawson,  all  of  Flat. 


DR.  G.  W.  PARSON 

The  body  of  Dr.  George  W.  Parson,  64  year  old 
Texarkana  physician,  was  recovered  from  shallow 
water  at  Grassy  Lake  near  Fulton,  Ark.,  the  day  after 
his  death  on  Dec.  17,  1961. 

Dr.  Parson  had  been  reported  missing  the  after- 
noon before  by  the  caretaker  at  the  Grassy  Lake 
hunting  and  fishing  camp  where  Dr.  Parson  had  a 
cabin. 

An  autopsy  report  proved  accidental  death  by 
drowning. 

Dr.  Parson  is  survived  by  his  wife;  his  mother, 
Mrs.  George  W.  Parson,  Sr.,  of  Stony  Creek,  Va.;  six 
brothers,  Andrew  Parson,  M.D.,  of  Richlands,  Va., 
E.  Scott  Parson,  D.D.S.,  of  South  Boston,  Va.,  Lee 
Parson,  Willie  Parson,  and  Ollie  Parson  of  Stony 
Creek  and  Leslie  Parson  of  Wytheville,  Va.;  and 
several  nieces  and  nephews. 

Dr.  Parson  was  born  Nov.  4,  1897,  in  Stony  Creek, 
Va. 

He  attended  William  and  Mary  College  where 
he  received  the  Chancellor  and  Graves  Scholarships 
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— two  of  the  highest  scholarships  awarded  to  under- 
graduates. He  received  his  M.D.  degree  from  the  . 
Medical  College  of  Virginia  in  1922  and  served  his 
internship  at  Grace  Hospital,  Richmond,  Va. 

Dr.  Parson  was  engaged  in  private  practice  of 
medicine  in  Virginia  from  1922  to  1926.  From  1926 
to  1929,  he  was  a Fellow  in  Medicine  at  Mayo  Foun- 
dation, and  he  received  an  M.S.  degree  in  medicine 
from  the  Mayo  Foundation,  a branch  of  the  Uni- 
versity of  Minnesota,  in  1929. 

He  was  co-founder  aijd  a director  of  Southern 
Clinic  and  was  head  of  the  Department  of  Internal 
Medicine  in  Texarkana  from  1930  until  his  retire- 
ment two  years  ago. 

Dr.  Parson  had  contributed  a great  number  of 
articles  to  medical  publications. 

He  married  the  former  Beatrice  Elizabeth  Smither 
of  Richmond  on  April  24,  1924,  in  Richmond.  They 
had  no  children. 

He  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  American 
College  of  Physicians,  American  Medical  Association,  ; 
Texas  Club  of  Internists,  Texas  Academy  of  Internal 
Medicine,  Residents  and  Ex-Residents  Association  of 
Mayo  Clinic,  Tri-State  Medical  Assembly,  Southern  : 
Medical  Association,  Bowie  & Miller  Counties  Medi-  j 
cal  Societies,  Texas  Medical  Association,  Arkansas  j 
Medical  Society,  and  American  Heart  Association.  ! 

He  was  past  president  of  Texas  Heart  Association 
and  former  secretary  of  Tri-State  Medical  Assembly. 

He  was  a member  of  the  Methodist  church  and 
Omega  Upsilon  Pi  fraternity. 

In  I9I8,  during  World  War  I,  he  served  in  the 
S.A.T.C.  at  the  Medical  College  of  Virginia. 

Dr.  Parson’s  hobbies  were  hunting,  fishing,  and 
botany. 

Following  funeral  services  in  Texarkana,  Dr.  Par-  1 
son’s  body  was  interred  in  Riverview  Cemetery,  | 
Richmond,  Va. 


DR.  J.  T.  McREE 

Dr.  Judson  Thomas  McRee,  East  Texas  surgeon, 
died  at  his  home  in  Longview  Dec.  13,  1961,  after 
an  illness  of  more  than  a year. 

Dr.  McRee  was  born  at  Lilac,  Texas,  Sept.  3,  1895. 
His  parents  were  J.  L.  and  Emma  Neice  McRee.  He 
attended  high  school  at  Merkel,  Texas,  and  entered 
the  University  of  Texas  in  1922.  In  1925  he  enrolled 
at  Baylor  University  College  of  Medicine  in  Dallas 
and  received  his  M.D.  degree  there  in  1929.  He  in- 
terned the  following  year  at  St.  Paul’s  Hospital  in 
Dallas  and  remained  there  the  next  year  in  resi-  S 
dency.  ? 

He  moved  to  Longview  in  1931  and  began  the  i 
practice  of  surgery  in  association  with  the  late  Dr. 

L.  N.  Markham.  For  several  years  Markham  Hospital 
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in  Longview  was  known  as  Markham-McRee  Hos- 
pital. 

On  Oct.  11,  1932,  Dr.  McRee  married  Miss  Vir- 
ginia Elms  of  San  Antonio  in  Dallas. 

Dr.  McRee  was  a member  of  the  American  Medi- 
cal Association  and  the  Texas  Medical  Association 
through  the  Gregg  County  Medical  Society  of  which 
he  was  a former  president.  He  was  one  of  Long- 
view’s first  fellows  of  the  American  College  of  Sur- 
geons. 

During  World  War  I,  Dr.  McRee  served  as  a 
private  first  class  in  the  U.  S.  Army  and  was  sta- 
tioned in  San  Antonio.  He  was  a Methodist. 

Stuvivors  include  Mrs.  McRee;  a son,  Judson  Mc- 
Ree, Jr.,  of  Dallas;  a grandchild,  Judson  III  of 
Dallas;  a brother,  F.  L.  McRee  of  Washington,  D.C.; 
and  a sister.  Miss  Mabel  McRee  of  Merkel. 

DR.  R.  H.  JACKSON,  JR. 


Dr.  Robert  H.  Jackson,  Jr.,  general  practitioner 
in  Bay  City,  died  Nov.  2,  1961. 

He  was  born  in  Alvarado  on  Jan.  31,  1926,  and 
was  the  son  of  R.  H.  and  Mayme  Lee  (Carlisle) 
Jackson. 

After  receiving  his  preliminary  education  in  Al- 
varado public  schools,  he  attended  Baylor  University, 
Waco,  from  which  he  was  graduated  in  1948.  In 
1953,  he  received  his  doctor  of  medicine  degree  from 
the  University  of  Texas  Medical  Branch,  Galveston, 
and  interned  at  St.  Vincent’s  Hospital,  Jacksonville, 
Florida.  In  1954,  he  opened  his  practice  in  Bay  City, 
where  he  remained  until  the  time  of  his  death. 

Dr.  Jackson  served  two  years  in  the  Army  Medical 
Corps  during  World  War  11. 

He  was  a member  of  the  Wharton-Jackson-Mata- 
gorda-Fort  Bend  Counties  Medical  Society,  the  Texas 


Medical  Association,  and  the  American  Medical  As- 
sociation. He  also  was  a member  of  the  Baptist 
Church,  and  enjoyed  fishing  and  hunting. 

Miss  Virginia  Ann  Blish  and  Dr.  Jackson  were 
married  in  Galveston  in  1951.  Mrs.  Jackson  survives, 
as  do  four  children,  Christine  Ann,  Kathleen  Marie, 
Dana  Ruth,  and  Robert  Kenneth,  and  his  mother, 
Mrs.  R.  H.  Jackson,  Sr.,  of  Alvarado. 


DR.  R.  A.  TATE 

Dr.  Robert  Alexander  Tate  died  Sept.  28,  1961, 
in  a Beaumont  hospital  of  congestive  heart  failure. 

Dr.  Tate,  son  of  John  Hood  and  June  Harris  Tate, 
was  born  March  13,  1887,  in  Union  Grove,  Ala. 
He  attended  public  schools  in  Alabama  and  received 
his  doctor  of  medicine  degree  fom  Chicago  College 
of  Medicine  and  Surgery  in  1913. 

Dr.  Tate  began  the  practice  of  medicine  in  Talco. 
From  1923  to  1925  he  was  with  the  State  Depart- 
ment of  Health.  Dr.  Tate  also  practiced  in  Tamina, 
Honey  Island,  Colmesneil,  and  Kountze. 

He  was  on  the  staffs  of  the  Austin  State  Hospital 
and  Wichita  Falls  State  Hospital  from  1943  to  1951. 
Dr.  Tate  returned  to  Kountze  in  1951.  He  retired 
from  active  practice  in  1957. 

Dr.  Tate  was  a member  of  the  Texas  Medical 
Association  during  his  entire  career.  He  was  a char- 
ter member  of  the  Hardin-Tyler  Counties  Medical 
Society.  He  was  a member  of  the  American  Medi- 
cal Association,  and  in  1959  was  elected  to  inactive 
membership  in  the  Texas  Medical  Association. 

Dr.  Tate  was  an  ordained  Baptist  minister,  and 
was  a member  of  the  Masonic  Order.  He  enjoyed 
baseball  and  football. 

Miss  Jessie  E.  Westbrook  and  Dr.  Tate  were  mar- 
ried in  Deport,  Texas,  on  Dec.  28,  1909. 

He  is  survived  by  his  widow  and  two  sons.  Dr. 
John  Tate,  Rusk,  and  Ted  Tate,  Kountze;  two  daugh- 
ters, Dr.  Eugenia  Gauntt  and  Mrs.  Aline  Williford, 
both  of  Kountze;  two  brothers,  Albert  Tate,  Snyder, 
and  Willie  Tate,  Tuscaloosa,  Ala.;  four  sisters,  Mrs. 
Mattie  Ryan,  Mrs.  Mittie  Willis,  and  Mrs.  Grady 


DR.  R.  A.  TATE 


Volume  58,  FEBRUARY,  7962 


Camp,  all  of  GuntersviUe,  Ala.,  and  Mrs.  Jessie 
Davis,  Bogota,  Texas;  and  10  grandchildren. 

DR.  R.  J.  HANKS 

Dr.  Robert  Jesse  Hanks  died  at  his  home,  2917 
Woodland  Drive,  Waco,  on  Dec.  23,  1961.  Cause 
of  death  was  coronary  occlusion. 

Dr.  Hanks  was  a specialist  in  chest  diseases  and 
allergy  and  had  practiced  in  Waco  since  1941.  He 
was  born  in  Dallas  on  May  24,  1904,  the  son  of 
W.  A.  and  Effie  McCart  Hanks.  He  attended  Forest 
Avenue  High  School  in  Dallas,  Baylor  University, 


DR.  R.  J.  HANKS 


Southern  Methodist  University,  and  Tulane  Univer- 
sity of  Louisiana  School  of  Medicine,  where  he  was 
graduated  in  medicine  in  1930.  He  interned  at  Bay- 
lor Hospital  in  Dallas  the  following  year.  From 
1938  to  1941  he  served  on  the  staff  of  McKnight 
State  Tuberculosis  Sanatorium,  Sanatorium,  Texas. 
He  did  postgraduate  work  at  Trudeau  School  of  Tu- 
berculosis, Saranac  Lake,  N.Y.,  and  Bellevue  Hos- 
pital, New  York  City,  in  1940. 

Dr.  Hanks  began  his  medical  practice  in  1931  at 
Joinerville,  Texas,  where  he  had  charge  of  an  emer- 
gency hospital.  In  1932  he  moved  to  Hubbard,  where 
he  continued  in  general  practice  until  1938.  He 
began  the  practice  of  his  specialty  in  Waco  in  1941. 

He  married  a graduate  of  Baylor  Hospital  School 
of  Nursing,  Miss  Bernice  L.  Holcombe  of  Roxton 
(near  Paris,  Texas),  in  Dallas  on  March  7,  1931. 

Dr.  Hanks  was  a fellow  of  the  American  College 
of  Chest  Physicians,  and  a member  of  the  Texas 
Chapter  of  the  American  College  of  Chest  Physi- 
cians, Southern  Tuberculosis  Association,  Texas  and 


National  Tuberculosis  Associations,  Southern  and 
National  Trudeau  Society,  McLennan  County  Tu- 
berculosis Association,  the  American  Medical  As- 
sociation, and  the  Texas  Medical  Association 
through  the  McLennan  County  Medical  Society. 

He  belonged  to  the  Columbus  Avenue  Baptist 
Church  of  Waco.  He  was  a thirty-second  Degree 
Mason,  a Shriner,  and  a member  of  the  Alpha  Beta 
Chapter  of  Alpha  Kappa  Kappa  medical  fraternity. 

Offices  he  had  held  include  president  of  McLen- 
nan County  Tuberculosis  Association,  director  at 
large  of  Texas  Tuberculosis  Association,  president  of 
Texas  Trudeau  Society,  secretary  of  McLennan  Coun- 
ty Medical  Society,  and  secretary  of  Twelfth  District 
Medical  Society.  He  was  a member  of  the  State 
Tuberculosis  Hospital  committee. 

He  was  part-time  chief  of  chest  clinic,  Waco 
Veterans  Administration  Regional  Office,  and  was 
medical  examiner  for  social  security.  During  the 
war  years  he  was  chief  of  McLennan  City-County 
Hospital,  chief  of  the  venereal  disease  clinic,  and 
draft  broad  consultant. 

Dr.  Hanks’  published  w'orks  include  "Pulse  and 
Fever  in  Tuberculosis’’,  The  Curetaker’s  Handbook, 
1939;  "Primary  Carcinoma  of  the  Lungs’’,  Tri-State 
Medical  Journal,  Oct.,  1940;  "Nebulized  Penicillin 
in  the  Treatment  of  Respiratory  Infeaions’’,  Texas 
State  Journal  of  Medicine,  Sept.,  1945;  "Nebulized 
Penicillin  in  the  Treatment  of  Respiratory  Infec- 
tions’’, Diseases  of  the  Chest,  May-June,  1946;  and 
"Cod  Liver  Therapy  of  Tuberculosis  Empyema’’, 
Texas  State  Journal  of  Medicine,  May,  1939. 

Dr.  Hanks’  hobby  was  model  making. 

Survivors  include  his  wife;  two  daughters,  Mrs. 
Beverly  Jo  Hanks  Graeter  of  Vacaville,  Calif.,  and 
Mrs.  Nancy  Hanks  Blackburn  of  Waco;  his  mother, 
Mrs.  Effie  Hanks  of  Waco;  and  four  grandchildren. 


DR.  W.  W.  BRITTON 

Dr.  William  Wilkes  Britton,  pioneer  in  the  treat- 
ment of  tuberculosis,  died  at  his  El  Paso  home  Dec. 
4,  1961,  of  arteriosclerosis. 

Dr.  Britton  was  born  Jan.  18,  1878,  in  Waco.  His 
parents  were  John  Marshal  and  Anna  Westbrook 
Britton.  He  grew  up  on  a ranch  in  Bosque  County, 
where  he  attended  the  Spring  Creek  school. 

He  attended  Baylor  University  three  years  and 
then,  deciding  to  study  medicine,  entered  the  Uni- 
versity of  Texas  Medical  School  at  Galveston,  trans- 
ferring to  the  University  of  Louisville  School  of 
Medicine  for  his  senior  year.  He  received  his  M.D. 
degree  in  1904. 

He  began  practicing  medicine  in  the  Indian  Ter- 
ritory (now  Oklahoma)  at  Tishomingo.  He  stayed 
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there  ten  years  during  which  time  he  became  ill 
with  tuberculosis.  He  moved  to  Alamogordo  and 
later  to  Las  Cruces. 

Regaining  his  health,  he  and  his  wife,  the  former 
Miss  Fanny  Wells,  whom  he  married  in  1910,  moved 


to  El  Paso  in  1916.  Until  1918  he  was  associated 
with  the  Hendricks  Sanatorium;  for  the  next  12 
years  he  was  with  the  Homan  Sanatorium;  and  in 
1930  he  became  medical  director  and  then  superin- 
tendent of  the  Southern  Baptist  Sanatorium.  After 
the  sanatorium  was  closed  in  1937,  he  did  postgradu- 
ate work  at  Tulane  University,  then  returned  to  El 
Paso  to  open  a clinical  and  x-ray  laboratory.  Ehiring 
his  years  of  practice  as  a tuberculosis  specialist,  El 
Paso  was  a mecca  for  sufferers  from  the  disease. 
Failing  health  caused  Dr.  Britton  to  close  his  office 
in  1952. 

Dr.  Britton  received  a certificate  of  appreciation 
from  President  Roosevelt  and  the  Selective  Service 
Medal  during  President  Truman’s  administration  for 
his  work  of  examining  servicemen  during  World 
War  II.  He  was  a member  of  Phi  Chi  medical 
fraternity,  of  the  American  Medical  Association, 
Southwestern  Medical  Association,  and  of  the  Texas 
Medical  Association  through  the  El  Paso  County 
Medical  Society,  being  elected  to  honorary  member- 
ship in  1952. 

Dr.  Britton  belonged  to  the  Methodist  church. 

Survivors  include  his  widow;  one  son.  Jack  Wells 
Britton  of  El  Paso;  a brother,  W.  E.  Britton  of  Altus, 
Okla.;  and  a sister,  Mrs.  L.  D.  Parnell  of  Wichita 
Falls. 


Coming  Meetings 


.Ajneiicaa  Medical  Association,  Chicago,  June  24-28,  1962.  Dr. 
F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago  10,  Exec.  Vice- 
Pres. 

Texas  Medical  Association,  Austin,  May  12-15,  1962.  C.  L.  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


February 

Texas  Association  of  Obstetricians  and  Gynecologists,  Dallas,  Febru- 
ary 23-24,  1962.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Wonh, 
Sec. 

Texas  Urological  Society,  Houston,  February,  1962.  Dr.  N.  F.  Mc- 
Donald, 915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

First  District  Society,  Pecos,  February,  1962.  Dr.  G.  L.  Black,  1501 
Arizona,  El  Paso,  Sec. 


March 

American  College  of  Surgeons,  Memphis,  Tenn.,  March  26-28,  1962. 

Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 

American  Dermatological  Association  (members  only).  Chandler, 
Ariz.,  March  28-31,  1962.  Dr.  Wiley  M.  Sams,  308  Ingraham 
Bldg.,  Miami  32,  Sec. 

Texas  Tuberculosis  Association,  El  Paso,  March  29-31,  1962.  Mrs. 

J.  R.  Walton,  Jr.,  1407  Andrews  Hwy.,  Midland,  Sk. 

Dallas  Southern  Qinical  Society  Conference,  Dallas,  March  19-21, 
1962.  Dr.  C M.  Cole,  1421  Medical  Aits  Bldg.,  Dallas,  Sec. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  12- 
15,  1962.  Dr.  Mannie  D.  Paine.  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  March  27, 
1962,  Mrs.  Maria  P.  Hathaway.  1012  State  Office  Bldg.,  Austin, 
Exec.  Sec. 


National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Las  Vegas,  April  6-13, 
1962.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas, 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedia,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn.,  Sec. 

American  Academy  of  Pediatrics,  New  York,  April  30-May  2,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Genito-Urinary  Surgeons,  Skytop,  Penn., 
May  9-11,  1962.  Dr.  W.  J.  Engel.  2020  E.  93rd.  Qeveland  6. 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  216  Summer,  Buffalo 
22,  Sec. 

American  Association  of  Plastic  Surgeons,  Del  Monte,  Calif.,  May 
6-9,  1962.  Dr.  T.  D.  Cronin,  6615  Travis,  Houston  25,  Sec. 
American  Association  for  Thoracic  Surgery,  St.  Louis,  April  16-18, 
1962.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society,  New  York,  Oct.  22-26,  1962.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19.  Sec. 

American  College  of  Allergists.  Minneapolis,  April  1-6,  1962.  Mr. 

E.  Bauers,  2160  Rand  Tower.  Minneapolis,  Exec.  Vice-Pres. 
American  College  of  Chest  Physicians,  Chicago,  June  21-25,  1962. 

Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology,  Chicago,  Oa.  28-31,  1962. 

Mr.  D.  Weiss,  33  W.  60th.  New  York  23.  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  Chicago,  April 
2-5,  1962.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chicago  3. 
Exec.  Sec. 
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American  College  of  Physicians,  Philadelphia,  April  9-13,  1962.  Dr. 

E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 
American  College  of  Radiology.  Mr.  W.  C.  Stronach,  20  N.  Wacker, 
Chicago  6,  Exec.  Dir, 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  New 
York,  Aug.  27-31,  1962.  Dorothea  C.  Augustin,  30  N.  Michi- 
gan. Chicago  2,  Exec.  Sec. 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  31-June  2. 

1962.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Association,  Qeveland,  Oct.  26-28,  1962.  Mr.  W.  F. 

McGlone,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago,  Sept.  17-20,  1962.  Mr. 

M.  J.  Norby,  840  North  Lake  Shore  Dr.,  Chicago  11.  Sec. 
American  Neurological  Association,  Atlantic  City,  June  18-20,  1962. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  Miami,  Fla.,  April  30-May  3,  1962. 

Dr.  N.  D.  Nigro,  7815  East  Jefferson,  Detroit  1,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oct.  15-19. 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway.  New  York  19.  Exec. 
Sec. 

American  Society  of  Anesthesiologists.  New  York,  Oct.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive.  Chicago 
11,  Mgr. 

American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  6-7,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago 
1 , Exec.  Dir. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  R.  T.  Mcln- 
tire,  1516  Lake  Shore  Dr.,  Chicago.  Exec.  Dir. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio.  Exec.  Sec. 

Radiological  Society  of  North  America.  Mr.  M.  D.  Frazer,  3145  O 
Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth.  1962.  L.  R. 

Guy.  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association.  Mr.  R.  F.  Butts,  2601  Highland, 
Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oct.  7-9,  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association.  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  Memphis.  April  14-17,  1962.  Dr.  D. 
Goltmann,  Lebenheur  Children's  Hospital.  848  Adams  Avenue. 
Memphis,  Tenn. 

Southwest  Regional  Cancer  Conference.  Mrs.  I.  F.  Ball,  Westchester 
House,  Fort  Worth,  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oct.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress,  Albuquerque,  N.  Mex.,  April  2-5, 
1962.  Dr.  R.  B.  Howard.  544  Pasteur  Bldg.,  Oklahoma  City  3, 
Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport.  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Nuevo  La- 
redo, April  9-12,  1962.  Dr.  U.  Blanco,  El  Paso,  Sec. 


State 

Texas  Academy  of  General  Practice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar.  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston.  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Austin.  May  12-13,  1962.  Dr.  C. 
Miller,  Box  1338.  Waco,  Sec. 

Texas  Association  for  Mental  Health.  Mrs.  L.  Marcus.  3525  Arrow- 
head. Dallas,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Austin.  May  13, 
1962.  Dr.  Elizabeth  Gentry,  1313  Sabine.  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Austin,  May  14, 
1962.  Dr.  W.  W.  Kelton,  Jr.,  108  W.  30th,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Austin.  May 
13.  1962.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 

Texas  Club  of  Internists.  Dr.  T.  H.  Harvill,  Medical  Arts  Bldg., 
Dallas  1.  Sec. 

Texas  Dermatological  Society,  Austin,  May  14,  1962.  Dr.  D.  S. 

Blair,  1609  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Diabetes  Association.  Austin,  May  13.  1962.  Dr.  John  W. 

Chriss,  2436  Morgan.  Corpus  Christi,  Sec. 

"Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 
Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3.  Exec.  Sec. 


Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Austin,  May  13,  1962.  Dr. 

R.  E.  Joyner,  Box  471,  Texas  City,  Sec. 

Texas  Neuropsychiatric  Association,  Austin,  May  12,  1962.  Dr. 

E.  I.  Bruce.  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Austin,  May  14-15,  1962.  Dr. 

Harold  Hunt,  150  Eighth  St..  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Austin,  May  14,  1962.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Austin,  May  14-15,  1962.  Dr 
Louis  E.  Adin,  Jr.,  3707  Gaston,  Dallas,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Austin,  May  13, 
1962.  Dr.  O.  Selke,  Medical  Professional  Bldg.,  Houston,  Sec. 
Texas  ProCTologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O’Bannon,  1217  West  Cannon.  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association.  Dr.  J.  Kemper,  6655  Travis,  Hous- 
ton, Sec. 

Texas  Society  of  Anesthesiologists,  Austin,  May  12,  1962.  Dr.  E.  L. 

Slataper,  Medical  Towers,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Austin,  May  12,  1962. 
Dr.  L.  Levy,  Ft.  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Austin,  May 
13,  1962.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology.  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  Inc.,  Austin,  May  14,  1962.  Dr, 
V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Austin,  May  11-12,  1962.  Dr. 

R.  O.  Brauer,  6615  Travis,  Houston,  Sec. 

Texas  Society  on  Aging.  Clinical  Medicine  Section,  Austin,  May  15, 
1962.  Mrs.  W.  B.  Ruggles,  3701  Stratford,  Dallas,  Sec. 

Texas  Surgical  Society,  Galveston,  April  1-3,  1962.  Dr.  W.  B.  King, 
Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin,  May  13,  1962.  Dr.  J.  C. 
Long,  805  W.  8th.  Plainview,  Sec. 


District 

Second  District  Society.  Dr.  Broadway  Broadrick,  Box  111,  Big 
Spring,  Sec. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson,  2308 
W.  8th.  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr.,  3154  Reid 
Drive,  Corpus  Christi,  Sec. 

Seventh  Distria  Society.  Dr.  R.  Lucas.  502  W.  13th,  Austin,  Sec. 

Eighth  Distria  Society.  Dr.  H.  Davis,  120  Barracuda,  Galveston, 
Sec. 

Ninth  District  Sociay. 

Tenth  Distria  Sociay.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  Distria  Sociay.  Tyler,  Spring,  1962.  Dr.  F.  Vaheyden, 
400  S.  Ragsdale,  Jacksonville,  Sec. 

Twelfth  Distria  Society,  Waco,  January,  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  Distria  Sociay.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Sociay.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Leaures.  Dr.  A.  O.  Jensen,  Suite  N-1, 
Medical  Center,  Denison,  Chm. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 
Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oa.  29-31,  1962. 
Miss  Alma  F.  O'Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25.  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic.  Big  Spring,  Sec. 


Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  18-20, 
1962.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth. 
Sec. 
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Securing  Our 
Own  Successors 

The  production  of  enough  physicians  to  satisfy  the 
demands  of  a growing  and  increasingly  health  con- 
scious population  is  vital. 

How  many  is  "enough”?  Society  will  determine 
for  itself  the  meaning  of  this  term;  however,  the  medi- 
cal profession  has  a responsibility  to  define  boundaries 
for  planning  purposes.  Several  factors  affect  this  defi- 
nition. 

The  U.S.  Bureau  of  the  Census  has  projected  a 
national  population  of  235,000,000  by  1975.  This 
represents  an  increase  of  30  per  cent  in  the  next  15 
years,  and  it  is  anticipated  that  the  biggest  increase 
will  be  in  age  groups  less  than  15  and  more  than  65, 
persons  who  require  extra  medical  care. 

The  rising  economic  status  of  this  nation’s  citizens 
as  a whole  has  caused  an  increase  in  health  conscious- 
ness and  an  augmented  demand  for  medical  care.  Also 
as  medical  knowledge  is  amplified,  the  physician  gives 
increasing  services  to  his  patients. 

Changes  in  social  concepts  also  expand  the  market 
for  medical  care.  The  fact  that  public  and  professional 
social  concepts  sometimes  differ  accounts,  in  part,  for 
the  fact  that  demand  and  need  for  medical  care  are 
not  synonymous.  Demand  for  medical  service  is  meas- 
urable in  terms  of  what  people  seek.  The  need  for 
medical  service  encompasses  that  which  contributes  to 
health  even  though  the  public  may  not  be  aware  of  it. 
Indeed,  though  physicians  may  worry  about  the  po- 
litical and  economic  circumstances  under  which  this 
need  would  be  met,  satisfying  the  need  rather  than 
just  the  demand  is  an  accepted  goal  of  medicine. 

The  influences  just  mentioned  will  expand  medi- 
cal manpower  requirements.  Other  factors  tend  to 
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restrict  these  requirements.  Personnel  in  fields 
closely  related  to  medicine  have  increased  at 
a rate  approximately  15  times  greater  than 
physicians.  These  people  pursue  activities  which 
otherwise  would  have  to  be  performed  by  doc- 
tors. The  medical  profession’s  major  concern 
in  this  area  is  to  safeguard  the  patient’s  best 
interests  by  assuring  that  a physician  continues 
to  be  responsible  for  direct  patient  care.  In 
many  instances,  new  diagnostic  and  therapeutic 
techniques  have  dramatically  quickened  recov- 
ery from  illness  and  have  prevented  disease, 
with  a substantial  saving  of  time  and  effort 
for  the  physician. 

How  can  these  complex  influences  be  tabu- 
lated to  help  determine  the  specific  number 
that  will  constimte  "enough”  physicians?  In 
1958,  the  American  Medical  Association’s  Coun- 
cil on  Medical  Education  and  Hospitals  assem- 
bled more  than  50  experts  in  medicine  and 
related  fields.  The  considered  response  of  the 
group  to  the  question  of  how  many  physicians 
will  be  enough  for  the  fumre  was,  "Since  the 
level  of  medical  care  provided  by  the  existing 
[physician-population]  ratio  is  reasonably  satis- 
factory, although  by  no  means  ideal,  until  we 
have  a better  measure  of  future  needs  it  would 
be  prudent  to  pursue  that  ratio  in  planning  for 
the  production  of  physicians  over  the  next  sev- 
eral years.”* 

The  provision  of  sufficient  educational  fa- 
cilities is  likely  to  be  the  single  most  impor- 
tant challenge  if  medicine  is  to  secure  its  own 
successors.  A means  to  establish  the  necessary 
additional  facilities  must  be  found.  This  task 
will  be  a wasteful  achievement,  however,  un- 
less well  qualified  young  men  and  women  util- 
ize the  facilities  to  the  fullest  possible  degree. 

The  successful  smdy  of  medicine  is  not  for 
the  lazy  or  dull  intellect,  and  the  life  of  a 
physician  has  never  been  easy.  Modern  medi- 
cine is  becoming  more  complex.  We  do  an 
injustice  to  ourselves  and  those  we  seek  to  be 

‘Selected  papers  from  the  54th  Annual  Congress  on 
Medical  Education  and  Licensure,  Council  on  Medical 
Education  and  Hospitals,  American  Medical  Association, 
Chicago,  111. 


our  successors  by  pretending  otherwise.  By  its 
very  complexity,  however,  medicine  of  today, 
and  even  more  of  tomorrow,  offers  perpetual 
intrigue.  The  profession  continues  to  occupy 
a unique  position  with  unmatched  challenges 
and  rewards.  However,  the  exciting  career  pos- 
sibilities in  other  sciences  have  captured  the 
imagination  of  the  public  at  large.  Young  peo- 
ple are  constantly  reminded  of  the  expanding 
career  opportunities  in  the  physical  sciences. 
It  is  an  unusual  day  when  the  public  press  does 
not  headline  new  accomplishments  in  space, 
which  serves  incidentally  as  a proselytizing  in- 
fluence. 

The  medical  profession  has  a recruitment 
problem  it  has  never  experienced  before.  Our 
talent  at  the  moment  must  be  won  from  what 
is,  in  terms  of  birth  rates,  one  of  the  smallest 
generations.  As  an  example  of  the  effea,* be- 
tween 1956  and  1958,  there  was  a drop  of 
750  in  the  number  of  applicants  to  medical 
schools. 

There  is  a brighter  side.  The  cumulative 
effect  of  high  birth  rates  in  the  middle  forties 
and  the  increasing  percentage  of  eligible  youths 
who  attend  college  has  already  begun  to  mush- 
room college  enrollments.  This  will  be  reflect- 
ed in  significantly  greater  numbers  of  college 
graduates.  Medicine  can  and  must  attraa  its 
necessary  share  of  priceless  young  talent. 

The  medical  profession  has  not  lost  its  ap- 
peal to  young  people,  but  other  careers  requir- 
ing graduate  education  have  tremendously  in- 
creased theirs.  Furthermore,  preparation  for 
other  careers  requires  significantly  less  expen- 
diture of  time  and  funds. 

Little  can  be  done  about  the  time  element. 
We  must,  however,  find  means  of  paying  sti- 
pends for  interns  and  residents  to  provide  rea- 
sonable living  circumstances.  We  also  must 
make  it  financially  possible  for  young  people 
with  limited  resources  to  be  able  to  afford  to 
study  medicine.  The  commendable  programs 
of  financial  assistance  developed  in  Texas  must 
be  established  on  a nationwide  basis  and  used 
to  a fuller  degree. 
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If  we  are  to  choose  our  successors,  each  of 
us,  in  fulfillment  of  the  obligations  which  ac- 
company the  privileges  of  medicine,  must  take 
advantage  of  every  opportunity  to  tell  medi- 
cine’s story  to  young  people.  A little  effort 
will  create  opportunity.  None  of  us  can  afford 
to  presume  that  the  other  fellow  will  do  our 
job.  The  truth  is  that  the  other  fellow  will 
do  it,  but  he  will  be  an  engineer,  a physicist, 
or  a chemist. 

A Medical  Careers  Kit,  available  from  the 
AMA,  535  North  Dearborn,  Chicago  10,  will 
inform  you  of  materials  that  are  available  to 
help  you  present  your  case  to  your  potential 
successor  in  medicine. 

— Walter  S.  Wiggins,  M.D.,  Secretary, 
Council  on  Medical  Education  and 
Hospitals,  American  Medical 
Association. 

Care  o£  the 
Hemiplegic  Patient 

Because  of  the  greatly  increased  life  span 
of  our  population,  hemiplegia  resulting  from 
cerebrovascular  accidents  or  associated  condi- 
tions is  becoming  more  prevalent.  The  esti- 
mated incidence  of  hemiplegia  is  about  one 
per  cent  of  the  general  population.  Approxi- 
mately 90,000  Texans  suffer  from  this  dis- 
ability. These  people  need  intelligent  medical 
care  so  that  they  can  regain  the  fullest  capa- 
bilities possible  within  the  limitations  imposed 
by  their  handicaps.  We  as  physicians  must  rid 
ourselves  of  the  still  prevailing  attitude  that 
their  treatment  is  hopeless.  These  patients  must 
not  be  confined  to  the  back  bedrooms  of  homes 
or  hospitals,  nor  put  in  custodial  institutions 
or  nursing  homes — where  they  exist  with  no 
hope  for  tomorrow.  The  defeatist  outlook  must 
give  way  to  a positive  program  of  rehabilita- 
tion to  provide  these  people  with  a happier 
future  and  a life  worth  living. 

It  is  obvious  that  the  burden  of  care  for  pa- 
tients with  hemiplegia  must  be  shouldered  by 


the  family  physician.  Treatment,  although  com- 
plex, can  be  carried  out  effectively  at  home  or 
at  the  community  level.  The  physician  must 
see  that  his  patient  receives  the  necessary  re- 
habilitative services  that  he  needs.  If  ancillary 
personnel  are  utili2ed,  the  doctor  must  ascer- 
tain that  their  training  and  experience  are  ade- 
quate to  administer  the  prescribed  procedures. 
Such  ancillary  personnel  can  provide  therapy 
only  in  their  own  areas  of  competency.  It  is 
obvious,  for  example,  that  a physical  therapist 
cannot  and  must  not  teach  speech.  The  patient 
should  be  referred  to  a comprehensive  rehabili- 
tation center  only  when  there  are  severe  com- 
plications or  when  the  facilities  at  home  or  in 
the  community  are  inadequate  for  needed  care. 

Clinical  experience  has  shown  that  the  re- 
habilitation of  a hemiplegic  patient  can  be 
accomplished  most  effectively  when  it  is  start- 
ed early.  However,  to  be  effective,  rehabilita- 
tion procedures  must  be  integrated  into  one 
program.  This  program,  which  is  selected  indi- 
vidually, must  ( 1 ) provide  mental  and  emo- 
tional adjustment,  (2)  prevent  and  correct  de- 
formities, (3)  improve  muscle  control,  (4) 
increase  functional  capacity,  and  (5)  re-estab- 
lish communication  when  the  dominant  side 
is  involved. 

The  physician  who  undertakes  the  care  of 
hemiplegic  patients  must  be  cognizant  of  the 
various  methods  used  in  the  treatment  of  such 
persons  and  of  their  limitations.  When  all 
available  resources  are  used,  the  results  usually 
are  satisfactory. 

The  goal  in  rehabilitation  is  to  develop  as 
much  of  the  residual  capacity  as  possible.  In 
some  patients  this  may  amount  to  almost  com- 
plete recovery;  in  others  it  may  be  the  ability 
to  accomplish  functional  activities  independ- 
ently. The  latter  is  as  valid  a goal  as  the  first, 
because  it  provides  a more  profitable  life  for 
the  handicapped  patient. 

— Odon  F.  von  Werssowetz,  M.D.,  F.A.C.P., 

Medical  Director,  ’ v 

Texas  Rehabilitation  Center, 

Gonzales,  Texas.  ' 
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Mail  Order 
Prescriptions 

As  a physician,  what  would  your  reaction 
be  if  a handful  of  doctors  advertised  medical 
care  for  patients  by  mail  at  "discount”  prices? 
How  effective  would  such  long  distance  medi- 
cal care  be  from  the  standpoint  of  the  patient’s 
health? 

The  latter  question  is  the  core  of  a similar 
problem  regarding  mail  order  prescriptions. 

Aside  from  the  ethical  principles  involved, 
mail  order  prescriptions  give  rise  to  many 
problems,  and  physicians  can  decide  whether 
they  are  in  the  best  interests  of  the  patient. 
Here  are  just  a few  examples. 

To  promote  their  business,  mail  order  op- 
erators publish  long  lists  of  drugs,  including 
many  which  are  available  to  the  public  only 
on  prescription.  Such  potent  drugs  obviously 
require  close  medical  supervision.  Yet,  each 
day,  personnel  of  mail  order  concerns  fill  pre- 
scriptions written  by  physicians  they  do  not 
know  for  customers  they  do  not  see. 

Mail  orde^  prescription  operators  cannot 
readily  determine  whether  a particular  prescrip- 
tion was  actually  written  by  a physician  or 
whether  a prescription  blank  has  been  forged 
or  stolen.  Prescriptions  of  this  kind,  therefore, 
may  constitute  a convenient  way  of  obtaining 
drugs  for  illicit  traffic. 

It  is  extremely  difficult,  costly,  and  incon- 
venient for  an  employee  to  phone  a physician 
1,000  miles  away  to  determine  whether  a pre- 
scription refill  was  actually  authorized  by  him, 
to  double-check  the  identity  or  strength  of  an 
ingredient,  or  to  ask  a pertinent  question.  Use 
of  the  mails  also  involves  the  danger  of  delay 
and  the  possibility  of  breakage — still  a further 
delay.  Such  practice  tends  to  promote  self- 
medication,  and  may  retard  initiation  or  con- 
tinuation of  therapy  which  the  patient  urgent- 
ly needs. 

It  is  unlikely  that  a mail  order  operator  will 
possess  information  regarding  a drug  to  which 
the  patient  is  allergic.  A local  pharmacist  is 


more  likely  to  be  aware  of  such  allergies  than 
the  mail  order  operator. 

Prescription  files  for  mail  order  drugs  are 
not  easily  accessible.  This  can  be  dangerous  if 
information  is  quickly  needed  as  to  which  drug 
a patient  is  taking.  In  contrast,  prescription 
files — and  the  pharmacist  himself — are  readily 
accessible  when  prescriptions  are  filled  at  local 
pharmacies. 

There  is  no  substitute  for  the  close  physician- 
patient-pharmacist  relationship,  which  operates 
for  the  benefit  of  the  patient. 

— Irving  Rubin,  Ph.G.,  Editor, 
American  Professional  Pharmacist. 

Annual  Session 
Program 

Although  the  1962  Annual  Session  of  Texas 
Medical  Association  is  not  being  held  until 
May  13-15,  the  preliminary  program  for  it  is 
printed,  as  is  traditionally  done,  in  the  March 
issue  of  the  Journal. 

For  ease  of  referral,  the  program  is  printed 
on  blue  paper  at  the  back  of  this  issue.  It  in- 
cludes 48  pages  of  scientific  programs  and 
sidelight  events,  and  also  the  Woman’s  Auxil- 
iary program.  Although  the  final  program  re- 
leased immediately  prior  to  the  May  meeting 
may  contain  some  changes,  the  present  pro- 
gram has  nearly  all  vital  and  pertinent  in- 
formation which  will  be  of  interest  to  the 
3,500  persons  who  are  expected  to  attend  the 
outstanding  annual  meeting. 

Members  of  Texas  Medical  Association  will 
continue  to  receive  up-to-date  information  regu- 
larly on  the  annual  meeting.  By  now,  they 
should  have  received  a condensed  advance  pro- 
gram that  outlines  the  highlights  of  the  meet- 
ing. 

More  than  30  out-of-state  medical  leaders 
are  expected  to  attend  the  meeting  in  Austin, 
which  will  feature  refresher  courses,  section 
meetings,  23  related  society  meetings,  four 
symposiums,  closed  circuit  color  television,  and 
technical  and  scientific  exhibits. 
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Hospital  Accreditation 

At  a recent  hospital  accreditation  workshop  conducted  by  the  Texas 
Hospital  Association  and  co-sponsored  by  the  Texas  Medical  Association, 
it  was  rewarding  to  see  the  interest  exhibited  by  doctors , hospital  ad- 
ministrators, medical  record  librarians,  and  members  of  hospital  gov- 
erning boards.  This  proved  conclusively  that  these  representatives 
were  interested  in  only  one  general  objective:  the  improvement  of  hos- 
pital care  of  patients. 

Many  physicians  frequently  complain  that  hospital  records  involve  too 
much  "red  tape".  The  correct  preparation  of  histories,  physical  exam- 
ination records,  operative  reports,  progress  notes,  and  order  sheets 
— all  have  created  work  for  the  busy  practitioner  of  medicine.  Service 
on  tissue  and  medical  record  committees  are  burdens.  Work  on  creden- 
tials and  executive  committees  can  be  frustrating  and  time  consuming. 
Realization  that  this  is  all  done  on  a voluntary  basis  tends  to  add  im- 
petus for  throwing  the  system  out  the  window! 

Nevertheless,  this  is  exactly  as  it  should  be,  whether  the  hospital  con- 
cerned is  small  or  large.  Without  the  physician's  full  cooperation,  the 
institution  not  only  cannot  function  properly;  it  cannot  function  at 
all  and  its  patients  receive  inferior  medical  care. 

The  simple  expedient  of  recording  an  accurate  and  full  history  and  phys- 
ical examination  immediately  establishes  that  a physician  is  practic- 
ing a good  type  of  medicine.  Complete,  up-to-date  progress  notes  signi- 
fy that  the  physician  is  doing  all  that  he  can  to  further  the  patient's 
progress  while  he  is  in  the  hospital.  Proper  description  of  an  operative 
procedure  assures  not  only  a legal  record  but  a record  for  future  use. 


A properly  functioning  tissue  committee  assures  surgeons  not  only  that 
they  are  correct  in  the  preoperative  diagnoses  but  also  that  they  are 
doing  the  types  of  surgery  that  are  most  beneficial  to  their  patients. 
Service  by  qualified  physicians  on  a credentials  committee  is  a safe- 
guard to  one's  colleagues,  hospital,  and  patients  that 
the  right  men  (and  women)  are  at  the  "helm".  Finally, 
adequate  time  devoted  to  work  of  the  executive  committee 
will  assure  the  proper  liaison  between  the  many  ancillary 
departments  of  the  hospital,  providing  comprehensive 
medical  care  for  patients. 


Harvey  Re 

President,  Texas  Medical  Association 


To  BE  REGISTERED  or  certified  in  a profession 
usually  implies  that  the  individual  concerned  has 
been  trained  and  has  obtained  certain  qualifications 
in  his  chosen  field,  having  earned  a title  such  as  reg- 
istered nurse,  certified  public  accountant,  or  reg- 
istered laboratory  technologist.  Labeling  of  an  indi- 
vidual in  this  way  does  not  necessarily  mean  that  he 
is  especially  capable  but  that  he  at  least  has  been  ex- 
posed to  a certain  degree  of  education  and  has  had 
the  opportunity  to  become  proficient  in  his  specialty. 

Many  physicians  and  most  laymen  are  not  clearly 
aware  of  what  the  term  "approved  registered  labora- 
tory technologist”  implies.  This  confusion  has  been 
caused  by  existence  of  two  widely  different  medical 
technology  organizations.  Only  one  of  these  is  recog- 
nized and  approved  by  the  medical  profession,  fed- 
eral governmental  bodies,  and  national  health  organi- 
zations; this  is  the  Registry  of  Medical  Technologists, 
American  Society  of  Clinical  Pathologists.  Candidates 
certified  by  this  registry  may  indicate  their  status 
by  using  after  their  names  the  letters  "M.T.,  A.S.C.P.” 
The  registry  was  started  in  1928  by  the  A.S.C.P.  to 
raise  the  technical,  educational,  and  ethical  standards 
of  workers  in  this  rapidly  growing  field.  A college 
background  in  biology  and  chemistry  of  a minimum 
of  two  years  (three  beginning  in  1962)  is  a pre- 
requisite for  admission  to  an  A.M.A.-approved 
A.S.C.P.  school  of  medical  technology,  95  per  cent  of 
which  have  no  tuition  charge.  Students  are  trained 
by  physicians  and  A.S.C.P.  technologists  in  hospital 
programs  approved  by  the  A.M.A.  Council  on  Hos- 
pitals and  Education. 

To  emphasize  an  important  point,  the  A.S.C.P. 
is  recognized  as  the  only  approved  registry  and  cer- 
tifying body  by  a number  of  medical  organizations. 
These  include  the  American  Medical  Association, 
American  Hospital  Association,  Canadian  Hospital 
Association,  Catholic  Hospital  Association,  American 


The  Approve 


College  of  Surgeons  and  American  College  of  Physi- 
cians, National  Cancer  Institute,  Armed  Forces  In- 
stitute of  Pathology,  American  Cancer  Society,  Amer- 
ican Red  Cross,  College  of  American  Pathologists, 
American  Association  of  Blood  Banks,  and  Science 
Clubs  of  America.  Representatives  of  these  organiza- 
tions serve  on  the  advisory  committee  of  the  Na- 
tional Committee  for  Careers  in  Medical  Technology. 

The  other  nonapproved  group  of  technologists,  or 
"technicians”  as  they  were  formerly  labeled,  also  have 
a type  of  registry  and  call  themselves  registered  tech- 
nologists, using  the  designation  "M.T.,  A.M.T.” 
(Medical  Technologist,  American  Medical  Technolo- 
gist). This  organization  is  controlled  by  nonmedical 
individuals.  "Training”  is  attempted  most  often  in 
commercial  schools  of  medical  technology  with  fre- 
quently exorbitant  "tuition  fees”  ranging  to  $1,000 
or  more.  High  school  students  are  accepted  for  train- 
ing. I do  not  know  of  anyone  who  has  been  refused 
admission  provided  he  had  the  mition  money.  Some 
A.M.T.  leaders  have  questionable  degrees  from  de- 
funct "universities”,  "colleges”,  and  "academies”.  One 
such  "diploma  mill”.  The  Colonial  Academy  of  Rock- 
ford, 111.,  was  recently  closed  by  an  agency  of  the 
United  States  government.  Unwary  physicians,  hos- 
pital administrators,  and  public  health  officials  may 
be  falsely  impressed  with  "advanced  degrees”  from 
these  "diploma  mills”. 

In  many  states,  members  of  nonapproved  A.M.T. 
organizations  have  been  agitating  for  some  sort  of 
governmental  licensure  and  control  of  laboratory 
medicine.  Such  attempts  to  gain  recognition  through 
legislation  instead  of  education  are  definitely  not  in 
the  best  interest  of  public  health  and  of  the  indi- 
vidual patient.  Members  of  the  A.M.A.  Committee 
on  the  Relationship  of  Medicine  with  Allied  Health 
Professions  and  Services  have  stated:  "The  responsi- 
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Qualified  laboratory  personnel,  working  under  the 
supervision  of  qualified  physicans,  assure  that  patients 
get  the  best  service  possible  in  laboratory  diagnosis. 
Two  pathologists  consider  related  problems:  the  quality 
of  training  the  technologist  receives  and  the  quality 
of  work  that  is  performed  in  the  lay-supervised  clinical 

laboratory. 


egistered  Laboratory  Technologist 


bility  to  safeguard  the  public  health  by  assuring  that 
the  application  of  medically  related  information 
and  service  to  the  patient  is  supervised  by  the  physi- 
cian is  shared  equally  by  every  individual  member  of 
the  medical  profession”.  They  adopt  a position  of 
opposition  to  governmental  licensure  and  registra- 
tion, encouraging  voluntary  registration  instead. 

Physicians,  who  may  be  confused  by  semantic 
titles  and  labels,  should  learn  of  the  great  differ- 


ences in  education,  training,  and  ethics  that  exist  be- 
tween the  approved  registered  laboratory  technolo- 
gist who  uses  the  designation  "M.T.,  A.S.C.P.”  and 
the  laboratory  worker  who  adds  the  title  "M.T., 
A.M.T.”  after  his  name. 

The  letters  "A.S.C.P.”  usually  imply  superior  train- 
ing of  laboratory  personnel. 

— John  V.  Denko,  M.D., 
Amarillo,  Texas. 


The  Lay  Supervised  Laboratory 


In  the  practice  of  medicine  today,  there  is  a 
greater  need  than  in  previous  years  for  the  services 
of  clinical  laboratories.  Because  of  increased  usage 
of  laboratory  tests  by  the  practitioner,  a new  prob- 
lem basic  to  the  philosophy  of  medicine  has  arisen: 
the  establishment  and  supervision  of  laboratories  by 
nonmedical  personnel.  The  professional  activities  of 
pathologists,  radiologists,  and  anesthesiologists  have 
been  recognized  by  both  the  Court  and  the  medical 
profession  as  the  practice  of  medicine.  If  the  State 
requires  that  the  pathologist  who  practices  his  spe- 
cialty in  Texas  be  a licensed  physician,  should  not 
the  same  authority  determine  who  may  establish  a 
laboratory  within  the  state  to  perform  the  same  di- 
agnostic tests? 

Throughout  the  years  it  has  been  necessary  to 
establish  criteria  for  physicians  to  qualify  for  the 
various  specialties,  and  specialty  boards  have  done 
this.  Now  the  need  for  adequate  control  of  labora- 
tories offering  services  to  physicians  must  be  recog- 
nized. Reports  from  laboratories  influence  the  qual- 
ity of  the  physician’s  practice. 

Should  the  authorization  and  administrative  super- 
vision of  these  laboratories  be  vested  in  a nonmedi- 


cal group?  A blood  smear  is  examined  in  a labora- 
tory; the  report  reads:  "The  patient  has  leukemia 
with  200,000  white  blood  cells  and  92  per  cent 
myeloblasts”.  This  is  diagnosis,  one  important  phase 
of  the  practice  of  medicine.  A physician  is  licensed 
by  the  Texas  State  Board  of  Medical  Examiners  to 
diagnose  and  to  treat  patients;  under  this  definition 
a laboratory  and  a technician  cannot  practice  medi- 
cine. 

At  its  next  session  the  Texas  Legislature,  no  doubt, 
will  be  asked  to  enact  laws  for  licensing  and  super- 
vising lay  laboratories.  These  laws  will  be  of  vital 
concern  to  each  physician  in  the  state.  The  quality 
of  laboratory  diagnoses  has  been  a significant  factor 
in  the  progressive  improvement  of  medical  care. 
Medical  practitioners,  therefore,  are  vitally  concerned 
in  the  licensing  of  lay  laboratories.  Those  that  per- 
form unsatisfactory  tests  are  detrimental  to  American 
medicine. 

Texas  physicians  should  recognize  the  problem 
of  lay-supervised  laboratories  and  should  acquaint 
lawmakers  in  the  state  capital  of  its  significance. 

— R.  H.  Rigdon,  M.D.,  Galveston,  Texas, 
President,  Texas  Society  of  Pathologists. 
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Symposium:  The  Hemiplegic  Patient 


I.  Mental  and  Emotional  Readjustment 


Besides  physical  disability,  hemiplegic  pa- 
tients have  brain  damage,  and  in  planning  treat- 
ment programs  for  them  it  is  necessary  to  consider 
that  they  may  exhibit  certain  psychological  reactions, 
the  more  common  of  which  are: 

1.  Confusion 

2.  Loss  of  ability  to  think  abstractly 

3.  Depression 

4.  Apprehension 

5.  Anxiety-tension  reactions 

6.  Compulsiveness,  stereotyped  behavior,  persever- 
ation, and  rigidity 

7.  Irritability,  impatience,  and  stubbornness 

8.  Somatic  reactions,  hypochondriacal  attitudes, 
and  conversion  symptoms 

9.  Indifference,  apathy,  and  withdrawal 

10.  Disruption  of  the  body  image 

Thus,  the  hemiplegic  patient  presents  a discour- 
aging picture,  clinically.  He  is  confused,  depressed, 
anxious,  hostile,  and  unable  to  modulate  emotional 
responses.  He  may  be  handicapped  further  by  being 
too  old  to  return  to  participation  in  community  life, 
even  if  treatment  is  successful.  Often  he  is  unable 
to  communicate  any  feelings,  needs,  or  desires  to 
those  around  him.  A careful  analysis  of  the  psycho- 
logical problems  of  the  hemiplegic  patient,  how- 
ever, changes  the  picture  considerably. 

These  more  common  reactions  are  examined  here- 
in, as  well  as  procedures  have  been  found  clinically 
useful  in  coping  with  such  patients’  psychological 
problems. 

Confusion  is  a constant  finding  in  the  acute  stages. 
Its  duration  will  depend  to  a large  extent  on  the 
location  and  size  of  the  brain  lesion.  Dehydration 
and  excessive  sedation  may  aggravate  this  condition, 
but  generally  it  is  attributable  to  edema  of  the  brain. 
At  the  time  of  onset  and  in  the  early  stages  of  ill- 
ness, it  is  not  possible  to  predict  either  the  amount 
of  return  of  intellectual  function,  or  the  time  the 
patient  will  need  for  maximal  recovery.  This  situa- 
tion is  further  complicated  by  the  lack  of  adequate 


psychological  tests  and  techniques  that  would  assist 
in  evaluating  accurately  the  intellectual  capacity  of 
the  hemiplegic  patient."*  During  this  period  it  is  im- 
portant to  protect  the  patient  against  self  injury. 

The  confused  state  seems  to  improve  rapidly  once 
the  patient  is  allowed  to  sit  up  and  get  out  of  bed. 
To  counteract  effects  of  edema  of  the  brain,  particu- 
lar attention  must  be  paid  to  fluid  and  electrolyte 
balance,  as  well  as  to  caloric  and  vitamin  intake. 
Confusion  is  often  prevented  or  alleviated  by  insti- 
tuting a simple  program  of  activities  of  daily  living 
and  social  contacts  as  soon  as  possible.  In  the  early 
stages  it  is  best  to  limit  social  contacts  to  members 
of  the  family  and  close  friends,  one  or  two  at  a 
time.  As  recovery  progresses  and  the  patient  is  able 
to  do  more  things  for  himself,  the  disorientation  and 
confusion  gradually  will  lessen. 

Goldstein  and  collaborators*  have  demonstrated 
that  loss  of  ability  to  think  in  the  abstract  frequently 
is  present  after  head  injury  or  cerebrovascular  acci- 
dent. They  have  distinguished  between  "abstract”  and 
"concrete”  thinking.  The  patient  with  brain  damage 
appears  to  be  functioning  at  a more  basic  or  "con- 
crete” level.  Hughlings  Jackson  called  this  process 
dissolution.®  According  to  Jackson,  the  nervous  sys- 
tem is  decreased  in  depth,  and  there  is  less  personal- 
ity. The  patient’s  mental  processes  or  accomplish- 
ments are  on  a lower  level.  At  times  memory  in 
general  conversation  will  show  no  apparent  effects 
of  brain  damage.  The  patient  may,  however,  miss 
fine  transitional  distinctions  and  will  be  slow  to 
grasp  the  essential  features  of  a given  experience.* 
The  patient’s  judgement  may  be  impaired,  and  at- 
tending to  two  or  three  factors  simultaneously  will 
be  difficult  for  him.  Since  the  patient  is  functioning 
intellectually  at  a lower  than  normal  level,  he  will 
have  less  emotional  control  and  will  be  unable  to 
modulate  emotional  responses.  Thus  he  can  exhibit 
anger  at  one  moment,  and  become  extremely  affec- 
tionate the  next.'’*  Because  the  level  of  intellectual 
functioning  is  lowered,  the  patient  does  not  fully 
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with  these  reactions  are  described 
herein. 


ODON  F.  VON  WERSSOWETZ,  M.D. 
JOSEPH  MARIN,  JR.,  M.A. 


understand  instructions  nor  the  necessity  for  fol- 
lowing the  physician’s  orders,  and  he  may  become 
irritable  and  uncooperative.  The  response  to  new 
situations  usually  is  anxiety,  depression,  and  hostil- 
ity. Wepman®  maintains  that  adequate  training  mini- 
mizes the  loss  of  ability  to  think  in  abstract  terms. 
The  physician  should  give  his  instructions  to  the 
patient  as  simply  as  possible.  Persons  in  paramedical 
fields  who  participate  in  the  treatment  program  of 
patients  with  hemiplegia  should  be  taught  to  avoid 
the  use  of  "professional  jargon’’  or  highly  abstract 
terms  in  their  presence. 

Depression  is  a usual  finding  in  all  persons  with 
serious  illness,  and  may  be  particularly  persistent  in 
patients  with  brain  damage.  It  appears  to  be  most 
common  in  individuals  whose  pre-illness  personality 
showed  moderate  aggressiveness,  together  with  mod- 
erate need  for  dependency  and  support.  Such  a pa- 
tient feels  guilty  about  giving  in  to  his  dependency 
needs.  In  a treatment  program  for  him,  it  is  impor- 
tant to  avoid  assigning  a task  at  which  he  will  fail, 
as  any  failure  tends  to  produce  self-accusation  and 
increases  the  depression.  Most  of  these  patients  show 
less  depression  in  the  late  afternoon,  and  this  time 
should  be  utilized  to  begin  new  activities.  Simple 
activities  that  the  patient  can  accomplish  satisfac- 
torily usually  reduce  the  depression.  'The  activity 
should  be  progressive,  but  should  never  exceed  the 
patient’s  capacities  at  any  time.  A depressed  patient 
may  feel  the  obligation  to  pick  up  responsibilities 


before  he  is  able  to  cope  with  them;  he  should  not 
be  allowed  to  do  so. 

Feelings  of  extreme  apprehension  may  become  a 
serious  problem  if  the  patient  believes  that  these 
feelings  are  part  of  reality.  These  feelings  may  origi- 
nate in  delirium  during  the  acute  stage  of  the  dis- 
ease. The  patient  should  be  told  that  fear  is  a com- 
mon part  of  his  disease,  and  that  it  is  transitory. 
This  is  best  accomplished  by  some  person  he  trusts. 
Medical  support  should  consist  of  quick  acting, 
rapidly  metabolized  sedatives.  Long  acting  sedatives 
often  prolong  the  patient’s  confusion  and  make  him 
unmanageable.  Judicious  use  of  tranquilizers  or  simi- 
lar drugs  is  beneficial  to  most  patients  who  exhibit 
psychological  aberrations. 

Anxiety-tension  reactions  are  most  common  in 
the  early  stages  of  rehabilitation  training.  'They  tend 
to  reappear  when  new  experiences  or  activities  are 
anticipated,  such  as  when  the  patient  is  first  per- 
mitted to  stand  or  to  walk  or  when  he  begins  self- 
care  activities.  The  capacity  of  the  hemiplegic  pa- 
tient to  adapt  is  limited  by  brain  damage,  physical 
disability,  and  long-standing  personality  character- 
istics. Faced  with  new  problems,  he  feels  insecure, 
anxious  and  fearful.  Because  of  his  diminished  brain 
capacity  he  is  less  able  to  tolerate  anxiety,  and  his 
defense  reaction  may  take  the  form  of  compulsive- 
ness, irritability,  depression,  indifference,  or  apathy. 
When  possible,  these  reactions  should  be  foreseen 
and  avoided.  'The  doctor  should  avoid  assigning  tasks 
which  may  be  overwhelming  to  the  patient. 
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EMOTIONAL  PROBLEMS — von  Werssowetz  & Marin — cant'd 

Compulsiveness,  stereotyped  behavior,  persevera- 
tion, and  rigidity  may  result  from  two  causes:  (1) 
as  a concomitant  of  brain  damage  and  (2)  as  an 
indication  of  any  stress  reaction.  The  hemiplegic 
patient’s  limitation  of  mental  flexibility  will  delay 
a rehabilitation  program  and  will  require  an  attitude 
of  extreme  patience  on  the  part  of  all  concerned. 
Any  sudden  changes  or  complications  are  likely  to 
produce  confusion  and  increased  rigidity.  The  com- 
pulsiveness of  the  patient  may  be  utilized  to  develop 
a progressive  program  of  simple,  daily  activities. 

Irritability,  impatience,  and  stubbornness  are  often 
seen  in  patients  who  showed  these  characteristics 
before  their  illness.  These  outbursts  are  generally 
short-lived,  and  in  time  become  less  acute.  In  man- 
aging obstinate  patients,  it  is  wise  at  first  to  be  per- 
missive, and  to  induce  them  to  accept  a suggestion 
when  they  are  more  amenable.  Only  on  rare  occa- 
sions should  the  physician  show  a firm  approach. 
When  he  does,  however,  he  should  be  calm  and 
should  show  deep  interest  in  the  patient.  Frequently, 
the  irritability  may  be  more  marked  toward  some 
member  of  the  family  or  certain  individuals.  It  is 
advisable  to  keep  these  individuals  away  from  the 
patient.  The  physician  should  know  the  attitudes 
and  behavior  of  the  family  group.  Patients  make 
better  progress  if  they  are  given  early  and  progres- 
sive responsibilities,  thus  reducing  the  frustration 
of  non-activity. 

Somatic  reaction,  fatigability,  hypochondriacal  at- 
titudes, and  conversion  symptoms  are  utilized  un- 
consciously by  these  patients  to  avoid  the  tension  and 
anxiety  of  facing  new  situations.  They  most  often 
occur  in  individuals  who  have  had  a life-long  passive 
dependent  relationship  with  other  people.  These  pa- 
tients may,  by  various  psychosomatic  symptoms  and 
complaints,  utilize  illness  to  maintain  the  dependent 
relationship.  The  physician  should  recognize  that 
these  symptoms  are  fulfilling  needs  of  dependency, 
and  they  should  not  be  removed  without  warning, 
because  any  sudden  opportunity  to  get  well  or  to 
change  the  relationship  is  likely  to  increase  the  sever- 
ity of  the  symptoms.  Often  it  is  satisfactory  to  foster 
in  the  patient  a reaction  of  dependency  on  the  physi- 
cian, therapist,  nurse,  or  some  therapeutic  procedure; 
however,  this  should  be  undertaken  with  extreme 
caution  and  only  when  there  is  a good  history  of  a 
dependency  reaction  in  the  patient.  "Tender  and 
loving  care”  often  will  forestall  the  patient’s  seeking 
attention  by  somatic  complaints.  As  the  rehabilita- 
tion program  progresses,  the  dependency  on  a per- 
son or  therapeutic  procedure  should  be  withdrawn 
gradually  and  transferred  to  general  activities. 

Direct  damage  to  the  brain  may  result  in  indiffer- 
ence, apathy,  and  withdrawal;  however,  these  atti- 
tudes usually  are  influenced  by  the  basic  personality 


of  the  individual.  These  reactions  are  the  ultimate 
defense  against  feelings  of  anxiety,  resentment,  pain, 
and  depression.  "This  catastrophic  reaction  over- 
whelms the  adaptive  capacities  of  the  individual.  Pa- 
tients who  have  a tendency  to  develop  such  reactions 
should  be  handled  gently  and  with  extreme  caution. 
Attempts  should  be  made  to  learn  what  activities 
or  factors  may  motivate  some  interest  in  the  patient. 
The  physician  or  therapist  must  gain  the  patient’s 
confidence.  Rehabilitation  procedures  should  be  ac- 
complished slowly  and  should  not  cause  new  frus- 
trations. 

The  concept  of  the  body  image  plays  an  important 
part  in  the  readjustment  of  the  hemiplegic  patient. 
There  are  numerous  hypotheses  and  observations 
which  relate  to  the  functional,  psychologic  and  psy- 
chiatric effects  of  the  body  image.  Normally,  every 
human  being  has  a concept  of  his  body  image.  This 
concept  develops  when  the  infant  starts  exploratory 
movements  of  his  body  parts.  Although  the  move- 
ments are  at  first  single  phases  of  activities,  they 
provide  impressions  of  isolated  parts  which  gradu- 
ally fuse  into  the  total  concept.  As  the  child  matures, 
there  is  a change  in  his  concept  of  body  image.  The 
body  image  concept  is  fluid  and  changeable;  it  even 
differs  with  the  dress  a lady  is  wearing. 

When  the  patient  has  a cerebrovascular  accident 
with  resultant  hemiplegia,  there  is  a violent  disrup- 
tion of  the  concept  of  the  body  image.  Most  patients 
will  consider  the  involved  side  as  paralyzed  and 
useless.  They  have  a tendency  to  emphasize  the  loss 
of  function  rather  than  the  remaining  function.  Not 
infrequently,  a patient  will  deny  the  existence  of  ob- 
vious hemiplegia  or  he  will  fail  to  recognize  a 
paralyzed  extremity  as  his  own.  During  rehabilitation 
training,  such  a patient  begins  to  reorient  his  con- 
cept of  body  image;  however,  there  is  a persistence 
of  this  negative  concept.  It  is  important  to  try  to 
change  it  to  a positive  one,  because  it  has  been 
found  that  a patient  who  adopts  a positive  attitude 
will  begin  to  recognize  the  remaining  usefulness  of 
his  involved  extremities  and  will  integrate  this  use- 
fulness, though  it  is  impaired,  into  functional  activi- 
ties. 

In  general,  the  keystone  of  rehabilitation  of  the 
hemiplegic  patient  is  motivation.  The  patient  should 
be  guided  as  soon  as  he  regains  consciousness. 
Judicious  motivation  should  be  started  early,  as  on 
this  will  depend  the  rapidity  and  ease  with  which 
rehabilitation  can  be  accomplished.  The  physician 
should  explain  to  the  patient  the  nature  of  the  dis- 
ease, the  general  outlook,  the  prognosis,  and  the 
general  plan  of  treatment.  As  soon  as  possible,  the 
patient  should  be  allowed  to  perform  simple  func- 
tional activities,  and  should  be  allowed  simple  social 
contacts.  He  should  be  encouraged  in  the  perform- 
ance of  his  activities,  but  should  be  protected 
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against  early  failures.  Emotional  problems  should  be 
assessed  and  corrected  as  soon  as  possible. 

Besides  the  patient,  the  family  must  be  managed; 
they  must  be  oriented  in  the  patient’s  disabilities,  the 
prospects  of  his  recovering  independence  and  self- 
care,  and  all  of  the  factors  related  to  his  general 
management.  Home  treatment  is  best  for  emotional 
adjustment  because  of  participation  of  the  family  in 
the  total  program.  Family  members  should  be 
warned  of  untoward  reactions  which  can  be  expected, 
such  as  the  desire  to  be  alone,  incessant  weeping  for 
any  reason,  self-pity,  an  unreasonable  perversity  and 
unfounded  suspicions,  and  a certain  degree  of  re- 
sentment caused  by  the  patient’s  dependency  and  in- 
security. These  personality  and  character  changes  are 
best  alleviated  by  the  family’s  matter-of-faa  accept- 
ance of  the  patient  and  his  disabilities.  Family  mem- 
bers should  not  express  sympathy,  for  this  tends  to 
increase  the  feeling  of  self-pity.  A casual  attitude  is 
best  to  offset  the  despair  of  helplessness.  Within 
limits,  the  patient  should  be  permitted  and  made 
to  do  more  things  for  himself,  so  that  he  will  be 
stimulated  to  further  accomplishments.  Often  the 
patient  will  require  great  assurance  that,  despite  his 
disability,  he  is  still  an  acceptable  and  useful  mem- 
ber of  his  family.  The  family  should  be  advised'  to 
create  situations  in  which  they  can  demonstrate  that 
there  is  a need  for  the  patient’s  judgment,  ability, 
or  performance.  Above  all,  the  family  must  not  treat 


the  patient  as  a child,  but  should  let  him  explore  his 
own  potentials.  Goals  of  recovery  should  not  be  set 
too  high  for  the  patient  or  for  the  family,  because 
this  will  result  in  severe  emotional  distress  and  frus- 
tration. 


Summary 

Some  of  the  more  common  psychological  reactions 
of  the  patient  with  hemiplegia  have  been  discussed, 
and  procedures  found  to  be  clinically  useful  in  cop- 
ing with  these  reactions  have  been  recommended. 
The  physician  who  sees  such  a patient  may,  by  care- 
ful orientation  of  the  family  and  analysis  of  his 
psychological  problems,  institute  a treatment  pro- 
gram that  can  alleviate  the  discouraging  picture 
usually  presented  by  hemiplegia. 
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Explanation  Means  the  Difference 

The  elderly  patient  is  nearing  the  completion  of  his  service  to  his  fellow 
man.  Be  his  contribution  large  or  small,  it  is  fitting  for  the  medical  profession 
to  show  its  appreciation.  During  his  lifespan,  the  aged  patient  has  developed 
habits  and  preferences,  as  we  all  do,  which  may  varj'’  from  ours,  and  frequently 
do.  A hurried  or  insufficiently  explained  examination  or  procedure  may  vastly 
offend  our  patriarch’s  sense  of  dignity.  We  certainly  need  never  compromise  the 
diligence  of  our  diagnosis  nor  the  efficacy  of  our  treatment  by  making  the  effort 
to  avoid  disturbing  our  patient’s  composure. — Harry  Lamb,  M.D.,  in  The  Nete 
Physician. 


Volume  58,  MARCH,  7962 


153 


Symposium:  The  Hemiplegic  Patient 


II.  Prevention  of  Deformities 


Deformities  do  occur  early  in  patients  who 
have  hemiplegia.  They  cause  complications  that 
often  produce  more  disabilities  than  those  resulting 
directly  from  damage  to  the  brain.  Basically,  these 
deformities  are  caused  by  the  assumption  of  faulty 
position,  by  restriction  of  mobility  of  the  involved 
joints,  and  by  the  overactivity  of  certain  muscles. 
Persistent  assumption  of  faulty  position  leads  to  peri- 
articular adhesions  and  permanent  shortening  of 
muscles.  The  hemiplegic  patient,  lying  in  bed,  holds 
the  affected  shoulder  adducted  and  internally  rotated 
to  his  side.  His  elbow  and  wrist  are  flexed,  his  pro- 
nated  forearm  is  placed  across  the  chest,  and  his 
fingers  and  thumb  are  doubled  into  the  palm  of  his 
hand.  The  affected  lower  extremity  is  usually  flexed, 
abducted,  and  rotated  at  the  hip.  The  knee  is  flexed, 
and  the  foot  is  supinated  and  in  plantar  flexion.  Such 
posrure,v  which  should  be  avoided,  can  be  corrected  by 
adequate  position  and  judicious  mobilization. 


Fig.  1.  Correct  positioning  to  prevent  deformity  of 
the  paralyzed  arm  and  hand  is  shown. 


Positioning 

In  the  early  stages  of  hemiplegia,  maintenance  of 
the  proper  body  alignment  in  bed  is  all  that  may  be 
required.  Faulty  positions  and  any  tendency  to  adapt 
a particular  position  should  be  corrected.  A small 
pillow  or  a sandbag  in  the  axilla  will  prevent  adduc- 
tion and  internal  rotation.  The  arm  should  be  ab- 
ducted about  70  to  80  degrees  with  15  to  20  degrees 
of  external  rotation  at  the  shoulder.  To  promote 
drainage  and  prevent  edema,  the  extremity  should 
be  slightly  elevated  so  that  the  forearm  is  higher 
than  the  arm,  and  the  hand  higher  than  the  elbow. 
The  wrist  should  be  supported  in  slight  dorsiflexion, 
the  fingers  in  mild  flexion  ( fig.  1 ) . Flexion  con- 
tractures of  the  wrist  and  fingers  should  be  pre- 
vented by  giving  proper  support  with  a splint  (fig. 
2). 

Faulty  position  of  the  lower  extremity  should  be 
treated  similarly.  A footboard  or  a wooden  box  at 
the  foot  of  the  bed  will  prevent  foot  drop;  however, 
the  patient  must  be  instructed  to  press  his  leg  against 
this  support.  Such  activity  not  only  prevents  drop 
foot,  but  also  preserves  some  postural  and  walking 
reflexes.  If  the  patient  cannot  hold  his  foot  against 
the  footboard,  a right  angle,  short  posterior  foot 
splint  should  be  used.  The  lower  extremity  should  be 
placed  in  a neutral  position,  which  can  be  maintained 
by  placing  a sandbag  or  pillow  alongside  the  patient’s 
limb.  (No  pillow  or  sandbag  should  be  placed  under 
the  knees,  as  the  pressure  may  cause  phlebitis.) 

The  patient’s  position  should  be  changed  fre- 
quently to  prevent  the  development  of  decubitus 
ulcers.  Some  patients  prefer  to  lie  prone,  and  in  this 
position  a pillow  may  be  placed  under  the  patient’s 
middle  to  make  him  more  comfortable.  His  toes 
should  be  hanging  over  the  edge  of  the  mattress,  but 
if  that  is  not  possible,  a pillow  should  be  placed  un- 
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Mobilization 

Concurrently  with  the  previously  described  pro- 
cedures for  maintaining  good  body  alignment,  meas- 
ures should  be  taken  to  prevent  deformities  due  to 
tightness  and  contractures.  The  major  deformities 
which  develop  are  frozen  shoulder,  tightness  in  the 
metacarpo-phalangeal  joints  of  the  fingers,  and  tight- 
ness in  the  heel  cord  and  foot.  These  deformities 
may  be  prevented  by  early  mobilization  of  all  in- 
volved joints.  This  can  be  started  a day  or  two  after 
the  onset  of  hemiplegia  and  can  be  accomplished 
while  the  patient  is  in  bed.  Mobilization  is  a simple 
and  physiological  procedure  which  takes  the  involved 
joints  (passively,  four  to  six  times)  through  the 
full  range  of  motion  three  or  four  times  a day  (fig. 
3 ) . This  can  be  performed  by  the  physician,  a nurse, 
or  a member  of  the  family.  In  the  early  stages,  this 
is  accomplished  easily;  in  neglected  cases  in  which 


I Deformities  can  be  prevented  by  early 
use  of  mobilization  techniques  and 
the  proper  positioning  of  the  patient. 
A member  of  the  family  can  be  taught 
to  accomplish  these  procedures,  which 
are  vital  to  the  total  rehabilitation 
program. 


der  the  legs  so  that  the  feet  are  hanging  over  it  and 
do  not  touch  the  mattress. 


In  placing  the  patient  in  a position  on  his  side, 
pillows  are  used  to  support  the  weak  arm  and  weak 
leg.  This  position  can  be  changed  by  placing  the 
weak  arm  on  a pillow  behind  the  patient.  This  is  a 
more  desirable  position  as  it  prevents  contractures 
of  the  pectoral  muscles.  It  must  be  remembered  that 
the  hand  always  must  be  supported  adequately. 


Fig.  2.  When  flexion  contractures  of  the  upper  ex- 
tremity are  present,  a splint  is  used  for  proper 
support. 
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severe  contractures  have  developed,  mobilization  be- 
comes difficult  and  will  require  the  skilled  services  of 
a physical  therapist  who  has  good  knowledge  of 
kinesiology  and  body  mechanics  to  provide  stretching 
of  the  appropriate  areas  without  overmobilization 
and  traumatic  damage  to  the  other  parts.  For  ex- 
ample, in  a frozen  shoulder,  the  only  parts  that 
should  be  stretched  are  the  structures  controlling  the 
glenohumeral  joint.  This  requires  protective  stabili- 
zation of  the  scapula  and  other  joints  of  the  shoulder 
complex.  If  this  is  not  provided,  faulty  mobilization 
will  result  in  overstretching  of  the  muscles  and  other 
soft  tissues  of  the  uninvolved  joints,  causing  more 
imbalance  and  severe  damage  without  affecting  the 
tightness  in  the  glenohumeral  joint. 

Mobilization  should  be  performed  gently  and  grad- 
ually, using  only  slight  force;  otherwise,  severe  dam- 
age may  be  inflicted  on  the  soft  and  osseous  tissues. 
Mobilization  is  facilitated  by  preliminary  application 
of  heat.  Hot  packs  or  compresses  are  efficient.  Infra- 
red radiation  is  also  adequate  for  the  purpose.  Before 
the  use  of  any  heat,  the  patient’s  cutaneous  sensitiv- 
ity should  be  determined  to  prevent  burns.  In  some 
cases,  application  of  cold  packs  may  provide  better 
relief  of  pain  than  the  application  of  heat.  Massage 
is  also  of  value  in  relaxation  of  tight  structures.  The 
following  routines  can  be  used  as  prophylactic  mo- 
bilization: 

Upper  Extremity. — ^To  prevent  a frozen  shoulder, 
the  involved  muscles  should  be  carried  through  a 
full  range  of  all  motions  permissible.  The  extended 
arm  should  be  placed  first  at  the  side  of  the  bed.  It 
should  then  be  carried  up  and  overhead,  slowly  and 
gently,  as  far  as  it  will  go  without  pain.  During  this 
movement  gentle  pressure  should  be  applied  to  the 
clavico-acromial  area  to  provide  adequate  stabiliza- 
tion. Then  the  elbow  should  be  flexed  and  externally 
rotated,  and  flexion  is  continued  until  the  extremity 
touches  the  bed  above  and  behind  the  patient’s  head. 
The  arm  should  be  held  in  this  position  for  about 
five  to  ten  seconds,  then  released,  and  returned 
gradually  in  the  same  manner,  though  with  reversed 
action,  to  the  starting  position.  'This  routine  should 
be  repeated  several  times. 

For  abduction  of  the  shoulder,  the  starting  posi- 
tion is  with  the  arm  at  the  side.  The  arm  is  abducted 
in  the  stabilized  shoulder  to  about  90  degrees  with 
the  elbow  extended.  The  elbow  is  flexed  and  ex- 
ternally rotated,  and  the  arm  is  externally  rotated. 
The  forearm  is  then  brought  overhead.  This  position 
is  held  for  five  to  ten  seconds,  then  the  hold  is  re- 
leased and  the  arm  is  returned,  in  reverse  sequence, 
to  the  starting  position. 

Rotation  of  the  shoulder  is  accomplished  by  hav- 
ing the  arm  at  shoulder  level  and  the  elbow  flexed 
at  right  angle. 


The  elbow  is  mobilized  by  bending  the  arm  and 
elbow  until  the  finger  tips  touch  the  shoulder.  Then 
the  arm  is  straightened  out. 

The  forearm  should  receive  special  attention  to 
preserve  supination  and  pronation  by  performing 
internal  and  external  rotation. 

Wrist  mobilization  requires  the  motion  of  dorsi- 
flexion,  palmar  flexion,  both  sideways  deviations, 
and  rotation  along  the  longitudinal  axis. 

The  fingers  are  mobilized  by  making  a fist,  then 
straightening  out  the  fingers.  Usually  this  will  pro- 
vide a functional  range  of  motion. 

The  thumb  is  put  through  the  same  movements; 
however,  rotation,  circumduction,  and  opposition 
are  added. 

Lower  Extremity. — ^Mobilization  of  the  lower  ex- 
tremity involves  the  mobilization  of  the  hip,  knee, 
ankle,  and  toes. 

With  the  patient  lying  on  his  back,  the  hip  is 
bent  with  flexed  knee  and  is  returned  to  the  ex- 
tended position.  The  leg  is  then  moved  out  to  the 
side  as  far  as  possible,  keeping  the  knee  straight,  and 
is  returned  to  the  starting  position.  'The  sound  leg 
should  be  in  midline.  The  next  step  is  to  raise  the 
leg  with  extended  knee  straight  in  the  air  and  then 
to  return  it  to  the  starting  position. 

The  next  procedures  are  to  roll  the  foot  in  and 
out  with  the  knee  straight,  bend  the  foot  up  and 
down  as  far  as  possible,  and  turn  the  foot  in  and  out. 

With  the  patient  lying  on  his  abdomen,  the  leg 
(with  knee  straight)  is  raised  as  far  as  possible  and 
is  returned  to  the  starting  position.  'The  knee  is 
flexed  and  is  returned  to  the  starting  position.  The 
foot  is  flexed  up  and  down  with  the  knee  at  a right 
angle. 
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Chest  and  Back. — The  chest  and  back  shotdd  not 
be  omitted  from  mobilization.  The  patient  should  be 
instructed  to  inhale  and  exhale  deeply,  not  only  to 
increase  and  maintain  the  mobility  of  the  chest,  but 
also  to  increase  the  vital  capacity  of  the  lungs.  A 
simple  device  such  as  a clothesline  attached  to  the 
foot  of  the  bed,  ending  with  a bar  or  a loop,  will 
enable  the  patient  to  pull  himself  up  to  a sitting 
position,  thus  mobilizing  his  spine  and  developing 
sitting  balance. 

The  procedures  described  will  maintain  adequate 


range  of  motion  in  all  of  the  involved  joints.  They 
should  be  repeated  three  to  five  times,  twice  daily. 

Summary 

The  family  physician  should  instruct  some  mem- 
ber of  the  family  in  the  simple  procedures  of  ade- 
quate positioning  and  mobilization  so  that  these 
activities  will  be  carried  out  early.  When  deformi- 
ties are  prevented,  the  hemiplegic  patient  will  bene- 
fit by  regaining  better  muscle  control,  which  will 
result  in  increased  functional  capacity. 


Astigmatism  and  Great  Artists 

Abnormal  vision  is  believed  to  be  responsible  for  the  distinctive  art  styles  of 
three  famous  Renaissance  artists,  Holbein,  Cranach,  and  El  Greco.  The  peculiarly 
distorted  images  that  give  their  paintings  a mark  of  greatness  represented  the 
world  as  they  saw  it. 

Dr.  Wiliam  G.  Ridgeway  of  Durham,  N.C.,  wrote  on  the  subject  for  the 
November,  1961,  issue  of  Missouri  Medicine-.  "If  Holbein,  Cranach,  and  El  Greco 
had  lived  in  the  present  time  they  undoubtedly  would  have  been  fitted  with 
corrective  glasses  in  childhood,  leaving  them  perhaps  with  normal  eyesight;  but 
if  such  had  been  the  case  they  would  never  have  produced  those  strange  and 
highly  individual  masterpieces  that  grace  art  galleries  today.” 

Holbein  portrayed  his  subjects  as  broad  and  robust.  His  portraits  of  Henry 
VIII  display  massive  breadth  of  chest,  whereas  his  painting  of  Christ  reclining 
depicts  an  incredibly  long  and  slender  person.  This  indicates  that  he  saw  all 
objects  as  being  distended  laterally. 

Cranach,  on  the  other  hand,  perceived  objects  as  being  thinner  than  they 
really  were. 

In  the  figures  painted  by  El  Greco  there  is  an  uneasiness,  a nervousness,  or 
a restless  angle  of  posture,  and  many  of  his  figures  appear  to  be  gliding  toward 
the  right. 

As  an  experiment,  observers  with  normal  eyesight  viewed  the  works  of  these 
masters  through  concave  cylindrical  lenses.  Holbein’s  subjects  acquired  normal 
proportions  when  viewed  through  a lens  placed  at  an  axis  of  90  degrees,  cor- 
recting his  tendency  to  see  things  with  lateral  distention.  Cranach’s  work  took  on 
normal  proportions  when  viewed  through  the  lens  placed  at  an  axis  of  180  degrees. 
The  same  lens,  held  at  an  oblique  angle  of  15  degrees,  brought  El  Greco’s  figures 
into  normal  dimensions. 
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III.  Improvement  of  Muscle  Control 

< • 1'':- 


P ATIENTS  WITH  hemiplegia  are  increasing  in 
• number  and  longevity.  This  necessitates  constant 
clinical  search  for  improved  techniques  in  develop- 
ing volitional  control  of  movement.  Advanced  re- 
search in  neurology  and  neurophysiology  is  giving 
impetus  to,  as  well  as  a basis  for,  the  clinically  de- 
veloped techniques. 

The  degree  to  which  new  techniques  can  be  in- 
corporated into  the  home  program  depends,  aside 
from  the  patient’s  condition,  upon  the  regular  peri- 
odic home  or  out-patient  visits.  In  any  event,  some 
of  the  "time-honored  routines”  are  not  to  be  dis- 
carded. Both  old  and  new  concepts  in  stimulating 
purposeful  movement  of  the  affected  muscles  may 
be  included  in  the  home  program. 

Because  of  the  cerebral  damage  the  victim  of  hemi- 
plegia usually  is  incapable  of  performing  coordinate 
voluntary  movements.  Since  his  remaining  motion  is 
reduced  to  primitive  flexion  and  extension  synergies 
complicated  by  spasticity  or  rigidity,  stimulation  of 
the  former  neuromuscular  pathways,  or  establishment 
of  new  functional  pathways  is  necessary.  In  neuro- 
muscular re-education  knowledge  of  a natural  order 
in  which  recovery  may  occur  is  an  aid.  Recovery 
occurs  first  in  those  muscles  which  habitually  and 
automatically  work  in  conjunction  with  the  muscle 
of  the  opposite  side.  Hence,  there  is  a comparatively 
rapid  and  complete  recovery  of  the  face,  tongue,  and 
trunk  musculature.  Muscles  of  the  legs  which  are  es- 
sential for  locomotion  in  the  upright  position  are 
the  next  to  recover,  while  the  muscles  of  the  upper 
extremity  which  are  more  specialized  and  not  as 
closely  associated  with  the  movement  of  the  opposite 
limb  become  useful  more  slowly.  The  lower  ex- 
tremity recovers  before  the  upper,  and  within  this 
pattern  the  return  of  control  is  from  proximal  to 
distal — the  hip  and  knee  before  the  ankle,  the 
shoulder  before  the  elbow,  the  elbow  before  the 
wrist.  The  extensors  of  the  fingers,  and  especially 
the  abductors  and  extensors  of  the  thumb,  are  the 


last  to  be  restored.  This  knowledge  is  most  valuable 
for  the  patient  can  be  told  that  should  there  be  re- 
covery, it  will  return  in  due  order  in  each  limb  or 
joint.  If  he  finds  this  to  be  true  in  one  instance,  he 
will  gain  confidence  and  will  persevere  in  his  at- 
tempts to  regain  function.  He  has  to  be  content  to 
sit  up  before  he  can  stand,  to  stand  before  he  can 
walk,  and  to  move  his  shoulder  before  his  elbow, 
wrist,  or  fingers. 


Stimulation  of  Neuromuscular  Response 

The  basic  principle  of  this  program  is  to  stimu- 
late neuromuscular  response  in  every  known  way  for 
the  initiation  of  movement  which  may  increase  the 
functional  capacity  of  the  individual.  For  the  in- 
volved upper  extremity,  attempts  are  made  to  reach 
one  of  the  following  levels: 

1.  A nearly  normal  functioning  extremity. 

2.  An  assisting  extremity  or  "helping  hand”. 

3.  Reduction  of  "dead  weight”.  As  the  patient 
himself  will  say,  "It  feels  better.” 

In  the  lower  extremity,  the  functional  levels  would 
be: 

1.  Sufficient  muscle  control  for  ambulation,  with 
assistant  devices  when  indicated. 

2.  An  aid  to  stability  in  transfer  activities,  such 
as  moving  from  wheel  chair  to  bed  or  commode. 

3.  An  aid  to  stability  in  sitting. 

The  aims  are  to  develop  gross  patterns  of  move- 
ment, progressing  to  simple  coordinated  movements, 
and  finally  to  utilize  these  movements  in  activities 
of  daily  living.  The  method  of  beginning  the  neuro- 
muscular re-education  depends  on  the  individual 
case  and  must  take  into  account  such  factors  as 
severity  of  involvement,  mental  and  emotional  dis- 
turbance, and  the  patient’s  age. 

The  general  procedures  include  development  of 
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balance  awareness,  reduction  of  hypertonicity,  and 
reinforcement  or  establishment  of  voluntary  move- 
ment. 

Development  of  Balance  Awareness,  Sittmg,  and 
Standing. — Most  hemiplegic  patients  should  be  de- 
veloping standing  balance  two  or  three  weeks  after 
the  acute  phase  of  illness.  Standing  not  only  de- 
velops balance  awareness  but  also  increases  proprio- 
ceptive inflow,  which  enhances  antigravity  reflexes 
and  muscle  tone.  It  also  minimizes  decalcification, 
negative  nitrogen  balance,  and  other  biochemical 
dysfunctions.  When  the  patient  has  little  control  of 
his  balance,  a standing  table  or  bed  is  recommended 

(fig.  1). 

As  soon  as  the  patient  is  able,  he  should  be  made 
to  sit  up  in  bed  twice  daily  for  several  days.  At  first, 
this  may  be  facilitated  by  providing  a strap  or  rope 
which  is  attached  to  the  foot  of  the  bed.  By  utilizing 
his  sound  hand,  the  patient  can  puU  himself  up  to 
sitting  position;  attaining  the  sitting  position  is  im- 
portant because  it  is  the  first  step  in  regaining  bal- 
ance awareness.  The  patient  is  then  instructed  to  sit 
on  the  side  of  the  bed  and  to  swing  his  legs  to  and 
fro,  alternately.  When  partial  extension  of  the  af- 
fected limb  is  accomplished,  some  resistance  in  the 
form  of  weight  may  be  added.  Once  swing  in  the 
knee  is  accomplished,  the  patient  should  attempt  to 
move  the  ankle  into  dorsiflexion  at  the  conclusion 
of  extension  of  the  knee.  Complete  extension  of  the 
knee  and  dorsiflexion  of  the  foot  are  not  attained 
in  most  hemiplegic  patients;  however,  this  does  not 
stop  this  action  from  being  functional. 

Leaning  forward,  backward,  and  to  either  side 
should  be  encouraged  to  increase  the  patient’s  sense 
of  balance  to  an  even  greater  extent. 

Reduction  of  Hyper  tonicity. — Reduction  of  hyper- 
tonicity in  hemiplegia  is  a difficult  problem,  and 
one  which  the  patient  cannot  solve  simply  by 
willing.  Inhibition  of  muscle  contraction,  as  well  as 
excitation,  is  a function  of  the  central  nervous  sys- 
tem. As  the  patient  regains  control  of  the  involved 


Fig.  1.  Use  of  0 standing  table  develops  balance 
awareness. 
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muscle,  involuntary  motions  decrease  proportionately. 
Control  may  be  facilitated  by  several  physical  and 
chemotherapeutic  means.  Electrical  stimulation  to  the 
spastic  muscle,  along  with  the  patient’s  conscious 
attempt  to  contract  that  muscle,  may  produce  suffi- 
cient relaxation  to  encourage  increased  range  of  mo- 
tion of  the  opposing  muscle  groups.  Application  of 
cold  for  short  and  long  periods,  alone  and  in  com- 
bination with  exercise,  have  been  partly  successful  in 
reducing  spasticity  so  that  coordinated  motions  and 
passive  motion  with  little  or  no  pain  are  possij^le. 
Exercises  which  will  increase  the  patient’s  strength 
and  control  aid  in  reducing  spasticity  (fig.  2),  and 
further  discussion  of  these  follows. 

Hypertonicity  can  be  controlled  to  some  extent  by 
judicious  use  of  the  newer  muscle  relaxants  and  tran- 
quilizer drugs.  However,  because  they  may  cause 
bizarre  responses,  they  should  be  used  only  under 
strict  medical  supervision.  As  a general  rule,  older 
patients  do  not  tolerate  them  very  well,  and  often 
become  more  confused  and  uncoordinated. 

Reinforcement  or  Establishment  of  Voluntary 
Movement. — Of  the  many  forms  of  exercises  through 
which  strength  and  control  can  be  obtained,  the 
orthodox  method  of  muscle  re-education  is  probably 
the  most  familiar.  This  is  the  technique  in  which  the 
individual  actively  attempts  to  move  the  part  which 
is  being  moved  passively.  Should  a voluntary  con- 
traction occur,  the  attendant  decreases  passive  assist- 
ance as  the  active  control  is  increased. 

Another  method  of  free  exercise  by  suspension  can 
be  used  to  advantage  in  the  home  program.  Briefly, 
this  consists  of  supporting  the  affected  extremity  in 
a sling  suspended  from  overhead,  which  eliminates 
the  weight  of  the  extremity  and  the  force  of  gravity. 
The  work  required  for  the  movement  is  that  of 
overcoming  the  initial  inertia  of  the  suspended  seg- 
ment, added  to  the  friction  of  the  air  in  which  it  is 
moved.  This  method  is  easily  adapted  to  the  treat- 
ment of  flaccid  extremities  and  can  be  taught  readily 
to  a member  of  the  patient’s  family.  These  exercises 
are  helpful  in  allowing  the  patient  to  translate  even 
minimal  and  scarcely  perceptible  muscle  power  to 
active  and  demonstrable  motion  through  a fair  arc. 
They  have  the  added  advantage  that  even  slight 
change  can  be  recognized  by  the  increased  range  of 
motion,  thus  encouraging  the  patient  to  make  greater 
effort.  Once  the  muscle  group  is  able  to  perform  a 
given  movement  in  a coordinated  manner,  resistance 
is  added  by  use  of  weights. 

The  physician  should  determine  which  muscle 
groups  are  to  be  exercised  and  he  should  instruct  the 
attendant  in  the  pfoper  arrangement  of  slings  and 
overhead  supports  for  each  exercise.  Exercises,  for 
the  most  part,  should  encourage  maximal  voluntary 
effort  against  the  optimal  resistance.  They  should  be 


repeated  an  optimal  number  of  times,  but  the  patient 
should  be  guarded  against  fatigue.  Exercise  periods 
repeated  frequently  during  the  day,  with  proper  rest 
periods  intervening,  are  most  effective.  It  must  be 
remembered  that  muscle  power  or  strength  is  ac- 
quired only  through  work  performed  by  the  patient, 
and  not  on  the  patient.  Most  of  these  patients  have 
decreased  endurance  and  will  fatigue  easily.  A patient 
who  is  fatigued  will  not  perform  exercise  adequately 
and  actually,  it  may  be  harmful  to  him.  In  the  be- 
ginning, exercises  should  be  performed  for  single 
movements  in  a single  joint.  When  a coordinated 
movement  is  obtained,  treatment  progresses  to  an- 
other joint.  This  principle  is  applied  to  re-education 
in  all  movements. 

The  affected  upper  extremity  should  not  be  ne- 
glected. Gross  movements  first  are  attempted  in  the 
shoulder,  then  in  the  elbow  and  wrist.  Circumduction 
exercises  of  the  type  suggested  by  Codman  may  be 
used.  Suspension  therapy  can  be  used  with  satisfac- 
tory results. 

Still  another  method  is  utilization  of  the  patient’s 
sound  limb  to  assist  response  of  the  affected  fellow 


Fig.  2.  Self  administered  exercise  to  the  effected 
extremity  reduces  spasticity  and  prevents  stiffness  of 
the  shoulder  joint. 
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through  symmetrical  bilateral  exercise.  For  example, 
in  the  upper  extremity  an  excellent  exercise  is  to 
interlace  the  fingers  and  then,  helping  the  paralyzed 
arm  with  the  sound  arm,  to  imitate  the  movements 
of  rowing  a boat.  Thus,  the  contracted  fingers  are 
straightened,  the  wrist  and  fingers  extended,  the 
biceps  relaxed,  the  arm  flexed,  and  the  shoulder 
elevated  in  one  motion.  If  flexion  and  extension  of 
the  forearm  are  difficult  to  perform,  the  patient 
should  be  instructed  to  sit  in  a chair,  to  keep  his 
elbows  close  to  the  sides  of  his  body,  and  to  place 
the  palms  of  his  hands  together,  with  the  ulnar  sides 
of  his  hands  resting  on  the  affected  knee.  Then  he 
should  attempt  to  touch  his  chin  with  the  radial 
sides  of  his  hands  (thumbs)  by  flexing  the  elbow. 
He  probably  will  be  able  to  do  so  because  this  exer- 
cise is  based  on  a curious  neuromuscular  phenom- 
enon which  permits  flexion  and  extension  of  the 
elbow  without  abducting  and  rotating  the  arm. 

Pronation  and  supination  in  men  are  more  com- 
plex movements  of  later  development,  and  are  harder 
to  regain.  Usually  when  the  patient  attempts  these 
movements,  he  will  rotate  the  arm  internally  or  ex- 
ternally. However,  the  same  exercises  as  for  flexion 
and  extension  are  prescribed,  except  that  the  patient 
is  instructed  to  touch  his  chin  alternately  with  the 
dorsum  of  the  normal  and  affected  hands.  He  should 
always  come  to  a rest  position  with  the  ulnar  sides 
of  the  hands  on  the  affected  knee. 

The  restoration  of  motion  to  the  hand  and  fingers 
is  difficult,  and  may  be  impossible  in  some  patients. 
However,  the  patient  must  not  give  up  hope,  and 
should  be  made  to  understand  that  movement  of  the 
fingers  depends  on  the  proper  functioning  of  the 
shoulder,  elbow,  and  hand.  The  first  exercise  in  vol- 
untary movement  is  to  make  the  patient  open  his 
fingers.  To  facilitate  this,  a curious  reflex  phenom- 
enon can  be  put  to  use — have  the  patient  yawn. 
Yawning  usually  is  associated  with  extension  of  the 
fingers  and  hand.  The  next  step  is  to  practice  exten- 
sion of  the  fingers  in  combination  with  coordinated 
movements  of  the  arm  and  hand. 


Increasing  the  Stimuli 

A great  number  of  patients  will  not  show  im- 
provement using  these  methods.  More  often  than 
not,  the  volitional  attempts  of  the  patient  are  not 
sufficient  stimuli  to  effect  a response.  Voluntary 
effort  must  then  be  reinforced  to  produce  a thresh- 
old stimulus  by  an  increase  in  central  excitation. 
These  stimulations  may  utilize  maximal  resistance, 
reflexes,  and  sensory  stimuli  in  combination  or  inde- 
pendently. 

Maximal  resistance  means  using  the  most  resist- 
ance the  patient  can  take  and  still  effect  movement. 
For  example,  a sitting  patient  cannot  bend  his  foot 


in  dorsiflexion  voluntarily,  but  he  can  accomplish  it 
when  he  attempts  to  flex  his  hip  against  a resistance 
applied  to  the  thigh.  This  results  in  a gross  move- 
ment (stepping)  pattern,  and  is  greatly  reinforced 
by  a maximal  degree  of  resistance.  This  resistance 
may  be  applied  to  existing  motions  in  the  involved 
extremity  to  facilitate  a stronger  contraction,  or 
may  be  applied  to  the  contralateral  extremity.  For 
example,  resistance  to  elbow  flexion  of  the  sound 
limb  can  produce  an  overflow  resulting  in  flexion 
of  the  involved  elbow.  When  this  method  is  used 
in  the  upper  extremity,  flexion  can  be  expected  to 
facilitate  flexion,  and  extension  to  facilitate  exten- 
sion. In  the  lower  extremity  the  reverse  is  true. 
There,  flexion  will  facilitate  extension  and  vice  versa. 
Resistance  to  the  hip  flexors  in  the  sound  limb  can 
produce  contraction  of  the  hip  extensors  in  the 
involved  limb.  In  addition,  a movement  in  one  di- 
rection should  be  followed  by  an  attempt  to  move 
in  the  opposite  direction  for  the  additional  facilita- 
tion of  Sherrington’s  principle  of  successive  induc- 
tion. (Sherrington  found  that  immediately  after  the 
flexion  reflex  in  the  lower  extremity  was  elicited, 
the  excitability  of  the  extensor  reflex  was  greatly 
increased.  This  observation  also  is  applicable  to 
voluntary  movements,  so  that  right  after  a voluntary 
contraction  of  the  agonist,  the  antagonist  is  facili- 
tated. ) 

Reflexes  can  be  used  to  initiate  a movement  prior 
to  voluntary  movement  and  to  inhibit  an  undesirable 
muscular  hypertonicity.  A hemiplegic  patient  who  is 
unable  to  flex  his  lower  extremity  in  the  ankle,  knee, 
or  hip  when  he  is  lying  down  will  be  able  to  do  so 
when  his  great  toe  is  forcibly  plantarflexed.  This  sets 
up  a noxious  reflex  causing  a withdrawal  attempt  of 
the  lower  extremity  and  flexion  in  all  of  the  major 
joints.  Repeated  use  of  this  stimulus,  along  with  the 
patient’s  conscious  effort  to  perform  the  gross  mo- 
tion, may  result  in  voluntary  initiation  of  this  mo- 
tion. Once  there  is  indication  of  some  voluntary 
effort,  use  of  the  reflex  should  be  replaced  with  one 
of  the  other  techniques  which  will  strengthen  vol- 
untary effort.  The  principle  of  stretch  reflex  also 
can  help  in  reinforcing  movement.  In  the  hemiplegic 
hand,  for  example,  if  one  flexes  the  fingers  first  and 
then  quickly  flexes  the  wrist,  extension  of  the  wrist 
is  encouraged.  This  method  can  be  applied  in  many 
muscle  groups  where  a stretch  position  of  the  agon- 
ist is  feasible. 

Sensory  stimuli  are  probably  the  most  widely  used, 
and  yet  the  least  widely  recognized  of  all  means  of 
neuromuscular  re-education.  There  are  the  verbal 
command,  pressure  over  the  muscle  belly,  tapping 
over  the  muscle  belly  or  tendon,  stroking,  traction, 
and  approximation  of  bony  surfaces  at  the  joint  and 
stretch.  These  can  be  most  effective,  either  singularly 
or  in  combination,  in  reinforcing  the  stimuli  with 
which  one  is  attempting  to  bombard  the  central  ner- 
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vous  system.  The  use  of  these  stimuli  should  be 
repetitively  consistent  to  establish  their  association 
with  the  particular  movement. 


Summary 

The  basis  for  a good  home  program  for  any 
patient  with  hemiplegia  is  a thorough  evaluation. 
From  this  can  be  devised  a simplified  program 
which  will  incorporate  applicable  neuromuscular  re- 
education techniques  to  meet  the  specific  needs  of 
the  patient.  Generally  there  is  a tendency  to  over- 


simplify the  program,  thus  failing  to  elicit  maximal 
response  of  the  patient,  or  to  complicate  the  pro- 
gram with  indiscriminate  use  of  the  techniques  avail- 
able. The  latter  consumes  all  of  the  patient’s  energy 
and  time,  leaving  nothing  for  the  usual  home  activi- 
ties, and  the  patient  may  become  discouraged  and 
abandon  the  program  entirely.  Although  this  paper 
reviews  many  available  techniques,  those  used  for  a 
particular  patient  should  be  selectively  determined 
and  periodically  re-evaluated. 

^ Miss  Gonnella,  300  W.  31,  Austin. 

Miss  Barton,  University  of  Texas  Medical  Branch,  Gal- 
veston. 


Hair  Styles  Linked  to  Balding  Incidence 

Evidence  linking  mechanical  traction  (the  pulling  and  manipulation  of  the 
hair  which  is  inherent  in  some  current  hair  styles)  to  hair  loss  in  women  was 
reported  recently  by  Dr.  Morris  J.  Lipnik  of  Detroit  in  the  American  Medical 
Association’s  Archives  of  Dermatology. 

Dermatologic  aspects  of  severe  loss  of  hair  in  otherwise  healthy  women  were 
discussed  in  a recent  issue  of  Today’s  Health,  AMA  publication. 

Dr.  Lipnik  wrote  of  13  women  who  came  to  him  with  "peculiar  patches  of 
baldness.”  All  had  used  brush  rollers — large  hair  rollers  with  brushes  on  the  inside. 
'The  bristles  protrude  through  such  rollers,  which  are  anchored  to  the  scalp  with 
large  plastic  pins.  Patches  of  very  short  hairs  surrounding  areas  of  baldness  indi- 
cated that  pressure  applied  by  the  rollers  caused  the  hair  to  break  off.  When  use 
of  the  rollers  was  discontinued,  complete  hair  regrowth  occurred  in  three  to  four 
months  in  most  cases.  Dr.  Lipnik  said. 

Two  New  Jersey  dermatologists  found  that  apparently  the  need  to  conform 
— to  have  an  attractive  and  stylish  hair-do — is  more  important  than  their  doctors’ 
advice  to  some  patients.  Dr.  Jacob  Bleiberg  and  Dr.  Martin  H.  Wortzel  believe 
that  mechanical  traction  plays  a major  role  in  diffuse  hair  loss.  But  when  they 
advised  50  patients  to  stop  all  procedures  involving  traction  (beyond  simple 
washing  and  combing),  they  discovered  that  all  but  three  refused  to  cooperate. 
The  doctors  noted  further  that  women  frequently  will  break  or  cancel  medical 
or  dental  appointments  to  avoid  conflict  with  the  beauty  parlor  appointment. 

They  also  described  the  psychologic  reasons  for  their  failure  to  win  patient 
cooperation  in  eliminating  a trauma  they  considered  to  be  a prime  cause  of  hair 
loss.  "When  a patient  is  told  she  is  allergic  to  a cosmetic,  an  ingestant,  or  a 
fabric,”  they  wrote,  "she  promptly  agrees  to  the  elimination  of  the  offending 
substance,  or  to  the  substitution  of  a less  allergenic  material.  Yet  the  need  to 
conform  to  a certain  hair  style  is  apparently  so  important  that  many  women 
choose  to  ignore  their  doctors’  advice.” 

Normal  factors  which  can  cause  women’s  hair  to  fall  are  pregnancy;  certain 
medicines,  such  as  anticoagulants;  illnesses  accompanied  by  high  fevers;  and  nor- 
mal molting  periods,  which  follow  no  set  pattern  and  in  which  dead  hairs  fall 
out  to  be  replaced  by  new  hair  roots. 

The  hair  loss  condition,  known  as  diffuse  alopecia,  is  not  so  serious  as  its 
victims  believe.  The  women  so  affected  will  not  become  bald  in  the  way  men 
become  bald.  The  condition  is  either  self-limiting  or  can  be  stopped  after  some 
forms  of  treatment.  Even  in  cases  where  the  thinning  gets  progressively  worse,  the 
loss  will  stop  eventually.  According  to  Dr.  Howard  T.  Behrman,  director  of  derma- 
tologic research  at  New  York  Medical  College,  "the  woman  must  simply  get  used 
to  a thinner  crop.” 
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IV.  Increasing  Functional  Capacities 


Odon  F.  von  Werssowetz,  M.D. 


ONCE  THE  HEMIPLEGIC  patient  regains  some 
control  of  the  muscles,  rehabilitation  of  his 
functional  activities  should  be  begun.  Here,  the  indi- 
vidually acquired  movements  are  coordinated  into  a 
purposeful  procedure  which  aims  to  ( 1 ) improve 
the  remaining  capabilities  and  abilities,  (2)  develop 
safe,  simple  motion  patterns,  and  ( 3 ) train  in  activi- 
ties which  save  energy  and  increase  endurance. 

This  phase  of  treatment  usually  is  administered 
concurrently  with  other  rehabilitation  procedures. 
The  physician  must  consider  the  patient  at  all  times 
not  as  a case  of  cerebrovascular  accident,  but  as  a 
"whole”  individual  who  has  obstacles  that  he  must 
overcome  in  order  to  live  safely  and  effectively  under 
the  prevailing  average  conditions  of  our  society.  The 
physician  should  guide  the  patient  to  this  objective 
by  prescribing  or  advising  activities  that  he  may 
practice  progressively  in  a graded  and  orderly  man- 
ner. This  program  should  tend  to  retrain  ambulation 
and  traveling  and  to  teach  functional  and  self-care 
activities. 

Retraining  in  Ambulation  and  Traveling. — Re- 
training in  ambulation  begins  when  the  patient  starts 
to  sit  up  in  bed  to  gain  balance  awareness.  Next,  he 
is  taught  to  get  out  of  bed  by  himself.  This  is  per- 
formed best  if  the  patient  gets  in  and  out  on  the 
side  of  the  good  leg.  If  the  good  leg  is  put  out  of 
bed  first,  the  involved  leg  follows  along  easily.  To 
get  into  bed,  the  patient  should  hook  the  foot  of  the 


Specific  aids  are  described  for  train- 
ing a hemiplegic  patient  to  become 
more  independent  in  ambulation  and 
self-care.  Activities  must  be  pre- 
scribed progressively,  and  develop- 
ment of  safe,  simple  motion  patterns 
is  an  important  goal. 


good  leg  under  the  heel  of  the  affected  leg  and  lift 
it  onto  the  bed. 

Once  the  patient  is  out  of  bed,  he  always  should 
wear  shoes  because  they  provide  better  support  to 
the  feet  than  slippers.  Women’s  shoes  should  have 
heels  no  higher  than  IVi  inches.  Oxford  or  blucher 
type  shoes  often  are  indicated,  but  wedged  heel  shoes 
are  satisfactory  and  often  are  better  accepted  by 
female  patients. 

The  patient  should  at  first  gain  standing  balance 
and  should  be  able  to  shift  his  weight  from  foot  to 
foot.  This  is  a vital  phase  of  treatment  because  with- 
out good  balance  awareness,  the  patient  will  have 
difficulty  in  ambulation.  It  must  be  remembered  that 
a hemiplegic  patient  has,  in  addition  to  difficulty  of 
voluntary  muscle  control,  a certain  degree  of  imbal- 
ance or  loss  of  peripheral  perceptions,  such  as  ver- 
tical and  horizontal  depth  perception.  This  alteration 
in  sensory  perceptions  may  cause  greater  problems 
in  rehabilitation  than  the  lack  of  voluntary  muscle 
control. 

The  next,  and  hardest,  step  is  to  teach  the  patient 
to  walk  with  assistance.  It  is  important  to  keep  the 
patient  from  falling  down,  as  this  invariably  results 
in  loss  of  confidence  out  of  proportion  to  the  fall, 
and  the  patient  may  refuse  to  walk  independently. 
Therefore,  a sturdy  and  steady  support  is  required. 
The  simplest  way  to  accomplish  this  is  to  have  an 
attendant,  or  a member  of  the  family,  support  the 
patient,  who  should  wear  a walking  belt  ( fig.  1 ) . 
This  belt  is  designed  with  handles  through  which 
the  attendant  can  control  the  balance  and  movement 
of  the  patient. 

Often,  parallel  bars  should  be  used  for  ambulation 
training.  Any  plumber  can  construct  these  out  of 
one-inch  water  pipe.  Proper  use  of  parallel  bars 
requires  a sliding  rest  for  the  affected  hand.  This 
can  be  made  out  of  a cardboard  box  with  both  ends 
removed.  One  side  is  opened  and  the  box  forced 
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Fig.  1.  A theropist  uses  a walking  belt  (insert)  to 
help  the  patient  develop  a dependable  and  practical 
gait. 


onto  the  bar.  The  affected  hand  is  placed  on  this 
moveable  rest,  or  tied  to  it,  if  necessary.  This  arrange- 
ment will  provide  more  stability  for  the  patient  and 
will  facilitate  the  regaining  of  reciprocal  motion. 

Less  stable,  though  still  effective  for  support,  is 
the  use  of  the  back  of  a sofa,  or  the  backs  of  several 
chairs,  lined  up  in  a row  against  a wall.  Starting 
ambulation  training  between  chairs  or  in  a walker 
is  too  risky  for  the  average,  unsteady  hemiplegic 
patient.  Other  supports,  such  as  crutches  and  canes, 
should  not  be  used  at  first,  because  they  create  in  the 
patient  a strong  dependency  which  later  is  hard  to 
break. 

Training  in  ambulation  should  emphasize  main- 
tenance of  good  posture  and  proper  foot  placement. 
The  patient  should  stand  with  a wide  base,  having 
his  feet  four  to  six  inches  apart.  He  should  shift  his 
weight  on  the  sound  extremity  and  then  should  step 
forward  six  to  nine  inches  with  the  affected  foot. 


moving  the  opposite  upper  extremity  forward  in  a 
reciprocal  manner  along  the  parallel  bars  or  other 
support.  Next,  he  should  press  down  on  and  hold  to 
the  support  with  the  good  hand  to  steady  himself, 
so  that  he  can  shift  his  weight  onto  the  weak  ex- 
tremity and  move  the  sound  extremity  forward  the 
same  distance  that  he  did  the  affected  one.  This 
exercise  should  be  repeated  five  to  ten  times,  several 
times  a day.  As  the  patient’s  condition  improves,  the 
number  of  repetitions  may  be  increased.  The  im- 
portant factor  in  developing  locomotion  is  to  see 
that  a dependable  and  practical  gait  is  obtained.  If 
possible,  the  opposite  arm  and  leg  should  be  moved 
together  and  should  remain  approximately  parallel 
at  all  times.  This  will  establish  a good  reciprocal 
pattern  of  locomotion.  More  often,  this  cannot  be 
accomplished  completely  because  voluntary  control 
of  the  upper  extremity  is  inadequate. 

Almost  all  hemiplegic  patients  will  show  some 
foot  drop  and  inversion  of  the  ankle,  and  will  require 
bracing  of  the  foot  to  restore  stability  and  postural 
alignment.  The  bracing  should  not  be  more  extensive 
than  the  disability  requires.  In  mild  cases,  a piano 
wire  brace  wiU  be  adequate.  If  there  is  no  inversion 
and  the  lateral  stability  is  good,  a flat  spring,  or  even 
an  elastic  attached  to  the  top  and  toe  of  a high  top 
shoe,  may  be  satisfactory.  However,  most  hemiplegic 
patients  need  a short  leg  brace  with  ankle  hinges. 
These  hinges  should  have  either  springs  to  provide 
dorsiflexion  of  the  foot,  or  posterior  stops  to  prevent 
excessive  plantar  flexion.  The  springs  are  more  dy- 
namic and  functional,  and  thus  are  more  desirable. 
The  Klenzak-Pope  spring  type  of  ankle  hinge  ap- 
pears to  be  the  best  because  the  tension  of  the 
springs  is  adjusted  easily  to  permit  the  desired  degree 
of  motion.  As  a general  rule,  the  foot  should  be  in 
either  neutral  or  slightly  dorsiflexed  position  to  pre- 
vent dragging  of  the  toes.  Otherwise,  the  foot  has 
to  be  raised  somewhat  higher  to  clear  the  floor.  If 
there  is  a deviation  of  the  ankle  or  forefoot,  a T-strap 
should  be  used  on  the  shoe.  The  most  common  devi- 
ation is  inversion,  and  in  this  case  the  T-strap  should 
be  on  the  lateral  side  of  the  shoe  over  the  subas- 
tragalar and  midtarsal  joints,  where  the  deviation  has 
occurred. 

In  a small  percentage  of  hemiplegic  patients,  a 
varying  degree  of  residual  weakness  of  the  quadri- 
ceps muscle  may  persist,  in  addition  to  foot  involve- 
ment. This  deficiency  may  cause  a certain  amount  of 
instability  of  the  knee  joint,  which  can  be  corrected 
by  a long  leg  brace,  that  usually  will  require  a lock 
on  the  knee  hinge.  This  lock  should  be  placed,  if 
possible,  on  the  medial  upright  bar  to  permit  the 
patient  to  unlock  it  more  easily  than  if  it  were  on 
the  lateral  upright. 

Although  persistent,  complicating  disabilities  at 
the  hip  joint  are  uncommon  in  hemiplegia,  rotation 
sometimes  is  a problem.  To  correct  this  temporarily. 
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a spiral  elastic  strap  may  be  used.  If  this  proves  to 
be  insufficient,  a trochanteric  joint  is  used  with  a 
pelvic  band.  An  off-set  hinge  in  this  position  will 
provide  good  stability  and  will  eliminate  hyperex- 
tension in  the  hip  joint. 

The  problem  of  gait  training  is  complex.  The  pa- 
tient should  develop  a safe  pattern  which  resembles 
normal  gait  as  much  as  possible.  Most  often,  the 
hemiplegic  patient  will  not  flex  his  knee  adequately. 
He  should  be  trained  to  put  his  heel  down  first,  then 
to  roll  over  on  the  ball  of  the  foot  with  the  knee  in 
slight  flexion,  instead  of  slapping  his  foot  down 
with  the  knee  extended.  Some  patients  have  a cir- 
j cumduction  type  of  gait  pattern  which  can  be  cor- 
rected to  some  degree,  if  necessary,  by  raising  the 
heel  and  the  sole  of  the  shoe  worn  on  the  sound  foot. 
These  lifts  are  individually  adjusted  and  are  usually 
one-half  to  one  inch  for  the  heel,  and,  if  used,  one- 
quarter  to  one-half  inch  on  the  sole.  The  sole  lifts 
are  often  omitted.  This  modification  artificially 
lengthens  the  normal  leg  and  permits  the  affected 
leg  to  swing  through  more  naturally  during  walking. 
Alteration  of  the  shoe  is  not  a substitute  for  a brace. 

The  goal  is  to  develop  a satisfactory  gait  without 
a cane  or  a crutch,  because  this  will  leave  the  pa- 
tient with  a working,  unencumbered  hand.  If  the 
patient  requires  support  in  his  sound  hand,  however, 
a cane  is  preferable  to  a crutch  (fig.  2a).  The  least 
amount  of  support  always  should  be  tried  before 
resorting  to  more  extensive  apparatus. 

To  reduce  the  burden  of  his  care  by  others,  the 
patient  should  learn  to  climb  stairs.  Stepping  down 
with  the  involved  leg  and  going  up  with  the  good 
leg  (fig.  2b)  is  learned  with  relative  ease.  A hand- 
rail on  the  stairs  is  a useful  aid.  When  the  rail  is  on 
the  good  side,  the  patient  proceeds  as  above  and 


encounters  no  trouble,  because  he  is  facing  forward. 
When  the  rail  is  on  the  affected  side,  the  patient 
will  go  downstairs  more  easily  by  stepping  down 
backward.  Coming  up  the  stairs  with  the  rail  on  the 
involved  side  is  hardest  and  is  best  negotiated  when 
the  patient  turns  halfway  to  face  the  rail,  steps  up 
with  the  good  leg,  and  reaches  across  the  body  with 
the  good  hand  to  hold  onto  the  rail.  The  cane,  if 
carried,  may  be  hung  from  the  chest  coat  pocket  or 
from  the  front  of  the  shirt  or  dress. 

When  a severely  affected  and  useless  arm  inter- 
feres with  walking,  it  can  be  supported  in  a sling  or 
the  hand  can  be  placed  in  a coat  pocket.  Aside  from 
improving  the  patient’s  balance,  this  method  helps 
prevent  dislocation  of  the  shoulder. 

If  the  patient  has  difficulty  in  walking,  he  may 
have  to  use  a wheelchair.  He  can  manage  it  success- 
fully with  one  arm  and  one  leg,  especially  if  it  is  a 
one-hand  operated  chair.  On  the  one-arm  driven 
wheelchair,  the  hand  rim  on  either  side  controls,  both 
wheels,  enabling  operation  with  the  good  hand.  This 
wheelchair  is  portable. 

In  entering  a car,  the  hemiplegic  patient  should  sit 
on  the  right  side  of  the  front  seat,  as  this  is  the 
easiest  place  to  enter.  He  should  back  into  the  car, 
seat  himself,  and  bring  his  lower  extremities  into  the 
normal  position. 

Teaching  of  Functional  and  Self  Care  Activities. — 
Because  return  of  useful  function  in  the  affected 
arm  cannot  be  expected  for  a long  time,  if  ever,  the 
patient  must  be  taught  to  care  for  his  daily  needs 
with  the  unaffected  arm. 

Right  sided  hemiplegia  in  a right  handed  indi- 
vidual is  a serious  disability,  but  patients  usually  can 
gain  good  use  of  their  non-dominant  hand.  In  left 
sided  hemiplegia,  the  dominant  hand  is  intact  but 


Fig.  2a.  When  a hemiplegic 
potient  requitss  Q cane,  its 
length  should  be  determined 
with  care  to  - provide  the 
greatest  measure  of  stability 
ond  support. 


b.  A patient  oscends  stairs 
with  th®  stHjnd  extremity, 
ond  descends,  with  the  in- 
volved extremity. 


the  patient  experiences  great  difficulty  in  perform- 
ing activities  with  it.  The  patient  with  left  sided 
hemiplegia  exhibits  certain  characteristics  which  tend 
to  interfere  with  performance  of  activities.  They 
often  are  uncooperative  and  inattentive,  apparently 
as  a result  of  low  grade  confusion  in  the  mental 
processes.  They  are  unable  to  follow  directions,  and 
exhibit  deficiencies  in  vertical,  horizontal,  and  depth 
perceptions.  For  example,  when  such  a patient  is 
asked  to  sit  down,  he  may  back  toward  the  seat  and 
sit  on  the  floor  one  or  two  feet  in  front  of  the  chair. 

Patients  with  left  sided  hemiplegia  often  do  not 
recognize,  or  may  ignore,  the  left  side  of  an  object 
and  will  draw  or  paint  only  the  right  side  of  it. 
Often  they  will  try  to  include  on  the  right  side  all 
of  the  facts  or  symbols  found  on  both  sides.  For 
example,  in  drawing  the  face  of  a clock,  they  will 
include  the  twelve  numerals  on  the  right  half  of 
the  dial  ( fig.  3 ) . The  left  sides  of  their  pictures  are 
distorted  or  are  omitted  entirely.  Such  patients  may 
write  a letter  several  pages  long,  using  only  the  right 
half  of  the  paper.  They  find  it  hard  to  perform 
practical  activities,  and  the  outcome  of  such  activities 
is  unpredictable.  These  patients  cannot  measure  or 
judge  weight,  and  they  tend  to  mix  up  even  routine 
activities.  For  example,  they  may  put  a towel  or  dish 
cloth  on  the  burner  instead  of  a pan. 

This  disturbance  is  not  attributable  to  hemianop- 
sia. Patients  with  left  sided  hemiplegia  are  not  aware 
of  their  errors,  and  cannot  find  or  correct  them 
when  attention  is  drawn  to  them.  The  physician 


Fig.  3.  The  symbols  in  the  left  column  were  to  be 
copied  by  patients  who  had  left  sided  hemiplegia. 
Results  in  the  center  and  right  columns  show  dis- 
tortion and  negation  of  the  left  side. 


Fig.  4.  A commercially  available  spork  (insert)  is  a 
combination  spoon  and  fork  which  permits  the  pa- 
tient greater  independence  in  eating.  Other  sp>ecial 
utensils,  such  as  the  combination  knife  and  fork  the 
patient  uses,  can  be  helpful. 


must  determine  if  a patient  makes  such  errors  so 
that  he  can  inform  the  family  of  their  nature.  Pa- 
tients with  this  type  of  disorder  should  receive  train- 
ing in  their  best  intact  avenues  of  comprehension. 
They  require  prolonged  training  by  repetition  to 
regain  any  carry-over  of  ability.  They  should  be  po- 
sitioned so  that  they  have  to  look  to  the  right,  and 
this  is  the  preferred  side  for  giving  directions  and 
training. 

In  either  right  sided  or  left  sided  hemiplegia,  the 
training  of  the  sound  hand  should  be  started  early, 
as  the  patient  must  become  one-handed  if  he  ever 
hopes  to  care  for  his  daily  needs.  Such  training  is 
equally  difficult  for  either  hand,  except  for  writing, 
which  is  more  easily  restored  in  the  right-handed 
individual.  A hemiplegic  patient  is  more  functional 
in  a straight-backed  chair  of  average  height.  A stand- 
ard, level  household  bed  should  be  used  because  it  is 
more  convenient  for  the  patient.  A firm  mattress, 
preferably  of  foam  rubber,  helps  him  to  get  out  of 
bed.  If  necessary,  self-care  activities  should  be  modi- 
fied, either  by  the  method  that  they  are  accomplished 
or  by  modification  of  the  implements  used  (fig.  4). 
To  be  independent,  a patient  may  require  a raised 
toilet  seat  or  a wall  bar  in  the  bathtub  or  shower. 
Some  patients  may  need  a seat,  either  in  the  bathtub 
or  shower,  because  of  disturbed  sense  of  balance. 
Most  patients  will  require  a longhandled  brush  to 
be  able  to  wash  their  legs,  feet,  and  back. 

An  average  person  who  has  good  control  of  both 
hands  actually  uses  one  hand  to  perform  activity  and 
the  other  to  stabilize  or  hold  the  object.  Therefore, 
a hemiplegic  patient  should  be  helped  to  find  a way, 
if  necessary,  to  hold  or  stabilize  by  substituting  for 
the  affected  hand  a weight,  a clamp,  or  other  orthetic 
device,  thus  permitting  the  other  hand  to  accomplish 
the  activity  (fig.  5).  Experience  indicates  that  each 
patient  will  develop  his  own  method  of  function. 


166 


TEXAS  State  Journal  of  Medicine 


Fig.  5.  A nail  driven  through  a board  spears  a po- 
tato. Steadying  board  and  potato  with  the  involved 
hand,  the  hemiplegic  patient  uses  a commercially 
available  vegetable  peeler  with  her  sound  hand. 


Fig.  6.  This  patient  has  learned  to  tie  her  own  shoes 
using  only  one  hand. 


It  will  take  considerable  practice  for  him  to  become 
proficient,  and  his  speed  in  the  performance  of  any 
activity  will  be  slow  ( fig.  6 ) . 

There  are  numerous  specially  designed  self-help 
devices  which  will  permit  the  patient  to  perform 
simple  tasks  of  daily  living,  either  independently  or 
with  little  assistance.  The  hemiplegic  patient  should 
adapt  for  use  articles  that  can  be  managed  success- 
fully with  one  hand.  For  example,  an  article  of 
clothing  that  requires  the  use  of  both  hands  for 
fastening  should  be  avoided.  Buttons  and  snaps  are 
often  easier  to  manage  than  a zipper.  A shoe  horn 
with  a long  handle  will  facilitate  putting  on  shoes. 
The  shoes  may  have  straps,  buckles,  or  zippers  in- 
stead of  laces,  especially  if  the  patient  cannot  tie  a 
bow  with  one  hand. 

The  male  hemiplegic  patient  should  be  taught  to 
use  an  electric  razor.  He  may  have  to  use  elastic 
suspenders  if  he  cannot  buckle  his  belt  or  if  he 
cannot  hold  his  pants  up  to  button  or  zip  them.  He 
should  use  neckties  that  are  already  tied. 

Clothing  for  women  should  be  made  easy  to  man- 
age and  to  reach.  Fastenings  for  the  dress  and  under- 
clothing should  be  in  the  front  or  on  the  sound  side. 
The  prevailing  style  of  back  fastening  is  one  which 
even  normal  women  cannot  accomplish  adequately 
and  gracefully.  Practical  dresses  for  the  hemiplegic 
patient  should  open  sufficiently  for  the  patient  to 
step  into  without  difficulty. 

Numerous  articles  can  be  adapted  for  the  use  of 
a hemiplegic  patient  with  little  modification,  permit- 
ting him  to  be  independent.  The  physician  has  to 
use  a little  ingenuity  in  this  regard.  Often,  he  may 
have  only  to  explain  what  he  wants  to  achieve  and 
members  of  the  family,  or  the  patient,  or  both,  will 
be  able  to  produce  or  develop  suitable  items. 


Summary 

The  hemiplegic  patient  should  be  trained  to  de- 
velop his  remaining  functional  capacities  to  the  full- 
est extent  in  order  to  become  independent  in  ambu- 
lation and  self  care  activities.  This  requires  that  the 
physician  prescribe  a progressive  program  of  activi- 
ties, which  the  patient  should  follow  to  improve  his 
abilities.  Safe,  simple  motion  patterns  save  energy 
and  increase  endurance. 
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V.  Re-establishing  Communication 


Odon  F.  von  Werssowetz,  M.D. 
Empress  Y.  Zedler,  Ph.D. 


ONE  OF  THE  MOST  frustrating  experiences  for 
any  individual  is  the  sudden  inability  to  com- 
municate with  others  to  make  his  wishes  known. 
This  often  happens  to  the  hemiplegic  patient  when 
the  dominant  side  and  the  speech  centers  of  the 
cerebral  nervous  system  are  involved.  The  patient 
loses  the  ability  to  use  his  dominant  hand  for  writing 
and  has  a disturbance  of  speech. 

This  disturbance  may  indicate  to  the  uninformed 
public,  and  also  to  the  patient,  a lack  of  sanity  or 
competency.  The  physician  should  explain  to  both 
the  patient  and  his  family  the  cause  and  meaning 
of  language  difficulty  resulting  from  a stroke.  The 
patient  should  be  evaluated  for  his  ability  to  cope 
with  communication  necessary  for  daily  living.  Such 
things  as  his  ability  to  read  street  signs,  indicate  di- 
rections, write  his  own  name  and  address,  and  make 
a telephone  caU  should  be  tested  and  graded. 

These  tests  provide  only  a gross  assessment  of  the 
patient’s  ability  to  use  language.  Automatic  speech 
is  of  little  value  in  the  prognosis  of  speech  return. 
Spontaneous  swearing,  which  is  often  found  in  pa- 
tients, and  the  use  of  stereotyped  phrases,  no  matter 
how  complex  they  may  be,  are  non-intellectual  in 
nature  and  carry  no  communicative  value,  but  may 
be  utilized  by  the  skilled  therapist  to  re-establish 
purposeful  speech. 

In  the  light  of  present  day  research,  it  seems  that 
the  left  hemisphere  of  the  brain  usually  is  dominant 
for  speech,  regardless  of  handedness.  Clinical  experi- 
ence supports  this  finding,  since  language  disturb- 
ances usually  accompany  right  hemiplegia  in  both 
right  and  left  handed  patients.  The  type  of  distiurb- 
ance  in  speech  which  occurs  with  left  hemiplegia, 
regardless  of  pre-morbid  handedness  usually  is  dif- 
ferent from  that  which  accompanies  right  hemiplegia. 
The  left  hemiplegic  with  no  weakness  on  the  right 


side  is  likely  to  have  dysarthria  and  difficulty  in  the 
motor  aspects  of  speech,  but  is  not  likely  to  have 
aphasia,  which  is  difficulty  with  the  symbolic  aspects 
of  speech.  It  is  the  right  hemiplegic  patient  with 
aphasia  or  dysphasia  who  has  severe  impairment  of 
communication  and  who  presents  the  greatest  chal- 
lenge in  rehabilitation. 

Aphasia 

Aphasia  is  a language  disorder  associated  with 
brain  damage.  It  is  characterized  by  impaired  ability 
in  the  formulation,  understanding,  and/or  produc- 
tion of  spoken  or  written  symbols.  These  symbols 
usually  are  words,  but  they  may  be  numerals,  musical 
symbols,  or  any  other  signs  which  stand  for  some- 
thing not  present  to  the  senses.  Dysphasia  is  a milder 
degree  of  the  disorder.  It  is  by  such  symbols  that 
man  influences  his  environment,  and  nothing  is  more 
frustrating  to  the  patient  and  his  family  than  to 
discover  that  he  has  sustained  a loss  of  language. 

Impairment  limited  to  a single  modality  of  symbol 
intake  or  output  is  practically  never  observed.  Lan- 
guage defects  in  the  aphasic  patient  are  usually 


Some  form  of  communication  is  es- 
sential for  all  human  beings,  and  re- 
establishment of  this  element  in  hemi- 
plegic patients  is  both  vital  and  diffi- 
cult. Accurate  assessment  of  the  dis- 
ability, plus  appropriate  therapy  and 
cooperation  of  all  persons  involved, 
can  help  the  patient  regain  a method 
of  self  expression. 
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mixed.  Greatest  linguistic  disturbances  are  in  the 
ability  to  express  ideas  through  speech  or  writing. 
The  communicative  disorder  is  recognized  as  pre- 
dominantly expressive  or  productive  in  nature.  Ex- 
pressive aphasia  refers  to  disabilities  in  the  evocation 
of  words  rather  than  to  the  motor  aspect  of  the  act 
of  speaking  (productive  aphasia).  For  example,  a 
deaf  person  who  had  employed  manual  sign  language 
before  becoming  aphasic  would  be  disturbed  in  the 
ability  to  produce  the  visible  symbols. 

Agraphia 

If  the  disturbance  is  in  writing,  it  is  referred  to  as 
agraphia,  another  expressive  disorder  of  communica- 
tion attributable  to  brain  damage.  Agraphia,  like 
aphasia  is  a disorder  of  symbolization  and  does  not 
refer  to  motor  difficulties  which  may  arise  from  hav- 
ing to  use  the  unaccustomed  hand  or  spastic  muscles 
for  writing.  As  the  result  of  damage  to  associational 
neurons  in  the  left  hemisphere  of  the  brain,  the  pa- 
tient may  have  forgotten  how  to  form  letters,  how 
to  spell,  or  how  to  construct  written  sentences.  He 
is  most  likely  to  omit  articles,  prepositions,  and  other 
words  which  serve  as  connectives  to  indicate  rela- 
tionship within  a sentence.  The  agraphic  patient  may 
make  these  errors  in  writing  from  dictation,  in  spon- 
taneous writing,  or  in  copying. 

Written  errors  usually  parallel  those  of  speech; 
however,  one  expressive  modality  may  be  more  func- 
tional than  the  other.  Note  should  be  taken  of  which 
is  the  better  output  for  language.  Ehuring  the  early 
stages  of  recovery,  the  patient  should  be  encouraged 
to  use  the  least  impaired  avenue  for  communication 
rather  than  to  strive  to  regain  lost  abilities.  If  speech 
and  writing  are  equally  nonfunctional,  drawing  and 
gesturing  should  be  explored  and  used  as  means  of 
communication. 

If  the  patient’s  predominant  disturbance  is  the 
inability  to  comprehend  spoken  or  written  words,  his 
disorder  is  receptive  or  evaluative  in  nature.  The 
patient  with  auditory  aphasia  cannot  understand  all 
the  words  which  he  understood  prior  to  his  cerebral 
injury.  Frequently  auditory  aphasia  is  not  recognized 
in  the  hemiplegic  patient,  since  it  may  be  mani- 
fested only  when  the  complexity  and  quantity  of 
speech  is  increased.  The  patient  may  acquire  devious 
ways  of  disguising  his  failure  to  understand  what  is 
said  to  him.  He  may  use  circumlocution,  or  he  may 
appear  stubborn  or  unwilling  to  respond,  when  actu- 
ally he  has  not  understood  what  was  said  to  him. 

Alexia 

Another  receptive  disturbance  may  be  alexia,  the 
inability  to  comprehend  written  symbols  which  the 
patient  was  able  to  read  before  the  cerebrovascular 
accident.  Alexic  difficulties  may  be  manifested  in 


silent  reading.  If  the  patient  is  able  to  read  orally,  it 
should  not  be  assumed  that  he  also  can  read  silently, 
for  the  two  procedures  utilize  different  associational 
pathways  in  the  brain.  Alexia,  as  in  the  case  of  audi- 
tory aphasia,  is  not  an  involvement  of  the  sensory 
end-organ.  The  patient  and  his  family  may  think  that 
visual  or  auditory  acuity  has  been  reduced  in  the 
alexic  or  auditory  aphasic  patient,  and  that  with  re- 
fraction or  amplification  the  disorder  may  be  over- 
come. This  is  not  a valid  assumption  and  it  must  be 
clearly  explained  to  them.  It  is  most  important  that 
pre-morbid  sensory  acuities  be  ascertained  and  that 
appropriate  compensation  be  made  for  them  in  the 
evaluation  of  the  linguistic  deficits  of  the  brain 
damaged  patient.  Patient,  family,  and  medical  person- 
nel should  not  confuse  receptive  aphasia  and  alexia 
with  reduced  hearing  and  vision.  If  the  patient  wore 
spectacles  or  a hearing  aid  before  cerebral  injury,  he 
should  be  expected  to  wear  them  afterward,  but  these 
aids  to  sensory  acuity  must  not  be  expected  to  de- 
crease aphasia  or  alexia. 

Early  Assessment  of  Disability 

Loss  of  any  avenue  of  intake  or  output  of  lan- 
guage may  be  so  devastating  to  the  patient  and  his 
family  that  all  attempts  at  communication  may  be 
abandoned.  Nothing  could  be  more  demoralizing  to 
the  patient.  Early  attempts  should  be  made  to  assess 
the  extent  and  type  of  language  loss  the  patient  has 
sustained,  and  to  ascertain  the  perceptive  and  ex- 
pressive avenues  for  communication  which  are  most 
functional  for  him.  Then  every  attempt  should  be 
made  to  get  the  patient  to  use  these  modalities  for 
language,  before  he  adjusts  to  a noncommunicative 
existence  or  acquires  devices  for  avoiding  communi- 
cation or  for  disguising  his  linguistic  deficits.  The  pa- 
tient can  learn  to  utilize  intake  and  output  pathways 
which  are  unimpaired  or  which  are  least  damaged  to 
re-establish  cerebral  associations.  For  example,  if  he 
can  understand  spoken  symbols  better  than  written 
ones,  he  may  improve  his  silent  reading  by  looking 
at  printed  words  which  are  read  aloud  to  him,  and 
repeating  them  aloud.  If  his  speech  is  unimpaired,  he 
may  re-establish  "silent”  reading  by  moving  his 
mouth  and  throat  in  subvocalizing  oral  reading.  If 
he  has  lost  the  ability  to  evoke  spoken  words  but 
is  able  to  write,  he  may  re-establish  speech  by  pro- 
nouncing simultaneously  what  he  writes.  If  he  can 
neither  speak  nor  write,  he  may  draw  and  learn  to 
talk  about  his  drawings. 

In  addition  to  language  impairment,  a significant 
concomitant  of  major  brain  damage  is  a degree  of 
loss  in  intellectual  efficiency.  These  patients  char- 
acteristically show  defects  of  memory  and  difficulties 
in  tasks  calling  for  sustained  thinking,  and  organiza- 
tion of  unfamiliar  material.  In  some  cases  all  lan- 
guage processes,  both  receptive  and  expressive,  are 
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severely  disturbed,  and  no  intake  or  output  avenue  is 
functional  for  communication.  Aphasic  patients  with 
a history  of  intermittent  onset  show  greater  disturb- 
ance in  both  receptive  and  expressive  areas  of 
language  than  do  patients  having  a disease  of  sudden 
onset. 

The  manner  in  which  the  patient  responds  to 
aphasia  will  depend  largely  upon  the  kind  of  person 
he  was  before  he  became  aphasic.  The  language  dis- 
ability probably  will  effect  a modification  of  the 
patient’s  pre-morbid  personality,  but  it  is  not  likely 
to  create  a new  personality.  The  well-adjusted  person 
who  becomes  aphasic  will  have  a better  chance  of 
ultimate  adjustment  than  the  neurotic  individual. 

Some  patients  may  have  such  severe  defects  in 
speech  that  retraining  cannot  be  accomplished  suc- 
cessfully. The  cause  influences  the  prognosis.  When 
aphasia  is  attributable  to  a traumatic  brain  lesion, 
the  recovery  appears  to  be  earlier  and  more  com- 
plete. A younger  patient  has  a better  chance  of  re- 
gaining speech  than  one  who  is  older.  Euphoria  is 
a poor  prognostic  factor  in  aphasia,  because  it  indi- 
cates that  the  patient  is  attempting  to  deny  his  dis- 
ability. Patients  for  whom  speech  therapy  is  initiated 
soon  after  the  onset  of  the  condition  have  a more 
favorable  prognosis.  It  is  much  easier  to  build  new 
patterns  than  to  correct  faulty  old  ones.  The  best 
results  in  regaining  communication  occur  in  patients 
with  low  intelligence  who  have  had  little  formal 
education.  Since  pre-morbid  language  capacity  was 
small,  the  scope  of  retraining  required  is  small.  These 
patients  reach  their  pre-morbid  level  sooner  and  are 
satisfied  with  a smaller  gain.  A person  with  high 
intelligence  and  considerable  education  or  profes- 
sional status,  who  necessarily  has  had  a large  lan- 
guage capacity,  seldom  achieves  adequate  recovery. 
Such  patients  become  highly  frustrated  and  may 
never  be  satisfied,  regardless  of  how  much  speech 
recovery  they  experience. 

In  addition  to  the  pre-morbid  personality  of  the 
aphasic  patient,  another  factor  to  be  considered  is 
the  influence  of  communicative  isolation  upon  the 
medical  and  mental  health  of  the  person.  The  human 
voice  is  a significant  part  of  one’s  total  external 
stimuli,  and  recent  studies  emphasize  sensory  depri- 
vation as  a source  of  isolation  stress.  The  aphasic 
patient,  when  unable  to  communicate  with  his  fel- 
low man,  may  develop  severe  anxiety  states  and  de- 
pression. It  is  of  utmost  importance,  therefore,  that 
the  patient  not  be  communicatively  isolated  follow- 
ing brain  injury.  The  family  and  attendants  should 
talk,  write,  gesture,  or  draw  so  as  to  make  themselves 
understood  to  the  patient,  and  the  patient  should  be 
encouraged  to  express  his  thoughts  through  any  of 
these  media  which  are  functional  for  him. 

The  full  appreciation  of  communication  disorders 


resulting  from  cerebral  injury  requires  consideration 
of  subsymbolic  dismrbances  which  are  related  to 
aphasia  but  which  are  on  a lower  symbolic  linguistic 
level.  These  more  basic  disturbances  may  occur  fre- 
quently in  the  early  stages  of  the  patient’s  illness  and 
may  grossly  impair  his  perception  and  all  communi- 
cative acts.  Gross  receptive  disturbances  are  known 
collectively  as  agnosias;  the  productive  ones  are 
apraxias. 


Agnosia 

Agnosia  is  the  inability  to  recognize  what  is  ex- 
pected to  be  evaluated.  A patient  with  no  specific 
sensory  loss  of  vision  may  be  imable  to  recognize 
visual  configurations.  Visual  agnosia  for  colors,  let- 
ters, geometric  forms,  words,  and  the  like,  may  be 
diagnosed  by  the  patient’s  inability  to  match  like 
configurations.  It  is  important  to  determine  the 
presence  of  visual  agnosia  before  deciding  that  the 
patient  has  alexia.  If  he  cannot  recognize  visual  con- 
figurations, he  could  not  be  expected  to  evaluate  the 
meaning  of  printed  words,  and  therapy  would  have 
to  begin  on  a much  lower  level  than  for  alexia. 
Likewise,  a patient  who  could  not  recognize  basic 
nonsymbolic  sounds,  such  as  mechanical  or  animal 
noises,  would  have  auditory  agnosia  and  could  not 
be  expected  to  understand  speech. 


Apraxia 

Apraxia  is  disability  in  the  use  of  tools  in  purpose- 
ful and  intended  ways.  It  is  basic  to  higher  symbolic 
disturbances  or  receptive  aphasia.  Apraxia  may  be 
verbal  or  non-verbal.  It  may  affect  the  patient’s  abil- 
ity to  use  tools  such  as  knives,  forks,  and  pens,  or 
may  affect  his  ability  to  use  parts  of  the  body  ap- 
propriately, such  as  the  lips,  hands,  and  arms.  Apraxia 
may  affect  speech,  writing,  gesturing,  and  panto- 
mime. Therapy  must  be  based  upon  re-establishing 
former  patterns  of  motor  behavior. 


Dysarthria 

Dysarthria  is  a motor  defect  of  speech  related  to 
aphasia.  Because  of  neurological  lesions,  either  cen- 
tral or  peripheral,  the  patient  cannot  produce  the 
various  sounds  in  words.  He  may  distort,  omit,  or 
substitute  sounds.  These  are  not  errors  of  symboliza- 
tion, but  are  frequently  associated  with  aphasia. 

Because  loss  of  the  ability  to  communicate  is  such 
a serious  handicap,  special  effort  should  be  made  to 
develop  some  area  of  expression.  An  attempt  should 
be  made  from  the  very  first  to  teach  these  patients 
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how  to  write  with  the  uninvolved  hand  or  how  to 
use  a typewriter,  and  to  retrain  them  in  speech. 

Language  Retraining 

Retraining  of  language  or  speech  is  a difficult  and 
highly  specialized  task  requiring  knowledge  of  the 
cerebral  mechanisms  of  speech,  of  the  developmental 
patterns  of  language,  and  of  the  principle  for  teach- 
ing language  and  re-establishing  sensory  and  motor 
perception.  The  physician  should  have  a rudimentary 
idea  of  the  methods  used,  but  actual  training  should 
be  relegated  to  a fully  trained,  properly  qualified 
speech  therapist.* 

No  two  aphasic  patients  are  alike;  however,  cer- 
tain principles  can  be  indicated  regarding  treatment 
of  the  different  types  of  aphasia.  In  general,  for 
speech  therapy,  it  is  imperative  that  the  patient  have 
quiet,  pleasant,  and  comfortable  surroundings,  prefer- 
ably in  a sound-treated  room.  There  should  be  no 
interruptions  during  treatment.  Best  results  are  ob- 
tained when  multiple  sensory  stimuli  are  used,  and 
every  sense  avenue  available  to  the  patient  should  be 
utilized,  with  emphasis  upon  the  intact  sensory  and 
motor  modalities  to  strengthen  the  impaired  one. 
Parallel  work  in  front  of  a mirror  is  most  effective. 
The  stimuli  should  be  varied  but  all  should  lead 
toward  one  goal.  Teaching  should  be  done  by  ex- 
ample, never  by  forcing  the  patient  to  use  certain 
words.  He  should  be  given  a chance  to  choose  his 
own  word  before  it  is  supplied  to  him.  The  teaching 
material  used  should  be  of  interest  to  the  patient. 
This  may  cause  a certain  problem  as  it  is  hard  to  find 
material  that  is  elementary  in  its  language  structure, 
yet  adult  in  content. 

It  is  obvious  that  re-teaching  a person  to  read  or 
speak  is  a differenr  problem  from  that  of  teaching 
a child  to  read  or  speak  for  the  first  time.  The  pa- 
tient will  re-learn  considerably  more  than  he  can 
possibly  be  taught  directly.  The  basic  task  of  those 
working  with  the  patient  is  to  help  him  realize  that 
he  can  relearn.  Once  he  realizes  this,  a large  amount 
of  spontaneous  recovery  will  occur.  The  only  prin- 
ciple which  should  guide  all  therapy  is  that  under 
no  circumstances  should  the  personality  of  the  pa- 
tient be  disturbed.  The  hemiplegic  patient  usually 
has  difficulty  with  abstraction;  therefore,  teaching 
should  be  done  on  a concrete  basis. 

When  the  patient  has  visual  agnosia,  he  may  have 
difficulty  in  recognizing  objects,  letters,  and  num- 
bers. Thus,  the  retraining  should  consist  of  word 
naming,  progressing  to  other  parts  of  speech.  In  this 


* Qualified  speech  therapists  are  listed  in  the  directory 
of  the  American  Speech  and  Hearing  Association,  1001 
Conneaicut  Ave.  N.W.,  Washington  6,  D.C. 


process,  the  words  selected  should  be  simple,  easy  to 
articulate,  and  clear  to  enunciate.  The  words  used 
should  be  of  a very  basic  vocabulary,  such  as  names 
of  articles  of  clothing,  toilet  articles,  food,  parts  of 
the  body,  and  similar  words  well  known  to  the  pa- 
tient. Teaching  is  enhanced  when  objects  or  pictures 
of  objects  are  shown  to  the  patient  at  the  same  time 
the  words  are  spoken.  The  patient  should  be  encour- 
aged to  write  the  word  for  additional  re-enforcement 
of  the  language  pattern.  This  type  of  training,  simply 
by  the  use  of  naming  words,  is  intended  to  stimulate 
the  patient  so  that  he  can  progress  to  the  verbal  level. 
This  is  done  by  associating  the  object  with  its  action, 
such  as  pencil — write,  and  glass — drink.  When  the 
patient  is  unable  to  recognize  letters  or  numbers, 
writing  from  dictation  is  useful  if  the  patient  can 
accomplish  it.  Numbers  can  be  learned  by  constant 
repetition,  or  by  copying  them. 

In  auditory  agnosia,  the  auditory  approach  has  no 
effect  on  the  patient;  therefore,  instructions  should 
utilize  visual  or  tactile  kinesthetic  stimuli.  Materials 
and  techniques  used  in  rehabilitation  of  the  deaf 
and  hard-of-hearing  can  be  modified  and  utilized 
successfully  with  these  patients. 

Non-verbal  apraxia  will  interfere  with  the  patient’s 
ability  to  write.  There  have  been  several  methods 
used  to  overcome  this  condition.  These  are  not  very 
successful  because  of  the  severe  involvement.  The 
techniques  used  are  to  utilize  the  primitive  grasp 
reflex  by  teaching  the  patient  to  hold  some  object, 
such  as  a bag  of  beans.  If  he  can  do  this,  then  a 
pencil  is  substituted  and  an  attempt  is  made  to  teach 
him  writing. 

In  verbal  apraxia,  the  patient  is  unable  to  imitate 
words  produced  by  others.  He  will  require  ele- 
mentary sound  drills  in  which  he  learns  to  imitate 
vegetative  sounds  such  as  sighing  and  grunting.  The 
next  step  is  to  have  him  write  the  word,  and  finally 
to  speak  the  word  when  he  sees  the  picture  or  the 
written  symbol.  This  training  often  is  facilitated 
by  working  in  front  of  a mirror,  tracing  letters  with 
a finger  while  trying  to  pronounce  the  word  or 
sound,  and  recording  the  words  on  tape. 

In  alexia,  training  is  initiated  by  teaching  the  pa- 
tient to  write  and  talk  simultaneously.  What  he  has 
written  in  cursive  lettering  should  be  typed  by  the 
therapist,  and  it  should  then  be  read  by  the  patient. 

It  can  be  assumed  that  the  hemiplegic  patient 
with  the  dominant  hand  involved  has  agraphia,  and 
he  should  be  taught  to  write  with  the  other  hand. 
This  can  be  tactfully  suggested  to  the  patient  as 
being  of  temporary  natiure,  to  be  used  until  the  re- 
sponse in  the  involved  hand  is  determined.  The 
shifting  of  hand  dominance  can  be  a real  problem, 
and  must  be  handled  skillfully  so  that  it  causes  no 
emotional  reaction  in  the  patient. 

Conventional  speech  exercises  to  increase  accuracy 
and  rate  of  oral  movements  are  of  little  benefit  to 


Volume  58,  MARCH,  1962 


171 


COMMUNICATION — von  Werssowetz  & Zedler  — continued 

the  dysarthric  patient.  If  the  involvement  is  periph- 
eral, the  patient  is  likely  to  slur  or  distort  sounds 
because  his  speech  muscles  are  uncoordinated,  but  as 
innervation  is  restored,  speech  improvement  will 
occur  spontaneously.  If  such  improvement  does  not 
occur,  the  patient  can  be  taught  compensatory  move- 
ments to  make  his  speech  intelligible.  If  dysarthria 
is  of  central  origin,  articulatory  drill  and  exericse 
will  make  the  patient  self-conscious  and  inhibit  com- 
municative efforts,  defeating  the  primary  objective 
of  therapy,  namely,  to  encourage  free  and  uninhib- 
ited expression. 

Many  patients  with  speech  and  language  difficul- 
ties have  failed  to  regain  expressive  language  be- 
cause well-meaning  therapists  and  teachers  have 
made  them  self-conscious  about  errors  of  articulation. 
So  long  as  speech  is  intelligible  to  the  listener,  the 
patient  should  not  be  made  aware  of  the  niceties  of 
enunciation  and  articulation,  for  these  are  the  least 
important  objectives  of  therapy. 

It  is  necessary  to  distinguish  between  dysarthria, 
which  is  a motor  involvement  of  peripheral  or  cen- 
tral nature,  and  severe  oral  apraxia,  which  is  a sub- 
symbolic  disorder  of  association.  A patient  with 
apraxia  may  be  completely  inarticulate  to  the  point 
of  forgetting  how  to  bite,  chew,  and  swallow,  even 
though  his  motor  mechanism  and  inner  symbolic 
function  are  intact.  The  relearning  of  these  functions 
can  be  facilitated  by  tactile  perception,  which  is 
conveyed  to  the  patient’s  hand  when  it  is  placed  on 
the  therapist’s  throat  during  phonation.  Retraining 
exercises  for  the  lips,  jaw,  and  tongue  of  a patient 
with  apraxia  can  be  a deterrent  to  recovery.  Imitation 
by  the  patient  of  simple,  meaningful  mouth  move- 
ments, made  by  the  therapist  in  front  of  a mirror 


are  the  best  procedures  for  re-establishing  the  con- 
cept of  what  is  known  but  temporarily  forgotten. 
Such  basic  oral  procedures  as  sighing,  coughing, 
smacking,  squealing,  hollering,  chuckling,  and  laugh- 
ing serve  to  re-establish  the  idea  of  articulatory  move- 
ment. Most  apraxic  patients  will  progress  by  them- 
selves from  these  basic  phonations  to  making  addi- 
tional sounds  and  words. 


Summary 

Re-establishment  of  communication  for  the  hemi- 
plegic patient  is  one  of  the  most  important,  yet  most 
difficult,  phases  of  rehabilitation.  Effective  treatment 
of  such  patients  requires  assessment  of  intact  and 
involved  pathways,  determination  of  the  nature  and 
type  of  language  difficulties,  and  early  institution  of 
appropriate  therapy.  Such  a program  should  be  super- 
vised by  an  informed  physician,  who  should  coordi- 
nate the  cooperative  efforts  of  all  personnel  who 
work  with  the  patient.  When  such  a concentrated 
effort  is  exerted,  the  language  disability  usually  will 
improve. 
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Coffee  May  Cause  Some  Ills 

Americans  drink  coffee  at  a rate  that  is  bound  to  produce  some  illness,  a 
Wyoming  physician  believes. 

Dr.  E.  C.  Ridgway  of  Cody,  in  a paper  presented  at  the  American  Medical 
Association’s  1961  Clinical  Meeting  in  Denver,  said  there  is  no  medical  justifica- 
tion for  eliminating  industry  coffee  breaks,  but  that  15  cups  of  coffee  contain 
about  500  mg.  of  caffeine,  therapeutically  considered  a "good  stiff  dose.” 

He  also  stated  that  housewives  who  indulge  in  one  long  coffee  break  may 
be  "pretty  hard  to  live  with,  and  pretty  intolerant  and  irritable  with  small  chil- 
dren”. Dr.  Ridgway’s  remarks  were  reported  in  a recent  issue  of  the  AMA  News. 
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Coccidioidomycosis 


M.  C.  Overton^  M.D. 


The  author  presents  a comprehensive 
review  of  the  fungus  infection  coccidi- 
oidomycosis, and  reports  on  current 
therapy  for  the  disease,  emphasizing  the 
use  of  amphotericin  B. 

The  incidence  of  coccidioidomycosis  is  highest 
in  the  southwestern  region  of  the  United  States,  and 
the  endemic  area  has  been  mapped  by  various  groups 
of  investigators."’  *''• 

129, 139, 148, 156, 171, 178  -pjjg  discase  frequently  has  been 
found  in  persons  who  were  exposed  to  an  endemic 
area  only  a few  hours.  Thousands  of  soldiers  sta- 
tioned in  endemic  areas  have  had  the  pulmonary 
form  of  the  disease.  The  incidence  of  dissemination 
of  the  disease  has  been  carefully  studied  in  many 
investigations,  of  which  JiUson’s  findings  are  repre- 
sentative: 

Dissemination  in  Caucasians  1 in  500 

Dissemination  in  Mexicans  1 in  145 

Dissemination  in  Negroes  1 in  36 

Dissemination  in  Filipinos  1 in  3 

Huntington"®  reports  that  only  a slight  increase 
occurred  in  Mexicans  compared  with  persons  of  the 
Caucasian  race,  but  he  reports  that  approximately  the 
same  incidence  occurred  in  the  other  races  as  in  per- 
sons of  the  Caucasian  race.  The  morbidity  ratio  of 
men  to  women  is  usually  considered  to  be  4 to  1}"^ 
The  percentage  of  persons  recovering  from  the 
disseminated  form  is  approximately  50  to  60  per 
cent.^“  Morbidity  from  the  disease  is  reported  to 
exceed  35,000  cases  per  year.^^'^  Smith^®®  has  also 
stated  that  once  dissemination  has  occurred,  the  risk 
of  continued  dissemination  is  great  although  spon- 
taneous remission  may  occur.  Abbott,  Cutler,  and 
others®®'  ®®’  have  reported  that  25  per  cent  of 
individuals  dying  of  the  disseminated  forms  show 
evidence  of  meningitis.  Pregnant  patients  have  a 
greater  tendency  toward  dissemination.^®®-  In  ad- 


dition, it  was  reported  in  one  series  that  no  woman 
had  lived  if  the  coccidioidal  infection  was  dissemi- 
nated during  pregnancy;  however,  more  recently, 
cases  of  survival  have  been  reported.^’^’^ 

Epidemiology 

The  causative  agent  Coccidioides  immitis  has  been 
found  in  rodents^®'^®  in  endemic  areas,  and  has  been 
isolated  repeatedly  from  the  soil.®®’  The 

fungus  may  be  grown  easily  at  room  temperature 
on  Sabouraud’s  glucose  agar,  and  it  is  easily  stained 
in  tissue  by  the  method  of  Hodgekiss-McManus  or 
by  the  periodic  acid  Schiff’s  stain.^®®’  ^®®  The  inci- 
dence is  higher  in  summer  months  and  in  dusty 
weather.^®®  The  organism  may  be  introduced  through 
a scratch  in  the  skin^®-  ®®  or,  as  in  mosr  cases,  by 
inhalation.  Infection  by  the  latter  portal  of  entry 
usually  results  in  an  atypical  form  of  pneumonia,^’’’ 
but  it  may  also  produce  symptoms  which  resemble 
primary  pulmonary  tuberculosis.®’^  A case  of  coexist- 

Synonyms. — San  Joaquin  Valley  fever;  valley  fe- 
ver; desert  fever;  sdesert  rheumatism;  Posadas-Wer- 
nicke  disease. 

Definitions. — Coccidioidomycosis  is  an  exogenous 
fungus  infection,  caused  by  the  Coccidioides  immitis 
organism.  It  is  endemic  to  the  arid  Southwestern 
United  States  but  because  people  travel  extensively 
today,  the  infection  may  be  seen  almost  anywhere. 

History. — ^The  first  case  was  found  in  South 
America  and  was  described  in  1892  by  Wernicke 
and  Posadas.^®®  Rixford  and  Gilchrist^®®  confirmed 
existence  of  the  disease  in  the  San  Joaquin  Valley  of 
California.  The  infection  was  thought  to  be  caused 
by  a protozoan  until  cultures  proved  that  it  was  a 
fungus.^^®  Gilford  and  Dixon®®  in  1935  proved  that 
San  Joaquin  Valley  fever  and  coccidioidomycosis 
were  the  same  entity,  and  proposed  the  use  of  the 
latter  term. 
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ent,  asymptomatic  coccidioidomycosis  and  tubercu- 
losis was  reported  in  Englandd®^ 

The  parasitic  form  of  Coccidioides  immitis  is  a 
spherule  containing  many  endospores  which  seem  to 
be  the  tissue  phase;  the  laboratory  form  is  a fluffy 
white  mycelial  phase  of  septate  hyphae  which  form 
arthrospores.  All  forms  have  been  isolated  from  pul- 
monary cavities  and  abscesses,  and  recently  many 
aberrant  forms  have  been  foundd^^  Although  labora- 
tory infections  occur  frequently,  there  is  no  reported 
case  of  man-to-man  transmission.  Rosenthal,^^^- 
as  a result  of  extensive  study  of  sputum,  has  postu- 
lated that  the  disease  is  potentially  contagious  and 
suggests  that  it  be  so  considered  imtil  proved  other- 
wise. This  is  especially  necessary  since  animal-to- 
animal  and  man-to-animal  transmission  has  been 
proved.  Conversely,  Fiese  and  others®^  state  that  de- 
spite the  theoretic  hazard  of  mycelia  in  sputum,  con- 
tagiousness has  not  been  demonstrated.  Clinical 
evidence  indicates  that  the  disease  is  not  contagious. 


Immunology 

Coccidioidin  was  first  produced  in  1924  by  Davis'^® 
and  since  has  been  modified  so  that  today  it  is  the 
best  screening  test  for  exposure  to  Coccidioides  im- 
mitis. All  strains  of  the  organism  apparently  con- 
tain identical  antigens  and  the  skin  test  material  is 
not  antigenic;  therefore,  change  from  a negative  to 
a positive  reaction  between  tests  should  be  a valid 
indication  of  intervening  infection.^^® 

Recommended  are  Smith’s  doses^^®  which  are 
1:100  skin  test  solution  intradermally  for  general 
population  surveys  and  1:1,000  or  1:10,000  for  pa- 
tients with  erythema  nodosum  who  seem  to  be 
extremely  sensitive  to  coccidioidin.  Occasionally,  a 
case  of  erythema  multiforme  or  erythema  nodosum 
has  been  precipitated  by  strongly  positive  reactions 
to  the  skin  test.®®’  The  absence  of  a skin  reaction 
in  the  presence  of  erythema  nodosum  practically 
excludes  infection  with  Coccidioides  immitis.^®®  It 
has  also  been  suggested  that  the  disseminated  form 
of  the  disease  rarely  follows  the  appearance  of  these 
skin  lesions,  which  therefore  may  be  interpreted  as 
a favorable  prognostic  sign.^®^ 

The  test  becomes  positive  in  man  in  from  10  to 
45  days  after  exposure.^^®’  In  one  large  survey  of 
coccidioidin  positive  cases,  60  per  cent  of  the  persons 
tested  were  symptomless  and  25  per  cent  manifested 
symptoms.  In  this  same  series,  erythema  nodosum 
occurred  in  24  per  cent  of  white  females  and  4 per 
cent  of  white  males.^'*^ 

In  the  disseminated  form  of  the  disease,  the  skin 
fails  to  react  to  even  undiluted  antigen.’^®  This  phe- 


nomenon is  present  in  approximately  70  per  cent  of 
patients  with  disseminated  disease  and  is  attributable 
to  anergy.^'^^  It  has  also  been  shown  that  the  lower 
the  dilution  of  skin  test  material,  the  higher  the 
incidence  of  cross  reaction.'^®  Cross  reactions  also  oc- 
cur with  blastomycin  and  histoplasmin,  but  in  a bat- 
tery of  tests  coccidioidin  is  considered  more  specific 
than  histoplasmin.^® 

Precipitins  often  develop  earlier  than  complement 
fixing  antibodies  and  may  be  present  in  severe  local- 
ized coccidioidomycosis.  They  disappear  sooner  from 
the  blood,  however,  and  are  not  used  frequently  in 
diagnosis  or  prognosis.^®® 

The  complement  fixation  test  may  never  become 
positive  in  mild  infections,  but  after  dissemination 
occurs,  the  test  becomes  positive  and  titers  of  1:250 
or  higher  are  common.^®®  Titers  of  1:64  or  more 
have  been  considered  diagnostic  of  dissemination  by 
several  groups  of  investigators,'^®'  although 
Smith^^®  assumes  that  dissemination  is  present  with 
a titer  of  1:32  or  over.  He  also  interprets  a titer  of 
1:16  as  suggestive  of  dissemination.  Another  belief 
is  that  a higher  titer  in  a patient  undergoing  treat- 
ment indicates  better  prognosis  and  is  a definite  sign 
of  remission.^^®’  Newer  and  more  effective  drugs 
may  alter  this  belief.  Indeed  it  seems  to  have  been 
changed  partially  by  the  use  of  amphotericin 
Recently,  observers  have  noticed  that  with  good  clin- 
ical response  and  a decrease  in  titer  with  treatment, 
skin  reactions  which  were  negative  became  positive. 
No  prognostic  significance,  however,  has  been  ac- 
credited to  this  phenomenon.^®®’ 

The  possibility  of  immunization  to  coccidioidomy- 
cosis has  been  discussed  in  a recent  review  by 
Reams.^®®  He  believes  that  the  goal  of  immunization 
should  be  the  control  of  dissemination,  a direct  and 
usually  prompt  complication  of  the  primary  form  of 
coccidioidomycosis.  It  is  hoped  that  a vaccine  will  be 
developed  soon  to  evaluate  a carefully  selected  popu- 
lation in  an  endemic  area  for  several  years  to  deter- 
mine human  resistance  to  the  disease. 


Pathology 

Coccidioidomycosis  has  been  reported  in  its  dis- 
seminated form  in  almost  every  organ.  Forbus®®  has 
found  that  frequency  of  organ  involvement  occurs 
in  the  following  descending  order:  lungs,  lymph 
nodes,  spleen,  skin,  liver, kidneys,  bones,  meninges, 
adrenals,^'^’  ^^®  myocardium,  brain,  pericardium,^^’  ^’^® 
and  pancreas.  Placental  and  spermatic  cord  involve- 
ment^^ also  have  been  reported  as  has  a possible 
case  of  eye  involvement.®®  Peritonitis,®^’  endo- 
carditis, prostatitis,®®’  ^®®  and  villous  synovitis®®  have 
been  reported  in  association  with  the  disease.  A case 
of  alveolar-capillary  block  syndrome  related  to  coc- 
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cidioidomycosis^^  has  been  recorded  and  a case  of 
granuloma  of  the  conjunctiva  has  been  proved.^*’'^ 
No  reports  were  found  of  coccidioidomycosis  involv- 
ing the  gastrointestinal  tract. 

Coccidioidomycosis  may  disseminate  by  direct  in- 
vasion or  by  lymphatic  or  hematogenous  routes,  and 
may  cause  granulomatosis,  cavitation,  meningitic  exu- 
dation, or  hemorrhage.  The  primary  type  is  infectious 
or  pulmonic  and,  with  rare  exception^  is  confined 
to  the  thorax. The  disseminated  or  coccidioidal 
granulomatous  type  may  involve  any  of  the  previ- 
ously mentioned  organs.®^ 

The  pulmonary  pathologic  condition  is  reported 
extensively.  Also,  the  pathologic  change  in  bone  with 
sites  of  predilection  and  incidence  of  arthritic  locali- 
zation is  well  defined  in  the  literature.^’ 

68, 101, 123, 159  Abbott  and  Cutler^  report  that  intra- 
cranial involvement  as  a complication  of  dissemina- 
tion of  the  disease  occurs  in  25  per  cent  of  cases. 
Furthermore,  they  divide  the  cases  into  acute  and 
chronic  forips;  the  latter  frequently  is  complicated 
by  hydrocephalus.  They  have  also  described  three  dis- 
tinct types  of  meningeal  lesions.  Other  articles  have 
contributed  to  the  knowledge  of  intracranial  coccidi- 
oidal involvement.®’  ®®’ 

The  roentgenographic  aspects  of  the  pulmonary 
form  are  discussed  by  Birsner.®  In  this  respect,  three 
main  types  are  seen  repeatedly:®^ 

1.  Nodular  parenchymal  lesions 

2.  Cavities,  even  when  large,  with  a thin  wall 

3.  Persistent  pneumonitis 

Although  there  is  no  typical  x-ray  picture,  the 
most  common  finding  is  a patchy  infiltrate.  The  list 
of  reported  roentgenographic  findings  associated 
with  this  disease  is  extensive. 


Clinical  Manifestations 

In  the  endemic  area  of  the  Southwest,  skin  tests 
for  coccidioidomycosis  have  been  positive  in  from 
50  to  84  per  cent  of  persons  tested,  indicating  that 
the  primary  pulmonary  form  of  the  disease  is  com- 
mon but  that  patients  are  usually  asymptomatic. 
History  of  recent  exposure  to  endemic  areas  is  im- 
portant. The  earliest  signs  may  be  similar  to  those 
in  mild  upper  respiratory  infection  or  they  may 
resemble  a bronchitis  condition  which  is  progressive 
toward  the  clinical  picture  of  an  exudative  pneu- 
monia. When  reaction  to  the  disease  becomes  more 
severe,  the  symptoms  may  resemble  those  of  tuber- 
culous infection,  including  night  sweats  and  pleur- 

jgy  26,  59,  159 

Hyde  and  others'^^  have  reviewed  the  signs  and 
symptoms  of  patients  21  to  60  years  old,  and  have 
reported  them  in  order  of  decreasing  frequency  with 
fever,  which  was  present  in  100  per  cent  of  the 


cases,  at  the  top  of  the  list.  These  signs  and  symp- 
toms are  fever,  chest  pain,  cough,  malaise,  anorexia, 
headache,  pharyngitis,  chills,  cutaneous  manifesta- 
tions, joint  pains,  conjunctivitis,  and  hemoptysis.  Tre- 
mendous weight  loss  is  a common  finding.  The 
cutaneous  manifestations  may  be  the  same  as  in 
erythema  nodosum  or  multiforme,  or  they  may 
be  draining  abscesses  of  disseminated  granuloma- 
tous form.  The  roentgenograms  usually  show  peri- 
hilar  thickening,  thin  walled  cysts,  and  coin  lesions, 
except  in  possibly  4 per  cent  of  cases  in  which  there 
is  no  roentgenographic  evidence.®®  In  the  more  pro- 
gressive disseminated  form,  which  has  a racial  pre- 
dilection, the  first  signs  and  symptoms  of  the  dis- 
ease may  be  those  of  extreme  lung  disease,  with  or 
without  signs  of  involvement  of  the  bones,  brain, 
or  meninges. 

Diagnosis 

Infection  with  Coccidioides  immitis  should  be 
considered  in  all  patients  with  signs  or  symptoms 
of  upper  respiratory  infection  who  live  in  or  who 
have  been  in  the  endemic  area  for  any  length  of 
time.  Existence  of  the  disease  may  be  suspected  from 
the  clinical  findings  alone,  but  for  definitive  diag- 
nosis the  organism  must  be  cultured  from  draining 
abscesses,  sputum,  cerebrospinal  fluid,  or  tissue  bi- 
opsy specimens.  Most  clinicians  also  consider  an 
elevated  or  rising  complement  fixation  titer  as  evi- 
dence of  coccidioidal  infection.  The  skin  test  dose 
concentration  of  1:100  or  less  may  be  positive  or 
negative,  and  a positive  result  is  not  sufficient  evi- 
dence for  diagnosis  of  coccidioidal  infection  except 
in  carefully  documented  instances.  Precipitins  may 
also  be  present,  but  since  they  tend  to  disappear  with 
dissemination  and  are  not  always  present,  they  are 
not  criteria  for  definitive  diagnosis  of  the  disease. 
The  complement-fixing  antibodies  become  positive 
in  from  one  to  three  months  following  exposure, 
and  titers  of  1:2  or  more  are  usually  present  in  75 
per  cent  of  patients  with  the  acute  pulmonary  form 
of  the  disease. 

In  early  primary  coccidioidomycosis,  leukocytosis 
and  eosinophilia  are  fairly  common  findings.  The 
sedimentation  rate  is  also  briefly  elevated  but  it  is 
not  diagnostic  of  the  disease.  However,  persistence 
of  an  elevated  sedimentation  rate  may  indicate  im- 
pending dissemination.  Abbott  and  Cutler^  also  noted 
that  when  there  is  intracranial  involvement,  the 
cerebrospinal  fluid  may  show  from  50  to  2,000  cells 
with  75  per  cent  lymphocytes. 

Coccidioidomycosis  must  be  carefully  differenti- 
ated from  other  entities  with  similar  clinical  mani- 
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festations.  The  following 
be  excluded: 
tuberculosis 
influenza 
primary  atypical 
pneumonia 
blastomycosis 
histoplasmosis 
bacterial  osteomyelitis 
bacterial  or  viral 
meningitis 


conditions  most  often  must 

sporotrichosis 
cryptococcosis 
glanders 
syphilis 
epithelioma 
actinomycosis 
bacterial  or  viral 
pneumonia 


Prognosis 

Prognosis  is  generally  considered  good  in  the  pri- 
mary pulmonary  form  of  coccidioidomycosis  occur- 
ring in  the  white  race,  but  it  is  much  poorer  in  the 
Negro  and  the  Filipino  in  whom  susceptibility  to 
dissemination  increases.  Coccidioidal  pulmonary  cavi- 
tation seems  to  confer  immunity  against  infection,^®® 
and  persons  with  the  healed  form  of  the  disease  ap- 
parently are  not  susceptible  to  recurrent  infections. 
Small, however,  has  reported  that  late  progression 
of  the  primary  pulmonary  form  of  coccidioidomy- 
cosis may  be  an  unrealized  hazard. 

The  disseminated  form  of  coccidioidomycosis  has 
a different  prognosis.  In  1955  Fiese®^  first  postu- 
lated that  the  disseminated  disease  was  not  neces- 
sarily incurable.  Today  the  mortality  rate  for  persons 
with  the  disseminated  form  of  coccidioidomycosis 
is  given  as  50  to  60  per  cent.^^' 

One  investigator  states  that  from  1951  through 

1955,  an  average  of  71  deaths  per  year  were  reported 
whereas  from  1956  through  1958  only  52  deaths 
per  year  were  reported;  this  perhaps  indicates  a de- 
crease in  the  mortality  rate.  This  decline  in  deaths 
may  result  partially  from  the  use  of  amphotericin  B 
therapy  in  the  disseminated  form  of  the  disease.^®® 

Mongan,  in  his  article  on  acute  disseminated  coc- 
cidioidomycosis, reported  that  death  in  this  type  of 
infection  followed  a lengthy  debilitating  disease,  with 
the  patient  becoming  cachectic  and  with  multiple 
draining  abscesses  developing.^®® 

Coccidioidal  meningitis  is  uniformly  the  most 
hazardous  complication.  Cohen-^  stated  in  November, 

1956,  that  it  had  a mortality  rate  of  100  per  cent. 
Other  investigators  declared  that  death  usually  occurs 
in  4 to  5 years  without  specific  treatment.^^  Men- 
ingitis occurs  in  25  per  cent  of  disseminated  forms, 
with  confinement  to  the  meninges  in  10  per  cent 
of  intracranial  involvements.  It  is  poorly  amenable 
to  treatment  and  therefore  has  a poor  prognosis.^^' 
One  author  has  reported  that  meningitis  is  more 
common  in  persons  of  the  white  race.®® 

Infections  occur  at  a reported  rate  of  8 to  25  per 


cent  in  the  endemic  area,  with  yearly  morbidity  at- 
tributable to  primary  coccidioidal  infection  in  excess 
of  35,000  cases  a year.^'^’^  The  average  hospitaliza- 
tion period  of  approximately  35  days^®®  for  military 
personnel  has  not  changed  during  the  years. 

Coincidentally  with  therapy  the  complement  fixa- 
tion titer  is  a good  indicator  for  evaluation  of  im- 
provement from  coccidioidomycosis.  Winn’^’^'^  recent- 
ly observed  that  in  a few  of  his  patients,  a high 
stabilization  of  the  compleijient  fixation  titer  was 
compatible  with  recovery.  Nevertheless,  he  recog- 
nized that  regression  of  the  elevated  titer  was  a 
measurement  of  the  effectiveness  of  amphotericin  B 
therapy. 


Dr.  M.  C.  Overton  is  serving  his 
internship  at  Brackenridge  Hos- 
pital, Austin.  He  will  begin  his 
residency  in  neurosurgery  in  Gal- 
veston on  July  1. 


Treatment 

Early  clinical  trials  showed  that  administration  of 
heavy  metals  was  ineffective  against  Coccidioides 
immitis.^®’  ^®®  Among  the  various  dyes 

that  have  been  used  without  success  are  acriflavine, 
quinacrine,  gentian  violet,  and  prodigiosin.^®’  ®®’ 

147, 170  Emetine  and  iodides  also  have  been  given 
with  equally  poor  results.'^®’  Vaccines  such  as  coc- 
cidioidin,®®’  convalescent  serum, and  roentgen- 
ray  therapy  have  proved  of  little  or  no  value.®®’  ®®’ 
159,  ICO,  162  Sulfonamide  therapy  was  tried  but  failed 
and,  consequently,  use  of  the  agents  was  halted.^®’  ®®' 

70,  123,  136,  158 

The  antibiotics  of  penicillin,  streptomycin,  and 
Aureomycin  were  tried,  but  they  failed  to  yield  a 
clinically  acceptable  result.'^®’  ^®®’  ^®®’  ^®®’  ^®®’  ^®®  Iso- 
niazid  and  proniazol  shown  no  in  vitro  inhibition  of 
Coccidioides  immitis,  and  streptomycin  has  been 
shown  to  both  inhibit  and  enhance  it.®’ 
Nystatin  has  yielded  similarly  poor  results.®®’  ®®’  ®®’ 
111,  158  Stilbamidine  and  2-hydroxystilbamidine  in 
concentrations  large  enough  to  inhibit  growth  are 
too  large  to  be  feasible  and  with  but  a few  excep- 
tions have  had  no  effect.^®’  ®®’  ®®’  Aminostil- 
bamadine  has  had  similarly  disappointing  trials.®®’  ®® 

Other  compounds  which  have  been  administered 
with  poor  results  are  Acti-Dione,®®’  methyl  testo- 
sterone,^®® Furadantin,®®  diethylstilbestrol,^®’  ^^®  Pro- 
toanemonin,®^  THF,^®®  ethyl  vanillate,®®’  ®®’  ^®^  oil 
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of  sassafras,  and  the  sodium  salts  of  cinnamic  acid.-“’ 
Cortisone  was  tried  at  first  without  effect,®^’ 
but  it  is  being  evaluated  as  an  adjunct  to  ampho- 
tericin B therapy  to  prevent  renal  damaged®® 

Perhaps  the  most  frequently  used  therapy  in  pri- 
mary pulmonary  coccidioidomycosis  is  surgery.  Many 
surgical  methods  have  been  used  including  pneumo- 
nectomy, lobectomy,  segmental  resection,  wedge  re- 
section, decortication,  and  collapse  therapy^^®  in  cases 
of  small  thin-walled  cavities.  The  general  attitude  of 
surgeons  regarding  the  use,  indications,  and  efficacy, 
of  surgery  have  been  published.^®^’  High  cure 
rates  have  been  reported,®®-  ®®’ 

but  several  surgeons  have  also  reported  a high  inci- 
dence of  postoperative  complications.’^®-  ®®- 
In  one  series  of  400  patients  treated  surgically,  com- 
plications occurred  in  5 to  18  per  cent  of  cases  with 
a mean  of  13  per  cent.  It  was  emphasized  that  when 
complications  occur,  they  are  serious.  The  need  of  an 
antifungal  agent  for  use  in  conjunction  with  surgery 
was  expressed.^®®  Indications  for  surgical  excision  of 
primary  pulmonary  coccioidomycosis  were  suggested 
as  follows:^®® 

1.  Absolute  indications 

A.  Giant  cavity  (over  5 cm.) 

B.  Infected  cavity 

C.  Ruptured  cavity 

2.  Probable  indications 

A.  Enlarging  cavity 

B.  Cavity  with  hemorrhage 

3.  Possible  indications 

A.  Coin  lesion 

B.  Persistent  cavity 

C.  Establishment  of  diagnosis 

Amphotericin  B. — Many  compounds  that  have 
been  tried  in  therapy  have  been  discarded  because 
of  lack  of  proof  of  effectiveness  and  because  of  the 
inception  of  another  drug^®-  which  causes  re- 

mission in  many  cases  of  coccidioidomycosis.  After 
it  was  demonstrated  effective  in  animals,®®- 
amphotericin  B (tentative  formula  C46H73NO20 ) 
was  tried  for  patients  with  the  disease.  After  encour- 
aging results  were  obtained  in  four  cases  of  coccidi- 
oidomycosis, E.  R.  Squibb  and  Son  announced  that 
the  drug  was  available  for  clinical  trial  in  December, 
1956.^®®  It  was  distributed  in  March,  1957,  under 
the  trade  name  of  Fungizone,  in  50  mg.  lyophilized, 
buffered  amounts.^®^-  ^®® 

Most  investigators  have  found  the  oral  preparation 
of  limited  usefulness  in  coccidioidal  infections®®- 
96.  99, 131, 164, 172, 177  some  have  made  favorable 
reports.®'^-  ®®-  ®^-  ^®^  As  an  intramuscular  medication, 
the  drug  elicited  no  therapeutic  response.  No  meas- 
urable blood  levels  were  obtained;  therefore,  this 
method  of  administration  is  no  longer  used.^®^  Fur- 
thermore, intramuscular  use  of  the  drug  with  or 
without  hydrocortisone,  hyluronidase,  and  procaine 


resulted  in  painful,  indurated  tumescence  at  the  in- 
jection sites.®® 

Locally,  amphotericin  B has  proved  effective  in  a 
few  cases,  but  its  results  cannot  be  fully  evaluated.^® 
It  has  been  used  intrathoracically  in  a dosage  of  3 
mg.  in  distilled  water  with  no  untoward  effects.®® 
As  an  aerosol  spray  amphotericin  B has  been  fairly 
effective  when  it  was  administered  every  6 hours  in 
a dosage  of  5 mg.  in  1 ml.  of  distilled  water. 

The  method  of  choice  for  administering  ampho- 
tericin B is  intravenous.  This  has  raised  blood  levels 
of  the  drug  in  man  from  0.5  to  6 meg.  per  ml.  with 
a dosage  of  1 to  1.5  mg.  per  kg.  of  body  weight.^’^'^ 
Minimal  inhibitory  concentration  of  amphotericin  B 
for  Coccidioides  immitis  is  0.4  to  0.5  meg.  per  ml.^®^ 

Another  effective  method  is  intrathecal  administra- 
tion. The  maximal  dosage  is  1 mg.  per  injection, 
which  is  diluted  with  2 to  3 ml.  of  cerebrospinal 
fluid.i®i-7‘^ 

The  principal  side  effects  of  the  drug  have  been 
cited  by  most  authors  reporting  its  clinical  use.  These 
effects  are  usually  mild  and  easily  controlled  with 
specific  adjunctive  agents.  The  main  reactions  are 
chills  and  fever,  anorexia,  abdominal  pain,  headache, 
nausea  and  vomiting,  and  phlebitis.  Another  reaction 
noted  at  the  University  of  Texas  Medical  Branch  in 
Galveston  and  at  Southwestern  Medical  School  in 
Dallas  is  bone  pain  when  the  total  dose  exceeds  3.8 
Gm.  More  serious  toxic  reactions  to  the  drug  are 
nitrogen  retention,  as  manifested  by  elevated  blood 
urea  nitrogen  (BUN)  determinations.  There  are 
two  opposed  theories  on  the  importance  of  this  ef- 
fect: i®^ 

1.  The  blood  urea  nitrogen  level  readily  reverts  to 
normal  after  discontinuation  of  therapy  (a  group  in 
one  Southern  Medical  Center  allegedly  has  discon- 
tinued the  BUN  determination  in  patients  undergo- 
ing treatment).  Azotemia  is  usually  decreased  ap- 
preciably by  reducing  treatments  from  every  day  to 
every  other  day. 

2.  Not  all  elevated  blood  urea  nitrogen  levels  re- 
vert to  normal,  and  phenolsulfonphthalein  (P.S.P.) 
tests  indicate  some  decrease  in  kidney  function. 
(This  was  recently  noted  by  a group  in  Oklahoma.) 
Other  evidence  of  renal  damage  is  being  sought  by 
workers  in  an  Arkansas  medical  center. 

Preliminary  studies  by  one  group  of  investigators 
have  shown  decreased  glomerular  filtration  rates  as 
well  as  decreased  renal  plasma  flow.®® 

Another  prominent  effect  of  amphotericin  B ther- 
apy is  secondary  anemia  which  is  manifested  by  low 
hemoglobin  count  and  low  iron  content.  A "turpen- 
tine effect’’  occurs  whereby  the  cells  do  not  incorpo- 
rate iron.  There  is  no  hemolytic  component  to  the 
anemia.^®'^  Usually,  anemia  is  not  severe  and  levels 
off  at  a lower  rate  of  hemoglobin  concentration. 
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which  returns  to  normal  after  discontinuance  of  the 
drug. 

One  serious  complication  of  administration  of 
this  drug  is  that  which  follows  too  rapid  intravenous 
infusion.  One  clinician  reported  that  inadvertent 
rapid  infusion  (28  mg.  in  40  min.)  caused  grand 
mal  convulsions,  ventricular  fibrillation,  and  cardiac 
arrest.  The  patient,  however,  responded  to  resuscita- 
tive  measures.^® 

Recently,  reports  relate  the  development  of  two 
strains  of  Coccidioides  immitis  which  show  a ten- 
fold increase  in  resistance  to  amphotericin  B and 
a cross  resistance  to  nystatin.®^’ 

Table  1. — Suggested  Indications  for  Therapy  with 

Amphotericin  B in  Coccidioidal  Disease  (W'inn);”'’ 

I.  Persistent  fever,  prostration,  elevated  erythrocyte  sedi- 
mentation rate  and  hilar  adenopathy 

II.  Unstable  serologic  findings 

A.  Rising  titer  of  complement  fixation  above  1 : 64 
dilution 

B.  Persistent  precipitins 

C.  Incomplete  complement  fixation 

III.  Evidence  of  spread  from  primary  pulmonary  focus 

A.  Invasion  by  Coccidioides  immitis  of  lymphatic, 

cutaneous,  skeletal,  cardiac,  genitourinary,  or 
meningeal  systems,  or  of  pleuroperitoneal  space 

IV.  Weak  or  negative  skin  reaaion  to  coccidioidin 

V.  Member  of  susceptible  group;  Negro,  Filipino,  Mexi- 
can 

VI.  Adjuna  to  surgery  for 

A.  Removal  of  large  pulmonary  cavities  or  destroyed 
areas  of  lung 

B.  Other  excisional  or  drainage  procedures 

C.  High-frequency  electrical  coagulation 

VII.  Certain  metabolic  situations 

A.  Pregnancy 

B.  Diabetes  mellitus 

The  author  believes  that  Table  1 might  be  modi- 
fied by  two  changes:  (1)  to  institute  therapy  with 
a rising  titer  of  1:16  or  more  and  (2)  to  include 
tuberculosis  in  the  category  of  metabolic  situations. 

Recommended  Regimen. — The  following  treat- 
ment regimen  is  suggested.  It  is  derived  from  an 
understanding  of  the  underlying  physiology  of 
Winn’s  method,^'^’^  and  the  author’s  observations  of 
patients  treated  at  the  University  of  Texas  Medical 
Branch. 

Table  2. — Treatment  Regimen  for  Coccidioidomycosis. 

I.  Indications  for  amphotericin  B therapy  are  established 
as  previously  outlined 

II.  Rapport  with  patient  is  established  and  maintained 

III.  Route  of  administration  of  amphotericin  B 

A.  Intravenous  therapy 

1.  Dosage 

a.  Adults:  1-1.5  mg. /kg.  of  body  weight 

b.  Children:  1.5  mg./kg.  of  body  weight 

c.  Dilute  in  1 liter  dextrose  5 per  cent  in 
water  to  run  6 hours 


B.  Intrathecal  therapy  in  conjunaion  with  intra- 
venous therapy 

1.  0.5-1  mg.  freshly  prepared  and  well  diluted 
with  spinal  fluid  (2-3  cc.) 

IV.  Techniques  of  administration 

A.  Drug  therapy  is  initiated  with  5-10  mg./day  and 
is  increased  in  increments  of  5-10  mg./day,  ac- 
cording to  symptoms  of  toxicity 

B.  Drug  is  administered  intravenously  every  24  hours 
except  on  Sunday 

C.  Drug  is  administered  intrathecally  every  24-48 
hours 

D.  22-24  gauge  needles  are  used  in  the  peripheral 
veins  first;  scalp  vein  sets  may  be  used  for 
children 

E.  Subcutaneous  injeaions  of  amphotericin  B solu- 
tion should  be  avoided 

F.  Rigid  aseptic  precautions  are  observed,  especially 
in  intrathecal  therapy 

G.  Sites  of  intrathecal  therapy  should  be  varied  and 
cerebrospinal  fluid  (C.S.F.)  pressures  maintained 
within  normal  range  by  lumbar  punctures  every 
24  hours,  if  necessary 

V.  Adjuncts  to  therapy 

A.  Coincidental  antibiotic  therapy  when  indicated 

B.  30  minutes  prior  to  administration  of  drug,  the 
following  are  administered: 

1.  50  mg.  Benadryl 

2.  100-250  mg.  Tigan 

3.  10  grains  aspirin  every  4 hours 

C.  To  each  liter  of  dextrose  5 per  cent  in  water  and 
amphotericin  B are  added: 

1.  15  mg.  heparin 

2.  500  mg.  vitamin  B12 

3.  500  meg.  ascorbic  acid 

D.  Patient  is  covered  with  blanket  if  he  is  chilly 

E.  Intravenous  bottle  is  inverted  every  30  minutes 

F.  Foot  of  bed  is  elevated  at  an  angle  of  10  degrees 
for  one  hour  after  intrathecal  injeaion 

VI.  Variation 

A.  Dosage  is  temporarily  reduced  with  marked  BUN 
elevation 

B.  Transfusion  is  given  for  secondary  anemia  with 
hemoglobin  below  7 Gm. 

VII.  Length  of  therapy  determined  by 

A.  Definite  and  sustained  decrease  in  titers 

B.  Response  of  disseminated  foci 

C.  Maintained  clinical  improvement 

VIII.  Laboratory  procedures 

A.  Daily;  cerebrospinal  fluid  pressure  if  intrathecal 
therapy  is  being  used 

B.  Biweekly 

1.  Hemoglobin,  complete  blood  count  (c.b.c.), 
hematocrit  ( HCT ) 

2.  BUN 

C.  Bimonthly 

1.  P.S.P. 

2.  Bromsulphalein  (BSP) 

3.  Cephalin-flocculation 

4.  Creatinine 

5.  C.S.F.  cell  count  if  intrathecal  therapy  is  being 
used 

D.  Monthly 

1.  1:100  coccidioidin  skin  test 

2.  Complement  fixation  test 

a.  Serum 

b.  C.S.F. , if  indicated 

3.  Sputum  culture,  abscess  aspiration,  C.S.F.  cul- 
ture as  indicated 
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Table  3. — Disseminated  Coccidioidomycosis  Treated  with  Amphotericin  B. 


Complement  Fixation  Daily  Dosage  Total 

Reference  Number  Skin  Titer  Oral  I.V.  Duration  of  Dose  Months  of 

Number  Cases  Test  Culture  Before  After  (Gm.)  (Mg.)  Treatment  (Gm.)  Follow-up  Results  of  Therapy 


37 

1 

— 

+ 

1:256 

1:8 

50 

10  Da. 

.5 

12 

Asymptomatic. 

159 

1 

+ 

+ 

1:128 

1:32 

3-4 

50-75 

6Wk. 

155.6 

No  clinical  improvement  with  oral 
drug.  Clinically  well,  tissue  negative 
— evident  improvement  on  I.  V. 
therapy. 

164 

1 

5 

105  Da. 

525 

Died. 

53 

1 

— 

1:128 

1:32 

2.4 

3 Mo. 

200 

Clearing  of  edema,  sinus  tracts  dry- 

ing up;  return  to  work. 

88 

1 

— 

1:64 

1:16 

4 

2 

10  Mo. 

5 Mo. 

1500 

12 

Apparently  cured. 

75 

1 

— 

1:64 

5 

38  Da. 

190 

No  alteration  of  disease. 

1 

1:64 

45 

Q.O.D. 

50  Da. 

1.125 

Possible  improvement. 

1 

1:64 

1:16 

40-50 

Q.O.D. 

5 Mo. 

4.44 

Suggestively  beneficial  results. 

1 

50 

Q.O.D. 

3 Mo. 

2.97 

5 

0.  K.,  working. 

7 

20-25  mg.  in  2.5  cc. 
water  injected  locally 
into  nodes  and  ab- 
scesses. 

25- 

100 

mg. 

All  favorable  results;  seemingly  use- 
ful and  effective.  Results  probably 
due  to  high  concentration  of  drug 
in  the  area. 

91 

1 

— 

+ 

1:32 

1:16 

1.8 

1 mg. 
/kg. 

5 Mo. 

? 

77.4 

? 

14 

Subjective  and  objective  improve- 
ment. 

127 

8 

1:250 

? 

All  asymptomatic  and  back  to  work. 

117 

1 

+ 

1:512 

1:256 

70 

8 Mo. 

7.24 

6 

Asymptomatic,  then  relapsed  with 
C.S.F.,  skin,  sputum,  urine  cultures 
positive. 

1 

+ 

+ 

1:128 

1:32 

70 

4 Mo. 

4.93 

Asymptomatic,  then  relapsed.  Treat- 
ment resumed. 

99 

1 

— 

1:32 

2 

2 Mo. 

120 

No  clinical  effect. 

1 

— 

1:32 

0 

35 

10  Wk. 

2.45 

Asymptomatic  and  working. 

3 

1 

— 

+ 

1:256 

; 

10 

21/2  Mo. 

.8 

13 

Symptomatic  improvement.  Lesions 
no  longer  draining. 

1 

1 mg. 
/kg. 

12  Mo. 

Excellent.  No  drainage  from  ab- 
scesses. 

1 

1:256 

1 mg. 
/kg. 

6Wk. 

Signs  of  improvement.  Still  under- 
going treatment. 

87 

1 

+ 

High 

4 

14  Mo. 

18 

Lesions  healed.  Patient  in  good 
health. 

! 29 

1 

— 

+ 

1:256 

1:64 

50 

7 Mo. 

3 

6 

Excellent  clinical  condition. 

1 

1 

+ 

1:128 

70 

44  Da. 

3 

Decrease  in  drainage  from  empy- 
ema. Weight  gain.  Clinically  better. 

! 73 

1 

+ 

1:16 

40 

90  Da. 

3.7 

No  help. 

' 96 

1 

+ 

1:32 

6 

38  Da. 

226 

No  change. 

1 

+ 

+ 

1:512 

25 

3 Mo. 

2.1 

2 

Culmres  negative;  asymptomatic. 
Eight  weeks  later  relapsed. 

1 

+ 

1:32 

1:16 

25-50 

118  Da. 

4.7 

6 

Asymptomatic  and  well. 

1 

— 

1:256 

1:128 

50-75 

11  Wk. 

2.08 

Improved. 

1 

+ 

+ 

1:32 

1:16 

1 

Asymptomatic  and  cultures  negative. 

1 

+ 

Asymptomatic  and  cultures  negative. 

177 

1 

+ 

1:16 

1:256 

1-2 

128  Da. 

185 

Ineffective. 

1:256 

1:64 

11/2 

mg. 

/kg. 

72  Da. 

.64 

20 

Excellent  health. 

1 

+ 

1:256 

1:8 

40-60 

58  Da. 

1.42 

14 

Well.  Full  time  teaching. 

1 

+ 

+ 

1:128 

1:128 

50-75 

167  Da. 

6.92 

9 

Delivered  twins  one  month  after 
treatment  started.  Titer  the  same; 
no  evident  disease  and  seven  months 
pregnant. 

1 

— 

1:256 

1:32 

1 40-50 

99  Da.  1 3.1 

6 

Well  and  attending  school. 
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Table  3. — Disseminated  Coccidioidomycosis  Treated  with  Amphotericin  B {Continued). 

Complement  Fixation  Daily  Dosage  Total 

Number  Skin  Titer  Oral  I.V.  Duration  of  Dose  Months  of 

Cases  Test  Culture  Before  After  (Gm.)  (Mg.)  Treatment  (Gm.)  Follow-up  Results  of  Therapy 


1 

+ 

1:128 

1:32 

1 mg. 
/kg. 

81  Da. 

3.32 

4 

Remains  well.  Returned  to  fielc 
work. 

1 

+ 

1:32 

1:16 

12-15 

80  Da. 

9.9 

3 

Well  and  active  child. 

1 

— 

1:128 

1:8 

1 mg. 
/kg. 

56  Da. 

3.21 

3 

Remains  well.  Returned  to  fielc 
work. 

1 

+ 

+ 

1:256 

CS.F. 

1:2 

1:64 

0 

40-80 

Q.O.D. 

1 mg. 
LT. 

127  Da. 

1 Da. 

4.66 

1.9 

Well  and  active. 

i 

1 

+ 

1:8 

1:4 

20 

Q.O.D. 

.4 

Q.O.D. 

I.T. 

69  Da. 

80  Da. 

.75 

11.8 

mg. 

11 

Well  and  at  school. 

i 

1 

p 

CS.F. 

1:2 

0 

0 

1 mg. 
/kg. 
.5-.6 
I.T. 

Q.O.D. 

44  Da. 

42  Da. 

2.2 

14.2 

mg. 

1 

Asymptomatic  and  well. 

1 

+ 

1:16 

C.S.F. 

1:32 

1:8 

1:2 

45-50 

.5  I.T. 

Q.O.D. 

51  Da. 
70  Da. 

1.69 

18.7 

mg. 

12 

Well  with  no  residual  changes  in 
lungs  or  central  nervous  system,  i 

1 

+ 

High 

4 

14  Mo. 

18 

Good  health.  Lesions  healed. 

1 

+ 

+ 

1:16 

1:4 

1 mg. 
/kg. 

30  Da. 

1.22 

3 

Well  at  home  with  healed  ulcers. 

1 

+ 

1:512 

1:512 

1-2 

125  Da. 

187 

Ineffeaive. 

1:512 

1:128 

1.5-1.7 

mg. 

/kg. 

91  Da. 

.95 

10 

Asymptomatic  then  relapsed. 

1:128 

1:64 

Same 

118  Da. 

? 

10 

Remains  well  with  no  evidence  of 
relapse  or  extension. 

1 

+ 

1:256 

1:1024 

4 

84  Da. 

336 

No  help. 

1:1024 

1:256 

15-60 

.36 

21 

Working  and  in  good  health. 

1 

+ 

+ 

1:16 

1:4 

40-80 

221  Da. 

10.37 

1 

Relapsed  twice  at  one  month  inter- 
vals. 

C.S.F. 

1:4 

1:4 

.5  I.T. 

Q.O.D. 

204  Da. 

44.4 

mg. 

2 

Remains  well  and  physically  activej 

1 

1:128 

1:128 

1:64 

1:8 

1 mg. 
/kg. 

1 mg. 
/kg. 

.5  mg. 
I.T. 

62  Da. 

Still 

Under 

Therapy 

2.5 

5.94 

2 

Some  improvement  then  relapse. 

Improving,  but  still  on  treatment. 

1 

— 

+ 

1:128 

1:64 

1 mg. 

/kg. 

70  Da. 

2.79 

6 

Well  and  working. 

1 

+ 

1:16 

1:16 

1 mg. 

/kg. 

Q.O.D. 

24  Da. 

.71 

20 

Well  and  working. 

1 

— 

+ 

1:128 

? 

Small 

Amt. 

30  Da. 

.79 

Surgical  drainage,  cauterization,  and 
aminostilbamidine,  then  released. 

+ 

1:64 

1:32 

3 

17  Da. 

51 

21 

Well  and  active,  then  relapsed. 

1 

+ 

1:32 

1:8 

1 mg. 
/kg. 
Q.O.D. 

69  Da. 

1.9 

24 

Delivered  normal  infant  nine  weeksj 

after  treatment.  Baby  and  motheii 
in  good  health. 

1 

+ 

1:128 

1:32 

25 

64  Da. 

.77 

Concomitant  thoracic  surgery  with 

rupture  of  cavity.  Decision  for  more 
treatment.  \ 

60 

14  Da. 

.68 

8 

Well,  asymptomatic,  and  doing 

house  chores. 

1 

— 

+ 

1:64 

.5  mg. 

/kg. 

.36 

Treatment  discontinued  due  to  side 
reactions. 
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Table  3. — Disseminated  Coccidioidomycosis  Treated  with  Amphotericin  B {Continued). 
Complement  Fixation  Daily  Dosage  Total 


teference  Number  Skin  Titer  Oral  I.V.  Duration  of  Dose  Months  of 

dumber  Cases  Test  Culture  Before  After  (Gm.)  (Mg.)  Treatment  (Gm.)  Follow-up  Results  of  Therapy 


1 

— 

+ 

1:256 

36 

3 Mo. 

3.06 

3 

Improved  with  treatment.  Now  tak- 
ing second  course.  Good  evidence 
of  healing. 

'131 

1 

2.4 

1/2-3 

mg. 

/kg. 

20  Da. 
370  Da. 

48.4 

p 

Marked  improvement  at  high  dose. 
Gradual  collapse  at  low  dose  and 
one  month  "vacation”  at  home. 

1 mg. 
/kg. 

47  Da. 

Stabilization,  then  sudden  deteriora- 
tion and  death  from  unknown  cause. 

182 

1 

50 

Also 

Local 

Injec- 

tion 

Skin  lesions  disappeared.  Some 
progress  with  bone  lesions. 

182 

1 

100 

10  Wk. 

Definite  clinical  improvement. 

182 

1 

« 

1.25 

mg. 

/kg. 

6Wk. 

Reduced  drainage  and  granulation 
of  lesion.  Chest  film  showed  im- 
provement. 

182 

1 

50-150 

Q.O.D. 

20  Wk. 

Clinically  effective.  Progressive  and 
complete  healing  of  bony  lesions. 

1 

50-75 

Q.O.D. 

5 Mo. 

Improved. 

182 

1 

P 

2 Mo. 

Definite  clinical  and  x-ray  improve- 
ment. 

109 

1 

+ 

1:16 

50 

2 Mo. 

3* 

T 

Remission  of  symptoms. 

1 

1:16 

C.S.F. 

1:8 

1:16 

50 

8 Wk. 

2.5* 

T 

Afebrile,  mentally  alert. 

1 

1:16 

50 

.1-1 

mg. 

I.T. 

10  Wk. 

7 Wk. 

3.5* 

.03* 

t 

Overall  condition  unchanged. 

1 

— 

1:8 

5-50 

5 Mo. 

7* 

t 

Clinically  well. 

1 

1:16 

C.S.F. 

1:4 

1.5 

mg. 

/kg. 

sus- 

pen- 

sion 

7 Wk. 

t 

Died. 

1 

-- 

1:256 

50 

3 Wk. 

1.05* 

t 

Improved. 

1 

+ 

1:4 

1 mg. 
/kg. 

10  Da. 

.15 

t 

No  improvement. 

1 

+ 

1:32 

50 

2 Mo. 

2.5* 

t 

Clearing  of  symptoms. 

1 

+ 

1:128 

1:32 

25-140 

4 Mo. 

t 

Little  clinical  change. 

1 

— 

1:32 

1:16 

50 

3 Mo. 

4.5* 

t 

Complete  healing  of  lesions.  Well 
and  working. 

1 

— 

1:4 

1:16 

50 

25  Da. 

1.25 

t 

Clinically  well  and  returned  to 
work. 

1 

■ 

1:256 

5-15 
per  os 

31/2  Mo. 

t 

No  change. 

i John 
Sealy 
Hosp. 

1 

+ 

P 

50-95 

44  Da. 

2.35 

6 

Marked  improvement.  Biopsy  and 
cultures  negative,  then  relapsed  six 
months  later. 

+ 

+ 

1:512 

Refused  treatment. 

il87 

1 

+ 

1:32 

1:16 

0.5-1 

mg. 

/kg. 

8 Mo. 

5.1 

Still 

Under- 

going 

Treat- 

ment 

Culture  and  biopsy  negative  two  and 
one-half  months  after  treatment 
started. 

*With  regard  to  the  reference  number  109,  the  total  dose  is  estimated  as  nearly  as  possible  from  the  data  given  by  the 


.dividual  author  in  daily  dosage  and  duration  of  treatment. 

fPatients  surviving  were  followed  and  remained  asymptomatic  for  from  five  months  to  two  years.  One  patient  relapsed  after 
ven  months  of  observation  and  is  being  retreated. 

I.T.  = Intrathecally. 
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ures,  will  aid  in  decreasing  the  number  of  compli- 
cations. 

Table  3 records  the  pertinent  information  found 
in  a review  of  the  literature  to  Oct.  30,  1961,  of  the 
clinical  effects  of  amphotericin  B in  disseminated 
coccidioidomycosis. 

Although  they  are  not  recorded  in  Table  3,  many 
patients  who  responded  to  amphotericin  B by  the 
end  of  treatment  showed  only  a slight  decrease  in 
complement  fixation  titer.  After  several  months  fol- 
lowup therapy,  however,  the  titer  was  much  lower. 
In  some  patients  who  had  no  followup  therapy  and 
who  showed  a titer  only  slightly  lower  than  before 
treatment,  a further  decrease  might  evenmally  be 
expected. 

♦ Dr.  Overton,  Brackenridge  Hospital,  Austin. 

A bibliography  of  190  references  may  be  obtained  upon 
request  from  the  author. 


Stamps  Depict  Medical  History 

A postage  stamp  collection  depicting  the  history  of  medicine  from  ancient 
to  modern  times  was  displayed  at  the  American  Medical  Association’s  15th  Clini- 
cal Meeting  in  Denver. 

The  work  of  Dr.  Joseph  H.  Kler  of  New  Brunswick,  N.  Y.,  the  collection 
includes  original  drawings  signed  by  the  artists,  artist’s  proofs  in  all  stages,  colored 
proofs,  essays,  first-day  covers,  and  sramps  from  all  over  the  world. 

The  exhibit  reveals  that  the  highest  medical  fee  ever  paid,  about  a quarter 
of  a million  dollars,  went  to  an  English  physician  who  inoculated  Prince  Paul, 
son  of  Catherine  the  Great  of  Russia,  against  smallpox. 

Ecuador  issued  the  first  stamps  honoring  physicians  in  1899.  Since  then, 
almost  every  country  in  the  world  has  honored  a physician  or  a medical  scientist, 
or  has  commemorated  some  medical  or  allied  event. 

The  historical  stamp  exhibit  was  described  in  the  Dec.  23,  1961,  issue  of 
the  Journal  of  the  American  Medical  Association. 


Conclusion 

Amphotericin  B seems  to  be  the  first  truly  effec- 
tive agent  against  coccidioidal  disease,  although  lab- 
oratory evidence  suggests  the  possibility  of  develop- 
ing resistance  of  the  organism  to  the  drug.  Until 
better  agents  are  discovered,  the  agent  is  the  therapy 
of  choice  in  the  more  serious  disseminated  forms  of 
coccidioidomycosis  although  relapses  are  common 
after  its  discontinuance. 

A longer  observation  period  of  patients  with  re- 
missions and  larger  series  of  successfully  treated  cases 
will  be  necessary  before  the  drug  can  be  evaluated 
critically.  Present  results  indicate  that  therapy  with 
the  drug  as  now  used  is  probably  not  curative  but 
remissive  or  suppressive.  Longer  therapeutic  trials 
may  produce  more  curative  effects.  Perhaps  ampho- 
tericin B,  used  concomitantly  with  surgical  proced- 
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Fatal  Reaction  to  Amphotericin  B 


Thomas  H.  Giddings,  M.D. 


Amphotericin  B has  been  used  with  some  suc- 
cess in  the  treatment  of  patients  with  granulo- 
matous inflammatory  disease.  In  the  case  of 
disseminated  histoplasmosis  reported,  a rela- 
tively small  dosage  of  this  drug  resulted  in 
fatal  anuria. 


Development  of  fatal  anuria  in  a patient  after 
four  days  of  therapy  with  a relatively  small  dose 
of  intravenously  administered  amphotericin  B is 
chronicled.  Intravenous  use  of  amphotericin  B has 
been  reported  to  have  nephrotoxic  effects  when  it 
was  used  in  the  treatment  of  patients  with  systemic 
mycosis.  Winn/^  in  reporting  his  experiences  with 
this  drug  in  22  cases  of  coccidioidal  disease,  reported 
frequent  azotemia,  which  was  reversible  by  reducing 
the  dosage  or  interrupting  therapy. 

Review  of  the  recent  American  literature  showed 
no  azotemia  and  anuria  resulting  in  fatality  with 
total  dosage  of  amphotericin  B as  low  as  in  the 
following  case,  unless  renal  disease  and  azotemia 
pre-existed.  Seabury  et  al.®  reported  sudden  death  of 
a patient  with  monilial  pyelonephritis  on  the  sixth 
day  of  therapy  with  amphotericin  B.  Dosage  was 
.25  mg.  per  kg.  of  body  weight.  However,  this  pa- 
tient had  had  uremia  prior  to  treatment. 

The  patient  in  the  following  case  received  an  av- 
erage daily  dosage  of  0.33  mg.  per  kg.  of  body 
weight  during  four  days  of  uninterrupted  therapy. 

Case  Report 

This  69-year-old  white  man  was  first  seen  Oct.  28,  1959, 
with  complaints  of  fever,  malaise,  chills,  and  generalized 
aching  for  three  days.  He  had  not  felt  well  for  several 
months.  He  had  seen  an  otolaryngologist  during  the  pre- 
vious three  months  because  of  an  ulcerative  lesion  in  the 
nose,  which  had  been  resistant  to  local  treatment.  A review 
of  systems  and  family  history  were  noncontributory. 


The  paient  was  a farmer,  and  had  had  frequent  contact 
with  soil  dust,  hay,  and  droppings  from  the  chicken  house. 
He  appeared  chronically  ill  and  weighed  176  lbs.;  his  tem- 
perature was  102  F. 

The  fundi,  eyes,  and  ears  were  normal.  Ulcerative  en- 
crusted lesions  were  noted  on  the  nasal  mucous  membranes 
along  both  surfaces  of  the  septum.  Findings  referable 
to  the  throat,  neck,  heart,  and  lungs  were  within  normal 
limits.  The  blood  pressure  was  130/80  mm.  of  mercury. 

Examination  of  the  abdomen,  rectum,  extremities,  and 
neurologic  system  yielded  negative  findings.  The  lymph 
glands  were  not  enlarged.  The  initial  impression  was  that 
the  patient  had  a fever  of  unknown  origin.  He  was  given 
salicylates  for  symptomatic  relief  and  was  to  be  observed 
further. 

On  Nov.  4,  he  reported  that  he  had  continued  to  have 
an  elevated  temperature  and  that  he  had  had  severe  night 
sweats.  Also  a dry,  nonproductive  cough  had  developed. 
Urinalysis  revealed  a specific  gravity  of  1.005,  with  a trace 
of  albumin.  No  sugar  was  detected,  and  results  of  micro- 
scopic examination  were  within  normal  limits.  The  white 
blood  cell  count  was  12,500  per  cu.  mm.;  differential  count 
was  68  per  cent  segmented  cells,  8 stabs,  and  24  per  cent 
lymphocytes.  The  hemoglobin  level  was  12.1  Gm. 

A chest  roentgenogram  on  Nov.  4 showed  extensive 
parenchymal  infiltration  extending  from  the  hilar  region 
into  both  lungs.  On  the  right  side  there  was  moderate 
fibrosis  that  extended  fairly  high  into  the  subapical  region. 
The  lesion  on  rhe  left  appeared  softer  and  of  more  recent 
origin.  No  cavitation  was  apparent.  Moderate  hilar  ade- 
nopathy, especially  on  the  left  side,  was  present,  and  some 
small  calcific  scars  were  visible  at  the  lower  pole  of  the 
right  hilar  region.  There  was  a basal  pleural  reaction  bi- 
laterally, and  a small  amount  of  fluid  obliterated  the  cos- 
tophrenic  angle  on  both  sides. 

On  Nov.  10  the  patient  was  seen  again.  The  febrile 
course,  cough,  and  night  sweating  had  continued.  A few 
moist  inspiratory  rales  throughout  the  posterior  lung  fields 
were  noted,  as  were  scattered  inspirarory  rales  in  the  an- 
terior lung  fields. 

Moderate  generalized  cardiac  enlargemenr  was  noted.  A 
tuberculin  skin  tesr,  using  intermediate  strength  purified 
protein  derivative,  and  a histoplasmin  skin  test,  using  the 
standard,  Parke-Davis  1 to  100  dilution,  gave  negative 
results.  The  blastomycin  skin  test,  using  the  standard,  Parke- 
Davis  1 to  100  preparation,  was  positive;  an  area  of  indu- 
ration and  erythema  measured  5 mm. 

The  patient  was  admitted  to  the  hospital  Nov.  12  with 
temperature  of  104  F.  He  appeared  acutely  ill.  There  had 
been  no  essential  change  in  his  physical  condition  except 
for  a moderate  degree  of  dyspnea  and  orthopnea.  He  was 
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coughing  constantly.  When  he  was  admitted  to  the  hospital, 
the  hemoglobin  level  had  dropped  to  7.45  Gm.,  and  the 
hematocrit  reading  was  28  per  cent.  Studies  of  the  sputum 
for  acid-fast  bacilli  were  negative. 

A tentative  diagnosis  was  congestive  heart  failure,  and 
the  patient  was  given  Gitaligen  and  1.5  cc.  of  Thiomerin. 
Urinary  output  in  the  next  three  days  ranged  between 
1,000  cc.  and  1,500  cc.  While  the  results  of  culture  studies 
and  diagnostic  studies  were  being  awaited,  a four  day  trial 
period  of  propionyl  erythromycin  ester  lauryl  sulfate,  250 
mg.  every  six  hours,  600,000  units  of  penicillin,  and  0.5 
Gm.  of  dihydrostreptomycin  every  six  hours  was  com- 
pleted. This  therapy  had  no  effect  on  the  patient’s  fever; 
therefore,  it  was  discontinued.  On  Nov.  16  500  cc.  of 
whole  blood  was  given. 

A biopsy  specimen  was  taken  of  the  ulcerative  lesions 
from  the  nose.  The  pathologic  report  indicated  that  an 
acute  and  chronic  granulomatous  inflammatory  reaction, 
most  likely  of  mycotic  origin,  was  present.  Unfortunately, 
however,  the  causative  organism  could  not  be  positively 
identified.  The  lesion  did  not  appear  neoplastic,  and  no 
bacterial  organism  was  demonstrated  on  the  cultures. 

On  Nov.  17,  prior  to  initiation  of  a second  period  of 
therapy  with  amphotericin  B,  the  patient  received  another 
500  cc.  of  blood,  which  increased  the  hemoglobin  content 
to  9 Gm.  The  next  day,  the  blood  urea  nitrogen  level  was 
15.2  mg.  per  cent,  and  a Bence  Jones  test  for  protein  in 
the  urine  was  negative.  An  intravenous  infusion  of  25  mg. 
of  amphotericin  B diluted  in  1,000  cc.  of  5 per  cent  glu- 
cose in  distilled  water  was  administered,  30-50  drops  per 
minute  during  a six  hour  period.  Benadryl  Hydrochloride, 
50  mg.,  was  added  to  the  intravenous  solution,  and  the 
patient  was  given  50  mg.  of  Phenergan  Hydrochloride  in- 
tramuscularly. There  were  no  significant  reactions.  'The  pa- 
tient continued  to  have  the  septic-type  temperature.  Urinary 


Fig.  1.  Roentgenogram  of  chest,  made  Nov.  4, 
1959,  shows  areas  of  parenchymal  infiltration  ex- 
tending into  both  lungs  from  the  hilar  region.  Bi- 
lateral pleural  reaction  and  a small  amount  of  fluid 
obliterated  both  costophrenic  angles.  The  heart  was 
moderately  enlarged. 


output  the  24  hours  following  the  infusion  of  amphotericin 
B was  1,290  cc. 

On  Nov.  19,  30  mg.  of  amphotericin  B were  adminis- 
tered in  the  same  manner  as  previously  without  significant 
reaction;  urinary  output  in  the  next  24  hours  was  1,000 
cc.  The  next  day  35  mg.  of  amphotericin  B were  admin- 
istered without  reaction,  and  the  patient’s  24  hour  urinary 
output  was  900  cc.  The  blood  urea  nitrogen  level  was  15.2 
mg.  per  cent. 

On  Nov.  21,  40  mg.  of  amphotericin  B were  admin- 
istered. After  about  half  of  this  had  been  given  at  the 
rate  of  30  drops  per  minute,  the  patient  had  a severe  chill 
and  became  extremely  dyspneic  and  cyanotic.  His  rectal 
temperature  arose  to  103  F.  The  intravenous  infusion  was 
discontinued.  The  blood  pressure  was  120/80  mm.  There 
were  scattered  moist  inspiratory  rales  in  the  posterior  lung 
bases;  the  anterior  lung  fields  were  clear.  Generalized 
maculo-papular  rash  was  seen  over  the  chest  and  abdomen. 
The  patient  was  given  250  mg.  of  aminophylline  intra- 
venously and  10  mg.  of  morphine  sulfate  subcutaneously, 
and  oxygen  was  given  by  nasal  catheter.  Within  two  hours 
cyanosis  subsided  completely,  and  dyspnea  was  considerably 
improved. 

For  the  next  24  hours  there  was  no  urinary  output  by 
catheter,  and  by  the  following  day  the  blood  urea  nitrogen 
level  had  risen  to  34  mg.  per  cent.  The  patient  became  pro- 
gressively confused,  disoriented,  and  more  toxic  in  appear- 
ance. Since  he  was  unable  to  take  liquids  by  mouth,  it  was 
necessary  to  give  fluids  intravenously.  Fluid  intake  was 'cal- 
culated on  the  basis  of  the  estimated  insensible  loss,  plus 
the  loss  from  vomitus.  On  Nov.  24,  the  patient’s  serum 
sodium  was  135  mEq.  per  liter;  serum  potassium  was  5 
mEq.  per  liter,  and  blood  urea  nitrogen  level  was  85  mg. 
per  cent.  The  patient’s  condition  deteriorated  progressively, 
and  he  died  on  Nov.  25,  four  days  after  the  onset  of 
anuria. 

A limited  postmortem  examination  was  permitted.  The 
pathologist  reported  the  following: 


Fig.  2.  Section  of  lung  shows  chronic  granuloma  in 
which  necrosis  surrounds  epithelioid  cells  and  giant 
cells.  (Hematoxylin-eosin). 
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Fig.  3.  Section  of  lung  shows  edge  of  an  acute 
necrotizing  granulomatous  lesion  and  portion  of  nor- 
mal lung.  Acute  inflammatory  reaction  with  numer- 
ous infiltrating  lymphocytes  and  neutrophils  can  be 
seen.  (Hematoxylin-eosin). 

Seaions  of  the  lungs  showed  varying  sized  zones  of 
necrosis  and  granulomatous  formation.  The  necrotic  zones 
were  associated  with  vessels.  There  was  some  suggestion 
of  caseous  necrosis,  but  for  the  most  part  this  substance 
appeared  to  be  an  acute  form  of  necrotic  material  con- 
taining cells,  numerous  neutrophils,  and  a few  lympho- 
cytes. There  also  were  zones  of  proliferating  epithelial 
cells.  Several  Langhans’  type  giant  cells  were  seen  in  some 
of  these  granulomatous  lesions.  The  adjacent  lung  tissue 
showed  congestion  and  thickening  of  the  alveolar  septae 
( figs.  2 and  3 ) . 

Seaions  of  the  kidney  showed  preservation  of  the  usual 
architecture.  Scattered  throughout  the  cortex  and  in  the 
medulla,  however,  were  zones  of  necrosis,  some  of  which 
were  associated  with  moderate  sized  blood  vessels  with 
fibrinoid  necrosis.  These  blood  vessel  walls  had  been  in- 
vaded by  numerous  neutrophils  and  lymphocytes.  In  many 
of  the  glomeruli  there  were  zones  of  toxic  reaaion  with 
early  focal  zones  of  necrosis.  Also  seen  were  zones  of 
chronic  granulomatous  inflammatory  lesions  identical  to 
those  seen  in  the  lungs.  In  one  of  the  kidney  sections 
there  was  necrosis  of  the  vessels  of  the  medulla  and  the 
pelvis  showed  evidence  of  acute  hemorrhagic  papillary 
necrosis  (fig.  4). 

Sections  of  the  spleen  showed  large  zones  of  necrosis 
with  chronic  granulomatous  inflammatory  reaction  identical 
to  that  seen  in  the  lungs.  Sections  of  the  liver  showed 
only  a few  focal  areas  of  granulomatous  inflammatory 
reaaion  identical  to  those  seen  in  the  lungs. 

Multiple  special  stains  for  organisms  were  made.  No 
acid-fast  bacilli  were  found.  PAS  and  Gomori  stains  for 
fungus  showed  structures  strongly  suggestive  of  histo- 
plasma  capsulatum.  In  addition  to  the  obvious  inflamma- 
tory disease  in  the  kidneys,  there  were  focal  zones  of  acute 
arteritis  and  glomerulitis,  which  probably  were  effects  of 
amphotericin  B therapy. 


Fig.  4.  Section  of  kidney  shows  focal  nature  of 
granulomatous  lesion  with  well  formed  giant  cells  of 
the  foreign  body  and  Langhans'  type,  as  well  as 
areas  of  necrosis  within  the  center.  (Hematoxylin- 
eosin). 

Discussion 

The  clinical  picture  in  the  present  case  was  that 
of  systemic  mycosis  with  dissemination.  Histoplasma 
capsulatum  was  suspected,  but  complement  fixation 
smdies  were  not  obtained.  Pathologic  findings  in- 
cluded acute  and  chronic  granulomatous  reaction 
suggesting  disseminated  histoplasmosis.  Acute  toxic 
arteritis  and  glomerulitis  in  sections  of  the  kidney 
were  most  likely  caused  by  amphotericin  B therapy. 
The  negative  histoplasmin  skin  test  reaction  may 
have  represented  a state  of  anergy,  which  has  been 
described  by  Salvin*  in  terminal  disseminated  histo- 
plasmosis. The  positive  blastomycin  skin  test  may 
have  represented  a cross  reaction. 

Of  interest  is  that  the  patient’s  presenting  com- 
plaint of  lesions  of  the  nasal  mucous  membrane 
antedated  systemic  and  pulmonary  symptoms  by 
several  months.  Rubin,  et  al.,^  have  stated  that  mu- 
cous membrane  and  cutaneous  lesions  usually  indi- 
cate disseminated  disease.  In  25  of  their  patients 
with  culturally  proved  disseminated  histoplasmosis, 
19  died  as  a result  of  the  disease.  Three  who  were 
treated  with  amphotericin  B were  reported  to  be 
alive  after  one  month,  one  year,  and  one  year  of 
therapy,  respectively. 

In  a condition  with  such  a high  mortality  rate, 
the  development  of  a more  specific  therapy,  such 
as  amphotericin  B,  is  a welcome  addition  to  the 
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anuria,  suggests  the  possibility  that  the  arteritis  and 
glomerulitis  noted  in  sections  of  the  kidney  repre- 
Dr.  Thomas  H.  Giddings  is  associ-  sented  allergic  sensitization  to  amphotericin  B. 

ated  with  the  Brenham  Clinic  in 
Brenham.  He  presented  this  paper 
before  the  regional  meeting  of  the 

American  College  of  Physicians  in  The  author  wishes  to  thank  Dr.  Jack  P.  Abbott,  path- 

Houston  last  July.  ologist,  Methodist  Hospital,  Houston,  Texas,  for  his  review 

of  the  pathologic  specimens. 


therapeutic  armamentarium.  Since  the  drug  was  in- 
troduced, a number  of  reported  cures  in  all  types 
of  deep  mycosis  have  been  reported.^’  Al- 

though renal  toxicity  of  the  substance  has  been 
stressed  in  the  literature,^’  ® it  is  possible  that  renal 
involvement  attributable  to  dissemination  of  the  dis- 
ease may  make  the  patient  more  sensitive  to  its 
toxic  effects.  More  cautious  induction  of  therapy 
with  lower  dosage  may  permit  earlier  recognition 
of  renal  toxic  effects.  Seabury  and  associates®  stated 
that  the  slow  disappearance  of  the  antibiotic  from 
the  blood  stream  following  intravenous  infusion  sug- 
gests the  practicality  of  treatment  on  alternate  days; 
however,  they  did  not  have  sufficient  evidence  to 
make  a definite  statement  concerning  the  relation- 
ship of  serum  levels  of  the  antibiotic  to  the  develop- 
ment of  azotemia. 

In  the  present  case,  the  development  of  a gen- 
eralized maculopapular  rash,  noted  at  the  onset  of 
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Don't  Shear  the  Sheep,^  Just  Soothe  the  Sores 

In  Australia,  a surgeon  reports  that  patients  who  are  to  be  bedridden  for 
a length  of  time  are  placed  on  sheepskin  to  prevent  bed  sores.  The  hairy  side  is 
turned  up,  and  best  results  are  obtained  when  the  patient  lies  directly  on  the  fleece 
with  no  pajamas  or  nightshirt  intervening.  The  fleece  transmits  pressure  evenly, 
reduces  friction,  allows  air  circulation,  and  absorbs  moisture. 

The  physician  who  has  used  this  unusual  method  of  making  patients  more 
comfortable  is  Prof.  M.  R.  Ewing,  surgeon  in  Alfred  Hospital,  Melbourne.  He 
recalled  reading  that  some  surgeons  in  North  America  had  used  animal  skins 
for  this  purpose,  and  made  informal  inquiries.  He  learned  that  cured  deer  hides 
had  indeed  been  used,  and  since  deer  are  scarce  in  Australia,  Dr.  Ewing  substituted 
sheepskin.  Originally  published  in  Lancet,  information  on  the  method  also  was 
carried  in  the  Feb.  16  issue  of  Medical  World  News. 
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! MEDICOLEGAL  NOTES 

Treating  Married  Women 

Recently,  a nationally  syndicated  newspaper  col- 
umn called  attention  to  a Texas  case  in  which  a 
! physician  refused  to  treat  a married  woman  because 
the  woman’s  husband  forbade  the  physician  to  con- 
tinue treatment. 

! What  are  the  legal  consequences  when  a physician 
treats  a married  woman  with  her  consent  but  without 
her  husband’s  consent? 

Many  physicians  have  the  idea  that  this  situation 
is  similar  to  the  treatment  of  a minor  without  the 
j parents’  consent.  This  concept  is  far  from  correct. 

I As  a general  rule,  a cause  of  action  is  not  created 
I by  the  fact  that  the  treating  physician  treats  a mar- 
j ried  woman  without  her  husband’s  consent.  As  far 
1 as  liability  for  a technical  assault  is  concerned,  the 
j married  woman’s  consent  to  her  own  treatment  is  as 
;i  much  protection  for  the  physician  as  any  other  con- 
j sent. 

I 'There  is  little  case  authority  on  this  question.  The 
following  cases,  however,  do  cast  some  light  on  the 
{ question. 

1 In  a Texas  case  in  1935,  the  husband  died  as  a 
!(  result  of  a tonsillectomy  performed  upon  him.  The 
I court  held  that  the  wife’s  consent  was  immaterial 
J and  unnecessary.  There  was  no  question  but  that 
? the  deceased  husband  not  only  consented  but  urged 
that  the  operation  be  performed.  'The  court  said, 

: "The  wife  is  not  the  guardian  of  the  husband  and 
f her  consent  is  not  necessary  before  a physician  is 
authorized  to  perform  an  operation  upon  him.” 

In  1953,  in  a California  case,  the  husband  alone 
i sued  for  loss  of  services  of  his  wife,  and  expenses, 
resulting  from  the  alleged  malpractice  of  the  physi- 
1'  cian  in  rendering  professional  services  to  her.  'The 
wife  was  not  a party  to  the  suit.  'The  husband  in 
I one  count  alleged  that  the  professional  services  were 
I rendered  to  his  wife  without  his  knowledge  and  con- 
I sent.  It  was  held  that  the  husband’s  consent  was  not 
necessary  to  authorize  the  physician  to  treat  the  wife. 


and  in  so  deciding  the  court  said,  '"The  consent  of 
the  patient  (wife)  alone  is  sufficient.” 

The  main  exception  to  the  rule  is  when  the  prob- 
lem of  sterilization  arises.  With  respect  to  any 
married  person,  we  always  advise  that  consent  of 
both  the  patient  and  the  spouse  of  the  patient  be 
obtained  prior  to  the  performance  of  any  steriliza- 
tion procedure.  In  addition  to  these  consents,  it 
likewise  is  advisable  that  consultation  be  had  prior 
to  any  such  procedures. 

The  husband’s  consent  is  also  necessary  when  the 
wife  has  been  declared  insane,  and  the  husband  has 
been  appointed  guardian  over  her  person  and  affairs. 
The  cases  involving  sterilization  and  the  mentally 
incompetent  are  the  exceptions  rather  than  the  rules. 

To  reiterate,  a married  woman  is  not  in  the  same 
classification  as  a minor  insofar  as  treatment  is  con- 
cerned. The  consent  of  a married  women  would  be 
as  valid  a consent  as  could  be  obtained  from  any 
other  mentally  competent  adult  in  this  state.  When 
sterilization  procedures  are  to  be  performed  on  either 
spouse,  consent  of  both  husband  and  wife  should  be 
obtained. 

— Philip  R.  Overton,  LL.B. 

Home  Legal  Course 
Designed  for  Doctors 

A home-study  course,  "Legal  Problems  in  the 
Practice  of  Medicine”,  has  been  designed  to  intro- 
duce doctors  and  others  in  the  medical  field  to  ways 
in  which  the  legal  system  touches  modern  medicine. 

'The  course  was  developed  by  three  attorneys  con- 
nected with  national  groups,  including  the  American 
Medical  Association,  according  to  the  AMA  News. 
The  course  surveys  constitutional  law,  ethics,  pro- 
fessional licensure  and  revocation  proceedings,  con- 
tracts, agency,  negligence,  crime,  and  other  areas  of 
the  law. 

Each  registrant  for  the  course  proceeds  at  his  own 
time.  Tuition  is  $35,  with  textbooks  extra.  Physicians 
desiring  further  information  may  write  to  Home- 
Study  Department,  University  of  Chicago,  Chicago 
37. 
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Step.  1.  Patient's  friend  hands 
admissions  clerk  IBM  card  which 
State  Department  of  Public  Wel- 
fare has  sent  patient  indicating 
that  he  was  eligible  for  care  under 
Blue  Cross  program  at  time  of  is- 
suance of  card.  IBM  card  contains 
paitent's  Old  Age  Assistance  num- 
ber. If  patient  has  lost  it,  he  should 
have  other  forms  giving  his  cor- 
rect OAA  number.  Hospital  clerk 
fills  out  SDPW  Form  63  and  sends 
it  to  local  welfare  office. 


Step.  2.  Second  important  step  is  definite  es- 
tablishment of  patient's  eligibility.  Here,  local 
welfare  field  worker  checks  patient's  file  to 
determine  if  he  is  currently  eligible  for  care 
under  the  program.  If  patient  is  eligible,  field 
worker  indicates  the  correct  answer  and  signs 
the  form. 


Step.  3.  Physician  must  complete  SDPW  Form 
64,  which  is  provided  in  triplicate  in  simple, 
carbon,  snap-out  form.  (Hospital  has  a supply 
of  these.) 


ABC'S  Of  Blue  Cross 
Vendor's  Care  Program 

For  many  months,  much  information  has  crossed 
the  physician's  desk  on  the  portion  of  vendor's 
medical  care  program  which  was  undertaken  by 
Group  Hospital  Service,  Inc.  (Blue  Cross  of  Texas). 
To  graphically  illustrate  the  program,  the  Journal 
this  month  presents  a picture  story  in  seven  steps 
which,  it  is  hoped,  will  aid  the  physician  in  per- 
forming his  part  in  the  new  program.  Generally, 
the  responsibility  in  obtaining  and  distributing  the  > 
forms  is  assigned  to  the  hospital,  rather  than  to  I 
the  individual  physician.  It  is  important,  however,  ^ 
that  the  physician  understand  the  procedure  for 
the  smooth-running  of  the  program.  Close  coopera- 
tion between  the  hospitals,  the  doctors,  and  the 
local  and  state  offices  of  the  State  Department 
of  Public  Welfare  is  a necessity. 


Step.  4.  Left.  Hospital  worker  separates  triple  copies  of 
SDPW  Form  64  for  proper  distribution.  Instructions  are 
on  back  of  original  copy. 


Step.  5.  Below,  left.  Patient  is  assisted  from  wheelchair  i 

into  bed  as  he  enters  hospital.  Step.  6.  Right.  If  patient- 
recipient  still  requires  hospitalization  after  15  days,  phy- 
sician must  complete  Part  II  of  SDPW  Form  64  to 
recertify  patient's  stay  in  hospital.  j 

I 

i 

! 


Exception.  Physician  has  detected 
new  case  of  tuberculosis,  in  which 
case  patient  is  not  eligible  for 
care  under  vendor's  care  program. 
Here,  patient  is  referred  to  county 
tuberculosis  hospital. 


Drug  Notes 


Pargyline:  Novel  Monoamine  Oxidase  Inhibitor 

Pargyline  ( N-ben2yl-N-methyl-2-propynylamine, 
Abbott)  is  a new  monoamine  oxidase  inhibitor  that 
is  under  clinical  study  and  that  may  be  commercial- 
ly available  in  the  near  future.®  It  was  synthesized  in 
the  Organic  Chemistry  Department  of  Abbott  Lab- 
oratories. A study  of  the  structural  formula  of  this 
compound  readily  reveals  that  it  should  be  consid- 
ered a novel  type  of  monoamine  oxidase  inhibitor. 
Reference  to  a previous  review^  of  some  other  mono- 
amine oxidase  inhibitors  (Monase)  shows  that  this 
new  medicinal  does  not  resemble  chemically  the  cur- 
rently available  monoamine  oxidase  inhibitors.  The 
literature  pertaining  to  pargyline  is  reviewed  herein, 
with  emphasis  on  structure-activity  relationships. 
Two  reports  are  of  major  significance;  Bucci  and 
Saunders^  have  reported  their  studies  of  the  anti- 
depressive  properties  of  pargyline,  and  Ford®  has 
studied  its  effects  on  blood  pressure. 

Bucci  and  Saunders  report  that  pargyline  is  a po- 
tent monoamine  oxidase  inhibitor  in  vitro  and  in  vivo. 
Furthermore,  these  workers  have  concluded  that 
pargyline  is  therapeutically  one  of  the  most  effective 
antidepressive  agents  available.  Since  this  new  medic- 
inal agent  is  not  a hydrazine  derivative,  it  is  inter- 
esting to  note  one  observation  made  by  these  work- 
ers, "This  monoamine  oxidase  inhibitor  did  not  pro- 
duce delusions  or  hallucinations  during  this  study  as 
is  occasionally  observed  with  the  hydrazines  and 
imipramine.  There  was  no  postural  hypotension, 
edema,  ataxia,  color  blindness,  jaundice,  neuritis  or 
constipation.”  Bucci  and  Saunders  concluded  that 
the  apparent  absence  of  toxicity  and  side  effects  are 
probably  attributable  to  the  lack  of  the  hydrazine 
and  carbonyl  functions  within  the  structure  of  this 
compound.  This  is  rationalized  because  chemically, 
these  functional  groups  lend  compounds  a high  de- 
gree of  reactivity.  This  reactivity  may  account  for 
data  which  indicate  that  some  hydrazine  derivatives 
react  with  enzymes  other  than  monoamine  oxidases, 
such  as  many  of  the  pyridoxal  enzyme  systems. 

Ford’s  data  caused  him  to  conclude  that  pargyline 
appears  to  be  a potent  antihypertensive  agent,  the 
maximal  effect  of  which  is  manifested  slowly.  Fur- 
thermore, he  reports  that  a significant  decrease  in 
blood  pressure  was  obtained  with  relatively  mild  side 
effects.  This  worker  has  interpreted  his  data  in  the 
light  of  two  theories  that  have  been  postulated  in 
an  attempt  to  account  for  the  antihypertensive  ac- 
tivity of  monoamine  oxidase  inhibitors.  One  theory 


is  based  on  data  showing  that  pargyline  causes  defi- 
nite accumulation  of  norepinephrine  at  sympathetic 
ganglia,  and  norepinephrine  blocks  transmission 
through  the  ganglia;  another  theory  proposes  that 
norepinephrine  and  epinephrine  accumulate  in  tis- 
sues in  the  bound  form  as  a result  of  the  inhibition 
of  monoamine  oxidase.  Sites  of  action  on  these  tis- 
sues are  believed  to  become  saturated  with  these 
catecholamines  and,  consequently,  they  become  less 
sensitive  to  the  action  of  circulating  free  norepi- 
nephrine and  epinephrine.  Accordingly,  Ford  notes: 
"Our  observations  of  orthostatic  hypotension,  which 
is  reversed  by  levarterenol  (norepinephrine)  and 
the  changes  in  renal  vascular  resistance  following  the 
administration  of  this  drug  suggest  sympatholysis  or 
ganglionic  blockade  or  both  as  a mode  of  action  of 
this  compound.” 

ScherbeF  has  recently  reviewed  the  monoamine 
oxidase  inhibitors  with  emphasis  on  "pharmacologic 
action”,  "general  effects  of  treatment”,  "clinical  indi- 
cations for  administration”,  and  "overdose  and  tox- 
icity”. This  review  also  includes  a comparison  of 
the  chemical  structure,  dosage,  and  duration  of  ac- 
tion of  some  of  the  monoamine  oxidase  inhibitors. 
Hence,  it  should  be  interesting  to  compare  these 
data  with  the  chemistry  of  pargyline.  Such  a com- 
parison demonstrates  that  pargyline  does  not  re- 
semble chemically  the  two  "nonhydrazide”  mono- 
amine oxidase  inhibitors  listed  by  Scherbel:  Monase 
and  Tranylcypromine. 

Versidyne:  A New  Analgesic 

Versidyne  (Ro  4-1778/1 — Hoffman-La  Roche, 
Inc.)  is  a new  non-narcotic  analgesic  that  belongs  to 
a new  chemical  class  of  analgesics.  Chemically,  it  is 
considered  a tetrahydroisoquinoline  derivative.  Clin- 
ical data’*  indicate  that  this  new  product  exerts  an- 
algesia comparable  to  that  of  codeine,  but  does  not 
exhibit  antitussive  and  sedative  properties.  Further- 
more, the  addiction  liability  of  Versidyne  is  less 
than  that  of  codeine  and  d-propoxyphene  (Darvon). 
Pharmacologically,  it  is  considered  unlike  the  pyra- 
zolone analgesics  (antipyrine,  aminopyrine,  and  oth- 
ers) since  it  does  not  exhibit  specific  anti-inflam- 
matory or  antipyretic  properties. 

Sadove  and  associates®  compared  the  analgesic 
activity  of  Versidyne  with  the  activity  of  codeine  by 
oral  administration.  These  authors  concluded  that 
the  analgesic  potency  of  Versidyne  and  of  codeine  is 
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of  the  same  order,  milligram  for  milligram,  when 
these  drugs  are  given  orally. 

Chemically,  this  new  product  represents  a new 
type  of  analgesic.  WiUette  and  Soine,®  in  their  recent 
review  of  the  chemistry  of  analgesic  agents,  have 
classified  these  medicinals  as  either  "morphine  and 
related  compounds”  or  "antipyretic  analgesics”.  Ac- 
cordingly, the  former  category  includes:  the  mor- 
phine relatives  (such  as  codeine  and  dihydromor- 
hinone);  meperidine  relatives  ( alphaprodine,  anileri- 
dine,  ethoheptazine ) ; methadone  relatives  ( d-pro- 
poxyphene),  the  morphinans  ( levorphanol ) ; and 
phenazocine.®  The  latter  class  includes  salicylic  acid 
derivatives  (aspirin);  aniline  and  p-aminophenol 
derivatives  (acetanilide,  acetaminophen);  quinoline 
derivatives  ( cinchophen ) ; and  the  pyrazolone  deriv- 
arives  (antipyrine) . A study  of  this  classification 
system  indicates  that  this  new  analgesic  (Versidyne) 
does  not  fit  into  these  categories  since  it  is  a tetra- 
hydroisoquinoline  derivative. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Lee  F.  Worrell,  Ph.D., 

College  of  Pharmacy, 

The  University  of  Texas,  Austin. 
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AMA-ERF  Grants  $35,310.71 
To  Texas  Medical  Schools 

Schools  of  medicine  in  Texas  have  received  checks 
totaling  $35,310.71  from  the  American  Medical  As- 
sociation Education  and  Research  Foundation.  Grants 
were  made  to  the  University  of  Texas  Medical 
Branch  for  $15,594.23,  to  Baylor  University  College 
of  Medicine  for  $10,254.73,  and  to  Southwestern 
Medical  School  for  $9,461.75. 

Deans  of  individual  medical  schools  may  use  the 
money  at  their  discretion  for  special  projects  or  ex- 
penses outside  their  budgets. 

The  largest  grant  ( $69,555.32 ) went  to  Northwest- 
ern University  Medical  School,  Chicago,  and  three 
other  medical  schools  received  checks  for  more  than 
$50,000.  At  the  other  end  of  the  scale,  a western 
school  received  only  $25.  The  reason  for  such  dif- 


ferences in  amounts  given  is  that  money  contributed 
to  AMA-ERF  may  be  designated  for  a specific  medi- 
cal school,  and  all  money  that  is  not  so  designated  is 
divided  equally  among  the  86  schools. 

Handicapped  Nuns  Aid  in 
Cytologic  Diagnosis  of  Cancer 

What  has  been  called  "the  world’s  smallest  cytol- 
ogy laboratory”  is  operated  by  a group  of  nuns  in  a 
cloistered  priory  in  Devon,  Pa. 

The  nuns,  aU  of  whom  are  physically  handicapped, 
use  the  Papanicolaou  smear  technique  for  early  de- 
tection of  cancer.  Their  congregation,  the  Sisters  of 
Jesus  Crucified,  was  founded  in  France  30  years  ago 
because  at  that  time  no  Catholic  order  would  admit 
persons  seriously  ill  or  handicapped. 

The  priory  in  Devon  was  established  in  1955  and 
a second  priory  and  laboratory  will  be  opened  this 
spring  in  Newport,  R.I. 

Dr.  Edward  M.  Rehak,  former  pathologist  at  the 
University  of  Pennsylvania  Graduate  Hospital,  origi- 
nated the  idea  for  a cytology  laboratory  at  Devon. 
He  reasoned  that  these  dedicated  women  could  ex- 
amine tissue  slides  in  their  cloister,  once  they  had 
learned  the  technique.  Mother  Marie  Aimee,  the 
assistant  prioress,  was  the  first  to  take  the  necessary 
course  of  study  and  others  have  followed. 

The  laboratory  opened  in  January,  I960.  Shortly 
thereafter.  Dr.  Rehak  became  chief  pathologist  at 
St.  Agnes  Hospital  in  Baltimore,  and  his  move  has 
enabled  him  to  provide  most  of  the  laboratory’s 
clients.  Physicians  mail  slides  to  the  laboratory  in 
tubular  containers  and  the  nuns  return  them  in  about 
a week.  Distance  is  no  obstacle  to  the  laboratory’s 
mailing  service;  one  client  is  a women  gynecologist 
in  Ojai,  Calif. 

"Suspicious”  slides  are  checked  by  Dr.  Rehak  or 
Dr.  William  E.  Delaney,  his  successor  at  the  Penn- 
sylvania Graduate  Hospital,  to  make  sure  the  nuns’ 
analysis  is  correct.  The  rapid  processing  of  slides 
at  the  priory  is  of  great  advantage  in  cancer  detec- 
tion, Dr.  Rehak  emphasized. 

"Cytotechnology  offers  an  important  breakthrough 
in  the  fight  against  cancer,”  Dr.  Rehak  said.  "But 
our  lack  of  laboratory  workers  makes  it  less  effective 
than  it  could  be.”  He  also  pointed  out  that  since 
there  are  30  million  women  older  than  40  years  of 
age  in  America,  there  is  an  ever-increasing  need  for 
facilities  for  examining  slides.  Through  their  lab- 
oratory, these  women,  who  suffer  from  diseases  rang- 
ing from  poliomyelitis  to  arrested  tuberculosis,  are 
making  a notable  contribution  to  society. 

The  work  of  the  "laboratory  in  a cloister”  was 
described  in  a recent  issue  of  Catholic  Digest,  con- 
densed from  the  magazine  Jubilee. 
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Everybody  helped.  Paul  Harvey  spoke  at  the 
kickoff  banquet.  Doctors  and  allied  personnel  manned 
exhibits  in  relays  13  hours  a day.  Auxiliary  mem- 
bers hiked  miles  guiding  school  children  through 
medicine’s  biggest  show.  And  a brash  bunny  named 
Bugs  lent  his  familiar  "What’s  up,  Doc?”  to  pro- 
motional material. 

The  show  was  the  Harris  County  Health  Fair, 
sponsored  by  the  Harris  County  Medical  Society, 
which  occupied  the  Sam  Houston  Coliseum  from 
February  2 through  10.  Viewed  by  more  than  130,000 
persons,  it  was  said  to  be  one  of  the  most  expansive 
shows  of  its  kind  ever  staged  in  the  United  States. 

As  the  viewers  entered  the  coliseum,  they  saw  on 
display  the  series  of  paintings  "Great  Moments  in 
Medicine,”  which  had  been  lent  by  Parke,  Davis  & 
Company.  The  30  paintings  were  insured  for  $1,- 
000,000.  Medical  equipment,  also,  was  expensive; 
machines  and  equipment  that  were  lent  for  the  fair 
ran  into  hundreds  of  thousands  of  dollars.  Using 
authentic  materials,  the  equipment  was  set  up  with 
manikins  dressed  as  doctors,  nurses,  and  patients 
to  show  many  different  types  of  medical  procediures. 

One  of  the  most  popular  exhibits  was  the  Amer- 
ican Medical  Association’s  "Transparent  Twins”, 
which  consists  of  two  transparent  models  of  humans. 


One  shows  23  organs  of  the  body,  and  the  other  the 
skeleton  and  nervous  system.  A tape  recording  ex- 
plains the  function  of  each  organ. 

Another  popular  exhibit  was  the  one  called  "Life 
Begins”.  Those  who  came  to  see  the  fair  did  not 
pick  and  choose  particular  subjects  of  interest,  how- 
ever; they  wanted  to  see  everything,  and  many  re- 
turned a second  and  a third  time. 

Drawing  thousands  of  persons  were  film  show- 
ings of  actual  surgery,  which  were  shown  on  a huge 
movie  screen.  Surprisingly  few  members  of  the  pub- 
lic showed  adverse  reactions  to  the  sight  of  blood. 

Among  the  related  fields  represented  were  den- 
tistry, veterinary  medicine,  nursing  education,  hos- 
pitals, health  insurance  groups,  and  medical  schools. 

Dr.  F.  Scott  Glover,  chairman  of  the  fair  commit- 
tee, and  his  co-workers  were  highly  commended,  as 
were  Drs.  Thomas  L.  Royce,  HCMS  president;  Dr. 
Wendell  H.  Hamrick,  arrangements  chairman;  and 
Dr.  Denton  Kerr,  finance  chairman. 

At  its  inception,  the  fair  was  designed  to  feature 
major  advances  in  medical  science;  to  better  familiar- 
ize the  lay  public  with  the  medical  service  brought 
to  them  by  their  doctor  through  office,  clinic,  hos- 
pital, and  laboratory;  and  to  interest  young  people 
in  careers  in  medicine  and  allied  fields.  It  was  high- 
ly successful. 


Focing  page;  Bugs  Bunny  invites  one  and  oil  to  see 
the  Health  Fair,  and  as  visitors  enter,  they  view 
pointings  of  Great  Moments  in  Medicine.  Dr.  Eugene 
Slataper  was  one  of  many  who  patiently  explained 
the  woys  of  medicine.  Intense  interest  was  shown  in 
an  exhibit  on  microsurgery  of  the  ear. 


This  ipage:  At  lower  left,  students  hurry  toward  the 
coliseum;  right,  fascinated  boys  peer  into  o giant 
mouth,  part  of  the  ENT  exhibit.  Above  is  a pano- 
rama of  the  coliseum  as  crowds  thread  their  way 
through.  The  insert  is  the  Genera!  Practice  Exhibit, 
which  was  the  center  of  the  exhibit  area. 


Texas  Physicians  Tabulated 
By  Type  of  Practice 

Texas  has  10,001  physicians,  of  whom  9,487,  or 
95  per  cent,  are  actively  engaged  in  some  aspect  of 
the  practice  of  medicine  and  surgery,  and  only  514, 
or  5 per  cent,  are  inactive. 

These  and  other  figures  were  established  recently 
by  the  Department  of  Circulation  and  Records  of 
the  American  Medical  Association,  which  released 
tabulation  of  physicians  throughout  the  country  by 
type  of  practice. 

Of  the  9,487  doctors  in  active  practice  in  the  state, 
7,842  physicians  are  working  in  private  practice; 
1,053  are  in  training  as  interns  and  residents;  251 
are  full-time  hospital  staff  members;  170  are  full- 
time medical  school  faculty;  and  the  remaining  171 
are  divided  among  administrarive  medicine,  research, 
nonfederal  public  health,  full-time  preventive  medi- 
cine, and  other  medical  work. 

In  1961,  there  were  8,649  physicians  who  were 
members  of  the  Texas  Medical  Association.  Elimi- 
nating from  the  calculation  93  inactive  members, 
this  means  that  slightly  more  than  90  per  cent  of 
the  Texas  physicians  active  in  practice  in  1961  were 
members  of  the  Association. 


Numerically,  the  7,842  physicians  in  private  prac- 
tice are  distributed  chiefly  among  the  following  ten 
kinds  of  practice: 


General  practice 

3,031 

General  surgery 

914 

Internal  medicine 

784 

Obstetrics  and  gynecology 

536 

Pediatrics 

438 

Ophthalmology 

277 

Radiology 

225 

Orthopedic  surgery 

224 

Anesthesiology 

216 

Psychiatry 

208 

These  ten  types  of  practice  employed  a total  of 
6,853  of  the  7,842  private  practitioners.  The  remain- 
ing 989  are  distributed  among  17  other  recognized 

specialties. 

Intern  and  resident  physicians  are 

arrayed  slightly 

differently.  There  are  1,053  physicians  in  training 

in  Texas. 

General  rotating  internships 

233 

General  practice  residencies 

3 

General  surgery 

154 

Internal  medicine 

146 

Psychiatry 

80 

Obstetrics  and  gynecology 

72 

Pediatrics 

60 

Radiology 

57 

Pathology 

54 

Orthopedic  surgery 

38 

Anesthesiology 

35 

There  were  592  physicians  working  in  nonprivate 


practice.  The  ten  most  common  types 
were: 

of  practice 

Internal  medicine 

81 

Psychiatry 

56 

Public  health  (nonfederal) 

49 

Pediatrics 

45 

Pathology 

43 

Radiology 

37 

Surgery 

29 

Anesthesiology 

17 

General  practice 

15 

Pulmonary  diseases 

15 

With  respect  to  specialty  board  cerrification 
among  Texas  physicians  devoting  full-time  to  spe- 
cialty practice,  2,398  are  board  certified  and  5,014 
are  nor.  Among  part-time  specialists,  25  are  board 
certified  and  403  are  not. 

Figures  are  available  on  the  distribution  of  physi- 
cians from  throughout  the  country  who  are  in 
branches  of  federal  service.  The  United  States  Air 
Force  has  3,563  physicians,  the  United  States  Army 
4,100  physicians,  and  the  United  States  Navy  (in- 
cluding the  Marine  Corps)  3,900  physicians.  In  the 
United  States  Public  Health  Service  there  are  2,330 
physicians.  The  Veterans  Administration  employs 
5,293  physicians. 

National  totals  are  given  for  physicians  enrolled 
in  rraining  programs  in  the  federal  services:  553  in 
the  United  States  Air  Force,  902  in  the  Army,  790 
in  the  Navy,  484  in  the  Public  Health  Service,  and 
343  in  the  Veterans  Administration. 

TMA  Dues  Rank  Low  Among 
State  Medical  Associations 

The  $45  dues  charged  annually  by  the  Texas  Medi- 
cal Association  is  in  the  lower  25  per  cent  of  all 
state  medical  associations  which  reported  this  infor- 
mation. The  arithmetic  mean  of  all  states  is  $56.92; 
the  median  is  $50.  Among  states  having  8,000  to 
12,000  members  in  their  societies,  Illinois  charges 
$80;  Ohio,  $30;  Pennsylvania,  $60;  and  Texas,  $45. 
Dues  in  other  states  range  from  $25  to  $100. 

Eleven  state  medical  societies  increased  their  dues 
in  1961,  and  three  more  increases  are  pending. 


New  Medicat  Bibliography  Issued 

The  National  Library  of  Medicine  has  announced 
publication  of  the  Bibliography  of  Medical  Reviews, 
a new  volume  containing  about  21,000  subject  en- 
tries for  approximately  13,350  review  articles  from 
1,949  journal  titles  from  1955  to  1961.  The  volume 
is  available  from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington  25, 
at  $3.50  per  copy. 
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How  to  Have  a Heart  Attack 

In  order  to  have  a heart  attack,  it  helps  if 
you: 

1.  Are  a man  under  45  or  a woman  under 
55. 

2.  Are  simply  a man  (men  have  six  times 
as  many  heart  attacks  as  women). 

3.  Have  ancestors  who  died  suddenly. 

4.  Live  in  the  city. 

5.  Fail  to  exercise  (people  on  their  feet  all 
day  seldom  have  a heart  attack). 

6.  Eat  a lot  of  cholesterol-producing  fats. 

7.  Are  wealthy  (rich  people  have  more  heart 
attacks  than  poor  people). 

8.  Smoke  at  least  two  packs  of  cigarettes  a 
day. 

— ^Dr.  Richard  C.  Bates,  Lansing,  Mich., 
American  Academy  of  Dermatology 
and  Syphilology. 


Basic  Sciences  Examination 
Scheduled  April  13-14 

The  Texas  State  Board  of  Examiners  in  the  Basic 
Sciences  has  announced  examinations  will  be  held 
April  13-14,  1962,  in  Austin,  Houston,  Galveston, 
and  Dallas. 

Time  and  place  of  the  examinations  may  be  ob- 
tained by  writing  the  Executive  Secretary,  Texas 
State  Board  of  Examiners  in  the  Basic  Sciences,  201 
East  14th  Street,  Austin. 

Deadline  for  applications  for  the  April  examina- 
tions is  April  2,  1962,  and  all  necessary  information 
and  documents  required  by  the  Board  must  be  com- 
pleted and  in  the  applicant’s  file  by  that  date,  ac- 
cording to  Henry  B.  Hardt,  Ph.D.,  president  of  the 
Board. 

Educational  TV  Airs 
"You  and  Your  Doctor" 

A two-part  television  series  produced  in  coopera- 
tion with  the  American  Medical  Association  is  about 
to  be  aired  across  the  country  by  the  educational 
television  stations.  In  Texas,  stations  KUHT,  Hous- 
ton, and  KERA,  Dallas,  are  using  the  series  begin- 
ning March  11  and  March  25,  respectively. 

In  late  April  or  early  May,  the  films  will  be  avail- 
able for  showing  to  county  medical  societies,  and 
inquiries  may  be  directed  to  film  library  of  the  AMA. 

Both  programs  cover  every  important  aspect  of 
family  medical  care,  from  the  presence  of  "quack 
doctors”  in  the  profession  to  the  proper  use  of  medi- 
cal insurance.  They  were  produced  by  Troy-Beaumont 
Company  of  New  York,  and  the  producer-director  is 
Alan  Beaumont.  Robert  Corcoran  wrote  the  series. 


Dr.  and  Mrs.  Francisco  Baca  of  El  Paso  are  the 
parents  of  a son,  born  Jan.  14,  1962. 

Dr.  C.  C.  McVaugh,  El  Paso  radiologist,  recently 
was  elected  to  the  board  of  directors  of  the  Texas 
Division,  American  Cancer  Society. 

The  International  College  of  Surgeons  recently 
re-elected  Dr.  W . Compere  Basom,  El  Paso  ortho- 
pedist, vice  regent  for  Texas. 

Dr.  Zigmund  Kosicki,  El  Paso  orthopedist,  served 
as  master  of  ceremonies  for  the  Hotel  Dieu  Hospi- 
tality Auxiliary’s  annual  charity  ball  Feb.  10  at  the 
El  Paso  Country  Club. 

Dr.  Theodore  H.  Greiner,  Houston  psychiatrist, 
has  been  named  to  the  American  Medical  Associa- 
tion’s Council  on  Drugs. 

Dr.  Elbert  DeCoursey  of  San  Antonio  recently 
joined  the  full-time  staff  of  Trinity  University  in 
San  Antonio  after  serving  as  part-time  professor  and 
director  of  biomedical  research  for  the  past  two 
years.  He  is  a retired  major  general  in  the  U.  S. 
Army  Medical  Corps  and  formerly  was  commandant 
of  the  Army  Medical  Service  School,  Fort  Sam 
Houston. 


Donald  D.  Duncan,  Ph.D.,  professor  and  chairman 
of  the  Department  of  Anatomy,  University  of  Texas 
Medical  Branch,  Galveston,  recently  was  named 
president  of  the  Texas  Academy  of  Science,  accord- 
ing to  the  alumni  association  Bulletin. 

Dr.  Seth  Cowan,  Colorado  City  physician,  was 
recipient  of  three  awards  at  the  recent  Colorado 
City  Chamber  of  Commerce  annual  banquet.  Dr. 
Cowan  received  the  1961  Distinguished  Service 
Award  of  the  Colorado  City  Jaycees,  the  award  as 
outstanding  chamber  member  of  1961,  and  a third 
plaque  for  his  service  as  president  of  the  group. 

Drs.  ].  T.  Gilbert  and  C.  P.  Hardwicke,  Austin, 
have  been  named  American  National  Bank  director 
and  member  of  the  board  of  directors  of  the  Texas 
State  Bank,  respectively. 

Dr.  John  P.  Schneider,  was  nominated  for  the 
Jaycees  1961  Outstanding  Young  Man  of  Austin. 

Dr.  Tom  Duke  was  recently  appointed  as  one  of 
the  members  of  the  Board  of  Directors  of  the 
Amarillo  Chamber  of  Commerce. 
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Misses  Judy  Glass  and  Susan  Crosby  of  Midland  ride  the  float  which  won  second  place  in  the  an- 
represent  the  Midland  Future  Nurses  Club  as  they  nual  Jaycee  Christmas  parade. 


Future  Nurses'  President  Holds  Multiple  Honors 


Miss  Jo  Harriet  Jackson,  Midland  High  School 
senior  and  president  of  the  Texas  Association  of 
Future  Nurses,  is  a busy  and  talented  young  person. 
She  will  preside  over  the  1962  convention  of  this 
group  in  Tyler  March  23-24. 

The  convention  is  sponsored  annually  by  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Associa- 
tion, and  the  chairman  this  year  is  Mrs.  Joseph  Sel- 
man  of  Tyler. 

Miss  Jackson,  who  has  been  employed  for  the  past 
three  years  by  the  Physicians  and  Surgeons  Labora- 
tory in  Midland,  has  held  several  offices  in  her  local 
Future  Nurses  Club,  and  was  secretary  of  the  state 
association  last  year.  In  addition,  she  is  a member 
of  the  Midland  Youth  Center  Junior  Council  and  a 
member  of  the  Midland  High  School  Smdent  Coun- 
cil. She  was  elected  Homecoming  Queen  and  Football 
Sweetheart,  and  as  Catoico  Queen,  she  will  be  fea- 
tured in  this  year’s  issue  of  the  Catoico,  school  year- 
book. She  also  teaches  a beginner’s  Sunday  School 
class,  and  has  maintained  a high  academic  record  in 
her  studies. 

These  are  only  Miss  Jackson’s  current  honors;  she 
has  taken  many  more  during  her  high  school  days. 


When  the  Midland  Jaycees  held  their  annual  Christ- 
mas Parade,  which  features  lavish  floats  of  com- 
mercial entries,  this  energetic  teenager  decided  that 
the  Future  Nurses  Club  should  be  represented.  En- 
listing the  aid  of  her  club  members,  she  made  the 
fullest  use  of  imagination,  hard  work,  and  little 
money,  and  the  resulting  float  won  second  place. 


JO  HARRIET 
JACKSON 


* 
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Materials  Available  for  Public 
On  King-Anderson  Legislation 

Many  different  kinds  of  educational  materials  are 
available,  both  to  individual  physicians  and  to  coun- 
ty medical  societies,  to  educate  the  public  in  regard 
to  the  King-Anderson  bills  and  similar  legislation. 

For  county  societies,  there  are  15-  and  30 -minute 
radio  and  television  presentations  by  Dr.  Edward  R. 
Annis,  as  well  as  five  60-second  spot  announcements 
and  a 15 -minute  radio  script  which  utilizes  local 
talent  on  radio  stations.  Information  and  order 
blanks  for  this  material  have  been  sent  to  each 
county  medical  society  legislative  chairman. 

Presidents  and  secretaries  of  county  societies  have 
received  details  of  two  prepared  newspaper  adver- 
tisements which  convey  the  profession’s  position  on 
this  political  issue;  proofs  and  mats  for  a total  of 
four  different  newspaper  advertisements  (two  were 
released  last  year  and  stiU  are  available  to  societies 
that  have  not  yet  used  them)  may  be  ordered  from 
the  Texas  Medical  Association’s  headquarters  build- 
ing, 1801  North  Lamar,  Austin. 

Doctors  as  individuals  can  help  in  this  fight  by 
placing  pertinent  reprints  and  pamphlets  in  their 
waiting  rooms  and  distributing  them  in  hospitals 
and  through  civic  clubs.  Seven  pamphlets  are  avail- 
able in  quantity,  without  charge,  from  TMA.  Letters 
giving  full  titles  and  details  have  been  sent  to  each 
member  of  the  Association. 

In  addition  to  providing  materials  on  request,  the 
Association  has  urged  each  member  to  write  his 
personal  convictions  on  the  King-Anderson  bills  to 
Congressmen.  Dr.  Harvey  Renger,  President  of  the 
Association,  has  written  an  informative  letter  to  each 
member  of  TMA.  Printed  on  the  back  of  his  letter 
is  a complete  list  of  the  names  and  addresses  of 
Texas’  senators  and  representatives,  as  well  as  tips 
on  correct  titles  and  ways  to  make  a letter  most 
effective. 


Councilors  Reiterate  Policy  on 
Drug  Prescriptions  for  Personal  Gains 

There  have  been  questions  arising  throughout 
the  state  as  to  whether  or  not  it  is  ethical  for  a 
physician  to  own  stock  in  a pharmaceutical  or 
drug  manufacturing  company,  or  to  become  other- 
wise involved  in  such  operations. 

The  Board  of  Councilors  of  the  Texas  Medical 
Association,  during  its  Sept.  30,  1961,  meeting, 
issued  the  following  statement  on  the  subject; 
[Whereas  it  is  not  unethical  to  own  such  stock] 
"it  is  unethical  for  doctors  of  medicine  to  pre- 
scribe one  pharmaceutical  company’s  products 
over  another  if  the  action  is  motivated  by  per- 
sonal financial  gain.” 


Texas  Surgical  Society 
To  Meet  in  Galveston 

The  Texas  Surgical  Society  will  hold  its  spring 
semi-annual  meeting  April  1-3,  1962,  in  Galveston. 

Speakers  and  their  subjects  for  the  three-day  meet- 
ing will  be  Dr.  Thomas  A.  McDowell  of  Marlin, 
"Familial  Polyposis”;  Dr.  A.  O.  Singleton,  Jr.,  and 
Dr.  Earl  Roth,  both  of  Galveston,  "Pseudo-Hirsch- 
spring’s  Disease  of  the  Ileum”;  Dr.  Robert  S.  Spark- 
man of  Dallas,  ".  . . of  Petit”;  Dr.  Francis  Massie 
of  Lexington,  Ky.,  "Gastric  Ulcer”;  Dr.  George  L. 
Jordan,  Jr.,  Dr.  J.  F.  Howell,  and  Dr.  E.  Stanley 
Crawford,  all  of  Houston,  "The  Flail  Chest;  An 
Analysis  of  95  Cases”;  and  Dr.  Fred  J.  Wolma  of 
Galveston,  "Plication  of  the  Intestine — A Method  of 
Controlled  Adhesions”. 

Dr.  G.  Tom  Shires  of  Dallas,  "Operative  and 
Postoperative  Salt  Tolerance”;  Dr.  Dolphus  E.  Com- 
pere, Dr.  Hub  Isaacks  and  Dr.  Grant  Begley,  all  of 
Fort  Worth,  "Combined  Enucleation  and  Transur- 
ethral Resection  for  Large  Prostates”;  Dr.  F.  C.  Usher 
of  Houston,  "A  New  Technique  for  Closure  of  Ab- 
dominal Wounds”;  Dr.  Jesse  E.  Thompson  and  Dr. 
Dale  J.  Austin,  both  of  Dallas,  "Treatment  of  Hy- 
pertension due  to  Renal  Artery  Occlusion”;  Dr. 
James  Greenwood,  Jr.,  of  Houston,  "Experiences  in 
the  Total  Removal  of  Intramedullary  Spinal  Cord 
Tumors  with  FoUow-Up  Report”;  and  Dr.  William 
Klingensmith  of  Amarillo,  "Mucosal  Stripping  for 
Lesions  of  the  Lip”. 

Dr.  F.  Keith  Bradford  of  Houston,  "Passage  of 
Intact  Iron-Labeled  Erythrocytes  from  Subarachnoid 
Space,  Anterior  Chamber  of  the  Eye,  and  Body  Cavi- 
ties of  the  Systemic  Circulation”;  Dr.  W.  S.  Lorimer, 
Jr.,  of  Fort  Worth,  "Use  of  Radioactive  Isotopes  and 
Transillumination  in  Determining  the  Site  of  Occult 
Bleeding  Gastrointestinal  Lesions”;  Dr.  E.  Stanley 
Crawford  and  Dr.  George  L.  Jordan,  Jr.,  both  of 
Houston,  "Surgical  Treatment  of  Portal  Hyperten- 
sion and  Bleeding  Esophageal  Varices”;  Dr.  Francis 
Massie  of  Lexington,  Ky.,  "Restoration  of  the  Mc- 
Dowell Home”;  Dr.  Hanes  H.  Brindley  of  Temple, 
"Fatigue  Fractures”;  and  Dr.  J.  A.  Chamberlin  of 
Houston,  Dr.  H.  O.  Nicholas  and  Dr.  Ed  A.  Hanna, 
"Experience  with  Hyperparathyroidism”. 

Judge  John  R.  Brown  of  Houston,  U.  S.  Circuit 
Court,  will  be  the  banquet  speaker.  His  subject  will 
be  "The  Morbid  Point  of  View — Any  Hope  for  the 
Patient?”  Dr.  G.  V.  Brindley,  Jr.,  of  Temple  is 
president  of  the  Texas  Surgical  Society. 
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Texans  Will  Participate 
In  Southwest  Allergy  Forum 

The  Southwest  Allergy  Forum  will  be  held  April 
15-17  in  Memphis,  Tenn.  The  first  morning  ses- 
sion will  be  devoted  to  the  program  of  the  Associ- 
ation of  Allergists  for  Mycological  Investigation, 
and  Dr.  Homer  E.  Prince  of  Crockett,  Texas,  will 
serve  as  chairman.  Dr.  T.  S.  Painter,  Jr.,  of  Austin, 
will  speak  on  "Molds  of  General  Distribution”,  and 
Dr.  Boen  Swinny,  San  Antonio,  will  give  a paper 
on  "Molds  of  Local  Significance”.  Dr.  Paul  Petit  of 
Beaumont  will  be  moderator  of  a panel  discussion, 
"Single  Injections  with  Emulsified  Mold  Allergens”, 
and  panelists  will  include  Drs.  Painter,  Prince,  and 
R.  Dale  Dickson  of  Crockett. 

At  noon  April  15,  the  program  of  the  Southwest 
Allergy  Forum  will  begin.  In  addition  to  Drs.  Swinny 
and  Prince,  Texas  physicians  on  the  program  will 
include  Drs.  J.  M.  Robison,  Sr.,  John  P.  McGovern, 
and  Theodore  J.  Haywood  of  Houston,  and  Dr. 
George  W.  Bean  of  Fort  Worth. 

Galveston  Society  Sponsors 
Kerr-Mills  Article  Series 

The  Galveston  County  Medical  Society,  through 
its  public  relations  and  information  committee,  is 
sponsoring  a series  of  articles  on  the  Kerr-Mills  Law 
and  how  it  works. 

Dr.  E.  S.  McLarty,  Sr.,  chairman  of  the  commit- 
tee, said  the  purpose  of  the  articles  is  to  inform  the 
public  and  to  acquaint  recipients  of  Old  Age  Assist- 
ance with  the  benefits  to  which  they  are  entitled 
under  the  program. 

The  plan  is  Texas’  answer  to  medical  care  for 
the  aged  with  a private  insurance  program.  The  pro- 
gram is  administered  by  the  State  Department  of 
Public  Welfare  and  recipients  are  insured  under  a 
contract  between  Group  Hospital  Service  Inc.  (Blue 
Cross)  and  the  state  department. 

A two-part  newspaper  series  describing  the  pro- 
gram appeared  recently  in  the  Texas  City  Sun. 


Texas  Tuberculosis  Association 
Sets  Meeting  in  El  Paso 

The  54th  Annual  Meeting  of  the  Texas  Tubercu- 
losis Association  will  be  held  March  29-31,  1962,  in 
El  Paso. 

The  three-day  program  will  feature  guest  speakers 
for  both  the  medical  and  community  health  sections. 

The  medical  section  program  has  been  approved 
for  nine  hours  credit.  Category  II,  by  the  American 
Academy  of  General  Practice. 


Travel  Immunization 
Booklets  Revised 

The  U.S.  Public  Health  Service  has  issued  revised 
copies  of  the  booklet-type  international  certificates 
of  vaccination  and  immunization  information  for 
international  travel. 

In  the  international  certificate  of  vaccination,  ap- 
proved by  the  World  Health  Organization,  the  ad- 
dress of  the  vaccinator  has  been  added.  This  addition 
assists  the  health  authority  to  identify  quickly  the 
immunizing  physician  before  applying  the  "approved 
stamp”  to  either  the  smallpox  or  cholera  vaccination 
certificate.  The  second  section  contains  information 
concerning  the  personal  health  history  of  the  trav- 
eler and  instructions  for  him  and  his  physician. 

The  principal  revisions  in  the  immunization  infor- 
mation booklet  include  the  addition  of  poliomyelitis 
as  one  of  the  immunizations  recommended  for  all 
international  travel;  the  others  are  typhoid,  para- 
typhoid, and  tetanus.  Also  listed  is  the  most  current 
information  on  the  immunization  requirements  for 
entrance  to  countries.  Yellow  fever  vaccination  cen- 
ters have  been  added.  In  the  yellow  fever  receptive 
area  map  of  the  United  States,  Arizona,  New  Mex- 
ico, Oklahoma,  North  Carolina,  and  that  part  of 
Texas  west  of  a line  from  Del  Rio  to  Wichita  Falls 
have  been  deleted  from  the  receptive  area  based  on 
the  absence  of  Aedes  aegypti. 

Chemistry,  Mathematics,  Biology  Studies 
Available  for  Talented  High  Schoolers 

The  University  of  Texas  has  received  $26,190 
from  the  National  Science  Foundation  to  conduct 
summer  programs  in  chemistry,  mathematics,  and 
biology  for  95  talented  high  school  students. 

Students  will  be  chosen  on  the  basis  of  IQ  scores, 
current  grades,  essays,  and  recommendations  of  their 
teachers.  All  principals  of  Texas  high  schools  have 
received  information  about  these  programs,  and 
the  deadline  for  applications  is  March  31. 

The  students  will  live  in  University  dormitories, 
and  limited  funds  will  be  available  for  those  who 
need  financial  assistance. 

The  programs  will  be  six  weeks  in  duration,  June 
11 -Aug.  11.  In  addition,  approximately  one-half  of 
the  biology  students  will  be  chosen  to  conduct  re- 
search projects  for  an  additional  three  weeks. 

Physicians  who  know  young  people  who  might 
be  interested  in  these  programs  may  obtain  addition- 
al information  from  Irwin  Spear,  Ph.D.,  Botany  De- 
partment; William  C.  Gardiner,  Ph.D.,  Chemistry 
Department,  or  H.  J.  Ettlinger,  Ph.D.,  Mathematics 
Department,  University  of  Texas,  Austin  12. 
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Dr.  Brindley  Heads  12th  District  Society 

Dr.  G.  V.  Brindley,  Jr.,  of  Temple  has  assumed 
his  duties  as  president  of  the  12th  District  Medical 
Society.  He  succeeds  Dr.  W.  M.  Avent  of  Waco. 

Dr.  J.  C.  Dunlap  of  Waco  is  secretary- treasurer  of 
the  district  group  which  held  its  annual  meeting  Jan. 
13  in  Temple.  Some  100  physicians  and  their  wives 
from  16  Central  and  East  Texas  counties  attended. 

Members  of  the  Department  of  Psychiatry  at  the 
University  of  Texas  Southwestern  Medical  School, 
Dallas,  presented  a program  on  psychosomatic  medi- 
cine. A report  of  the  district  meeting  was  carried 
in  the  Temple  Telegram. 

Nuclear  Medicine  Society 
To  Convene  March  23-25 

The  seventh  annual  meeting  of  the  Southwestern 
Chapter  of  the  Society  of  Nuclear  Medicine  will 
be  held  March  23-25,  1962,  in  Little  Rock,  Ark. 

Membership  in  the  Southwestern  Chapter  includes 
individuals  residing  in  the  states  of  Arkansas,  Louisi- 
ana, Oklahoma,  and  Texas.  Further  information  may 
be  obtained  by  writing  Dr.  Howard  J.  Barnhard, 
program  chairman.  Radiology  Department,  Univer- 
sity of  Arkansas  Medical  Center,  Little  Rock. 

U.S.-Mexico  Public  Health 
Meeting  Planned  April  9-12 

The  20th  annual  meeting  of  the  United  States- 
Mexico  Border  Public  Health  Association  will  be 
held  April  9-12,  1962,  at  Nuevo  Laredo,  Mexico. 

Dr.  James  E.  Peavy  of  Austin,  commissioner  of 
health,  Texas  State  Department  of  Health,  will  be 
among  the  speakers  for  the  four-day  meeting.  Dr. 
Peavy  will  serve  as  a panelist  for  a discussion  of 
"Integrated  Health  Programs.” 

Southwestern  Medical 
Gets  Research  Grant 

The  University  of  Texas  Southwestern  Medical 
School  in  Dallas  is  one  of  37  instimtions  in  22  states 
which  have  received  health  research  facilities  grants 
from  the  U.S.  Public  Health  Service. 

A grant  of  more  than  $1,000,000  was  awarded  the 
Dallas  institution  for  a new  medical  and  clinical  re- 
search wing,  according  to  an  article  in  the  Journal  of 
the  American  Medical  Association  on  Jan.  6,  1962. 

The  Public  Health  Service  announced  46  grants, 
totaling  $16,587,135,  to  nonprofit  hospitals,  medical 
and  dental  schools,  schools  of  public  health,  and 
other  institutions  to  build  and  equip  health  research 
facilities. 


Dollar$  and  $en$e 

Come  on,  now,  be  nice!  $end  u$  your  new  ad- 
dre$$.  It  will  $ave  your  A$$ociation  dollar$  and 
cent$!  There’$  a $turdy  lad,  $ee?  It  didn’t  hurt  a 
bit! 

When  you  move  without  letting  us  know,  your 
Journal  cannot  be  delivered.  The  address  sticker  is 
torn  off  and  returned  to  us  along  with  an  official 
form  titled  "Undeliverable  Second-Class  Matter,” 
and  bears  your  new  address  if  it  can  be  obtained  by 
the  carrier.  The  journal  is  destroyed. 

But  that’s  not  all — every  one  of  these  little  stickers 
has  to  be  redeemed  at  10  cents  each,  and  even  then 
new  addresses  are  not  always  on  them.  What  with 
more  than  100  changes  of  address  coming  into  the 
office  each  month,  this  redemption  fee  amounts  to 
a significant  sum. 

So  won’t  you  please  let  us  know  when  you  plan 
to  move?  Use  the  handy  coupon  below,  or  a post 
card,  or  a letter,  or  a carrier  pigeon.  Or  send  a mes- 
sage by  a friend.  Our  address  is:  Texas  State  Journal 
of  Medicine,  1801  North  Lamar  Boulevard,  Austin  1. 

If  we  moved,  we’d  let  you  know. 

Old  Address 

Name 

Street  

City,  Zone  

State  


New  Address 

Name 

Street 

City,  Zone 

State  . 

Perinatal  Mortality  Symposium 

A symposium  on  "Current  Thoughts  on  Perinatal 
Mortality,”  sponsored  by  the  Academy  of  Medicine 
of  New  Jersey  in  conjunction  with  the  New  Jersey 
State  Department  of  Health,  will  be  held  April  4, 
1962,  in  Newark.  Six  physicians  will  participate  in 
the  symposium.  Inquiries  should  be  addressed  to  Dr. 
Milton  Shoshkes,  505  Elizabeth  Avenue,  Newark  12. 
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Southwestern  Surgical  Congress 
To  Meet  in  Albuquerque 

The  Southwestern  Surgical  Congress  will  hold  a 
four  day  meeting  April  2-5  in  Albuquerque,  N.  Mex. 
In  addition  to  a full  scientific  program,  visiting 
physicians  will  have  the  opportunity  to  tour  the 
Sandia  Base  as  guests  of  the  Field  Command,  De- 
fense Atomic  Support  Agency.  Other  sightseeing 
trips  have  been  arranged  to  Santa  Fe  and  Taos. 

Dr.  John  S.  Stehlin,  Jr.,  of  Flouston,  associate 
professor  at  the  University  of  Texas  Postgraduate 
School  of  Medicine  and  associate  surgeon  at  M.D. 
Anderson  Hospital,  will  be  a special  guest  speaker. 
Other  guests  will  be  Dr.  C.  B.  McVay,  Yankton, 
S.D.;  Dr.  Earl  J.  Boehme,  Los  Angeles;  and  Dr. 
P.  R.  Lipscomb,  Rochester,  Minn. 

Several  other  Texas  doctors  will  present  papers; 
they  are  Drs.  Edgar  J.  Poth,  Galveston;  Luke  W. 
Able,  Franklin  J.  Flarberg,  Thomas  M.  Biggs,  Jr., 
Moses  Ashkenazy,  Melvin  Spira,  S.  Baron  Hardy, 
George  C.  Morris,  Jr.,  Panayotis  E.  Balas,  Denton  A. 
Cooley,  Michael  E.  DeBakey,  and  E.  Stanley  Craw- 
ford, all  of  Houston;  and  George  A.  BaUa,  John  T. 
Mallams,  Joseph  P.  McNeill,  John  V.  Goode,  Sam  B. 
Hutton,  B.  L.  Arnoff,  and  D.  L.  Byrd,  D.D.S.,  all  of 
Dallas. 

Requests  for  hotel  reservations  should  be  addressed 
to  the  Western  Skies  Hotel,  Albuquerque. 

TMA  Members  Will  Receive 
Medicolegal  Facts  Booklet 

"Pacts  to  Protect  You  and  Your  Patient’’  is  a 44 
page  booklet  stuffed  with  sound  advice  for  physi- 
cians in  regard  to  medicolegal  situations  which  arise 
in  daily  practice.  It  also  contains  more  than  40  kinds 
of  forms,  ranging  from  those  which  give  consent 
for  sterilization  operations,  administering  new  drugs, 
and  other  medical  procedures,  to  a form  which  gives 
the  physician  permission  to  take  and  have  published 
(for  scientific  purposes)  photographs  of  the  pa- 
tient in  various  stages  of  treatment. 

Copies  of  the  booklet,  which  were  prepared  under 
the  direction  of  the  Texas  Medical  Association’s 
Committee  on  Professional  Insurance,  will  be  mailed 
to  each  member  of  the  Association  some  time  in 
April.  This  is  a pamphlet  which  should  be  examined 
carefully  and  kept  in  the  physician’s  file  for  ready 
reference. 

ACS  Plans  Las  Vegas  Seminar 

The  fourth  annual  Spring  Cancer  Seminar,  spon- 
sored by  the  Nevada  Division  of  the  American  Can- 
cer Society,  will  be  held  April  25-28,  1962,  in  Las 
Vegas.  A program  and  details  of  reservations  and 
fees  may  be  obtained  from  Joanne  McNeill,  1502 
Las  Vegas  Boulevard,  South,  Las  Vegas. 


Academy  of  General  Practice 
Plans  April  Meeting  in  Las  Vegas 

The  American  Academy  of  General  Practice  wiU 
hold  its  fourteenth  annual  scientific  assembly  from 
April  9 to  12  in  Las  Vegas,  Nev. 

One  of  the  features  of  the  meeting  will  be  the 
inauguration  of  Dr.  James  D.  Murphy  of  Fort  Worth 
as  president  of  the  Academy.  Dr.  Murphy  is  speaker 
of  the  House  of  Delegates  of' Texas  Medical  Associa- 
tion. His  inauguration  as  AAGP  president  will  rake 
place  on  the  concluding  night  of  the  program. 

The  scientific  program  follows  a two-day  annual 
meeting  of  the  AAGP  Congress  of  Delegates.  Fea- 
turing 25  lectures,  the  program  will  open  with  a 
symposium  and  panel  discussion  on  geriatric  medi- 
cine and  the  leading  role  general  practitioners  must 
assume  in  the  health  problems  of  an  aging  popula- 
tion. 

The  second  day’s  program  will  include  a reapprais- 
al of  Caesarean  section,  discussions  of  the  latest 
work  in  practical  orthopedics,  surgical  considerations 
of  appendicitis  in  the  antibiotic  era,  and  facial  in- 
juries requiring  plastic  reconstruction. 

On  the  third  day,  the  program  will  feature  topics 
on  pediatrics,  vascular  disorders,  diabetes  and  thyroid 
difficulties.  Subjects  also  include  a recapitulation  of 
grim  factors  involved  in  unexpected  death  in  infants, 
a briefing  on  the  still-experimental  measles  vaccine, 
and  a discussion  on  electronics  in  medicine. 

On  Thursday,  the  final  day,  a panel  discussion, 
"Death  with  Dignity’’,  will  be  presented.  Participants 
will  include  a Jesuit  theologian  and  morality  profes- 
sor; a surgeon  who  is  a former  president  of  the 
American  Medical  Association  and  of  the  American 
Cancer  Society;  and  the  assistant  director  of  the 
Sloan-Kettering  cancer  hospital  in  New  York. 

Many  other  subjects  will  be  presented,  including 
such  topics  as  the  coroner  or  medical  examiner’s 
role,  malpractice  litigation,  fatal  air  accidents,  and 
environmental  radiation. 

Further  information  on  the  meeting  can  be  ob- 
tained from  the  American  Academy  of  General  Prac- 
tice, Volker  Boulevard  at  Brookside,  Kansas  City  12, 
Mo. 


Ophthalmology,  Otolaryngology  Congress 

The  35th  annual  spring  congress  in  ophthalmol- 
ogy and  otolaryngology,  sponsored  by  the  Gill  Me- 
morial Eye,  Ear  and  Throat  Hospital  of  Roanoke, 
Va.,  will  be  held  April  2-6,  1962,  in  Roanoke. 

Twenty  guest  speakers  will  appear  during  the  five- 
day  program.  Further  information  may  be  obtained 
by  writing  the  superintendent.  Gill  Memorial  Eye, 
Ear  and  Throat  Hospital,  P.  O.  Box  1789,  Roanoke. 
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County  Societies  Elect  Officers 


County  medical  societies  in  Texas  have  announced 
the  following  officers  for  1962: 

Angelina. — President,  Dr.  John  C.  Koch;  vice-pres- 
ident, Dr.  Royce  E.  Read;  secretary-treasurer.  Dr. 
Ernest  R.  Seitz;  and  delegate.  Dr.  Gail  Medford,  all 
of  Lufkin. 

Atascosa. — President,  Dr.  Walter  H.  Joyce,  Lytle; 
vice-president.  Dr.  John  M.  Faggard,  Poteet;  secre- 
tary-treasurer, Dr.  John  D.  Austin,  Pleasanton;  and 
delegate.  Dr.  Walter  H.  Joyce,  Lytle. 

Austin-W alter. — President,  Dr.  Jubal  A.  Neely, 
Bellville;  vice-president.  Dr.  Virgil  Gordon,  Sealy; 
secretary-treasurer.  Dr.  J.  E.  Justiss,  Jr.,  Bellville;  and 
delegate.  Dr.  Sidney  Walker,  Hempstead. 

Bastrop-Lee. — President-elect,  Dr.  Charles  M. 
Burns,  Giddings;  vice-president.  Dr.  James  W. 
Thomas,  SmithviUe;  secretary-treasurer.  Dr.  Thomas 
M.  Reedy,  Elgin;  and  delegate,  Dr.  Robert  W.  Love- 
less, Bastrop.  Dr.  Sterling  M.  Hardt,  Bastrop,  took 
over  the  duties  as  president. 

Baylor-Knox-Haskell. — President,  Dr.  Robert  A. 
Middleton,  Haskell;  vice-president.  Dr.  Temple  W. 
Williams,  Haskell;  secretary-treasurer,  Dr.  Charles  G. 
Markward,  Knox  City;  and  delegate.  Dr.  Temple  W. 
Williams,  Haskell. 

Bosque-Hamilton. — President-elect,  Dr.  Forrest  B. 
Selman,  Hamilton;  vice-president.  Dr.  Seth  L.  Witch- 
er, Clifton;  secretary-treasurer,  Dr.  W.  T.  Holder, 
Clifton;  and  delegate.  Dr.  Van  D.  Goodall,  Clifton. 
Dr.  William  F.  Key,  Jr.,  Clifton,  assumed  the  duties 
of  president. 

Brazos-Robertson. — President,  Dr.  Henry  C.  Mc- 
Quaide,  Bryan;  vice-president.  Dr.  Richard  H.  Harri- 
son, III,  Bryan;  secretary.  Dr.  James  1.  Lindsay,  Bry- 
an; and  delegate.  Dr.  Joseph  C.  Gallagher,  Hearne. 

Brown-Comanche-Mills-San  Saba. — President,  Dr. 
Rogers  K.  Coleman,  Brownwood;  vice-president.  Dr. 
Richard  C.  Felts,  San  Saba;  secretary-treasurer.  Dr. 
William  O.  Sweet,  Brownwood;  and  delegate,  Dr. 
Joe  Bill  Stephens,  Bangs. 

Cameron-Willacy. — President-elect,  Dr.  John  C. 
Kuppinger,  Harlingen;  vice-president.  Dr.  Robert  C. 
Jackson,  Harlingen;  secretary-treasurer.  Dr.  Ray  L. 
Simmons,  Brownsville;  and  delegates.  Dr.  Leland  M. 
Salinger,  Brownsville,  and  Dr.  Lee  Works,  Browns- 
ville. Dr.  John  B.  Miller,  Brownsville,  became  presi- 
dent. 

Coleman. — ^President,  Dr.  Jean  D.  Duke;  vice- 
president,  Dr.  Manley  E.  Weaver;  secretary- treasurer. 
Dr.  Roy  R.  Lovelady;  and  delegate.  Dr.  R.  F.  Kemp- 
er, all  of  Coleman. 

Collin. — President,  Dr.  Mack  M.  Hill;  vice-presi- 
dent, Dr.  Billy  R.  Boring;  secretary.  Dr.  Tom  E. 
Linstrum;  and  delegate.  Dr.  D.  L.  McKellar,  all  of 
McKinney. 


Deaf  Smith-Parmer-Castro-Oldham-Swisher.—RTe^- 
dent.  Dr.  Lee  S.  Foreman,  Tulia;  vice-president.  Dr. 
Harold  W.  Bischoff,  Dimmitt;  secretary-treasurer. 
Dr.  Houston  M.  Burk,  Tulia;  and  delegate.  Dr.  Lee 
S.  Foreman,  Tulia. 

Erath-Somervell-Hood. — President,  Dr.  W.  F.  Ha- 
fer;  vice-president.  Dr.  H.  V.  Hedges;  secretary- 
treasmer.  Dr.  B.  C.  Dayton;  and  delegate.  Dr.  H.  V. 
Hedges,  all  of  Hico.  ^ 

Guadalupe. — President,  Dr.  Allen  1.  Heinen;  vice- 
president,  Dr.  Herbert  G.  Liberty;  secretary-treasurer. 
Dr.  Henry  H.  Moore,  Jr.;  and  delegate.  Dr.  Allen  1. 
Heinen,  all  of  Seguin. 

Hardeman-Cottle-Foard-Motley.  — President-elect, 
Dr.  Martin  M.  Kralicke,  Crowell;  vice-president.  Dr. 
Walter  H.  Stapp,  Crowell;  secretary-treasurer.  Dr. 
John  F.  Hughes,  Spur;  and  delegate.  Dr.  Walter  A. 
Brooks,  Quanah.  Dr.  Phil  L.  Salkeld  of  Quanah  be- 
came president. 

Harrison. — President,  Dr.  Edgar  H.  Allen,  Jr.; 
vice-president.  Dr.  Mildred  Cariker;  secretary.  Dr. 
Johnson  P.  Graves;  and  delegate.  Dr.  Richard  G. 
Granbery,  all  of  Marshall. 

Hays-Blanco. — President,  Dr.  Benge  Elliott;  vice- 
president,  Dr.  Ben  M.  Primer,  Jr.;  secretary-treasurer. 
Dr.  William  L.  Moore,  Jr.;  and  delegate.  Dr.  Charles 
W.  Scheib,  all  of  San  Marcos. 

Hidalgo-Starr. — President,  Dr.  Gerald  E.  Brandes, 
McAllen;  vice-president.  Dr.  Dean  H.  Woolridge, 
McAllen;  secretary.  Dr.  Henry  F.  Harren,  Jr.,  Wes- 
laco; and  delegate.  Dr.  Hilburn  D.  Gilliam,  McAllen. 

Johnson. — President,  Dr.  William  R.  Whitehouse, 
Cleburne;  vice-president.  Dr.  Roland  M.  Shiflett, 
Cleburne;  secretary-treasurer.  Dr.  R.  W.  Kimbro, 
Cleburne;  and  delegate.  Dr.  Joseph  F.  Peters,  Jr., 
Alvarado. 

Kaufman. — President-elect,  Dr.  Guy  G.  Shaw,  Jr., 
Kaufman;  vice-president.  Dr.  Louis  W.  Conradt,  Ter- 
rell; secretary-treasurer.  Dr.  O.  S.  Leinart,  Terrell; 
and  delegate.  Dr.  Gough  H.  Alexander,  Terrell.  Dr. 
Christine  Z.  Walker  of  Forney  took  office  as  presi- 
dent. 

Lavaca. — President,  Dr.  Robert  W.  Williams; 
secretary-treasurer.  Dr.  Robert  J.  Wagner;  and  dele- 
gate, Dr.  John  Dennis  Wagner,  all  of  Shiner. 

Liberty -Chambers. — President,  Dr.  Richard  C.  Bel- 
lamy; vice-president.  Dr.  A.  L.  Delaney;  secretary- 
treasurer,  Dr.  Frank  S.  Griffin;  and  delegate.  Dr. 
A.  L.  Delaney,  all  of  Liberty. 

Limestone. — President,  Dr.  Cecil  C.  Edgar,  Mexia; 
vice-president,  Dr.  C.  P.  McKenzie,  Mexia;  and 
secretary.  Dr.  Stanley  Cox,  Groesbeck. 

McLennan. — President-elect,  Dr.  Lawrence  D.  Col- 
lins; secretary.  Dr.  K.  Stewart  Tabb;  and  delegates. 
Dr.  Howard  R.  Dudgeon,  Jr.,  and  Dr.  W.  M.  Avent, 
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all  of  Waco.  Dr.  Clayton  J.  Traylor  of  Waco  assumed 
the  office  of  president. 

Nueces. — President-elect,  Dr.  James  G.  Gabbard; 
vice-president,  Dr.  John  W.  Chriss;  secretary.  Dr. 
William  E.  Anderson;  treasurer.  Dr.  Myron  H.  Ap- 
pel; and  delegates,  Dr.  Fred  W.  Hartwick,  Dr.  Ger- 
ald S.  Ahern,  and  Dr.  Franklin  W.  Yeager,  all  of 
Corpus  Christi.  Dr.  Jack  F.  McKemie,  Corpus  Christi, 
assumed  the  duties  of  president. 

Polk-San  Jacinto. — President,  Dr.  Arthur  F.  Bryan, 
Camden;  vice-president.  Dr.  James  H.  Dameron, 
Livingston;  secretary-treasurer.  Dr.  John  Corso,  Liv- 
ingston; and  delegate.  Dr.  James  H.  Dameron,  Liv- 
ingston. 

Rusk. — President-elect,  Dr.  Paul  E.  Suehs;  vice- 
president,  Dr.  Chester  L.  McShan;  secretary-treasurer. 
Dr.  Martin  C.  Scaff;  and  delegate,  Dr.  Loyd  Deason, 
aU  of  Henderson.  Dr.  Alfred  S.  Wolfe  of  Henderson 
took  office  as  president. 

Smith. — President-elect,  Dr.  Conrad  C.  McDonald; 
vice-president.  Dr.  William  C.  Smyth;  secretary- 
treasurer,  Dr.  Norman  E.  Halbrooks;  and  delegate. 


Dr.  Madison  J.  Lee,  Jr.,  all  of  Tyler.  Dr.  G.  William 
Burch  of  Tyler  became  president. 

Top  O’  Texas  (Gray-Hansford-Hemphill-Lipscomb- 
Roberts-Ochiltree-Hutchinson-Carson).  — President, 
Dr.  Frank  W.  Kelley,  Pampa;  vice-president,  Harvey 
Hays,  Jr.,  Borger;  secretary-treasurer,  Dr.  Robert  W. 
Moore,  Pampa;  and  delegate.  Dr.  Raymond  M. 
Hampton,  Pampa. 

Van  Zandt. — President,  Dr.  Horace  A.  Baker,  Wills 
Point;  vice-president.  Dr.  George  B.  Marsh,  Jr., 
Grand  Saline;  secretary-treasurer.  Dr.  Dan  R.  Hil- 
liard, Canton;  and  delegate.  Dr.  H.  A.  Baker,  Wills 
Point. 

Washington-Burleson. — President,  Dr.  Albert  E. 
Gallo,  Caldwell;  vice-president.  Dr.  Edwin  P.  Tot- 
tenham, Brenham;  secretary-treasurer.  Dr.  Clarence 
W.  Schoenvogel,  Brenham;  and  delegate.  Dr.  G.  V. 
Pazdral,  Somerville. 

Wharton -Jacks  on -Fort  Bend -Matagorda.  — Presi- 
dent-elect, Dr.  Charles  L.  Bishop,  Ganado;  secretary. 
Dr.  Clinton  E.  Woodson,  Wharton;  and  alternate, 
Dr.  Stanley  E.  Thompson,  Richmond.  Dr.  ^ Isaac 
Kleinman,  Rosenberg,  took  office  as  president. 


NEWS  Care  for  the  Aged: 

Physicians  ARE  Concerned 


Information  in  the  lay  press  often  implies  that  phy- 
sicians are  not  interested  in  the  problems  of  the  aged. 
To  prove  the  opposite  point  of  view — that  most  phy- 
sicians are  interested  in  medical  care  of  the  elder  pa- 
tient, and  endeavor  to  keep  abreast  of  the  problem — 
a spot  check  was  made  of  the  leading  articles  and  edi- 
torials appearing  in  the  Texas  State  Journal  of  Medi- 
cine from  1909  to  the  present.  Published  in  1909 
was  an  article  entitled  "The  Pathology  of  Old  Age: 
Can  It  be  Delayed?”  by  Dr.  John  D.  Covert.  In 
1913  a leading  editorial,  "In  Justness  and  Fairness,” 
stressed  the  importance  to  each  community  of  pre- 
paring to  care  for  its  own  indigent  sick. 

In  the  past  10  years  the  Texas  Medical  Associa- 
tion has  formed  the  Committee  on  Aging,  and  pre- 
sented a symposium  on  aging  at  the  1954  annual 
session.  The  scientific  section  of  the  Oct.,  1961,  issue 
of  the  Journal  was  devoted  to  another  symposium. 
These  papers  constitute  only  a small  fraction  of  the 
scientific  information  on  aging  presented  through 
the  Journal.  In  I960,  the  Association  issued  its  10 
point  program  for  care  of  the  aged,  and  physicians 


throughout  the  state  are  actively  engaged  in  com- 
munity affairs  that  pertain  to  the  elder  citizen. 

Following  is  a bibliography  on  aging;  all  articles 
were  published  in  the  Journal. 

— Frederick  G.  Dorsey,  M.D.,  Chairman, 
Committee  on  Aging. 


Askey,  E.  V.:  What’s  Best?  57:763  (Sept.)  1961. 

Blashy,  M.  R.  M.:  Vocational  Aspects  in  Geriatric 
Rehabilitation,  56:922  (Dec.)  I960. 

Brooks,  J.  W.:  Costs  to  the  Elderly,  57:128 
(March)  1961. 

Cady,  L.  D.:  Geriatric  and  Gerontologic  Problems 
Facing  Texas,  54:645  (Sept.)  1958. 

Cooper,  M.  J.:  Psychiatric  Aspects  of  Care  of  the 
Aged,  50:585  (Aug.)  1954. 

Covert,  J.  D.:  The  Pathology  of  Old  Age:  Can  It 
Be  Delayed?  4:276  (March)  1909. 

Dale,  S.  C.:  Nutritional  Problems  in  the  Older 
Patient,  57:840  (Oct.)  1961. 
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Davis,  H.  K.:  Psychiatric  Problems  of  the  Aging; 
A Praaical  Approach,  57:829  (Oct.)  1961. 

Deter,  R.  L.:  Aged:  Problems  and  Solution,  56:393 
(June)  I960. 

Deter,  R.  L.:  Our  Aging  Population,  57:823 
(Oct.)  1961. 

Dorsey,  F.  G.:  Survey  of  Facilities  and  Services 
Available  to  Elderly  People  in  Texas,  53:625  (Aug.) 
1957. 

Editorial:  AMA  Official  Favors  HR  12580  (Mills 
Bill),  56:697  (Aug.)  I960. 

Editorial:  Breakthrough  Seen  in  Aged  Insurance, 
57:168  (March)  1961. 

Editorial;  Health  Coverage  for  Oldsters  Offered 
After  Texas  Smdy,  55:773  (Sept.)  1959- 

Editorial:  Medical  Care  for  Aged,  57:329  (May) 

1961. 

Editorial:  No  Time  for  Delay,  56:74  (Feb.)  I960. 

Editorial:  Passing  the  Sick  Along,  9:147  (Sept.) 
1913. 

Editorial:  Positive  Approach  for  Aged,  55:727 
(Sept.)  1959. 

Editorial:  Setting  the  Record  Straight,  57:408 
(June)  1961. 

Editorial:  Texas  Elderly  and  Rural  Indigent  Needs 
Studied,  56:384  (May)  I960. 

Editorial:  TMA  Announces  Program  for  Health 
Care  of  Aged,  56:882  (Nov.)  I960. 

Faber,  E.  G.:  Medical  Problems  of  an  Aging  Pop- 
ulation, 49:35  (Jan.)  1953- 

FoUmann,  J.  F.,  Jr.;  Financing  Medical  Care  for 
the  Aged,  55:5  (Jan.)  1959. 

Gingrich,  W.  D.:  Problems  of  Aging,  53:605 
(Aug.)  1957. 

Goode,  J.  V.:  Surgery  of  the  Aged,  50:596  (Aug.) 
1954. 

Henly,  W.  S.;  Surgery  in  the  Aged,  57:834  (Oct.) 

1961. 

Hettig,  R.  A.;  Some  Physiologic  Mechanisms  of 
Aging,  50:581  (Aug.)  1954. 

Keil,  E.  W.:  White  House  Conference  on  Aging, 
57:818  (Oct.)  1961. 

Leiser,  A.  E.:  Endocrine  Disorders  in  the  Aged, 
57:825  (Oct.)  1961. 

Lester,  R.  T.:  Medical  Insurance  for  the  Aged, 
54:761  (Nov.)  1958. 

Mallas,  A.  A.:  Report  on  Indigent  Medical  Care 
Needs  of  Texas  Public  Assistance  Recipients  57:676 
(Aug.)  1961. 

Muench,  H.:  Changes  in  Age  Distribution,  Their 
Effect  on  Health  Problems,  57:812  (Oct.)  1961. 

Mulholland,  H.  B.:  Medical  Aspects  of  Aging  and 
Long-Term  Illness,  53:618  (Aug.)  1957. 

Older  People  Tend  to  Have  Low  Protein  Diets, 
Says,  VA,  55:952  (Dec.)  1959. 

Phillips,  O.  M.;  Medical  Care  and  Social  and 


Economic  Problems  of  the  Aged,  50:590  (Aug.) 

1954. 

Renger,  H.:  Pinch  Hitter  or  Sideliner?  President’s 
Page,  57:675  (Aug.)  1961. 

Renger,  H.;  A Time  for  Action,  President’s  Page, 
57:809  (Oct.)  1961. 

Thomason,  E.:  Upgrading  Nursing  Homes,  56:146 
(March)  I960. 

Thomason,  E.:  Governor’s  Conference  on  Aging, 
56:649  (Aug.)  I960. 

Current  Bibliography  on  Aging 

Becker,  W.  F.,  et  al.:  Age  Factor  in  Acute  Chole- 
cystitis, J.  Louisiana  M.  Soc.  114:1  (Jan.)  1962. 

Brighter  Days  for  Our  Aged,  J.  Am.  Insurance 
38:27  (Feb.)  1962. 

Canter,  A.,  et  al.;  The  Influence  of  Age  and 
Health  Status  on  the  MMPI  Scores  of  a Normal 
Population,  J.  Clin.  Psych.  18:71  (Jan.)  1962. 

Editorial;  Aging  Comes  of  Age,  West  Virginia 
M.  J.  58:43  (Feb.)  1962. 

GroUman,  A.:  Maintenance  of  the  Cardiovascular 
System  in  the  Aged,  Arizona  Med.  19:12  (Jan.) 
1962. 

Klotz,  R.  E.,  and  Kilbane,  M.:  Hearing  in  an 
Aging  Population:  Preliminary  Report,  New  England 
J.  Med.  266:277  (Feb.  8)  1962. 

Watanabe,  S.,  et  al.;  Electrocardiograms  in  the 
Aged  Over  Eighty,  Yonago  Acta  Med.  5:71  (March) 
1961. 

Zeman,  F.  D.:  Pathologic  Anatomy  of  Old  Age, 
Arch.  Path.  73:48  (Feb.)  1962. 


Geriatrics  Specialty  Journals 

The  specialty  journals  listed  below,  all  of  which 
are  devoted  to  geriatrics,  are  available  from  the 
Memorial  Library. 

Aging. — Published  since  June,  1951,  this  journal 
aims  to  share  and  exchange  information  about  pro- 
grams, activities,  and  publications  among  interested 
individuals,  agencies,  and  organizations.  U.S.  De- 
partment of  Health,  Education,  and  Welfare,  Special 
Staff  on  Aging,  Washington,  D.C.,  monthly. 

Geriatrics. — ^The  editors  invite  physicians  to 
submit  original  papers  in  the  field  of  geriatric  medi- 
cine. Interest  and  value  to  the  practicing  physician 
are  paramount.  Lancet  Publications,  Inc.,  Minneapo- 
lis, monthly. 

The  Gerontologist. — Theoretical  articles,  re- 
view papers,  historical  contributions,  and  accounts  of 
the  current  projects  on  aging  are  featured  in  this 
journal.  Gerontological  Society,  Inc.,  St.  Louis,  quar- 
terly. 

Journal  of  The  American  Geriatrics  Soci- 
ety.— Original  articles  dealing  with  the  clinical  study 
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of  geriatric  problems,  case  reports,  review  articles, 
editorials,  communications,  letters  to  the  editor,  and 
book  reviews  are  published.  Geriatrics  is  interpreted 
in  the  broadest  sense  and  includes  the  study  of  the 
causes,  prevention,  and  treatment  of  diseases  of  ad- 
vancing years,  the  rehabilitation  of  patients,  and  re- 
lated problems.  Williams  & Wilkins,  Baltimore, 
monthly. 

The  Journal  of  Gerontology. — Original 
manuscripts  and  review  articles  dealing  with  or  bear- 
ing on  the  problems  of  aging  from  the  fields  of 
natural  and  social  sciences  are  used.  Preference  will 
be  given  to  manuscripts  containing  observational 
data.  Gerontological  Society,  Inc.,  St.  Louis,  quarterly. 

Gifts  to  the  Library 

Dr.  T.  J.  Archer,  Jr.,  Austin,  30  journals,  2 books. 

Dr.  Luise  Brandenstein,  Kerrville,  6 bound  jour- 
nals, 111  journals. 

Dr.  Marvin  C.  Culbertson,  Jr.,  Dallas,  1 plastic 
model  of  an  ear. 

Dr.  J.  N.  Dunlop,  Austin,  19  journals. 

Dr.  William  J.  Halden,  Austin,  115  journals,  5 
bound  journals. 

Dr.  L.  E.  Hamilton,  Rogers,  54  journals. 

Rev.  and  Mrs.  J.  F.  Hardie,  Austin,  59  books,  365 
journals. 

Drs.  Alford  Hazzard  and  Albert  Vickers,  Austin, 
193  journals. 

Dr.  R.  C.  Jordan,  Austin,  41  journals,  5 pamphlets. 

Dr.  Hyman  J.  Kaplan,  Bay  City,  25  books. 

Dr.  Samuel  Key,  Austin,  25  journals. 

Dr.  Heinrich  Lamm,  Harlingen,  176  journals. 

Dr.  Georgia  Legett,  Austin,  53  journals. 

Dr.  Otto  Lippmann,  Austin,  12  journals. 

Dr.  Richard  A.  Lucas,  Austin,  191  journals. 

F.  A.  Orgain  Memorial  Hospital,  Bastrop,  49 
books,  560  journals. 

Dr.  Morris  Polsky,  Austin,  53  journals. 

Dr.  B.  H.  Reinarz,  Victoria,  95  journals. 

Dr.  Nelson  L.  Schiller,  Austin,  174  journals. 

Dr.  Troy  A.  Shafer,  Harlingen,  133  journals. 

Travis  County  Medical  Society,  Austin,  60  jour- 
nals. 

Dr.  John  Dale  Weaver,  Austin,  53  journals. 

Newly  Acquired  Films 

FACTS  ABOUT  FIGURES  (no  date)  sound,  color, 
16  mm.,  I3V2  minutes.  C-II6. 

Ben  Bradley  discovers  that  his  weight  has  passed 
200  pounds,  then  he  recalls  a certain  tired  feeling, 
a slowing  up,  a difficulty  in  climbing  stairs.  A 
check-up  by  Ben’s  doctor  reveals  that  he  needs  to 
lose  weight.  The  doctor  points  out  that  the  problem 
of  overweight  isn’t  just  a matter  of  eating  less,  but 


of  eating  as  related  to  physical  activity.  The  film 
discusses  a sensible  diet.  It  considers  the  relationship 
of  overweight  to  death  rates  for  certain  diseases,  in- 
cluding heart  disease,  diabetes,  and  diseases  of  the 
gallbladder.  The  relationship  of  age  to  weight  is 
presented  in  an  interesting  manner. 

MERRY-GO-ROUND  (1961)  sound,  black  and 
white,  16  mm.,  24^2  minutes.  D-82. 

This  dramatic  film  asks  some  vital  questions.  Why 
is  tuberculosis  so  tragically  far  from  defeat?  Why 
does  this  disease  still  attack  tens  of  thousands  and 
remain  a hidden  infection  in  millions,  causing  suf- 
fering and  death?  The  merry-go-round  whirls  as  Dr. 
Lila  Jennings  goes  from  politician  to  private  doctor, 
from  voluntary  health  worker  to  public  health  offi- 
cer, from  parent  to  ordinary  citizen  seeking  the  co- 
operation essential  to  combating  this  disease. 

DIABETES  AND  ITS  LONG  RANGE  CONTROL 
(i960)  sound,  color,  16  mm.,  40  minutes.  E-33. 

This  film  presents  in  an  informative  fashion  mod- 
ern concepts  of  diabetes  and  the  methods  by  which 
it  may  be  treated  and  controlled.  The  diagrammatic 
material  aids  greatly  to  clarify  a complex  subject. 
The  authors  consider  both  the  public  health  and  the 
clinical  aspects  of  diabetes. 

New  Books  Received 

Association  for  Research  in  Nervous  and  Mental 
Disease:  Mental  Retardation,  Baltimore,  Williams  & 
Wilkins,  1962. 

Donaldson,  B.  F.:  Strong  Medicine,  Garden  City, 
Doubleday,  1962. 

Graham,  J.  B.,  et  al.:  Carcinoma  of  Cervix,  Phila- 
delphia, W.  B.  Saunders,  1962. 

Hamilton,  J.  A.:  Portpartum  Psychiatric  Problems, 
St.  Louis,  C.  V.  Mosby,  1962. 

Harvey  Society  of  New  York:  Harvey  Lectures, 
series  56,  1960-1961,  New  York,  Academic  Press, 
1961. 

Jonas,  A.  D.:  Irritation  and  Counterirritation,  A 
Hypothesis  About  the  Autoamputative  Property  of 
the  Nervous  System,  New  York,  Vantage  Press,  1962. 

Lever,  W.  F.:  Histopathology  of  the  Skin,  ed.  3, 
Philadelphia,  J.  B.  Lippincott,  1961. 

Lisser,  H.,  and  Escamilla,  R.  F.:  Atlas  of  Clinical 
Endocrinology,  ed.  2,  St.  Louis,  C.  V.  Mosby,  1962. 

Malis,  G.  Y.:  Research  on  the  Etiology  of  Schizo- 
phrenia, New  York,  Consultants  Bureau,  1961. 

Marti-Ibanez,  F.:  Ariel,  Essays  of  the  Arts  and  the 
History  of  Philosophy  and  Medicine,  New  York, 
MD  Publications,  1962. 

Modell,  W.,  Ed.:  Drugs  in  Current  Use,  1962, 
New  York,  Springer  Publishing  Co.,  1962. 

Thompson,  H.  C.,  and  Seagle,  J.  B.:  Management 
of  Pediatric  Practice,  Springfield,  111.,  Charles  C 
Thomas,  1961. 
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Williams,  R.  H.;  Text  Book  of  Endocrinology, 
ed.  3,  Philadelphia,  W.  B.  Saunders,  1962. 

Wittenberg,  R.:  Common  Sense  About  Psycho- 
analysis, Garden  City,  Doubleday,  1962. 

Yahr,  Melvin,  Ed.:  Transactions,  American  Neuro- 
logical Association,  no.  86,  1961,  New  York,  Spring- 
er Publishing  Co.,  1961. 

Year  Book  of  Drug  Therapy,  Chicago,  Year  Book 
Medical  Publishers,  1962. 

Year  Book  of  Radiology,  Chicago,  Year  Book 
Medical  Publishers,  1962. 

Year  Book  of  Urology,  Chicago,  Year  Book  Medi- 
cal Publishers,  1961. 


Book  Notes 

Somatic  Stability  in  the  Newly  Born: 

Ciba  Foundation  Symposium 

G.  E.  W.  WOLSTENHOLME,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  Maeve  O’Connor,  B.A.,  Eds.  393 
pages.  $10.  Boston,  Little,  Brown  and  Company, 
1961. 

Presenting  papers  at  this  symposium  were  L.  S. 
James,  Presbyterian  Hospital,  New  York,  "Biochemi- 
cal Changes  Occurring  During  Asphyxia  At  Birth 
And  Some  Effects  On  The  Heart;’’  C.  J.  Migeon, 
Department  of  Pediatrics,  Johns  Hopkins  School  of 
Medicine,  Baltimore,  "The  Endocrine  Function  Of 
The  Newborn;’’  C.  A.  Smith,  Department  of  Pedi- 
atrics, Harvard  Medical  School,  Boston,  "Informal 
Summary  Of  The  Clinical  Implications  Of  The 
Proceedings;’’  and  C.  A.  ViUee,  Department  of  Bio- 
logical Chemistry,  Harvard  Medical  School,  Boston. 


Atlas  of  Obstetric  Technic 

J.  Robert  Willson,  M.D.,  M.S.,  Professor  of  Ob- 
stetrics and  Gynecology,  Temple  University  School 
of  Medicine,  Philadelphia;  Head  of  the  Department 
of  Obstetrics  and  Gynecology,  Temple  University 
Hospital,  Philadelphia.  304  pages.  $14.50.  St.  Louis, 
C.  V.  Mosby  Co.,  1961. 

Dr.  Wilson’s  book  demonstrates  that  he  has  had 
a great  deal  of  experience  and  is  a man  of  fine  abil- 
ity and  excellent  judgment.  I feel  this  is  a fine  book 
for  the  intern,  resident,  and  general  practitioner. 

— ^Amedeo  A.  Magliolo,  M.D.,  Dickinson. 

Lose  Weight  and  Live 

Robert  P.  Goldman.  226  pages.  Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1961. 

What  Teenagers  Want  to  Know 

Florence  Levinsohn,  B.A.,  M.A.,  89  pages.  $1.50. 
Chicago,  Budlong  Press  Company,  1961. 


A Textbook  of  Pathology 

William  Boyd,  M.D.,  M.R.C.P.  (Edin.),  Hon. 
F.R.CP.  (Edin.),  F.R.CP.  (Lond.) , F.R.C.S.  (Can.), 
F.R.S.  (Can.),  LL.D.  (Sask.),  (Queen’s),  D.Sc. 
(Man.),  M.D.  (Oslo).  Professor  Emeritus  of  Path- 
ology, The  University  of  Toronto;  Visiting  Professor 
of  Pathology,  The  University  of  Alabama;  Formerly 
Professor  of  Pathology,  The  University  of  Manitoba, 
and  the  University  of  British  Columbia.  Ed.  7.  1,370 
pages.  $18.  Philadelphia,  Lea  & Febiger,  1961. 

The  familiar  fifth  edition  of  this  work  has  been 
established  as  a classic  one-volume  book,  largely 
through  its  widespread  use  in  many  medical  schools. 
The  new  seventh  edition  is  rewritten  rather  than 
revised,  and  stresses  pathophysiology  instead  of  mor- 
bid pathology. 

The  book  is  divided  into  two  parts.  Principles  of 
Pathology  and  Regional  Pathology.  The  chapters  are 
preceded  by  an  outline  of  the  material,  and  most  of 
the  chapters  under  Regional  Pathology  are  introduced 
with  a "general  considerations’’  section  which  re- 
views the  anatomic,  physiologic  and  biochemical 
facts  involved  in  the  disease  process. 

The  best  chapters  are  those  on  the  kidney,  neo- 
plasia, and  the  cardiovascular  system.  The  weakest 
chapters  are  those  concerned  with  the  skin,  dental 
pathology,  the  endometrium,  and  fibrocystic  disease 
of  the  breast.  Dr.  Boyd’s  book  probably  comes 
closest  to  being  a textbook  of  practical  pathology, 
which  is  urgently  needed  by  the  medical  student. 

— ^Robert  J.  Bucci,  M.D.,  Houston. 

Advances  in  Blood  Grouping 

Alexander  S.  Wiener,  M.D.,  F.A.CP.,  Senior 
Bacteriologist  (Serology)  to  the  Office  of  the  Chief 
Medical  Examiner  of  New  York  City,  Adjuna  As- 
sociate Professor  in  the  Department  of  Forensic 
Medicine  of  N.Y.U.  Postgraduate  Medical  School, 
and  Attending  Immunohematologist  at  Jewish  and 
Adelphi  Hospitals  of  Brooklyn.  549  pages.  $11.  New 
York,  Grune  & Stratton,  1961. 

There  is  some  disparity  between  the  title  and 
content  of  this  book  in  that  it  is  not  a treatment  of 
all  the  more  recent  contributions  in  this  area  of 
investigation.  It  is,  rather,  a collection  of  Dr.  Wie- 
ner’s papers,  drawn  and  reprinted  from  a large  num- 
ber of  journals,  covering  essentially  the  period  1953 
through  1959.  Thus,  it  follows  a similar  volume, 
"Rh-Hr  Blood  Types,’’  also  a collection  of  the  au- 
thor’s papers,  published  in  1954,  and  it  will  keep  the 
reader  abreast  of  the  immense  amount  of  work  that 
Dr.  Wiener  has  done.  In  this  regard,  this  book  will 
perform  a great  service,  since  students  and  workers 
in  the  field  may  be  spared  the  necessity  of  ferreting 
out  the  original  papers,  many  of  which  are  of  funda- 
mental importance. 

Fifty-seven  individual  papers  are  arranged  under 
14  headings,  including  "Rh-Hr  Blood  Types,”  "Other 
Blood  Groups,”  "Rh-Hr  Hemolytic  Disease,”  "A-B-O 
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Hemolytic  Disease,”  “Exchange  Transfusion,”  “Medi- 
colegal Applications,”  and  “Nomenclature  of  Rh-Hr 
Blood  Types.”  Although  there  is  a definite  concen- 
tration on  the  controversy  between  the  Rh-Hr  and 
C-D-E  systems,  this  does  not  detract  from  the  worth 
of  this  collection. 

Aside  from  the  papers  which  deal  specifically 
with  blood  grouping,  other  topics  related  to  immuno- 
hematology  are  included.  There  is  a section  on  the 
significance  of  gamma  globulin  in  certain  diseases 
and  applicable  laboratory  procedures;  another  sec- 
tion is  on  autohemolytic  anemia  and  differentiation 
of  the  various  antibodies  observed  in  clinical  cases. 

To  the  various  reprints  the  author  has  added  com- 
ments which  augment  and  add  continuity  to  the 
material  originally  presented.  In  addition,  the  refer- 
ences furnish  an  extensive  and  valuable  index  to 
the  pertinent  literature.  Finally,  the  author’s  bibliog- 
raphy will  be  of  great  service  to  those  who  read 
widely  in  this  field. 

In  view  of  the  fundamental  nature  and  the  extent 
of  Dr.  Wiener’s  contributions,  this  volume  should 
be  in  the  library  of  all  students  in  this  field,  be  they 
advanced  or  just  beginning. 

— C.  C.  Shullenberger,  M.D.,  Houston. 

Nursing  Home  Administration 

John  D.  Gerletti,  Ed.D.,  Educational  Coordinator, 
Attending  Staff  Association,  Professor  of  Public  Ad- 
ministration, University  of  Southern  California;  C.  C. 
Crawford,  Ph.D.,  Educational  Consultant,  Attend- 
ing Staff  Association,  Emeritus  Professor  of  Educa- 
tion, University  of  Southern  California;  and  DONO- 
VAN J.  Perkins,  M.S.,  Business  Manager,  Attending 
Staff  Association.  472  pages.  $6.50.  Downey,  Calif. 
The  Attending  Staff  Association,  1961. 

Twenty-six  thousand  ideas,  each  on  a separate  slip 
of  paper,  formed  the  research  data  for  this  book.  It 
is  not  only  a systematic  array  of  practical  know-how 
for  meeting  the  needs  of  administrators,  but  also  an 
instructional  tool  to  facilitate  establishment  and 
teaching  of  courses  and  institutes  in  colleges  and 
adult  education  programs. 

This  training  guide  was  prepared  under  a grant 
from  the  Bureau  of  Hospitals,  California  State  De- 
partment of  Public  Health,  for  the  purpose  of  rais- 
ing standards  of  patient  care  in  nursing  homes  and 
related  institutions  through  training  of  the  admin- 
istrators. 

Wait  for  the  New  Grass 

Henry  Birne.  401  pages.  $4.95.  New  York,  St. 
Martin’s  Press,  1961. 

This  is  a novel  based  on  the  government-spon- 
sored project  to  fight  hoof  and  mouth  disease  in  the 
Mexican  cattle.  The  author  is  an  American  born 
veterinarian  who  worked  in  Mexico  on  the  project. 
He  now  makes  his  home  in  France. 


Surgical  Diseases  of  the  Chest 

Brian  Blades,  M.D.,  Professor  of  Surgery,  The 
George  Washington  University  School  of  Medicine, 
Washington,  D.C.;  Chief  Surgeon,  The  George  Wash- 
ington University  Hospital,  Washington,  D.  C.,  Ed. 
570  pages.  $22.  St.  Louis,  C.  V.  Mosby  Co.,  1961. 

Brian  Blades  and  18  other  leading  thoracic  sur- 
geons have  written  an  up-to-date  authoritative  vol- 
ume on  modern  treatment  for  diseases  of  the  chest 
that  might  be  treated  by  sufgery.  The  "well  estab- 
lished” subjects  are  well  covered,  but  more  impor- 
tant, the  newer  surgical  techniques  are  described. 

The  book  begins  with  an  excellent  review  of  basic 
physiology  of  respiration  and  circulation.  From  this 
point  it  describes  treatment  in  deformities  of  the 
chest;  thoracic  trauma;  diseases  of  the  pleura,  lungs, 
mediastinum  and  esophagus;  congenital  and  acquired 
heart  disease;  and  the  thoracic  aorta  and  great  vessels. 

An  important  feature  is  the  stress  given  to  selec- 
tion of  patients  for  surgical  treatment  and  their  ex- 
pected prognosis  in  various  conditions.  Related  sub- 
jects of  great  importance  such  as  anesthesia  for  tho- 
racic surgery,  pre-  and  postoperative  care,  and  ancil- 
lary thoracic  procedures  are  well  covered. 

The  contemporary  subjects  of  surgical  treatment 
of  patients  with  congenital  and  acquired  heart  dis- 
ease, diseases  of  the  thoracic  aorta,  heart  and  lung 
machines,  and  hypothermia  are  up-to-date  and  com- 
prehensive. Of  great  value  is  the  long  bibliography 
following  each  chapter. 

This  book  is  recommended  not  only  for  surgeons, 
but  for  medical  students  and  practitioners  who  are 
interested  in  what  can  be  accomplished  by  thoracic 
surgery. 

— Eldon  K.  Siebel,  M.D.,  Dallas. 

Medical  Almanac  1961-1962 

Compiled  by  Peter  S.  Nagan,  A.B.,  M.A.,  M.S.,  528 
pages.  $5.  Philadelphia,  W.  B.  Saunders  Company, 
1961. 

The  book  compiles  a wide  range  of  descriptive 
and  statistical  material  about  the  nonclinical  side  of 
medicine.  It  should  be  a boon  to  physicians,  medical 
administrators,  government  officials,  librarians,  edi- 
tors, writers,  and  all  those  who  need  facts  about  the 
medical  profession  and  medical  practice. 

This  is  a first  edition  of  what,  it  is  hoped,  will  be 
a regularly  revised  reference  book.  Later  editions  will 
have  added  subjects  as  indicated  by  developments  in 
medicine  or  by  request  of  readers. 

The  Survey  of  Dentistry 

Commission  on  the  Survey  of  Dentistry  in  the  United 
States,  Byron  S.  Hollinshead,  Director.  584  pages. 
$10.  Washington,  D.C.,  American  Council  on  Edu- 
cation, 1961. 
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DR.  E.  DUNLAP 


DR.  E.  DUNLAP 

Dr.  Elbert  Dunlap,  89,  died  Jan.  13,  1962,  in 
Dallas.  He  had  practiced  medicine  there  for  59  years 
from  1898  until  his  retirement  in  1957. 

Dr.  Dunlap  was  born  Oct.  2,  1872,  in  Miami,  Mo. 
His  parents  were  Dr.  and  Mrs.  John  North  Dunlap. 
He  received  his  preliminary  education  at  St.  Louis 
College  of  Pharmacy  and  was  graduated  from  Beau- 
mont Hospital  Medical  College  (now  St.  Louis  Uni- 
versity School  of  Medicine)  in  1896.  He  interned 
at  MK&T  Hospital,  Sedalia,  Mo. 

He  was  a past  president  of  the  Texas  Surgical 
Society,  Texas  Association  of  Obstetricians  and  Gy- 
necologists, and  the  Dallas  County  Medical  Society. 
He  was  elected  to  honorary  membership  in  the  Texas 
Medical  Association  in  1956.  He  was  also  a mem- 
ber of  the  American  Medical  Association,  Southern 
Medical  Association,  Dallas  Southern  Clinical  So- 
ciety, and  Central  Association  of  Obstetricians  and 
Gynecologists.  He  was  a fellow  of  the  American 
College  of  Surgeons. 

He  became  a member  of  the  faculty  of  the  Uni- 
versity of  Dallas  Medical  College  (which  later  be- 
came Baylor  University  College  of  Medicine)  when 
it  was  established  in  1900.  He  was  professor  of  ma- 
teria medica. 

Dr.  Dunlap  was  a Methodist. 

His  wife,  the  former  Miss  Hallie  Hudson,  whom 
he  married  in  Booneville,  Mo.,  in  1901,  died  Dec. 
20,  1961. 

Dr.  Dunlap  is  survived  by  his  son.  Dr.  Hudson 
Dunlap,  and  his  daughter,  .Mrs.  Carl  Weichsel,  both 
of  Dallas. 


DR.  T.  W.  GRICE 

Dr.  Thomas  Wyatt  Grice,  Fort  Worth  neuropsy- 
chiatrist, died  Dec.  3,  1961,  in  a hospital  there  of 
coronary  occlusion.  He  was  76. 

He  had  practiced  medicine  since  1911.  Places  of 
practice  were  McGregor,  1911-1916;  Galveston, 
1916-1919;  Fort  Worth,  1919-1936,  1940-1961;  and 
Wichita  Falls,  where  he  was  staff  psychiatrist  at 
Wichita  Falls  State  Hospital,  1936-1941. 

Dr.  Grice  was  born  in  Bosque  County,  Texas, 
June  18,  1885.  His  parents  were  Willis  Richmond 
Grice  and  Martha  Della  (Hall)  Grice.  He  went  to 
school  at  Valley  Mills,  Texas,  and  later  attended 
Baylor  University  in  Waco  in  1905  and  1906.  He 
received  his  medical  education  from  the  University 
of  Texas  Medical  Branch  in  Galveston,  graduating 
in  1910.  He  interned  that  year  at  John  Sealy  Hos- 
pital in  Galveston,  moving  on  to  intern  at  St.  Jo- 
seph’s Hospital,  Chicago,  in  1911-1912.  He  was  a 
member  of  the  American  Medical  Association,  the 
American  Psychiatric  Association,  and  the  Texas 
Medical  Association  through  the  Tarrant  County 
Medical  Society. 

Dr.  Grice  was  a Methodist.  His  hobbies  were 
farming  and  gardening. 

Survivors  include  his  wife,  the  former  Ada  Laura 
Horne  of  Waco,  whom  he  married  July  17,  1915; 
one  daughter,  Mrs.  Florence  E.  Osborn  of  Fort 
Worth;  two  sons,  Charles  Richmond  Grice  of  Mid- 
land and  Dr.  Marvin  Edward  Grice  of  Odessa;  and 
three  sisters,  Mrs.  Edna  E.  Wood,  Miss  Lydia  Frank 
Grice,  both  of  Fort  Worth,  and  Mrs.  Myrtle  Allman 
of  Mansfield,  Texas. 
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For  many  years  he  was  an  assistant  professor  at 
Baylor  University  College  of  Medicine.  His  specialty 
was  obstetrics  and  gynecology. 

Dr.  Estes  was  born  at  Walnut  Grove,  Miss.,  March 
10,  1888.  He  attended  high  school  and  John  Tarle- 
ton  College  at  Stephenville,  Texas.  He  received  his 
medical  education  at  Baylor  University  College  of 
Medicine  graduating  in  1912,  and  served  an  extern- 
ship  at  Baylor  University  Hospital  in  Dallas. 

During  World  War  I he  -served  as  assistant  chief 
surgeon  for  the  MK&T  Railroad.  He  was  chief  sur- 
geon of  the  Dallas  Baseball  Club  during  the  years 
1920-1940. 


DR.  D.  M.  CLARK 

Dr.  Doyce  Mclntire  Clark,  Lubbock,  died  Nov. 
22,  1961.  He  had  been  in  ill  health  for  a short  time. 

Dr.  Clark  was  born  Dec.  4,  1912,  in  Estelline, 
Texas,  and  attended  public  schools  in  Eort  Worth. 
He  attended  Texas  Technological  College,  Lubbock, 
for  three  years,  but  earned  his  first  degree  from 
Southern  Methodist  University,  Dallas,  in  1934.  In 
1938,  he  was  graduated  from  Baylor  Medical  Col- 
lege, Dallas.  After  interning  at  the  Shreveport  Char- 
ity Hospital,  he  entered  the  University  of  Pennsyl- 
vania Graduate  School  of  Medicine  for  a year’s  study 
of  internal  medicine. 

Dr.  Clark  practiced  medicine  in  Lubbock  for  a 
year  before  joining  the  armed  services  in  1941;  he 
spent  five  years  in  the  Army  Medical  Corps  before 
returning  to  Lubbock. 

In  1951,  he  again  sought  specialized  training,  this 
time  on  a fellowship  to  the  Mayo  Clinic,  where  he 
studied  three  years,  one  of  which  was  limited  to  the 
study  of  gastroenterology.  In  1954,  he  again  took  up 
his  practice  in  Lubbock,  where  he  remained  active 
until  the  time  of  his  death. 

A member  of  the  Texas  and  American  Medical 
Associations  through  the  Lubbock-Crosby  Counties 
Medical  Society,  Dr.  Clark  belonged  to  the  Eirst 
Methodist  Church,  Lubbock  Country  Club,  Lubbock 
Club,  and  Phi  Chi  fraternity.  His  hobbies  were  pho- 
tography, golf,  and  tennis. 

He  is  survived  by  his  father.  Dr.  V.  V.  Qark,  his 
mother,  Mrs.  Clyde  Mclntire  Clark,  and  two  sons, 
Kent  and  Carl,  all  of  Lubbock. 


DR.  I.  A.  ESTES 

Dr.  Ivan  A.  Estes  died  Jan.  27,  1962,  in  Dallas  at 
the  age  of  73.  He  had  practiced  medicine  there 
since  1913. 


He  was  a member  of  the  Dallas  County  Medical 
Society,  Texas  Medical  Association,  and  the  Ameri- 
can Medical  Association.  He  was  a charter  member 
of  Theta  Kappa  Psi.  He  was  a member  of  the  Eirst 
Baptist  Church  and  the  Lakewood  Country  Club  in 
Dallas. 

Dr.  Estes  is  survived  by  his  wife;  one  son,  Rich- 
ard C.  Estes,  and  two  grandchildren,  of  Deerfield, 
111.;  four  sisters,  Mrs.  Eunice  Blaine  of  Dallas,  Mrs. 
Jack  Koester,  Mrs.  Charlie  Mahone,  and  Mrs.  Julius 
Merritt,  all  of  San  Antonio;  and  two  brothers.  Chess 
Estes  of  Edgewood  and  William  H.  Estes  of  Dallas. 


DR.  L.  A.  HANKINS 

Dr.  Lawson  Adamson  Hankins  of  Baytown  was 
killed  Jan.  4,  1962,  in  an  automobile  accident  near 
Meridian,  Miss.  His  wife,  who  was  driving  the  car, 
was  critically  injured.  The  couple  was  remrning 
home  after  a visit  with  their  son,  Lawson  A.  Han- 
kins, Jr.,  in  Fort  Benning,  Ga.  The  Hankins’  car 
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struck  the  rear  of  a truck  which  was  parked  on  the 
highway  where  it  had  broken  down. 

Dr.  Hankins  was  born  in  Denton  on  March  19, 
1879.  His  parents  were  Carson  Armstrong  and  Nancy 
Ellen  (Adamson)  Hankins.  He  attended  the  public 
schools  in  Denton,  and  North  Texas  State  Teachers 
College  there,  where  he  received  the  degree  of  bach- 
elor of  education. 

Dr.  Hankins  was  graduated  in  medicine  from  the 
University  of  the  South,  Sewanee,  Tenn.,  on  Oct. 
7,  1907.  He  did  postgraduate  work  in  New  Orleans 
in  1920. 

He  practiced  medicine  in  Caddo  County,  Okla., 
for  10  years  and  moved  to  Goose  Creek,  Texas, 
where  he  had  practiced  for  the  past  43  years. 

Dr.  Hankins  was  a member  of  the  American 
Medical  Association  and  the  Texas  Medical  Associa- 
tion through  the  Harris  County  Medical  Society.  One 
of  the  founders  of  the  Baytown  Hospital,  he  was 
president  and  later  chairman  of  the  board  until  he 
retired  in  1961.  He  also  was  a founder  of  the  old 
Goose  Creek  Medical  Society  in  1919-  He  was  one 
of  six  doctors  at  Baytown  during  the  boom  of  the 
Goose  Creek  oil  field. 

He  was  a member  of  the  Baytown  Chamber  of 
Commerce,  a past  president  of  the  Lions  Club,  a 
charter  member  of  the  Goose  Creek  Masonic  Lodge, 
Scottish  Rite  Masons,  and  a member  of  Arabia  Tem- 
ple Shrine  of  Houston.  He  was  a deacon  in  the 
Memorial  Baptist  Church  of  Baytown. 

Mrs.  Hankins  is  the  former  Miss  Prima  V.  Jen- 
nings. The  couple  was  married  in  Altus,  Okla.,  in 
1911. 

Besides  his  wife  and  son.  Dr.  Hankins  is  survived 
by  a daughter,  Mrs.  Sylvia  Hankins  McKinney  of 
Baytown,  and  two  grandchildren. 


DR.  T.  A.  SEARCY 

Dr.  Tom  Asa  Searcy  of  Hearne  died  Dec.  26, 

1961. 

Dr.  Searcy  was  born  June  26,  1904,  at  Bryan, 
Texas.  His  parents  were  T.  A.  Searcy,  Sr.,  and  Martha 
A.  (Zulch)  Searcy.  He  attended  public  schools  in 
Oskaloosa,  Iowa,  and  the  Des  Moines  University  in 
Des  Moines,  Iowa,  from  1923  to  1926. 

His  wife  is  the  former  Miss  Jessie  B.  Eveland  of 
Oskaloosa.  They  were  married  there  on  May  31, 
1931. 

Dr.  Searcy  received  his  medical  education  at  Bay- 
lor University  College  of  Medicine  in  Dallas  and  re- 
ceived his  M.D.  degree  there  in  1934.  He  interned 
at  St.  Paul  Hospital  in  Dallas  from  1934  to  1935. 

From  1935  to  1937  he  practiced  in  LaGrange, 
Texas;  in  1937  he  moved  to  Hearne,  where  he  re- 
mained in  general  practice  until  his  death.  He  was 
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co-owner  of  the  Searcy-Fleming  Clinic  and  Hospital 
there. 

During  the  second  World  War  he  served  with 
the  30th  Infantry  Division  in  the  European  The- 
atre. He  was  discharged  with  the  rank  of  major  in 
1945. 

He  was  a member  of  the  Texas  Medical  Associa- 
tion through  the  Fayette  and  Brazos-Robertson 
Counties  Medical  Societies  and  of  the  American 
Medical  Association.  He  had  served  as  secretary  of 
both  the  Fayette  and  Brazos-Robertson  Counties 
Medical  Societies.  In  1949  he  was  president  of  the 
Brazos-Robertson  Counties  Medical  Society  and  was 
president-elect  for  1962. 

He  was  a Baptist,  Mason,  Shriner,  member  of  the 
Knights  Templer,  and  member  of  the  American 
Legion.  His  hobbies  were  hunting,  fishing,  and 
golf. 

Survivors  are  his  wife;  a daughter,  Martha  Eliza- 
beth Searcy;  a son,  John  Thomas  Searcy;  a grandson, 
Thomas  Michael  Searcy,  aU  of  Hearne;  three  sisters. 
Miss  Lena  Searcy  and  Mrs.  Anne  Donaho  of  Bryan, 
and  Mrs.  P.  C.  Wetzel  of  Houston;  two  brothers. 
Dr.  R.  M.  Searcy  of  Bryan  and  Joseph  Lee  Searcy  of 
Grand  Prairie. 

DR.  J.  M.  HILL 

Dr.  Joel  Milam  Hill  of  Fort  Worth  died  there 
Jan.  8,  1962.  Illness  had  forced  him  to  leave  the 
practice  of  medicine  several  years  ago.  He  was  6l 
years  old. 

Dr.  Hill’s  specialty  was  psychiatry.  After  attending 
public  schools  in  Fort  Worth,  he  went  on  to  Prince- 
ton University,  Princeton,  N.J.,  where  he  received 
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the  bachelor  of  arts  degree  in  1921.  In  1926,  he  re- 
ceived his  M.D.  degree  from  the  University  of  Texas 
School  of  Medicine.  He  interned  the  following  year 
at  Grasslands  Hospital,  Valfalls,  N.Y.  He  went  on  to 
Bloomingdale  Hospital,  White  Plains,  N.Y.,  where 
he  did  psychiatric  work.  In  1930  he  went  to  Berlin, 
Germany,  for  two  years  to  do  postgraduate  work. 
Returning  to  the  United  States  he  worked  at  Bloom- 
ingdale Hospital  and  in  New  York  City  at  Payne 
Whitney  Psychiatric  Clinic,  Cornell  University  Medi- 
cal College,  Neurological  Institute,  and  clinics  in 
neurology  and  endocrinology.  He  entered  private 
practice  in  Houston  in  1936. 

World  War  II  interrupted  Dr.  Hill’s  practice.  He 
entered  the  Navy  in  1942  and  was  discharged  in 
1946  with  the  rank  of  commander.  He  returned  to 
his  Houston  practice  at  that  time.  He  was  clinical 
associate  professor  of  psychiatry  at  Baylor  University 
College  of  Medicine. 

He  had  been  a member  of  the  Harris  County 
Medical  Society,  the  Texas  Medical  Association,  the 
American  Medical  Association,  the  American  Psychi- 
atric Association,  New  York  Society  for  Clinical 
Psychiatry,  Southern  Psychiatric  Association,  South- 
ern Medical  Association,  and  Galveston-Houston 
Neuropsychiatric  Society.  He  was  the  author  of 
various  psychiatric  papers  published  in  the  Journal 
of  Nervous  and  Mental  Disease,  Psychiatric  Quarter- 
ly, and  American  Journal  of  Psychiatry. 

He  was  a member  of  the  Methodist  church. 

Dr.  Hill  was  born  May  25,  1900,  in  Glen  Rose, 
Texas.  His  parents  were  J.  R.  and  Lula  (Milam) 
Hill. 

His  hobby  was  collecting  antiques. 

Sole  survivor  is  a sister.  Miss  Laura  E.  Hill  of 
Fort  Worth. 


Dr.  Maury  Johnson  Perkins  died  at  his  home  in 
Corpus  Christi,  Jan.  12,  1962.  He  had  been  in  gen- 
eral practice  since  1913,  first  in  Alice  and  since 
1923,  in  Corpus  Christi. 

Cause  of  death  was  coronary  occlusion. 

Dr.  Perkins  was  born  Oct.  25,  1888,  in  Acona, 
Miss.  His  parents  were  the  Rev.  C.  W.  and  Eva 
(Johnson)  Perkins.  He  was  educated  at  Uvalde 
High  School,  and  attended  Coronal  Institute  in  San 
Marcos  for  two  years.  He  received  his  education  in 
medicine  at  the  University  of  Texas  Medical  Branch, 
Galveston,  where  he  was  graduated  June  1,  1911. 
The  following  year  he  interned  at  John  Sealy  Hos- 
pital in  Galveston.  In  1930  and  in  1940  he  took 
postgraduate  courses  at  Tulane  University  of  Louisi- 
ana School  of  Medicine  in  New  Orleans. 

He  married  the  former  Emma  S.  Mosser  of  Alice 
there  Oct.  20,  1915.  She  died  March  4,  1961. 

In  1917-1918  Dr.  Perkins  served  in  France  as  a 
captain  in  the  U.S.  Army. 

He  was  a member  of  the  American  Medical  As- 
sociation and  of  the  Texas  Medical  Association 
through  San  Patricio,  Galveston,  Jim  Wells,  and 
lastly,  Nueces  County  Medical  Society.  He  served  as 
secretary  of  Nueces  County  Medical  Society  from 
1927  to  1930  and  was  president  of  that  society  in 
1941. 

He  was  a member  of  the  Methodist  church.  He 
was  a Kiwanian,  a Mason,  and  a Shriner.  His  hobby 
was  golf. 

Survivors  include  his  daughter,  Mrs.  Mauryne 
Bounds,  his  son,  Maury  M.  Perkins,  and  three  grand- 
children, all  of  Corpus  Christi;  one  sister,  Mrs.  Meda 
Peacock  of  Washington,  D.C.;  and  one  brother, 
C.  W.  Perkins,  Jr.,  of  Alice. 


DR.  M.  J.  PERKINS 
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DR.  T.  C.  LIDDELL 


Dr.  Thomas  C.  Liddell,  resident  of  El  Paso  for 
54  years,  died  there  Jan.  19,  1962.  He  was  74. 

TTie  physician  and  surgeon  was  a 1916  graduate 
of  Emory  University  School  of  Medicine  in  Atlanta. 
He  was  a member  of  the  El  Paso  County  Medical 
Society,  the  Texas  Medical  Association,  and  the 
American  Medical  Association. 

He  was  a Mason  and  a past  high  priest  of  the 
York  Rite  Bodies  and  the  El  Maida  Shrine.  He  was 
a member  of  the  Asbury  Methodist  Church. 

Dr.  Liddell  was  born  March  6,  1887,  in  Rayville, 
La.  His  parents  were  Dr.  and  Mrs.  Lewis  Liddell. 

His  wife,  who  survives,  is  the  former  Miss  Ann 
E.  Arant  of  El  Paso.  They  were  married  in  El  Paso, 
June  10,  1912. 

Other  survivors  are  two  grandsons,  Thomas  C. 
Liddell,  III,  and  Richard  K.  Liddell  of  El  Paso;  a 
brother,  Volney  Liddell  of  Riverhead,  Long  Island, 
N.Y.;  and  a sister,  Mrs.  George  Wood  of  Culberson, 
N.C. 


DR.  T.  C.  LIDDELL 


Coming  Meetings 


American  Medical  Association,  Chicago,  June  24-28,  1962,  Dr. 
F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago  10,  Exec.  Vice- 
Pres. 

Texas  Medical  Association,  Austin,  May  12-15,  1962.  C.  L.  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


March 

American  College  of  Surgeons,  Memphis,  Tenn.,  March  26-28,  1962. 

Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 

American  Dermatological  Association  ( members  only ) , Chandler, 
Ariz.,  March  28-31,  1962.  Dr.  Wiley  M.  Sams,  308  Ingraham 
Bldg.,  Miami  32,  Sec. 

Texas  Tuberculosis  Association,  El  Paso,  March  29-31,  1962.  Mrs. 

J.  R.  Walton,  Jr.,  1407  Andrews  Hwy.,  Midland,  Sec. 

Dallas  Southern  Qinical  Society  Conference,  Dallas,  March  19-21, 
1962.  Dr.  C.  M.  Cole,  1421  Medical  Arts  Bldg.,  Dallas,  Sec. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  12- 
15,  1962.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  March  27, 
1962.  Mrs.  Maria  P.  Hathaway.  1012  State  Office  Bldg.,  Austin, 
Exec.  Sec. 


April 

American  Academy  of  General  Practice,  Las  Vegas.  April  6-13, 
1962.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Pediatrics,  New  York,  April  30-May  2,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  ^ec. 
Dir. 

American  Association  for  Thoracic  Surgery,  St.  Louis,  April  16-18, 
1962.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  College  of  Allergists,  Minneapolis,  April  1-6,  1962.  Mr. 
E.  Bauers,  2160  Rand  Tower,  Minneapolis,  Exec.  Vice-Pres. 
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American  College  of  Obstetricians  and  Gynecologists,  Chicago,  April 
2-5,  1962.  Mr.  D.  F.  Richardson.  79  W.  Monroe,  Chicago  3. 
Exec.  Sec. 

American  College  of  Physicians,  Philadelphia,  April  9-13,  1962.  Dr. 

E.  C Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  ^ec.  Dir. 
American  Proctologic  Society,  Miami,  Fla.,  April  30-May  3.  1962. 

Dr.  N.  D.  Nigro,  7815  East  Jefferson,  Detroit  1,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago. 
April  6-7,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago 
1,  Exec.  Dir. 

Southwest  Allergy  Forum,  Memphis,  April  14-17,  1962.  Dr.  D. 
Goltmann,  Lebenheur  Children’s  Hospital,  848  Adams  Avenue, 
Memphis,  Tenn. 

Southwestern  Surgical  Congress,  Albuquerque,  N.  Mex.,  April  2-5, 
1962.  Dr.  R.  B.  Howard.  544  Pasteur  Bldg.,  Oklahoma  City  3. 
Okla. 

Texas  Surgical  Society,  Galveston,  April  1-3,  1962.  Dr.  W.  B.  King, 
Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Nuevo  La- 
redo, April  9-12,  1962.  Dr.  U.  Blanco,  El  Paso,  Sec. 


NaHonal  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley.  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Las  Vegas, 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedia,  15  2nd  St.,  S.W..  Roches- 
ter, Minn.,  Sec. 

American  Association  of  Genito-Urinary  Surgeons,  Skytop,  Pa.,  May 
9-11,  1962.  Dr.  W.  J.  Engel,  2020  E.  93rd,  Cleveland  6,  Sec. 
American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons,  Del  Monte,  Calif.,  May 
6-9,  1962.  Dr.  T.  D.  Cronin.  6615  Travis.  Houston  25.  Sec. 
American  Cancer  Society,  New  York.  On.  22-26,  1962.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19.  Sec. 

American  College  of  Chest  Physicians.  Chicago.  June  21-25,  1962. 
Mr.  M.  Kornfeld,  112  E.  Chestnut.  Chicago  11,  Exec.  Dir. 
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American  College  of  Gastroenterology,  Chicago,  Oct.  28-31.  1962. 

Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C.  Stronach,  20  N.  Wacker, 
Chicago  6,  Exec.  Dir. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  New 
York,  Aug.  27-31,  1962.  Dorothea  C.  Augustin,  30  N.  Michi- 
gan. Chicago  2,  Exec.  Sec. 

American  Gynecological  Society,  Hot  Springs,  Va.,  May  31-June  2. 

1962.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Association,  Cleveland.  Oct.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago.  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  18-20,  1962. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oa.  15-19, 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  New  York,  Oct.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago 
1 1 , Mgr. 

American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29.  Sec. 

International  College  of  Surgeons,  U.  S.  Chapter.  Chicago,  May  14- 
18,  1962.  Dr.  W.  F.  James.  1540  N.  State  Parkway,  Chicago, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

Radiological  Society  of  North  America.  Mr.  M.  D.  Frazer,  1744  S. 
58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  Miami  Beach.  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oa.  7-9.  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Regional  Cancer  Conference.  Mrs.  I.  F.  Ball,  Westchester 
House,  Fort  Worth,  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oa.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon.  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place.  Shreveport,  Sec. 


State 

Texas  Academy  of  General  Praaice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar.  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr..  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Austin,  May  12-13,  1962.  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health.  Mrs.  L.  Marcus,  3525  Arrow- 
head, Dallas,  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists.  Dr.  H.  W. 

Savage,  815  Fifth  Ave.,  Ft.  Worth,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Austin,  May  13. 

1962.  Dr.  Elizabah  Gentry,  1313  Sabine.  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Austin.  May  14, 
1962.  Dr.  W.  W.  Kelton,  Jr.,  108  W.  30th,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Austin,  May 
13,  1962.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 

Texas  Club  of  Internists.  Dr.  T.  H.  Harvill,  Medical  Arts  Bldg., 
Dallas  1,  Sec. 

Texas  Dermatological  Sociay,  Austin,  May  14,  1962.  Dr.  D.  S. 

Blair,  1609  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Diabaes  Association,  Austin,  May  13,  1962.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3.  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy.  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Austin,  May  13,  1962.  Dr. 

R.  E.  Joyner,  Box  471,  Texas  City,  Sec. 

Texas  Neuropsychiatric  Association,  Austin,  May  12,  1962.  Dr. 

E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association.  Austin,  May  14-15,  1962.  Dr. 
Harold  Hunt.  150  Eighth  St..  S.E..  Paris.  Sec. 


Texas  Orthopedic  Association,  Austin,  May  14,  1962.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Austin,  May  14-15,  1962.  Dr. 

Louis  E.  Adin,  Jr.,  3707  Gaston,  Dallas,  Sec. 

Texas  Pediatric  Sociay,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Austin,  May  13, 
1962.  Dr.  O.  Selke,  Medical  Professional  Bldg.,  Houston,  Sec. 
Texas  Proaologic  Society.  Dr.  T.  Melton,  636  Hamann  Professional 
Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association.  Dr.  J.  Kemper,  6655  Travis,  Hous- 
ton, Sec. 

Texas  Society  of  Anesthesiologists,  Austin,  May  12,  1962.  Dr.  E.  L. 

Slataper,  Medical  Towers,  Houston,  Sec. 

Texas  Society  of  Athlaic  Team  Physicians,  Austin,  May  12,  1962. 
Dr.  L.  Levy,  Ft.  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Austin,  May 
13,  1962.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Sociay  of  Pathologists,  Inc.,  Austin,  May  14,  1962.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Austin,  May  11-12,  1962.  Dr. 

R.  O.  Brauer,  6615  Travis,  Houston,  Sec. 

Texas  Sociay  on  Aging.  Clinical  Medicine  Section,  Austin,  May  15. 

1962.  Mrs.  W.  B.  Ruggles,  3701  Stratford.  Dallas.  Sa. 

Texas  Traumatic  Surgical  Society,  Austin,  May  13,  1962.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Urological  Society,  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 


District 

First  District  Sociay.  Dr.  G.  L.  Black,  1501  Arizona,  El  Paso,  Sec. 

Saond  Distria  Society.  Dr.  Broadway  Broadrick,  Box  111,  Big 
Spring,  Sec. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson.  2308 
W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr..  3154  Reid 
Drive,  Corpus  Christi.  Sec. 

Seventh  Distria  Society.  Dr.  R.  Lucas.  502  W.  13th,  Austin,  Sec. 

Eighth  Distria  Society.  Dr.  H.  Davis.  120  Barracuda,  Galveston, 
Sec. 

Ninth  Distria  Sociay. 

Tenth  Distria  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  Distria  Sociay.  Tyler,  Spring,  1962.  Dr.  F.  Verheyden, 
400  S.  Ragsdale,  Jacksonville,  Sa. 

Twelfth  Distria  Soci^,  Waco.  January,  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  Distria  Sociay.  Dr.  R.  D.  Moreton,  1217  W.  Cannon. 
Ft.  Worth,  Sa. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Sociay.  Dr.  J.  S.  Laves,  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-1, 
Medical  Center,  Denison,  Chm. 

North  Texas-Southern  Oklahoma  Fall  Qinical  Conference.  Dr.  F.  J. 

Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City.  Oa.  29-31,  1962. 
Miss  Alma  F.  O’Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exa.  Sa. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic.  Big  Spring,  Sa. 


Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  18-20, 
1962.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth. 
Sec. 
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Highlights  services 


HOW  TO  USE  THIS  PROGRAM 


Look  for — On  page — 

Presidents  and  Presidents-Elect 215 

Services  (Registration,  Information,  Messages,  Hotel 
Accommodations,  Press  Room,  Stenographers)  ....  215 

Location  of  Meeting  and  Exhibit  Rooms 216 

Transportation  217 

Entertainment  (General  Meeting  Luncheons,  President’s 
Party,  Past  Presidents,  Fifty  Year  Qub,  Alumni, 

Class  Reunions,  Fraternities,  Women  Physicians, 
Sports)  217 

Business  Aaivities  (House  of  Delegates,  Reference 
Committees,  Committee  Meetings,  Blue  Cross-Blue 
Shield  Luncheon)  218 

Annual  Session  Committees 219 

Guest  Speakers  (with  all  their  speaking  engagements, 
sponsors,  and  host  societies) 219 

Special  Speakers  224 

Memorial  Services  226 

General  Meetings  226 

General  Meeting  Luncheons 227 

Refresher  Courses  227 

Seaion  Meetings  228 

Exhibits  (Scientific,  Technical,  Motion  Pictures)  ....  233 

Special  Programs  (Related  Organizations,  Other  Spe- 
cialty Groups,  Special  Programs  of  Association)  . . . 236 


Registration,  Information,  and  Messages 

Registration  desks  will  be  open  daily  Saturday  through 
Tuesday,  May  12-15,  at  the  following  locations: 

Stephen  F.  Austin  Hotel  Mezzanine:  ' ; 

Saturday,  8 a.m.  to  7:30  p.m. 

Municipal  Auditorium  Lobby:  i : 

Sunday,  8 a.m.  to  5:30  p.m. 

Monday,  8 a.m.  to  5:30  p.m. 

Tuesday,  8 a.m.  to  5:30  p.m. 

Information  may  be  obtained  from  the  registration  desks 
or  from  the  Message  Center  (located  in  the  ticket  booth 
of  the  foyer.  Municipal  Auditorium).  The  Message  Center 
will  accept  emergency  messages  for  physicians  and  will 
post  lists  of  those  receiving  such  messages  in  the  meeting 
areas  of  the  Municipal  Auditorium.  Physicians  are  asked 
to  encourage  their  office  staffs,  families,  and  patients  to 
keep  their  calls  to  the  Message  Center  at  a minimum  and 
to  check  with  their  offices  or  homes  at  intervals  to  receive 
any  messages. 

The  Travis  County  Medical  Assistants  Association  will  assist 
in  information  and  messenger  service  to  physicians  through- 
out the  session. 

Business,  social,  and  educational  sessions  of  the  Woman’s 
Auxiliary  to  the  Texas  Medical  Association  will  be  held 
at  the  Commodore  Perry  Hotel. 

The  Texas  Medical  Association  will  maintain  an  office  in 
the  East  Room  of  the  Stephen  F.  Austin  Hotel  (Stenog- 
raphers Room).  Mail  and  telegrams  may  be  addressed  in 
care  of  the  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin,  during  the  period  of  the  annual  session. 


Presidents  and  Presidents-Elect 


Mrs.  Garland  G.  Zedler 

Austin,  President,  Woman’s 
Auxiliary  to  the  Texas 
Medical  Association. 


Mrs.  R.  C.  L.  Robertson 

Houston,  President-Elect, 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association. 
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HOTEL  AND  MOTEL 
ACCOMMODATIONS 

Hotel  and  motel  reservations  are  made  by  individuals  di- 
realy  with  hotel  or  motel  of  choice.  The  Stephen  F.  Aus- 
tin and  the  Driskill  Hotels  have  been  designated  co- 
headquarters hotels  for  the  Association.  The  Conunodore 
Perry  Hotel  will  serve  as  Auxiliary  headquarters. 

A list  of  available  facilities  follows; 

Hotels 

Stephen  F.  Austin  Hotel,  Seventh  and  Congress  Avenue 
Driskill  Hotel,  117  East  Seventh  Street 
Commodore  Perry  Hotel,  Eighth  and  Brazos  Streets 

Motels 

Holiday  Inn  Motor  Hotel,  6901  Interregional  Highway- 
Mount  Vernon  Motor  Courts,  4001  Interregional  Highway 
Ramada  Inn  Roadside  Hotel,  5650  Interregional  Highway 
Terrace  Motor  Hotel,  1201  South  Congress 
Villa  Capri  Motor  Hotel,  2360  Interregional  Highway 

Facilities  for  Negroes 

Angelina  Motel,  1322  East  12th  Street 


See  Hotels  and  Motel  Rates, 

Card  Insert,  Page  196b  (Yellow  card  insert). 


Press  Room  and  TMA  Action 

Press  rooms  will  be  maintained  in  the  West  Lounge,  Mez- 
zanine, Municipal  Auditorium,  and  Room  305  of  the 
Stephen  F.  Austin  Hotel. 

Headquarters  for  TMA  Action  newsbulletin  will  be  in  the 
West  Lounge,  Mezzanine,  Municipal  Auditorium,  and 
Room  305  of  the  Stephen  F.  Austin  Hotel. 

Stenographers 

A Stenographers  Room  will  be  set  up  in  the  East  Room  of 
the  Stephen  F.  Austin  Hotel.  Stenographic  service  will  be 
furnished  for  Association  business  upon  request  at  the 
Message  Center  in  the  Municipal  Auditorium. 

LOCATION  OF  EXHIBIT  AREAS 
AND  MEETING  ROOMS 

Municipal  Auditorium 

Scientific  Exhibit  Hall,  main  floor 
Technical  Exhibit  Hall,  main  floor 
Theater,  main  floor 

Committee  Room  1,  main  floor,  east  side  of  stage 

Committee  Room  2,  main  floor,  west  side  of  stage 

Rathskeller,  lower  floor 

Green  Room,  main  floor,  behind  stage 

West  Lounge,  Mezzanine,  west 

East  Lounge,  Mezzanine,  east 

The  following  committee  rooms  are  located  on  the 
Mezzanine,  east  side  of  Auditorium: 

Committee  Room  3 
Committee  Room  5 
Committee  Room  7 
Committee  Room  9 


Committee  Room  11 
Committee  Room  15 

The  following  committee  rooms  are  located  on  the 
Mezzanine,  west  side  of  the  Auditorium: 

Committee  Room  4 
Committee  Room  6 
Committee  Room  8 
Committee  Room  10 
Committee  Room  12 
Committee  Room  14 

The  following  rooms  are  located  on  main  floor,  be- 
hind stage: 

Dressing  Room  1 
Dressing  Room  2 
Dressing  Room  3 

The  following  rooms  are  located  on  lower  floor,  south 
side  of  Auditorium: 

Dressing  Room  4 
Dressing  Room  5 
Dressing  Room  6 
Dressing  Room  7 

Stephen  F.  Austin  Hotel 

(All  meeting  rooms  are  located  on  the  Mezzanine)  : 
Austin  Room 
Ball  Room 
Capitol  Room 
Capitol  Ballroom 
Direaor’s  Room 
East  Room 
Sun  Room 

Driskill  Hotel 

(With  exception  of  those  indicated,  all  meeting  rooms  are 

located  on  the  Mezzanine)  : 

Caucus  Room 
Gvic  Room 

Colonel’s  Room  (Driskill  Qub,  lobby  floor) 

Colonial  Room 

Crown  Room  (Driskill  Club,  lobby  floor) 

Crystal  Ballroom 
Driskill  Club  (lobby  floor) 

Little  Dining  Room  (lobby  floor) 

Maximilian  Room 
Travis  Room 

Terrace  Motor  Hotel 

(With  exception  of  those  indicated,  all  meeting  rooms  are 

located  on  street  level) ; 

Bamboo  Room 
Lotus  Room 
Ming  Room 

Oak  Room  (located  in  building  south  of  main  meet- 
ing room  area) 

Pagoda  Room 

Terrace  Room  (located  in  building  south  of  main 
meeting  room  area) 

Villa  Copri  Motor  Hotel 

(With  the  exception  of  those  indicated,  all  meeting  rooms 

are  located  on  street  level) : 

Bermuda  Room 
El  Dorado  Room 
Morocco  Room 
Polynesian  Room 
Riviera  Room 
Tropicana  Room 

Club  Caravan  ( lower  floor,  northwest  corner  of  motel ) 
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Commodore  Perry  Hotel 

(With  exception  of  those  indicated,  all  meeting  rooms  are 
located  on  the  third  floor) : 

Austin  Qub 
Oipitol  Room 
Colonnade  I,  II,  and  III 
Commodore  Deck  Qub  (sixth  floor) 

Flag  Room  (sixth  floor) 

Viceroy  Room 


SPECIAL  PROGRAMS 

In  addition  to  the  programs  of  the  scientific  sections  and 
related  organizations,  four  special  programs  will  be  offered: 

Symposium  on  Cerebral  Palsy,  Monday,  9:30  a.m.- 
4:45  p.m..  Committee  Room  2,  Municipal  Audi- 
torium. 

Symposium  on  Fallout  and  Survival,  Sunday,  2:30- 
4:30  p.m..  Committee  Room  2,  MunicijwJ  Audi- 
torium. 

Symposium  on  Nutrition,  Sunday,  9:30-11  a.m..  Com- 
mittee Room  2,  Municipal  Auditorium. 

Symposium  of  Texas  Academy  of  General  Practice, 
Sunday,  12:30-6  p.m..  Theater,  Municipal  Audi- 
torium. 


CIBA  SPONSORS  GLOSED-CIRCUIT 
TELEVISION 

The  Ciba  Pharmaceutical  Company,  Summit,  New  Jersey, 
has-  offered  its  closed-circuit  television  system,  Eidophor, 
to  present  two  annual  session  papers.  Topics  (seleaed  by 
the  Council  on  Annual  Session)  of  Dr.  J.  Vernon  Luck, 
Los  Angeles,  and  Dr.  Milton  H.  Erickson,  Phoenix,  guest 
speakers,  will  be  offered  via  die  large-screen,  color  system. 
Registrants  may  hear  Dr.  Luck  discuss  and  interview  pa- 
tients on  "Hip  Joint  Problems  from  Birth  to  Old  Age” 
at  a general  meeting  session  Monday  at  11  a.m.  in  the 
Theater  of  the  Municipal  Auditorium.  Dr.  Erickson’s  topic, 
"Induction  Techniques  of  Hypnosis  and  Various  Types  of 
Patients  and  Problems,”  will  be  offered  by  the  Eidophor 
system  Tuesday  at  4 p.m.  in  the  Theater  of  the  Munici- 
pal Auditorium  before  the  Section  on  General  Practice. 


TRANSPORTATION  TO 
MEETING  AREAS 

The  "Pharmafac  Express”  will  provide  transportation  for  the 
Annual  Session  participants  Sunday  through  Tuesday.  Two 
"Express”  buses  will  operate  on  a 10  minute  schedule 
between  the  Municipal  Auditorium  and  the  three  down- 
town hotels. 

Buses  will  depart  from  and  return  to  the  following  places: 

Stephen  F.  Austin  Hotel Seventh  Street  Entrance 

Driskill  Hotel Seventh  Street  Entrance 

Commodore  Perry  Hotel Brazos  Street  Entrance 

Buses  will  arrive  and  depart  from  the  main  entrance  of 
Municipal  Auditorium. 

Sunday  the  bus  schedule  will  begin  at  8:30  a.m.  and 
run  until  6 p.m.  On  Monday  and  Tuesday,  the  sched- 
ule will  be  from  8 a.m.  until  5:30  p.m.  Transportation  is 


provided  through  the  courtesy  of  Pharmafac,  Inc.,  of  Aus- 
tin. 


ENTERTAINMENT 

General  Meeting  Luncheons 

The  Association  will  sponsor  two  General  Meeting  Lunch- 
eons, one  Monday  and  the  other  Tuesday,  both  at  12:30 
p.m.,  and  both  on  the  lower  floor  of  the  Municipal  Audi- 
torium. Members  of  the  Association  and  Auxiliary  and 
guests  are  invited.  Tickets  will  be  required  for  admittance, 
and  they  will  be  on  sale  at  $3  each  near  the  Registration 
desk  in  the  lobby  of  the  Municipal  Auditorium. 

President's  Party 

A dinner  followed  by  entertainment  and  dancing  honoring 
the  President  will  be  held  Tuesday  at  8 p.m.  in  the  The- 
ater of  the  Municipal  Auditorium.  “ITie  Ed  Gerlach  Or- 
chestra will  be  featured.  Tickets  at  $10  each,  including 
dinner  and  set-ups,  will  be  on  sale  near  the  registration 
desk  in  the  Lobby,  Municipal  Auditorium.  They  may  be 
bought  in  advance  through  Mr.  E.  Maxwell  Jones,  Business 
Manager,  Texas  Medical  Association,  1801  North  Lamar 
Blvd.,  Austin.  Checks  should  be  made  payable  to  Texas 
Medical  Association. 

Association  and  Auxiliary  members  and  guests  are  invited 
to  the  President’s  Party.  Dress  is  optional.  The  President’s 
Party  will  be  preceded  by  fraternity  parties. 

Past  Prasidents  Association  and  Fifty  Year  Club 

The  Past  Presidents  Association  will  have  a reserved  table 
at  the  General  Meeting  Luncheon  on  Monday  and  the 
Fifty  Year  Club  a reserved  table  at  the  General  Meeting 
Luncheon  on  Tuesday.  Both  luncheons  will  be  at  12:30 
p.m.  on  the  lower  floor  of  the  Municipal  Auditorium, 
and  tickets  at  $3  each  will  be  on  sale  near  the  registration 
desk  in  the  Lobby,  Municipal  Auditorium. 

Alumni  Banquets 

Alumni  banquets,  scheduled  for  Monday  at  6:30  p.m.,  are 
being  arranged  under  the  general  direction  of  Dr.  James 
M.  Graham  and  Dr.  F.  Murphy  Nelson  of  Austin.  Tickets 
will  be  on  sale  in  the  registration  area  of  the  Municipal 
Auditorium.  Events  planned,  together  with  location  and 
person  in  charge,  are  as  follows: 

Baylor  University  College  of  Medicine,  Bermuda  and 
El  Dorado  Rooms,  Villa  Capri  Motor  Hotel,  Mr.  Rus- 
sell Clem,  Baylor  Medical  Alumni  Association,  Hous- 
ton; and  Dr.  C.  Bethea  Dildy,  Austin. 

Tulane  University  School  of  Medicine,  Capitol  Room, 
Stephen  F.  Austin  Hotel,  Miss  Beatrice  M.  Field,  Tu- 
lane Alumni  Association,  New  Orleans;  Dr.  John  P. 
Schneider,  Austin;  and  Dr.  Samuel  P.  Todaro,  Austin. 

University  of  Texas  School  of  Medicine,  Crystal  Ball- 
room, Driskill  Hotel,  Miss  Mildred  M.  Robertson, 
Alumni  Association  Medical  Branch,  University  of 
Texas,  Galveston;  and  Dr.  Hardy  E.  Thompson,  Jr., 
Austin. 

Class  Reunions 

Class  reunions,  scheduled  for  Sunday  and  Monday  at  6:30 
p.m.,  are  being  arranged  under  the  general  direction  of  Dr. 
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James  M.  Graham  of  Austin.  Tickets  will  be  on  sale  in  the 
registration  area  of  the  Municipal  Auditorium.  Events 
planned,  together  with  location  and  person  in  charge,  are 
as  follows; 

University  of  Texas  School  of  Medicine,  Class  of 
March,  1942,  Sunday,  Maximilian  Room,  Driskill  Ho- 
tel, Dr.  Georgia  F.  Legett,  Austin. 

University  of  Texas  School  of  Medicine,  Class  of  De- 
cember, 1942,  Monday,  Maximilian  Room,  Driskill 
Hotel,  Dr.  Ruth  M.  Bain,  Austin. 

Fraternity  Forties 

Fraternity  parties  are  planned  from  6:30  to  7 :30  p.m.,  Tues- 
day, in  the  Municipal  Auditorium,  immediately  preceding 
the  President’s  Party.  Tickets  will  be  on  sale  in  the  regis- 
tration area  of  the  Municipal  Auditorium.  Dr.  James  M. 
Graham  of  Austin  is  the  general  chairman  for  these  events. 
Individual  receptions,  location,  and  the  Austin  physician 
making  arrangements  follow: 

Alpha  Kappa  Kappa,  Committee  Rooms  3 and  5, 
Municipal  Auditorium,  Dr.  P.  Clift  Price  (108 
West  30th). 

Nu  Sigma  Nu,  Committee  Rooms  4 and  6,  Municipal 
Auditorium,  Dr.  Albert  L.  Exline^  Chairman  (505 
West  15th)  and  Dr.  Garland  G.  Zedler,  Co-Chair- 
man (603  West  15th). 

Phi  Beta  Pi,  Committee  Room  14,  Municipal  Audi- 
torium, Dr.  B.  Clary  Bates  (1108  Nueces). 

Phi  Chi,  Committee  Room  15,  Municipal  Auditorium, 
Dr.  R.  O.  Swearingen  (2  Medical  Arts  Square). 

Phi  Rho  Sigma,  Committee  Rooms  9 and  11,  Munici- 
pal Auditorium,  Dr.  Charles  F.  Pelphrey  (8  Medi- 
cal Arts  Square). 

Phi  Delta  Epsilon,  Committee  Room  7,  Municipal 
Auditorium,  Dr.  Ralph  Hanna  (108  West  30th). 

Theta  Kappa  Psi,  Committee  Rooms  10  and  12,  Mu- 
nicipal Auditorium,  Dr.  B.  O.  White  (1707  Nu- 
eces) . 

Women  Physicians 

Texas  Women  Physicians  will  meet  at  7:30  a.m.,  Tuesday, 
in  the  Caucus  Room  of  the  Driskill  Hotel  for  breakfast. 
Tickets  will  be  on  sale  in  the  registration  area  of  the 
Municipal  Auditorium.  Dr.  Elizabeth  Paterson,  Austin, 
Chairman,  and  Dr.  Georgia  F.  Legett,  Austin,  Co-Chairman, 
are  making  arrangements. 

Scott  and  White  Alumni  Associatian 

A cocktail  party  is  planned  for  the  Scott  and  White  Alumni 
Association  on  Tuesday  at  6:30  p.m.  in  Committee  Room 
8,  Municipal  Auditorium.  Mr.  Jamie  H.  Clements,  Direaor 
of  Scott,  Sherwood,  and  Brindley  Foundation,  Scott  and 
White  Memorial  Hospital,  Temple,  is  making  arrange- 
ments. 

Sports 

A golf  tournament  will  be  held  at  the  Austin  Country 
Club,  5712  Riverside  Drive,  Monday,  May  14.  Tee  off 
time  must  be  before  1 p.m.  Many  prizes  will  be  distributed. 

Information  on  the  sports  program  will  be  distributed  to 
the  membership  by  mail  and  will  be  available  in  the  regis- 
tration area  in  the  Lobby,  Municipal  Auditorium. 


BUSINESS  ACTIVITIES 

House  of  Delegates 

The  House  of  Delegates  will  hold  its  first  meeting  Saturday 
at  7:30  p.m.  in  the  Capitol  Ballroom  of  the  Stephen  F. 
Austin  Hotel.  The  House  will  reconvene  Sunday  at  7:30 
p.m.  in  the  Capitol  Ballroom  of  the  Stephen  F.  Austin 
Hotel.  A third  meeting  of  the  House  will  be  held  Tuesday 
at  10  a.m.  in  Committee  Rooms  9,  11,  and  15  (one  unit) 
of  the  Municipal  Auditorium. 

The  annual  luncheon  for  the  House  of  Delegates  will  be 
held  at  noon  on  Sunday  on  the  Lower  Floor  of  the  Munici- 
pal Auditorium.  The  agenda,  with  reports  and  resolutions 
available  at  press  time  and  a list  of  officers  and  committees, 
are  included  in  a Handbook  for  Delegates  and  may  be 
obtained  by  others  upon  request.  All  members  of  the 
Association  may  attend  meetings  of  the  House  but  may 
not  participate  in  discussion  or  voting  unless  they  are 
designated  as  delegates.  However,  all  members  of  the  As- 
sociation have  the  privilege  of  appearing  before  reference 
committees  of  the  House  of  Delegates  in  support  of  or  in 
opposition  to  any  proposal. 

Reference  Committees 

Reference  Committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker  of  the 
House  of  Delegates  at  9 a.m.,  Sunday.  Additional  meetings 
will  be  at  such  other  times  as  the  chairmen  of  the  com- 
mittees find  necessary.  Meeting  places  other  than  for  the 
first  meetings  will  be  assigned  at  the  Message  Center  in 
the  Municipal  Auditorium.  Committee  chairmen  are  urged 
to  inform  the  Message  Center  staff  when  they  have  called 
meetings  so  that  inquiries  may  be  answered. 

Meetings  of  reference  committees  Sunday  at  9 a.m.  will 
be  held  in  the  Driskill  Hotel  with  chairmen  as  follows; 

Constitution  and  By-Laws,  Civic  Room,  Dr.  Drue 
O.  D.  Ware,  Fort  Worth. 

Legislation  and  Public  Relations,  Travis  Room,  Dr. 

Joseph  C Magliolo,  Dickinson. 

Medical  Service  and  Insurance,  Room  207,  Dr.  George 
V.  Pazdral,  Somerville. 

Miscellaneous  Business,  Room  206,  Dr.  George  M. 
Jones,  Dallas. 

Reports  of  Officers  and  Committees,  Room  205,  Dr. 

J.  Griffin  Heard,  Houston. 

Scientific  Work,  Room  203,  Dr.  Jack  M.  Partain,  San 
Antonio. 

Board  of  Trustees,  Jim  Hogg  Suite  Parlor,  Dr.  R.  W. 
Kimbro,  Cleburne. 

Board  of  Councilors,  Colonial  Room,  Dr.  C K Oswalt, 
Jr.,  Fort  Stockton. 

Chairmen  of  reference  committees  are  asked  to  attend  a 
breakfast  meeting  with  the  Speaker  of  the  House  of  Dele- 
gates at  7:30  a.m.  Sunday  in  the  Caucus  Room  of  the 
Driskill  Hotel  to  discuss  procedures  and  expedite  business. 

Committee  Meetings 

A number  of  Texas  Medical  Association  board,  council, 
and  committee  meetings  are  being  scheduled  during  the 
annual  session.  Those  directly  concerned  will  receive  sepa- 
rate notices. 

Blue  Cross-Blue  Shield  Luncheon 

Blue  Cross-Blue  Shield  of  Texas  will  have  a luncheon  for 
members  of  the  House  of  Delegates  on  Sunday  at  12:30 
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p.m.  on  the  Lower  Floor  of  the  Municipal  Auditorium. 
Mr.  W.  R,  McBee,  executive  director,  Dallas,  is  in  charge 
of  arrangements. 

The  Honorable  John  G.  Tower,  United  States  Senator  from 
Texas,  will  be  guest  speaker.  Registrants  of  the  annual 
session  are  invited  to  hear  the  address  beginning  at  1:45 

p.m. 


ANNUAL  SESSION  COMMITTEES 


The  Council  on  Annual  Session,  which  has  coordinated 
plans  for  the  annual  session,  consists  of  Drs.  Herman  C. 
Sehested,  Fort  Worth,  chairman;  Mavis  P.  Kelsey,  Hous- 
ton; B.  H.  Williams,  Temple;  Dennis  M.  Voulgaris,  Whar- 
ton; Max  E.  Johnson,  San  Antonio;  Harvey  Renger,  Hal- 
lettsville  (ex  officio);  and  Mr.  C.  Lincoln  Williston,  Austin 
(ex  officio).  Mrs.  Dale  M.  Willimack,  Austin,  serves  as 
Staff  Coordinator  of  Annual  Session. 

The  Committee  on  General  Arrangements  for  the  1962 
Annual  Session,  all  members  from  Austin,  includes  Drs. 
Albert  A.  Tisdale,  chairman;  Robert  N.  Snider;  Frank  M. 
Covert,  III;  Samuel  A.  Hoerster;  and  C.  Hal  McCuistion. 
Sub-committee  chairmen  (all  from  Austin)  are  listed 
below: 

Dr.  James  M.  Graham  (alumni  and  fraternities) 

Dr.  Robert  N.  Snider  (entertainment) 

Dr.  Charles  F.  Pelphrey  (finance) 

Dr.  Thomas  M.  Haslund  (halls  and  lanterns) 

Dr.  Frank  M.  Covert,  III  (hotels) 

Dr.  V.  C.  Smart  (information) 

Dr.  Sidney  W.  Bohls  (memorial  services) 

Dr.  Garland  G.  Zedler  (public  lectures) 

Dr.  C.  Hal  McCuistion  (publicity) 

Dr.  Samuel  A.  Hoerster  (scientific  exhibits) 

Dr.  R K.  Blewett  (sports) 

Dr.  D.  M.  Queen  (technical  exhibits) 

Dr.  Pruett  Watkins  (transportation) 

Mr.  Roy  J.  Cates,  executive  secretary,  and  members  of  the 
Travis  County  Medical  Society,  also  have  assisted  with 
local  arrangements  for  the  annual  session. 

Mrs.  Eugene  P.  Schoch  of  Austin  is  convention  chairman 
for  the  Woman’s  Auxiliary. 


ALSO  WATCH  FOR— 


TMA  Action  newsbulletin  to  be  mailed  to  all  members 
before  and  after  annual  session  and  distributed  daily  at 
the  session. 

Memorial  Services  program,  with  names  of  those  paid 
tribute,  to  be  mailed  to  next  of  kin  prior  to  annual  session 
and  to  be  distributed  at  the  services. 

Handbook  for  Delegates,  containing  agenda  of  House  of 
Delegates,  annual  reports  of  committees,  and  officer  and 
committee  list,  to  be  mailed  to  delegates  before  annual 
session  and  available  for  distribution  at  registration. 

Woman’s  Auxiliary  Program,  containing  convention  details, 
to  be  distributed  at  Auxiliary  registration. 


Speakers 


Guesf  Speakers 


Dr.  Thomas  Carlile 

Chairman,  Department  of  Ra- 
diology, Mason  Clinic  and 
Virginia  Masoh  Hospital,  Se- 
attle. 


Cancer  Research:  The  Changing  Scene,  General  Meeting  Luncheon 
Address,  Monday,  1:25  p.m. 

Radiation  Carcinogenesis,  Section  on  Radiology,  Monday,  3-3:30  p.m. 
The  Problem  of  Lung  Cancer,  Section  on  Radiology,  Tuesday,  3-3:30 
p.m. 

Sponsor:  Ben  DuBilier,  Austin. 

Co-Sponsor:  Wilbur  Q.  Budd,  Amarillo. 

Guest  courtesy  of  Texas  Division,  American  Cancer  Society. 


PRESIDENT'S  PARTY 

featuring 

THE  ED  GERLACH  ORCHESTRA 
8 P.M.,  TUESDAY,  MAY  15 
THEATER,  MUNICIPAL  AUDITORIUM 
TICKETS  $10 


Dr.  Hugh  T. 
Carmichael 

Clinical  Professor  of  Psychiatry, 
University  of  Illinois  College 
of  Medicine,  Chicago. 


The  American  Board  of  Psychiatry  and  Neurology,  Texas  Neuro- 
psychiatric Association,  Sunday,  9:15-9:45  a.m. 

The  Psychosomatic  Approach,  Refresher  Course,  Monday,  8:30-9:45 
a.m. 

Sponsor:  David  Wade,  Austin. 

Co-Sponsor:  C.  J.  Ruilmann,  Austin. 

Guest  of  Texas  Neuropsychiatric  Association  and  Texas  Medical  As- 
sociation. 
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Dr.  Juan  A.  del  Regoto 

Director,  Penrose  Cancer  Hos- 
pital, Colorado  Springs,  Colo. 


The  Accomplishments  of  Supervoltage  and  Cobalt  Teletherapy,  Sec- 
tion on  Radiology,  Monday,  3:30-4  p.m. 

The  Role  of  Radiotherapy  in  Treatment  of  Cancer,  General  Meeting 
Address,  Tuesday,  11:30-11:55  a.m. 

Chemotherapy  and  Radiotherapy  of  Cancer,  Joint  Meeting  of  Section 
on  Radiology  and  Section  on  Surgery,  Tuesday,  4-4:30  p.m. 
Sponsor:  Emmett  A.  Doles,  Austin. 

Co-Sponsor:  Hugo  F.  Elmendorf,  Jr.,  San  Antonio. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Dr.  Frank  Glenn  i ' 

t* 

Lewis  Atterbury  Stimsoa  Pro-  < k 
fessor  of  Surgery,  Cornell  Uni-  . ^ 
versity  Medical  College,  New 
York.  I 


The  Surgical  Treatment  of  Hyperparathyroidism,  Seaion  on  Surgery, 
Monday,  3-3:30  p.m. 

Biliary  Tract  Disease,  Refresher  Course,  Tuesday,  8:30-9:45  a.m. 
Complications  Following  Surgery  on  the  Biliary  Tract,  Section  on 
Surgery,  Tuesday,  2:30-3  p.m. 

Sponsor:  Joe  T.  Gilbert,  Austin. 

Co-Sponsors:  Raleigh  R.  White,  Temple;  Walter  Hasskarl,  Jr.,  Bren- 
ham. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


Dr.  Milton  H.  Erickson 

Editor,  The  American  Journal 
of  Clinical  Hypnosis,  Phoenix, 
Ariz. 


The  Use  of  Hypnosis  in  Painful  Illness,  Section  on  General  Prac- 
tice, Monday,  4:30-5  p.m. 

Hypnosis  in  Medicine,  Refresher  Course,  Tuesday,  8:30-9:45  a.m. 
Induction  Techniques  of  Hypnosis  and  Various  Types  of  Patients  and 
Problems,  Eidophor  presentation.  Section  on  General  Practice, 
Tuesday,  4-5  p.m. 

Sponsor:  Georgia  F.  Legett,  Austin. 

Co-Sponsor:  Thomas  M.  Tyndall,  Beaumont. 

Guest  of  Seaion  on  General  Practice,  Texas  Medical  Association. 


Dr.  Roy  F.  Goddard 

Direaor,  Department  of  Pedi- 
atric Research,  Lovelace  Foun- 
dation for  Medical  Education 
and  Research,  Albuquerque, 
N.M. 


Emphysema  in  Children,  Texas  Chapter,  American  College  of  Chest 
Physicians,  Sunday,  10:40-11:20  a.m. 

Inhalation  Treatment  in  Infants  and  Children,  Section  on  Pediatrics, 
Monday,  2:30-3  p.m. 

Sponsor:  Robert  B.  Morrison,  Austin. 

Co-Sponsor:  Lawrence  M.  Shefis,  San  Antonio. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians,  and 
Texas  Medical  Association. 

I 

h 


Dr.  Charles  E. 
Flowers,  Jr. 

Professor  of  Obstetrics  and 
Gynecology,  School  of  Medi- 
cine, The  University  of  North 
Carolina.  Chapel  Hill,  N.C. 


Obstetrical  Factors  in  Cerebral  Palsy,  Symposium  on  Cerebral  Palsy, 


Monday,  10:10-10:45  a.m. 
Patient  Participation  in  Labor  and 
Palsy,  Monday,  2-2:30  p.m. 
Sponsor:  Ralph  Hanna,  Austin. 
Guest  courtesy  of  United  Cerebral 


Delivery,  Symposium  on  Cerebral 


Palsy  Association  of  Texas. 


Dr.  Grace  A.  Goldsmith 

Professor  of  Medicine  and  Di- 
reaor of  the  Nutrition  and 
Metabolism  Unit,  Tulane  Uni- 
versity School  of  Medicine, 
New  Orleans. 


Current  Concepts  of  Adequate  Nutrition,  Panel,  Symposium  on  Nu- 
trition, Sunday,  9:30-11  a.m. 


Guest  courtesy  of  Council  on  Foods  and  Nutrition.  American  Medi- 
cal Association. 
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Dr.  Poyne  S.  Harris 

Leader,  Radiation  Field  Studies 
Group,  Health  Division,  Los 
Alamos  Scientific  Laboratory, 
Los  Alamos,  N.M. 


Dr.  Rolph  Jones,  Jr. 

Professor  and  Chairman,  De- 
partment of  Medicine,  Uni- 
versity of  Miami  School  of 
Medicine,  Miami. 


Facts  and  Fallacies  of  Local  Fallout  Following  Nuclear  Detonation, 
Symposium  on  Survival,  Sunday,  2:30-4:30  p.m. 

Guest  of  Committee  on  Nuclear  Medicine,  Texas  Medical  Association. 


Recent  Advances  in  Cancer  Chemotherapy:  Significance  for  the  In- 
ternist, Section  on  Internal  Medicine,  Monday,  3:30-4  p.m. 
Advances  in  the  Management  of  Inoperable  Cancer,  Refresher  Course, 
Tuesday,  8:30-9:45  a.m. 

Malaria:  The  New  Problem  It  Presents  to  the  Practicing  Physician, 
Seaion  on  Internal  Medicine,  Tuesday,  3:30-4  p.m. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Association. 


Dr.  Jack  V.  D.  Hough 

Associate  Professor  of  Oto- 
laryngology, University  of  Ok- 
lahoma School  of  Medicine, 
Oklahoma  City. 


Dr.  Lourance  W.  Kinsell 

Direaor,  Institute  for  Meta- 
bolic Research,  Highland-Ala- 
meda  County  Hospital,  Oak- 
land, Calif. 


Modern  Stapes  Surgery,  Texas  Otolaryngological  Association,  Monday, 
1:30-2:30  p.m. 

Problems  in  Tympanoplasty,  Texas  Otolaryngological  Association, 
Tuesday,  9:30-10:30  a.m. 

Present  Day  Problems  in  Otosclerosis,  Section  on  Otolaryngology, 
Tuesday,  2:30-3:30  p.m. 

Sponsor:  Daniel  B.  Powell,  Jr.,  Austin. 

Co-Sponsor:  J.  Patrick  Moran,  Corpus  Christi. 

Guest  of  Texas  Otolaryngological  Association. 


Current  Concepts  of  Adequate  Nutrition,  Panel,  Symposium  on  Nu- 
trition, Sunday,  9:30-11  a.m. 

Indications  for  Oral  Hypoglycemic  Therapy,  Panel,  Texas  Diabetes 
Association,  Sunday,  1-2  p.m. 

The  Relationship  of  Diet  to  Vascular  Disease  in  the  Diabetic,  Texas 
Diabetes  Association,  Sunday,  2:40-3:30  p.m. 

Basic  Concepts  in  the  Management  of  Diabetics,  Refresher  Course, 
Monday,  8:30-9:45  a.m. 

Sponsor:  Horace  E.  Cromer,  Austin. 

Co-Sponsor:  Walter  D.  Roberts,  Austin. 

Guest  of  Texas  Diabetes  Association  and  Texas  Medical  Association. 


Dr.  Douglas  E.  Johnstone 

Director,  Pediatric  Allergy 
Clinic,  University  of  Rochester, 
Rochester,  N.Y. 


Pediatrician’s  Role  in  Care  of  Allergies  in  Childhood,  Refresher 
Course,  Monday,  8:30-9:45  a.m. 

Autoimmune  Diseases  of  Childhood,  General  Meeting  Address,  Tues- 
day, 10-10:25  a.m. 

The  Value  of  Hyposensitization  Therapy  in  Children’s  Allergies,  Sec- 
tion on  Pediatrics,  Tuesday,  3-3:30  p.m. 

Sponsor:  ’Thomas  R.  McElhenney,  Austin. 

Co-Sponsor:  Theophilus  S.  Painter,  Jr.,  Austin. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 


Dr.  Albert  N. 
Lemoine,  Jr. 

Professor  and  Chairman,  De- 
partment of  Ophthalmology, 
University  of  Kansas  School  of 
Medicine,  Kansas  City,  Mo. 


Office  Management  of  Glaucoma,  Texas  Ophthalmological  Asstxia- 
tion,  Monday,  10:30  a.m. 

Fundus  Changes  in  General  Disease,  Refresher  Course,  Tuesday, 
8:30-9:45  a.m. 

Management  of  Retinal  Separation,  Seaion  on  Ophthalmology,  Tues- 
day, 4 p.m. 

Sponsor:  Samuel  N.  Key,  Jr.,  Austin. 

Co-Sponsor:  Everett  R.  Veirs,  Temple. 

Guest  courtesy  of  Texas  Ophthalmological  Association. 
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Dr.  C.  Walton  Lillehei 

Professor  of  Surgery,  Univer- 
sity of  Minnesota  Medical 
School,  Minneapolis. 


The  Changing  Outlook  in  Acquired  Heart  Disease,  General  Meeting 
Address,  Monday,  10-10:25  a.m. 

Qosure  of  Ventricular  Septal  Defects:  Clinical  and  Hemodynamic 
Correlations  in  140  Patients  Studied  Postoperatively  by  Re- 
catheterization, Seaion  on  Pediatrics,  Monday,  4:30-5  p.m. 
Sponsor:  R.  Maurice  Hood,  Austin. 

Co-Sponsor:  Hugh  E.  Wilson,  III,  Dallas. 

Guest  of  Texas  Heart  Association  and  Texas  Medical  Association. 


Dr.  Howard  Mahorner 

Qinical  Professor  of  Surgery, 
Louisiana  State  University 
School  of  Medicine,  New  Or- 
leans. 


Acute  Cholecystitis:  The  Optimal  Time  for  and  Extent  of  Operation, 
Section  on  Surgery,  Monday.  2:30-3  p.m. 

The  Treatment  of  Venous  Thrombosis  and  Its  Sequelae,  Refresher 
Course,  Tuesday,  8:30-9:45  a.m. 

Diverticulitis  and  Diveniculosis  of  the  Colon  Requiring  Surgery, 
Section  on  Surgery,  Tuesday,  3:30-4  p.m. 

Sponsor:  Joe  T.  Gilbert,  Austin. 

Co-Sponsors:  Raleigh  R.  White,  Temple;  Walter  Hasskarl,  Jr.,  Bren- 
ham. 

Guest  of  Council  on  Annual  Session,  Texas  Medical  Association. 


Dr.  J.  Vernon  Luck 

Medical  Director.  Los  Angeles 
Orthopaedic  Hospital,  Los  An- 
geles. 


The  Reactions  of  Joints  to  Trauma,  Texas  Society  of  Athletic  Team 
Physicians,  Saturday,  2:20-3  p.m. 

Hip  Joint  Problems  from  Birth  to  Old  Age,  Eidophor  presentation. 
General  Meeting  Address,  11-12  noon. 

A Concept  of  the  Pathogenesis  and  Orthopedic  Management  of 
Osteoarthritis  of  the  Hip.  Texas  Orthopaedic  Association,  Mon- 
day, 2:25-3:10  p.m. 

Sponsor:  Frederick  C.  Lowry,  Austin. 

Co-Sponsor:  John  J.  Hinchey,  San  Antonio. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical  Associa- 
tion. 


Dr.  J.  Gordon  Millichap 

Pediatric  Neurologist,  Mayo 
Clinic,  Rochester,  Minn. 


Differential  Diagnosis  of  Dystonia  in  Children,  Texas  Neuropsychi- 
atric Association.  Sunday,  10:30-11:15  a.m. 

Convulsive  Disorders  in  Infants  and  Children,  Section  on  Pediatrics, 
Monday,  4-4:30  p.m. 

Sponsor:  John  A.  Boston,  Jr.,  Austin. 

Guest  courtesy  of  Texas  Neuropsychiatric  Association  and  Texas 
Pediatric  Society. 


Dr.  Francis  W.  Lynch 

Professor  and  Head,  Division 
of  Dermatology,  University  of 
Minnesota  Medical  School, 
Minneapolis. 


An  Informal  Survey  of  the  Chronic  Vesico-Bullous  Eruptions,  Texas 
Dermatological  Society,  Monday.  10-10:30  a.m. 

Management  of  Contaa  Dermatitis,  Refresher  Course,  Tuesday,  8:30- 
9:45  a.m. 

Dermatologic  Manifestations  of  Systemic  Disease,  General  Meeting 
Address,  Tuesday,  10:30-10:55  a.m. 

Sponsor:  Eugene  P.  Schoch,  Jr..  Austin. 

Co-Sponsor:  M.  Allen  Forbes,  Jr.,  Austin. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  Associa- 
tion. 


Dr.  Herbert  C.  Modlin 

Senior  Psychiatrist,  Menninger 
Foundation.  Topeka,  Kan. 


Psychiatric  Reactions  to  Accidents,  Texas  Industrial  Medical  Associa- 
tion, Texas  Physical  Medicine  and  Rehabilitation  Society,  and 
Texas  Traumatic  Surgical  Society,  Sunday,  11-12  noon. 

Chronic  Homeostatic  Instability,  Texas  Neuropsychiatric  Association. 
Sunday,  3:30-4  p.m. 

The  Family  Physician  as  a Sex  Counselor.  General  Meeting  Address, 
Monday,  10:30-10:55  a.m. 

Sponsor:  Hubert  Winston  Smith,  Austin. 

Co-Sponsor:  Francis  W.  Wilson,  Port  Arthur. 

Guest  of  Texas  Industrial  Medical  Association  and  Texas  Medical 
Association. 
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Dr.  Edmund  R.  Novak 

Assistant  Professor  of  Gynecol- 
ogy. Johns  Hopkins  Medical 
School,  Baltimore. 


Dr.  R.  Townley  Poton 

Chairman  of  Board  of  Surgeon 
Direaors,  Manhattan  Eye,  Ear, 
Nose  and  Throat  Hospital. 
New  York. 


Dysmenorrhea,  Section  on  Obstetrics  and  Gynecology,  Monday,  2:30- 
2:50  p.m. 

Hydatidiform  Mole  and  Chorionepithelioma,  Section  on  Pathology, 
Monday,  3-3:30  p.m. 

The  Stein-Leventhal  Syndrome,  Section  on  Obstetrics  and  Gynecol- 
ogy, Monday,  4-4:20  p.m. 

Relationship  of  Endometrial  Hyperplasia  and  Adenocarcinoma,  Panel, 
Section  on  Obstetrics  and  Gynecology,  Tuesday,  3 p.m. 

Sponsor:  Marion  L.  Stahl,  Austin. 

Co-Sponsor:  John  A.  Wall,  Houston. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical  As- 
sociation. 


Indications  for  Therapeutic  Corneal  Transplants,  Refresher  Course. 
Monday,  8:30-9:45  a.m. 

The  Seleaion  of  Patients  for  Corneal  Transplantation,  Seaion  on 
Ophthalmology,  Monday,  3:30  p.m. 

Reoperative  Surgery,  Texas  Ophthalmological  Association,  Tuesday, 
10:30  a.m. 

Sponsor:  Henry  L.  Hilgartner,  Jr.,  Austin. 

Co-Sponsor:  Marion  Johnson,  Houston. 

Guest  of  Section  on  Ophthalmology,  Texas  Medical  Association. 


Dr.  Joseph  H.  Oguro 

Professor  of  Otolaryngology, 
Washington  University  School 
of  Medicine,  St.  Louis. 


Conservation  Surgery  for  Cancers  of  the  Larynx  and  Pharynx,  Re- 
fresher Course,  Monday,  8:30-9:45  a.m. 

Treatment  of  Acute  and  Chronic  Chemical  Burns  on  Pharynx  and 
Esophagus,  Texas  Otolaryngological  Association,  Monday,  10:45- 
11:30  a.m. 

Frontal  Sinus  Surgery,  Section  on  Otolaryngology,  Monday,  2:30-3 
p.m. 

Sponsor:  Oliver  W.  Suehs,  Austin. 

Co-Sponsor:  Jack  L.  Turner,  Odessa. 

Guest  of  Section  on  Otolaryngology,  Texas  Medical  Association. 


Dr.  William  G.  Sauer 

Consultant  in  Medicine,  Divi- 
sion of  Gastroenterology,  Mayo 
Clinic,  Rochester,  Minn. 


Acute  Fulminating  Ulcerative  Colitis  with  Toxic  Dilatation  of  the 
Colon,  Texas  Society  of  Gastroenterologists  and  Prtxtologists, 
Sunday.  3-3:45  p.m. 

Tumors  of  the  Small  Intestine,  Refresher  Course,  Monday,  8:30- 
9:45  a.m. 

Sponsor:  Walter  E.  Sjoberg,  Jr.,  Austin. 

Co-Sponsor:  A.  Compton  Broders,  Jr.,  Temple. 

Guest  of  Texas  Society  of  Gastroenterologists  and  Proctologists  and 
Texas  Medical  Association. 


Dr.  Theodore  C.  Panes 

Professor  and  Chairman,  De- 
partment of  Pediatrics.  Uni- 
versity of  Arkansas  Medical 
Center,  Little  Rock. 


Current  Concepts  of  Adequate  Nutrition,  Panel,  Symposium  on  Nu- 
trition, Sunday,  9:30-11  a.m. 

Guest  of  Committee  on  Nutrition,  Texas  Medical  Association. 


Dr.  Walter  H.  Seegers 

Professor  and  Chairman,  De- 
partment of  Physiology  and 
Pharmacology,  Wayne  State 
University  College  of  Medicine, 
Detroit. 


Blood  Clotting  Mechanisms  in  Hemorrhagic  Diseases,  Section  on 
Pathology,  Monday,  2:30-3  p.m. 

Blood  Coagulation  and  Significance  of  Recent  Advances  in  Knowl- 
edge of  Prothrombin  and  Fibrinolysin,  Refresher  Course,  Tues- 
day, 8:30-9:45  a.m. 

Effect  of  Drugs  on  Blood  Coagulation  Factors,  Section  on  Pathology. 

Tuesday,  2:30-3  p.m. 

Sponsor:  Douglas  W.  Terry,  Austin. 

Co-Sponsor:  Thomas  G.  Price,  Austin. 

Guest  of  Section  on  Pathology.  Texas  Medical  Association. 
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Dr.  Carl  E.  Wasmuth 


Dr.  Thomas  L.  Shipman 

Health  Division  Leader,  Los 
Alamos  Scientific  Laboratory, 
Los  Alamos,  N.M. 


Facts  and  Fallacies  of  Local  Fallout  Following  Nuclear  Detonation, 
Symposium  on  Survival,  Sunday,  2:30-4:30  p.m. 

Guest  of  Committee  on  Nuclear  Medicine,  Texas  Medical  Association. 


Staff  Anesthesiologist,  Depart- 
ment of  Anesthesiology,  Cleve- 
land Clinic,  Cleveland,  Ohio. 


Medical  Malpraaice,  Texas  Society  of  Anesthesiologists.  Sunday, 
1:30-3  p.m. 

Present  Trends  in  Medical  Malpractice.  Refresher  Course.  Monday, 
8:30-9:45  a.m. 

Sponsor:  Darrell  B.  Faubion,  Austin. 

Co-Sponsor:  T.  C.  Hardy,  Houston. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medical  As- 
sociation. 


Dr.  Waldo  L.  Treating 

Professor  and  Head,  Depart- 
ment of  Public  Health  Prac- 
tice, Graduate  School  of  Pub- 
lic Health,  University  of  Pitts- 
burgh, Pittsburgh,  Pa. 


A Look  at  Ourselves,  Texas  Association  of  Public  Health  Physicians, 
Sunday,  7 p.m. 

Role  and  Responsibility  in  Public  Health,  Seaion  on  Public  Health, 
Monday,  2:30-3  p.m. 

The  Nature  of  Community  Health  Practice.  Conference  of  City  and 
County  Health  Officers,  Tuesday,  2:30-3  p.m. 

Sponsor:  J.  E.  Peavy,  Austin. 

Co-Sponsor:  Benjamin  M.  Primer.  Sr.,  Austin. 

Guest  of  Section  on  Public  Health,  Texas  Medical  Association. 


Dr.  Curtis  H.  Tyrone 

Professor  of  Clinical  Gynecol- 
ogy, Tulane  University  School 
of  Medicine,  New  Orleans. 


Pitfalls  in  Clinical  Gynecological  Diagnosis,  General  Meeting  Ad- 
dress. Tuesday,  11-11:25  a.m. 

Adenomyosis:  A Clinical  and  Pathological  Study,  Seaion  on  Obstet- 
rics and  Gynecology,  Tuesday,  2:30-2:50  p.m. 

Modem  Approach  to  Pelvic  Cancer,  Seaion  on  Surgery,  Tuesday. 
3-3:30  p.m. 

Sponsor:  Samuel  P.  Todaro,  Austin. 

Co-Sponsor:  Oran  V.  Prejean,  Dallas. 

Guest  courtesy  of  Texas  Division,  American  Cancel  Society. 


SPECIAL  SPEAKERS 


Dr.  Giles  Andrews,  Dallas. 

Pelvic  Pneumography  in  the  Diagnosis  of  Gynecological 
Disorders. 

Seaion  on  Radiology,  Monday,  2:30  p.m. 

Dr.  Charles  R.  Baxter,  Qinical  Fellow  in  Surgery,  The 
University  of  Texas  Southwestern  Medical  School,  Dal- 
las. 

Post  Traumatic  Renal  Failure. 

Symposium  of  Texas  Academy  of  General  Practice,  Sunday, 
1 :40  p.m. 

Miss  Catherine  Carruth,  R.N.,  Hermann  Hospital, 
Houston. 

Gastric  Lesions:  Radiologic,  Endoscopic,  and  Cytologic 
Evaluation. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Sun- 
day, 2:20  p.m. 

W.  Bruce  Chambers,  Public  Affairs  Officer,  Federal  Avi- 
ation Agency,  Fort  Worth. 

A Favorable  Public  Image  and  What  It  Means  to  You. 

Texas  Air-Medics  Association,  Sunday,  10:30  a.m. 

Dr.  Tom  Davis,  Mobile,  Ala. 

Pitfalls  of  Laboratory  Diagnosis. 

Texas  Air-Medics  Association,  Saturday,  1:30  p.m. 

Miss  Ruby  Decker,  R.P.T.,  Director  Department  of  Physi- 
cal Therapy,  The  University  of  Texas  Medical  Branch, 
Galveston. 

The  Role  of  Allied  Medical  Services  in  the  Treatment  of 
Cerebral  Palsy. 

Symposium  on  Cerebral  Palsy,  Monday,  1:15  p.m. 

Dr.  Melford  S.  Dickerson,  Medical  Consultant,  State 
Department  of  Health,  Austin. 

Public  Health  Praaices  in  the  Congo. 

Conference  of  City  and  County  Health  Officers,  Tuesday, 
4:30  p.m. 
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James  W.  Finney,  Radiobiologist,  Baylor  University  Med- 
ical Center,  Dallas. 

Approach  to  Tumor  Therapy. 

Combined  Session  of  Section  on  Surgery  and  Section  on 
Radiology,  Tuesday,  4:30  p.m. 

Dr.  Edgar  L.  Frazell,  Associate  Professor  of  Surgery, 
Cornell  University  Medical  School,  New  York. 

Address,  The  University  of  Texas  Medical  Branch  Alumni 
Association  Banquet,  Monday,  6:30  p.m. 

Current  Trends  in  the  Treatment  of  Cancer  of  the  Flead 
and  Neck  Region. 

General  Meeting  Luncheon,  Tuesday,  1:25  p.m. 

Dr.  Harry  L.  Gibbons,  Regional  Flight  Surgeon,  Federal 
Aviation  Agency,  Fort  Worth. 

Suppressio  Mallum,  The  Airman  Syndrome. 

Texas  Air-Medics  Association,  Saturday,  10:30  a.m. 

Dr.  a.  H.  Giesecke,  Jr.,  Resident  in  Training,  Parkland 
Hospital,  Dallas. 

Thrombo-Embolic  Phenomena  During  Anesthesia  and  Sur- 
gery. 

Texas  Society  of  Anesthesiologists,  Sunday,  9 a.m. 

Dr.  James  L.  Goddard,  Gvil  Air  Surgeon,  Federal  Avia- 
tion Agency,  Washington,  D.C. 

Progress  in  Aero-Medical  Research. 

Texas  Air-Medics  Association,  Sunday,  1:30  p.m. 

Dr.  Luis  Amezcua  Gonzales,  Department  of  Aviation 
Medicine  of  Mexico,  Mexico,  D.F. 

The  Aviation  Medicine  Services  in  Mexico,  Organization 
and  Functions. 

Texas  Air-Medics  Association,  Saturday,  2 p.m. 

George  E.  Haddaway,  Editor,  Flight  Magazine,  Dallas. 

Growth  Projeaions  of  Aviation. 

Texas  Air-Medics  Association,  Saturday,  11  a.m. 

Dr.  R.  D.  Heilman,  Houston. 

Lymphangiography. 

Section  on  Radiology,  Tuesday,  2:30  p.m. 

John  S.  Hunter,  Regional  Attorney,  Federal  Aviation 
Agency,  Region  2,  Fort  Worth. 

Legal  Aspeas  of  the  F.A.A. 

Texas  Ait-Medics  Association,  Sunday,  11  a.m. 

Ira  Iscoe,  Ph.D.,  Medical  and  Professional  Advisory  and 
Evaluation  Board,  United  Cerebral  Palsy  of  Texas, 
Austin. 

Intellectual  Appraisals,  Their  Administration  and  Interpre- 
tation. 

Symposium  on  Cerebral  Palsy,  Monday,  4:15  p.m. 

Dr.  Norman  Kiefer,  Clinical  Assistant  Professor  in  Psy- 
chiatry, The  University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Discussion:  Use  of  the  Cornell  Medical  Index  as  a Method 
of  Screening  for  SociaUy-Inadequate  Men. 

Texas  Neuropsychiatric  Association,  Section  on  Psychiatry 
and  Psychoanalysis,  Sunday,  2:30  p.m. 


Karl  K.  Klein,  Associate  Professor  of  Physical  Training 
for  Men,  The  University  of  Texas,  Austin. 

The  Bench  Technique  of  Exercise  as  a Therapeutic  Tool. 

Texas  Society  of  Athletic  Team  Physicians,  Samrday,  1:30 
p.m. 

Hendrick  Lindt,  Instruaor,  Department  of  Psychiatry, 
The  University  of  Texas  Medical  Branch,  Galveston. 

Some  Comments  on  the  Psychological  Impact  of  Hurricane 
Carla. 

Texas  Neuropsychiatric  Association,  Section  on  Psychiatry 
and  Psychoanalysis,  Sunday,  3 p.m. 

Aris  a.  Mallas,  Project  Direaor,  Texas  Research  League, 
Austin. 

Needy  Children:  Perpetual  Dependency  or  Evenmal  Self 
Support. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Monday, 
12:30  p.m. 

Dr.  Walter  H.  Mannheimer,  Director,  Department  of 
Anesthesiology,  Veterans  Administration  Hospital, 
Houston. 

Safety  in  Hypotensive  Anesthesia. 

Texas  Society  of  Anesthesiologists,  Sunday,  9:45  a.m. 

Harry  Martin,  Ph.D.,  Assistant  Professor  in  Psychiatry, 
The  University  of  Texas  Southwestern  Medical  School, 
Dallas. 

Use  of  the  Cornell  Medical  Index  as  a Method  of  Screen- 
ing for  Socially-Inadequate  Men. 

Texas  Neuropsychiatric  Association,  Section  on  Psychiatry 
and  Psychoanalysis,  Sunday,  2:30  p.m. 

Dr.  B.  E.  McCoy,  Psychiatrist,  Austin  State  Hospital,  Aus- 
tin. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Tuesday, 
3 p.m. 

D.  D.  Odom,  Senior  Medical  Smdent,  Baylor  University 
School  of  Medicine,  Houston. 

Cutaneous  and  Subcutaneous  Reaaions  to  Insulin. 

Texas  Diabetes  Association,  Sunday,  2:15  p.m. 

Dr.  Neal  Owens,  Professor  of  Plastic  Surgery,  Tulane 
University  College  of  Medicine,  New  Orleans. 

The  Philosophy  of  Plastic  Surgery. 

Texas  Society  of  Plastic  Surgeons,  Samrday,  12:30  p.m. 

Dr.  James  Pappas,  Houston. 

Histoplasmosis  Primary  to  the  Larynx. 

Texas  Otolaryngological  Association,  Tuesday,  11:15  a.m. 

Lt.  Col.  Hugh  W.  Randel,  MC,  United  States  Air  Force, 
Chief,  Department  of  Aviation  Medicine,  School  of 
Aerospace  Medicine,  Aerospace  Medical  Division, 
Brooks  Air  Force  Base. 

Health  for  the  Space-Going  Public. 

Conference  of  City  and  County  Health  Officers,  Tuesday, 
3 p.m. 

Dr.  J.  D.  Russ,  Associate  Professor  of  Pediatrics,  Tulane 
University  Medical  School,  New  Orleans;  Secretary, 
American  Academy  for  Cerebral  Palsy. 

Prevention  and  Deteaion  of  Cerebral  Palsy. 

Symposium  on  Cerebral  Palsy,  Monday,  2:30  p.m. 

Case  Presentations. 

Symposium  on  Cerebral  Palsy,  Monday,  3:45  p.m. 
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Dr.  Holbrooke  Seltzer,  Department  of  Internal  Medi- 
cine, The  University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Insulinogenic  Reserve. 

Texas  Diabetes  Association,  Sunday,  10:45  a.m. 

Dr.  Herbert  Skoglund,  Resident  in  Obstetrics  and  Gyne- 
cology, Jefferson  Davis  Hospital,  Houston. 

Panel  Discussion;  Bleeding  G)mplications  of  Pregnancy. 

Seaion  on  Obstetrics  and  Gynecology,  Monday,  2:50  p.m. 

Byron  N.  Smith,  D.D.S.,  Austin. 

Dental  Problems  Affecting  Speech,  Swallowing,  and  Nu- 
trition of  the  Cerebral  Palsied. 

Symposium  on  Cerebral  Palsy,  Monday,  9:40  a.m. 

Charles  A.  Smith,  Deputy  Regional  Attorney,  Federal 
Aviation  Agency,  Region  2,  Fort  Worth. 

Legal  Aspeas  of  the  F.A.A. 

Texas  Air-Medics  Association,  Sunday,  11  a.m. 

Robert  J.  Speer,  Ph.D.,  Qinical  Chemist,  Baylor  Univer- 
sity Hospital;  Director  of  Coagulation  and  Research, 
Wadley  Research  Institute,  Dallas. 

Blood  Coagulation  Methodology. 

Section  on  Pathology,  Monday,  3:30  p.m. 

Dr.  G.  Douglas  Tatum,  Jr.,  Resident  in  Obstetrics  and 
Gynecology,  Parkland  Hospital,  Dallas. 

Panel  Discussion:  Bleeding  Complications  of  Pregnancy. 

Section  on  Obstetrics  and  Gynecology,  Monday,  2 : 50  p.m. 

Dr.  E.  a.  Thomas,  Resident  in  Obstetrics  and  Gynecology, 
Dallas. 

Measured  Blood  Loss  from  Episiotomy. 

Seaion  on  Obstetrics  and  Gynecology,  Monday,  4:30  p.m. 

The  Honorable  John  G.  Tower,  United  States  Senate, 
Washington,  D.C. 

Address,  Blue  Cross-Blue  Shield  of  Texas  Luncheon,  Sun- 
day, 12:30  p.m. 

Dr.  Luther  B.  Travis,  Department  of  Pediatrics,  The 
University  of  Texas  School  of  Medicine,  Galveston. 

Renal  Histology  Early  in  the  Course  of  Juvenile  Diabetes 
Mellitus. 

Texas  Diabetes  Association,  Sunday,  3:30  p.m. 

Dr.  Lucius  Waites,  Associate  Professor  of  Pediatrics,  The 
University  of  Texas  Southwestern  Medical  School, 
Dallas. 

The  More  Common  Disorders  of  Perception  in  Children. 

Texas  Neuropsychiatric  Association,  Section  on  Neurology, 
Neurosurgery,  and  Allied  Fields,  Sunday,  3 p.m. 

William  G.  Wolfe,  Ph.D.,  Chairman,  Board  of  Direaors, 
United  Cerebral  Palsy  of  Texas,  Austin. 

Education  and  Research  for  the  Cerebral  Palsied. 

Symposium  on  Cerebral  Palsy,  Monday,  3:15  p.m. 


Memorial  Services 


Sunday,  May  13,  5 p.m. 

First  Southern  Presbyterian  Church, 

200  East  Eighth  Street 

Sidney  W.  Bohls,  M.D.,  Austin,  Chairman. 

Mrs.  James  A.  hallmark.  Fort  Worth,  Co-Chairman. 
Committees  on  Memorial  Services,  Presiding. 

1.  Organ  Prelude.  Mr.  Russell  Gregory,  Austin. 

2.  Invocation.  The  Very  Rev.  Gray  M.  Blandy, 

Dean,  The  Episcopal  Theological  Seminary 
of  the  Southwest,  Austin. 

3.  Special  Music.  A Cappella  Choir,  The  University 

OF  Texas,  Austin. 
Mr.  Morris  J.  Beachy,  Director. 

4.  Memorial  Address  for  Deceased  Physicians. 

Charles  T.  Stone,  M.D.,  Galveston. 

5.  Memorial  Address  for  Deceased  Members 

of  the  Woman’s  Auxiliary.  MRS.  JAMES  A.  HALLMARK, 

Fort  Worth. 

6.  Special  Music.  A CAPPELLA  CHOIR. 

7.  Benediaion.  Most  Rev.  Louis  J.  Reicher,  D.D., 

Bishop  of  Austin,  Catholic  Diocese. 

8.  Organ  Postlude.  Mr.  Gregory. 


General  Meetings 


Menday,  May  14,  10  a.m. 

Theater,  Municipal  Auditorium 

Harvey  Renger,  Hallettsville,  President,  Presiding. 

1.  (10:00)  The  Changing  OuHeok  in  Acquired  Heart 
Disease. 

C Walton  Lillehei,  Minneapolis,  Minn. 

2.  (10:30)  The  Family  Physician  as  a Sex  Caunselar. 

Herbert  C.  Modlin,  Topeka,  Kan. 

The  continued  enlightenment  of  the  public  about  sexual  behavior  is 
leading  gradually  to  acceptance  of  the  idea  that  much  sexuality,  both 
normal  and  abnormal,  is  less  a matter  of  sin  or  crime  and  more  a 
matter  of  health  or  illness.  For  this  reason,  among  others,  the 
family  physician  may,  with  increasing  frequency,  be  called  upon  as 
a source  of  information  and  help.  Adequacy  in  such  a counseling 
role  requires  ( 1 ) conviaion  about  the  importance  of  the  subject. 
(2)  knowledge,  (3)  interviewing  skill. 

3.  (11:00)  Hip  Joint  Problems  from  Birth  to  Old  Age. 

J.  Vernon  Luck,  Los  Angeles,  Calif. 

Problems  and  patients  will  be  presented  via  Eidophor,  closed<ircuit 
large  screen  color  television  developed  by  the  Ciba  Pharmaceutical 
Company. 
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Tuesday,  Moy  15,  10  a.m. 

Theater,  Municipal  Auditorium 
Harvey  Renger,  Hallettsville,  President,  Presiding. 

1.  (10:00)  Autoimmune  Diseases  of  Childhood. 

Douglas  E.  Johnstone,  Rochester,  N.Y. 

2.  (10:30)  Dermatologic  Manifestations  of  Systemic 
Disease. 

Francis  W.  Lynch,  Minneapolis,  Minn. 

There  is  increased  recognition  of  the  importance  of  combining 
knowledge  of  the  dermatologic  features  and  the  internal  medical 
features  of  many  illnesses.  A detailed  analysis  is  not  presented  of 
the  more  general  features  in  aging,  metabolic  disease,  anemias,  and 
so  on.  Other  more  specific  disorders  are  considered  under  the  head- 
ings: nevoid  syndromes,  hormonal  diseases,  "depot"  functions  of 
the  skin,  infectious  diseases,  reaaions  to  drugs,  vascular  diseases, 
tumors,  and  several  specific  diseases  of  the  connective  tissues. 

3.  (11:00)  Pitfalls  in  Clinical  Gynecological  Diagnosis. 

Curtis  H.  Tyrone,  New  Orleans. 

Perhaps  one  of  the  most  serious  pitfalls  in  gynecologic  diagnosis  is 
the  physician’s  lack  of  awareness  when  he  takes  the  patient’s  history. 
Among  other  important  pitfalls  are  inadequate  interpretation  of 
symptoms,  inadequate  examination,  inadequate  consultation  with 
colleagues  and  incomplete  rapport  with  the  patient  regarding  neces- 
sity for  surgical  treatment. 

4.  (11:30)  The  Role  of  Radiotherapy  in  Treatment  of 
Cancer. 

J.  A.  DEL  Regato,  (Colorado  Springs,  Colo. 

Results  of  radiotherapy  as  a curative  approach  in  some  forms  of 
cancer  are  greatly  dependent  on  the  skill  with  which  the  treatment 
is  administered,  and  its  assets  are  primarily  due  to  its  conservative 
charaaer.  Radiotherapy  has,  in  addition,  numerous  indications  in  the 
palliative  approach  of  forms  of  cancer  in  which  cure  is  no  longer 
possible.  Radiotherapeutic  palliation  implies  at  times  a greater  skill 
and  effort  than  the  curative  approach. 


GENERAL  MEETING  LUNCHEONS 

Monday,  May  14,  12:30  p.m. 

Lower  Floor,  Municipal  Auditorium 

R.  Mayo  TeneRY,  Waxahachie,  Vice  President,  Presiding. 

1.  (12:30)  Invocation. 

J.  Layton  Cochran,  San  Antonio. 
Luncheon. 

Recognition : 

Past  Presidents  Association. 
Registrants  for  Orientation  Program. 
Civic  Guests. 

2.  (1:15)  Announcement  of  Anson  Jones  Awards. 

Joe  R.  Donaldson,  Pampa,  Chairman, 
Council  on  Public  Relations  and  Public  Service. 

3.  (1:20)  Introduaion  of  Speaker. 

John  F.  Thomas,  Austin. 

4.  (1:25)  Cancer  Research:  The  Changing  Scene. 

Thomas  Carlile,  Seattle,  President, 
American  Cancer  Society. 

Tuesday,  May  15,  12:30  p.m. 

Lower  Floor,  Municipal  Auditorium 

Harvey  Renger,  Hallettsville,  President,  Presiding. 

1.  (12:30)  Invocation. 

Luncheon. 

Recognition : 

Fifty  Year  Club. 


2.  (1:15)  Announcement  of  Scientific  Exhibits  Awards. 

Jasper  H.  Arnold,  Houston,  Chairman, 
Committee  on  Scientific  Exhibits. 

3.  (1:20)  Introduction  of  Speaker. 

4.  (1:25)  Current  Trends  in  the  Treatment  of  Cancer 
of  the  Head  and  Neck  Region. 

Edgar  L.  Frazell,  New  York. 

Refresher  Courses 


The  refresher  course  program  for  the  1962  annual  session 
includes  14  courses,  each  consisting  of  an  hour  of  lecture 
plus  15  minutes  of  questions  and  answers.  The  courses,  to 
be  presented  by  out-of-state  medical  leaders,  are  primarily 
for  the  benefit  of  physicians  doing  general  praaice,  but 
also  are  of  value  to  specialists.  Category  II  hour-for-hour 
credit  will  be  granted  by  the  Texas  Academy  of  General 
Praaice  for  each  course. 

The  schedule  runs  from  8:30  to  9:45  a.m.,  Monday  and 
Tuesday,  each  course  being  complete  in  a single  day.  Com- 
plimentary coffee  will  be  served  each  day  from  7 :45  to 
8:30  a.m.  on  the  Mezzanine  of  the  Municipal  Auditorium. 
No  tickets  will  be  required  for  attendance  at  courses. 

Following  is  the  list  of  courses  and  instructors,  together 
with  room  assignments: 

Monday,  May  14,  8:30-9:45  a.m. 

1.  The  Psychasomatic  Approach. 

Hugh  T.  Carmichael,  Chicago,  111. 
(Committee  Room  1,  Municipal  Auditorium) 

The  speaker  notes  that  the  function  of  "psychosomatic  medicine” 
viewed  historically  is  not  to  add  another  specialty  but  to  vitalize 
the  whole  of  medicine,  incuding  psychiatry.  It  is  pointed  our  that 
the  ultimate  goal  of  teaching  this  approach  to  clinicians  in  academic 
institutions  is  to  develop  teachers  who  have  so  thoroughly  incorpo- 
rated its  principles  into  their  approach  to  patients  that  they  have 
become  part  of  the  individual  clinician’s  personality. 

2.  Pediatrician's  Role  in  Care  of  Allergies  in  Childhood. 

Douglas  E.  Johnstone,  Rtxhester,  N.Y. 
(Committee  Room  3,  Municipal  Auditorium) 

3.  Basic  Concepts  in  the  Management  of  Diabetics. 

Laurance  W.  Kinsell,  Oakland,  Calif. 
(Committee  Room  14,  Municipal  Auditorium) 

4.  Conservation  Surgery  for  Cancers  of  the  Larynx 
and  Pharynx. 

Joseph  H.  Ogura,  St.  Louis. 
(Committee  Room  8,  Municipal  Auditorium) 

5.  Indications  for  Therapeutic  Corneal  Transplants. 

R.  Townley  Paton,  New  York. 
(Committee  Room  10  and  12,  Municipal  Auditorium) 

6.  Tumors  of  the  Small  Intestine. 

William  G.  Sauer,  Rochester,  Minn. 
(Commitee  Room  7,  Municipal  Auditorium) 

7.  Present  Trends  in  Medical  Malpractice. 

Carl  Wasmuth,  Cleveland,  Ohio. 
(Committee  Room  9,  Municipal  Auditorium) 

A VALUABLE  ASSET 
Wear  your  registration  badge.  It  is 
your  admission  to  the  exhibit  area. 
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Section  Meetings 


Tuesday,  May  15,  8:30-9:45  a.m. 

8.  Hypnosis  in  Medicine. 

Milton  H.  Erickson,  Phoenix,  Ariz. 

(Committee  Room  1,  Municipal  Auditorium) 

A classroom  presentation  is  given  in  which  hypnotic  phenomena  are 
defined.  Their  application  is  discussed  in  relation  to  general  and 
special  medical  problems  in  all  fields  and  specialties.  A question  and 
answer  period  follows. 

9.  Biliary  Tract  Disease. 

Frank  Glenn,  New  York. 
(Committee  Room  14,  Municipal  Auditorium) 

10.  Advances  in  the  Management  of  Inoperable  Can- 
cer. 

Ralph  Jones,  Jr.,  Miami. 
(Committee  Room  3,  Municipal  Auditorium) 

11.  Fundus  Changes  in  General  Disease. 

Albert  N.  Lemoinb,  Jr.,  Kansas  City,  Kan. 
(Committee  Rooms  10  and  12,  Municipal  Auditorium) 

Ocular  fundus  changes  are  present  in  many  general  diseases.  Not 
infrequently  they  aid  diagnosis  and  prognosis  of  the  diseases.  Fundus 
photographs  of  changes  in  the  optic  nerve,  retinal  vessels,  retina  and 
choroid  with  characteristics  of  various  types  of  disease  are  discussed. 
Significant  points  in  differential  diagnosis  are  stressed. 

12.  Management  of  Contact  Dermatitis. 

Francis  W.  Lynch,  Minneapolis,  Minn. 
(Committee  Room  3,  Municipal  Auditorium) 

Enumeration  of  the  clinical  features  characteristic  for  contact  derma- 
titis and  brief  consideration  of  the  differential  diagnosis  are  presented. 
Some  examples  of  the  dermatologic  method  of  analysis  of  these 
clinical  problems  and  the  institution  of  therapeutic  management  for 
each  are  considered.  Also  considered  are  ( 1 ) how  contact  dermatitis 
becomes  chronic  eczema;  (2)  the  role  of  patch  tests;  and  (3) 
occupational  dermatoses  and  prevention  attempts.  The  more  common 
causes  of  contact  dermatitis  are  reviewed  and  the  usual  pattern  of 
development  is  decribed.  Topical  and  systemic  management  of  con- 
taa  dermatitis  is  also  discussed. 

13.  The  Treatment  of  Venous  Thrombosis  and  Its  Se- 
quelae. 

Howard  R.  Mahorner,  New  Orleans. 
(Gjmmittee  Room  2,  Municipal  Auditorium) 

The  treatment  of  superficial  vein  thrombosis  is  almost  always  con- 
servative and  the  dangers  of  embolism  are  minimal.  Furthermore, 
sequelae  are  rare  if  the  patient  restricts  activity  during  the  acute  and 
convalescent  phase.  Deep  vein  thrombosis  is  a threat  to  life  and  has 
a mote  certain  threat  of  lifetime  disability.  The  method  of  action 
of  the  fibrinolytic  agents,  the  dosage  of  administration,  the  admin- 
istration and  control  of  anticoagulant  therapy  are  discussed  in  detail. 
The  types  of  surgical  operations  and  their  indications  are  discussed. 
The  physiopathology  of  post-thrombophlebitic  edema  is  explained. 

14.  Blood  Coagulation  and  Significanco  of  Recent  Ad- 
vances in  Knowledge  of  Prothrombin  and  Fibrinolysin. 

Walter  H.  Seegers,  Detroit. 
(Committee  Room  7,  Municipal  Auditorium) 


RIDE  THE  BUS 

Buses  Leave  From  Downtown  Hotels 
Every  10  Minutes 
To  Municipal  Auditorium 
See  page  217  for  full  schedule 


SECTION  ON  GENERAL  PRACTICE 


Chairman — GUY  T.  DentoN,  Jr.,  Dallas. 
Secretary — ^HERBERT  G.  LIBERTY,  Seguin. 

Monday,  May  14,  2:30-5  p.m. 

Theater,  Municipal  Auditorium 


1.  (2:30)  Treatment  of  Fractures  of  the  Bones  of 
the  Hands. 

Stephen  R.  Lewis,  Galveston. 

2.  (3:00)  Management  of  Dislocations. 

John  J.  Hinchby,  San  Antonio. 

The  usual  type  of  dislocation  of  each  joint  is  illustrated  by  lantern 
slide.  The  clinical  picture,  diagnosis,  methods  of  reduction,  and 
complications  ate  discussed.  Followup  care  is  outlined. 

3.  (3:30)  Diagnosis  and  Treatment  of  Superfkiol 

Fungus  Diseases  of  the  Skin. 

John  M.  Knox,  Houston. 

Among  the  common  dermatological  diseases  which  can  be  diagnosed 
with  accuracy  and  treated  with  excellent  results  are  the  superficial 
fungus  infections.  The  various  types  are  described  and  newer  con- 
cepts in  treatment  are  presented.  The  uses  and  abuses  of  the  anti- 
fungal antibiotic,  griseofulvin,  will  be  emphasized. 

4.  (4:00)  Limitation  in  Our  Knowledge  Concerning 

the  Prevention  of  Heart  Attacks. 

William  H.  Gordon,  Lubbock. 

Of  all  diseases  encountered  in  the  United  States,  "’ischemic”  or 
"coronary"  heart  disease  has  achieved  first  place  in  mortality  tables. 
Its  prime  underlying  cause  is  atherosclerosis.  Foremost  in  the  minds 
of  physicians  engaged  in  the  care  of  patients,  is  the  question,  "Can 
I halt,  reduce,  or  influence  the  process  to  any  appreciable  degree, 
by  drugs,  diet,  weight  control,  or  through  any  advice  regarding 
smoking,  exercise,  and  so  on?”  Patients  are  advised  to  have  annual 
checkups  with  the  implication  being  that  the  physician  may  safe- 
guard them  against  a possible  heart  attack.  The  subject  is  briefly 
reviewed  and  suggestions  are  given  for  a practical  approach. 

5.  (4:30)  The  Use  of  Hypnosis  in  Painful  Illness. 

Milton  H.  Erickson,  Phoenix,  Ariz. 

The  psychological  and  physiological  significances  of  pain,  the  nature 
and  the  character  of  the  subjective  experience  of  pain,  the  conse- 
quent body  learnings  and  conditionings,  and  an  exposidon  of  the 
corrective,  compensatory  and  adaptive  psychoneuro-physiological  proc- 
esses of  the  body  are  presented. 

Tuesday,  May  15,  2:30-5  p.m. 

Theater,  Municipal  Auditorium 

6.  (2:30)  Operative  and  Postoperative  Salt  Tolerance. 

G.  Thomas  Shires,  Dallas. 

Restriction  of  saline  solution  during  and  immediately  after  major 
surgical  procedures  has  become  a popular  practice.  A need  for  saline 
solutions  during  surgery  has  been  indicated  by  measurement  of  body 
fluids  spaces.  Additional  smdies  have  shown  that  when  saline  solu- 
tions are  administered  during  surgery,  postoperative  salt  intolerance 
is  abolished.  Data  is  presented  illustrating  the  need  for  and  use  of 
saline  solutions  as  described. 

7.  (3:00)  Immunizations  in  Childhood. 

Melvin  G.  Russell,  Dallas. 

A review  of  the  procedures  to  actively  immunize  children  against 
diphtheria,  tetanus,  poliomyelitis,  pertussis,  and  smallpox  is  presented. 
Practical  and  theoretical  aspects  are  pointed  out,  and  the  results  of 
experiments  concerning  the  qualitative  and  quantitative  responses  to 
antigenic  stimuli  are  presented.  Precautions  and  contraindications  to 
active  immunization  and  a schedule  for  active  immunization  of  in- 
fants and  children  are  reviewed.  The  need  for  better  antigens  is 
stressed. 
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8.  (3:30)  Evaluation  and  Treatment  of  Adolescent 
Behavior  Disorders. 

Irvin  A.  Kraft,  Houston. 

9.  (4:00)  Induction  Techniques  of  Hypnosis  and  Var- 
ious Types  of  Patients  and  Problems. 

Milton  H.  Erickson,  Phoenix,  Ariz. 

A demonstration  is  given  via  Eidophor,  closed  circuit  television,  of 
techniques  of  induction  of  hypnosis  at  varying  trance  levels  and 
with  various  types  of  subjects  ranging  from  die  resistant  to  the  dif- 
ficult to  the  readily  hypnotized  person.  A detailed  presentation  is 
offered  of  the  subjective  aspects  of  developing  a hypnotic  trance.  A 
running  commentary  indicates  the  direct  and  indirect  applications  in 
various  medical  problems  and  for  various  patient  types. 


SECTION  ON  INTERNAL  MEDICINE 


Chairman — JOHN  J.  SLOAN,  Corpus  Christi. 

Secretary — R.  W.  Griffin,  San  Antonio. 

(The  Seaion  on  Internal  Medicine  program  will  be  held  Monday 
and  Tuesday  from  2:30  to  5 p.m.  Guest  speaker  Ralph  Jones,  Jr., 
of  Miami  will  present  two  papers  to  the  section:  "Recent  Advances 
in  Cancer  Chemotherapy:  Significance  for  the  Internist,”  on  Mon- 
day at  3:30  p.m.  and  "Malaria:  The  New  Problems  It  Presents  to 
the  Practicing  Physician,”  on  Tuesday  at  3:30  p.m.  Consult  general 
program  booklet  for  additional  section  topics.) 


SECTION  ON  OBSTRETICS 
AND  GYNECOLOGY 


Chairmaa — COLLIER  Rucker,  Jacksonville. 

Secretary — ^William  F.  McLean,  Austin. 

Monday,  May  T4,  2:30-5  p.m. 

Committee  Room  15,  Municipal  Auditorium 

1.  (2:30)  Dysmenorrhea. 

Edmund  R.  Novak,  Baltimore,  Md. 

The  uncertain  etiology  of  painful  menstruation  and  treatment  are 
discussed.  The  colicky  pains  of  menstruation  may  occur  without  overt 
evidence  of  disease  or  they  may  be  secondary  to  many  types  of  pelvic 
pathologic  disease.  Whereas  surgery  plays  a minor  role  in  primary 
dysmenorrhea,  it  is  more  important  in  correction  of  secondary 
cramps.  Use  and  abuse  of  the  suspension  operation  ate  discussed,  as 
is  the  frequent  but  not  inevitable  premenstrual  tension. 

2.  (2:50)  Symposium  and  Panel  Discussion:  Bleeding 

Complications  of  Pregnancy. 

James  T.  Downs,  III,  Dallas,  Moderator. 

First  and  Second  Trimester  Bleeding. 

Herbert  Skoglund,  Houston. 

Third  Trimester  and  Intrapartum  Bleeding  Not  Due 
to  Abruption  and  Coagulation  Defects. 

George  B.  Coale,  Galveston. 

The  causes  of  third  trimester  bleeding  are  discussed.  Particular 
reference  is  made  to  marginal  sinus  rupture  and  its  relation 
to  placenta  previa.  The  importance  of  accurate  diagnosis  of 
the  conditions  when  they  occur  prior  to  fetal  maturity  is 
stressed  and  a radiologic  method  involving  intravenous  aortog- 
raphy for  exact  location  of  the  placenta  is  presented.  The 
principles  of  conservative  management  of  the  proven  placenta 
previa  are  outlined. 

Postpartum  Hemorrhage. 

Richard  C.  Smith,  Dallas. 

From  Jan.  1,  1957,  to  Jan.  1,  I960,  there  were  21,092  de- 
liveries at  ^ylor  Hospital,  with  211  cases  of  postpartum 


hemorrhage,  an  incidence  of  1 per  cent.  The  causes  included 
uterine  atony  (74  per  cent),  lacerations  in  the  birth  canal 
(7.6  per  cent),  retained  secundines  (15.1  per  cent)  and 
ruptured  uterus  (3.3  per  cent).  Postpartum  bleeding  should 
be  prevented.  Routine  inspection  of  the  vaginal  vault,  cervix, 
and  manual  exploration  of  the  uterus  will  immediately  identi- 
fy three  of  the  four  major  causes  of  postpartum  bleeding. 
Uterine  atony  is  combated  with  100  per  cent  oxygen;  intra- 
venous pitocin  drip,  with  or  without  ergotrate;  uterine  mas- 
sage; and  occasionally  uterine  packing.  Hysterectomy  is  per- 
formed only  as  a last  resort. 

Placental  Abruption,  Coagulation  Defects,  and  As- 
sociated Complications  of  Pregnancy. 

G.  Douglas  Tatum,  Jr.,  Dallas. 

Case  Presentations  and  Discussion. 

Moderator  and  Panelists. 

3.  (4:00)  The  Stein-Leventhal  Syndrome. 

Edmund  R.  Novak,  Baltimore,  Md. 

A clinical  syndrome  of  involuntary  sterility  and  oligomenorrhea 
with  occasional  hirsutism,  enlarged  clitoris,  and  obesity  was  first 
noted  by  Stein  to  occur  in  conjunction  with  bilateral  polycystic 
ovaries.  These  are  characterized  by  specific  histological  changes. 
Diagnosis  of  this  syndrome  depends  primarily  on  history  and  exam- 
ination, although  curettage,  determination  of  the  17  ketosteroids  and 
visualization  of  the  ovaries  are  of  some  help.  Treatment  is  variable, 
although  wedge  resection  of  the  ovaries  is  utilized  most  commonly 
with  excellent  results.  The  cause  is  uncertain,  and  there  are  many 
suggestions  implicating  ovary,  adrenal,  and  pituitary  or  the  immedi- 
ately adjacent  hypothalamus.  Certain  fundamental  questions  include 
the  relationship  of  the  Stein-Leventhal  syndrome  to  endometrial 
cancer;  its  existence  with  a normal  sized  ovary;  its  recurrence  fol- 
lowing surgery;  and  its  association  with  corpora  lutea.  Above  all, 
the  relationship  to  the  ovary  associated  with  functional  (anovula- 
tory) bleeding  deserves  consideration. 

4.  (4:30)  Measured  Blood  Loss  from  Episiotomy. 

Herman  I.  Kantor  and 

E.  A.  Thomas,  Dallas. 

• 

With  a device  developed  by  one  of  the  authors,  blood  loss  from 
episiotomy  has  been  measured  with  accuracy.  In  this  investigation 
episiotomy  is  classified  into  three  groups : ( 1 ) mid-line,  ( 2 ) medio- 
lateral,  and  ( 3 ) scar.  Blood  loss  from  Qjisiotomy  made  in  an  old 
scar  is  less  than  the  other  two.  Blood  loss  is  most  with  mediolateral 
episiotomy.  Both  the  length  of  the  episiotomy  and  the  time  required 
for  repair  is  considered.  Recommendations  regarding  preferable  types 
of  episiotomy  are  included. 

Discussion — ^MILTON  TURNER,  Austin. 

Tuesday,  May  15,  2:30-5  p.m. 

(Committee  Room  15,  Municipal  Auditorium 

5.  (2:30)  Adenomyosis:  A Clinical  and  Pathological 
Study. 

Curtis  H.  Tyrone,  New  Orleans. 

Adenomyosis  or  endometriosis  uterina  must  be  differentiated  from 
endometriosis  of  the  adnexae.  It  produces  different  symptoms  from 
those  caused  by  the  latter  condition.  The  symptoms  and  pathologic 
changes  occurring  in  the  uterus,  based  on  a study  of  a series  of 
cases,  are  discussed. 

6.  (3:00)  Panel  Discussion:  Relationship  of  Endo- 
metrial Hyperplasia  and  Adenocarcinoma. 

William  F.  Guerriero,  Dallas,  Moderator; 

Edmund  R.  Novak,  Baltimore; 
William  J.  McGanity,  (Galveston. 
John  A.  Wall,  Houston;  and 
Felix  N.  Rutledge,  Houston. 

PARTICIPATE  IN  SPORTS 
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SECTION  ON  OPHTHALMOLOGY 


Chairman — JACK  B.  Lee,  San  Antonio. 
Secretary — ^JAMES  H.  SCRUGGS,  jR.,  Waco. 


Monday,  May  14,  2:30>5  p.m. 

Committee  Rooms  10  and  12,  Municipal  Auditorium 

(A  refresher  course  on  "Indications  for  Therapeutic  Corneal  Trans- 
plants” will  be  conducted  by  R.  Townley  Paton,  New  York,  from 
8:30  to  9:45  a.m.  Monday,  Committee  Rooms  10  and  12,  Munici- 
pal Auditorium.  The  Texas  Ophthalmological  Association  will  have 
a program  between  10  a.m.  and  12  noon  Monday,  Committee 
Rooms  10  and  12,  Municipal  Auditorium.  See  Refresher  Course  and 
Specialty  Program  sections  for  details.  A luncheon  of  the  Texas 
Ophthalmological  Association  will  be  held  at  12:30  p.m.  Monday, 
Committee  Room  15,  Municipal  Auditorium.  Members  of  the  Texas 
Ophthalmological  Association  will  convene  for  a business  meeting 
Monday  at  1:30  p.m.  in  Committee  Rooms  10  and  12,  Municipal 
Auditorium. ) 


1.  (2:30)  Roentgenographic  Examination  of  the  Or* 

bit. 

Lawrence  O.  Gahagan,  Dallas. 

Problems  involved  in  diagnostic  procedure  and  information  regard- 
ing roentgenologic  techniques  will  be  presented. 

2.  (3:00)  Temporal  Arteritis. 

Edward  D.  McKay,  Amarillo. 

Temporal  arteritis  is  now  a clinical  entity,  and  has  a distinct  syn- 
drome of  its  own.  History  and  current  case  reports  are  presented. 
Pathological  slides  are  shown. 

3.  (3:30)  The  Selection  of  Patient  for  Corneal  Trans- 
plantation. 

R.  Townley  Paton,  New  York. 

Tuesday,  May  15,  2:30-5  p.m. 

Committee  Rooms  10  and  12,  Municipal  Auditorium 

(A  refresher  course  on  "Fundus  Changes  in  General  Disease”  will 
be  conducted  by  Albert  N.  Lemoine,  Jr.,  Kansas  City,  Kansas,  from 
8:30  to  9:45  a.m.,  Tuesday,  Committee  Rooms  10  and  12,  Munici- 
pal Auditorium.  The  Texas  Ophthalmological  Association  will  have 
a program  from  10  a.m.  to  12  noon  Tuesday,  Committee  Rooms  10 
and  12,  Municipal  Auditorium.  See  Refresher  Course  and  Specialty 
Program  sections  for  details. ) 


4.  (2:30)  In  Applanation  Tonometry. 

G.  William  Burch,  Tyler. 

An  attempt  to  evaluate  the  practicality  of  applanation  tonometry  for 
an  estimation  of  intraocular  pressure  in  office  practice  of  ophthal- 
mology will  be  made.  Figures  from  200  eyes  giving  the  tensions  as 
derived  by  applanation  tonometry  and  Schiotz’s  tonometry,  the  com- 
parative values  obtained,  and  an  estimation  of  tbe  time  required  in 
obtaining  the  measurements  ate  presented. 


5.  (3:00) 

bit. 


Surgical  Approaches  to  Tumors  of  the  Or- 

Ralph  G.  Berkeley,  Houston. 


Orbitotomy  through  a brow  incision  for  exposure  of  externally  situ- 
ated tumors  is  discussed.  Also  discussed  is  a more  complete  exposure 
of  retrobulbar  tumors,  even  those  situated  nasally,  which  is  obtained 
by  a lateral  orbitotomy  using  a modified  Kronlein  technique.  Cases 
are  presented. 

6.  (3:30)  Alpha  Chymotrypsin — Its  Clinical  Uses. 

Warren  W.  Binion,  Fort  Worth. 


Two  hundred  case  studies  are  reviewed  and  summarized  for  the  re- 
sults and  complications  following  cataract  extranions  using  alpha 
chymotrypsin.  The  follow-up  period  extends  from  a few  months  to 
three  years.  The  effects  of  this  enzyme  on  laboratory  induced  corneal 
ulcers  in  rabbits  ate  discussed  briefly,  and  the  effects  of  this  enzyme 
on  herpes  simplex  corneal  ulcers  in  rabbits  also  ate  discussed  briefly. 


7.  (4:00)  Management  of  Retinal  Seporation. 

Albert  N.  Lemoine,  Jr.,  Kansas  City,  Kan. 

Early  accurate  diagnosis  of  retinal  separation  by  use  of  the  direct 
and  indirect  ophthalmoscope  and  the  Goldman  lens  with  the  slit 
lamp  results  in  more  accurate  surgery  and  better  results.  Ihe  surgical 
procedure  should  be  varied  according  to  the  individual  problem. 


SECTION  ON  OTOLARYNGOLOGY 


Chairman — ^WILLIAM  Skokan,  Fort  Worth. 

Secretary — ^J.  Patrick  Moran^  Corpus  Christi. 

Monday,  May  14,  2:30-5  p.m. 

Committee  Room  8,  Municipal  Auditorium 

(A  refresher  course  on  "Conservation  Surgery  for  Cancers  of  the 
Larynx  and  Pharynx"  will  be  conduaed  by  Dr.  Joseph  H.  Ogura, 
St.  Louis,  from  8:30  to  9:45  a.m.,  Monday,  Committee  Room  8, 
Municipal  Auditorium.  The  program  of  the  Texas  Otolaryngological 
Association  is  scheduled  Monday  between  10  and  12  a.m.  and  1:30 
and  2:30  p.m.  in  Committee  Room  8,  Municipal  Auditorium.  See 
Specialty  Program  section  for  details.  A cocktail  hour  for  members 
of  the  Texas  Otolaryngological  Association  will  be  held  from  5 to 
6 p.m.  in  Committee  Room  8,  Municipal  Auditorium.) 

1.  (2:30)  Frontal  Sinus  Surgery. 

Joseph  H.  Ogura,  St.  Louis,  Mo. 

The  rationale  for  frontal  sinus  surgery  as  employed  by  the  author 
deals  with  the  reconstruaion  of  bilateral  mucoperiosteal  flaps  to  pro- 
vide a new  nasofrontal  duct.  The  procedure  has  been  uniformly  suc- 
cessful, and  observations  have  proved  the  validity  of  this  operative 
method  of  treatment  for  chronic  frontal  sinusitis. 

2.  (3:15)  Clinical  Problems  in  Otolaryngology. 

Presentation  and  Discussion. 

Tuesday,  May  15,  2:30-5  p.m. 

Committee  Room  8,  Municipal  Auditorium 

( The  Texas  Otolaryngological  Association  will  conduct  a program 
from  9:30  a.m.  to  12:10  p.m.  Tuesday.  Committee  Room  8,  Munici- 
pal Auditorium.  See  Specialty  Program  section  for  details.  The  Texas 
Otolaryngological  Association  luncheon  will  be  held  Tuesday,  12:20 
p.m..  Committee  Room  2,  Municipal  Auditorium.  The  group  will 
move  to  the  lower  floor.  Municipal  Auditorium,  at  1:25  p.m.  to 
hear  the  address  of  Dr.  Edgar  L.  Frazell  on  the  topic,  "Current 
Trends  in  the  Treatment  of  Cancer  of  the  Head  and  Neck  Region.” 
The  Texas  Otolaryngological  Association  business  meeting  will  be 
held  in  Committee  Room  8 from  2 to  2:30  p.m.) 

3.  (2:30)  Present  Day  Problems  in  Otosclerosis. 

Jack  V.  D.  Hough,  Oklahoma  City,  Okla. 

4.  (3:30)  Unusual  Sinus  Tumors. 

Daniel  B.  Powell,  Austin. 


SEE 
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SECTION  ON  PATHOLOGY 

Chairman — ^WILLIAM  H.  LONG,  Lubbock. 

Secretary — CHARLES  F.  Pelphrey,  Austin. 

(Monday,  the  Texas  Society  of  Pathologists,  Inc.,  will  hold  a busi- 
ness meeting  immediately  following  the  section  program.) 

Monday,  May  14,  2:30-5  p.m. 

Committee  Room  9,  Municipal  Auditorium 

1.  (2:30)  Blood  Clotting  Mechanisms  in  Hemorrhagic 
Diseases. 

Walter  H.  Sebgers,  Ph.D.,  Detroit. 

In  many  hemorrhagic  diseases  there  is  an  alteration  in  the  blood 
clotting  mechanisms.  Whether  the  basis  is  congenital  or  acquired,  it 
is  important  to  know  which  detail  in  the  mechanisms  is  involved. 
Tests  can  be  performed  to  achieve  a tentative  conclusion;  however, 
whole  blood  and  platelets  are  generally  the  most  convenient  thera- 
peutic agents.  To  a limited  extent  fibrinogen  and  antihemophilic 
globulin  also  are  available.  The  speaacular  changes  in  placenta  ab- 
ruptio  can  be  accounted  for  on  the  basis  of  fundamental  knowledge, 
even  though  the  mechanisms  that  are  involved  are  complicated. 

2.  (3:00)  Hydotidiform  Mole  and  Chorionepithelioma. 

Edmund  R.  Novak,  Baltimore,  Md. 

Some  fundamental  concepts  of  implantation  are  prerequisite  to  an 
understanding  of  the  mysterious  behavior  of  hydatidifotm  mole  and 
choriocarcinoma.  Of  particular  importance  is  acceptance  of  some 
type  of  maternal  defense  mechanism.  The  mole  is  benign  and 

chorionepithelioma  is  malignant,  but  there  are  intermediate  transi- 
tion forms  which  are  a challenge  to  all  pathologists.  Certain  tropho- 
blastic diseases  are  associated  with  benign  ovarian  cysts.  The  vagaries 
of  the  diseases  are  presented  through  mention  of  their  clinical  be- 
havior, treatment,  and  salvage. 

3.  (3:30)  Blood  Coagulation  Methodology. 

Robert  J.  Speer,  Ph.D.,  Dallas. 

4.  (4:00)  A Family  Study  of  Moderate  Hemophilia 

(AHG  Deficiency)  Which  Includes  a Female  Who  De- 
veloped o Postoperative  Hemorrhagic  Tendency. 

E.  Richard  Halden,  Jr.,  Fort  Worth. 

This  study  tends  to  corroborate  the  observation  that  the  AHG  plasma 
level  is  a function  of  the  gene  constitution  in  the  males  and  is 
incompletely  recessive  in  the  propositus  and  daughter.  A normal  son 
demonstrates  heterozygosity.  All  coagulation  smdies  with  the  excep- 
tion of  AHG  assay  were  normal  in  the  propositus.  The  assay  on 
four  separate  samples  averages  30  units  per  100  cc.  of  plasma.  Her 
progeny  included  three  sons,  107  per  cent,  4 per  cent,  3.8  per  cent, 
and  one  daughter,  35  per  cent  AHG  assay,  respectively. 

5.  (4:30)  Tumors  of  the  Umbilical  Cord. 

Frederick  P.  Bornstein,  El  Paso. 

(4:45)  General  Discussion. 

Tuesday,  May  15,  2:30-5  p.m. 

Committee  Room  9,  Municipal  Auditorium 

6.  (2:30)  Effect  of  Drugs  on  Blood  Coagulation 
Factors. 

Walter  H.  Seegers,  Ph.D.,  Detroit. 

Fundamentally,  the  blood  clotting  mechanisms  are  concerned  with 
prothrombin  and  the  substances  related  to  its  activation.  It  is  pos- 
sible to  give  a precise  indication  about  the  way  in  which  various 
drugs  effect  these  mechanisms.  On  the  basis  of  their  frequent  use 
the  oral  anticoagulants  and  heparin  are  of  greatest  interest.  Pro- 
thrombin and  all  substances  related  to  it  in  structure  are  lowered 
in  concentration  in  the  peripheral  blood  when  oral  anticoagulants 
are  taken.  This  creates  complications  in  control  and  in  interpreta- 
tion of  what  is  desired  for  the  best  tue  of  these  drugs.  An  inter- 
pretation from  the  standpoint  of  fundamentals  is  attempted. 

7.  (3:00)  Histopathogenesis  of  Keratoacanthomas. 

Robert  G.  Freeman,  Houston. 

A case  of  multiple  keratoacanthomas  is  described  in  which  many 
lesions  in  all  stages  of  development  have  been  studied  by  serial  sec- 


tioning, immunologic  techniques,  viral  smdies,  and  electron  mi- 
croscopy. These  findings,  as  well  as  similar  investigations  on  soli- 
tary keratoacanthomas  of  all  stages,  are  discussed  and  correlated  with 
reports  of  other  experimental  smdies. 

8.  (3:30)  Comparative  Analysis  of  Viral  Hepatitis 
and  Pharmacogenic  Hepatosis. 

Coleman  de  Chenar,  Austin. 

Described  briefly  are  the  fundamental  histopathological  changes  in 
viral  hepatitis,  illustrated  by  microchromogtams.  A review  of  the 
morphological  and  histochemical  changes  occurring  in  hepatotoxicosis 
attributed  to  psychopharmaceutical  compounds  precedes  the  demon- 
stration of  actual  cases.  A seleaion  of  microphotographs  shows  reac- 
tive alterations  of  the  hepatic  parenchyma  and  stroma,  as  prepared 
from  seaions  stained  with  both  routine  techniques  and  a recent 
modification  of  the  ''polymetachromatic”  staining  method. 

9.  (4:00)  Urinary  Phenolic  Acids  and  Their  Relation- 
ship to  Tumors  of  Neural  Crest  Origin. 

Norman  H.  Jacob,  Jr.,  San  Antonio. 

Phenolic  acids  in  urine  may  be  demonstrated  satisfactorily  by  the 
use  of  two  dimensional  chromatography.  Some  acids  are  known  to 
be  excreted  in  larger  than  normal  amounts  in  diseases  such  as 
phenylketonuria,  carcinoid,  and  pheochromocytoma.  Several  cases  of 
excessive  excretion  of  3-methoxy-4-hydtoxy  mandelic  acid  have  been 
reported  in  association  with  neural  crest  tumors.  Four  such  cases 
will  be  reported  in  which  there  has  been  histologic  and/or  tissue 
culture  confirmation. 

(4:30)  General  Discussion. 


SECTION  ON  PEDIATRICS 

Chairman — ^Alvis  F.  JOHNSON,  jR.,  Dallas. 

Secretary — Ben  H.  White,  Victoria. 

Monday,  May  14,  2:30-5  p.m. 

Committee  Room  7,  Municipal  Auditorium 

1.  (2:30)  Inhalation  Treatment  in  Infants  and  Chil- 
dren. 

Roy  F.  Goddard,  Albuquerque. 

2.  (3:00)  Management  of  Threat-to-Life  Respiratory 
Problems. 

Gunyon  M.  Harrison,  Houston. 

It  is  the  author’s  impression  that  many  respiratory  emergencies  exist 
in  which  prompt  therapy  depends  primarily  on  an  understanding 
of  the  basic  physiological  principles  of  ventilation  rather  than  on 
the  etiology  of  the  disease  present. 

Emphasized  are  recent  concepts  and  developments  which  extend  the 
indications  for  use  of  the  tracheostomy  and  skillful  management  of 
the  tracheostomy;  indications  for  the  application  of  respiratory  as- 
sistive equipment  in  management  of  respiratory  emergencies  of  non- 
poliomyelitis origin;  and  methods  of  inhalation  therapy  as  a sup- 
portive treatment  in  severe  respiratory  problems. 

3.  (3:30)  Gcnodermatoses. 

Coleman  Jacobson,  Dallas. 

Genodermatosis  is  a disease  of  hereditary  cutaneous  malformations 
which  are  due  to  abnormal  mutant  genes  transmitted  through  germ 
cells  for  many  generations.  Discussed  are  the  following  types  of 
genodermatoses : autosomal  dominant,  autosomal  recessive,  sex-lioked 
dominant,  and  sex-linked  recessive. 

4.  (4:00)  Convulsive  Disorders  in  Infants  and  Chil- 
dren. 

J.  Gordon  Millichap,  Rochester,  Minn. 

5.  (4:30)  Closure  of  Ventricular  Septal  Defects:  Clin- 
ical and  Hemodynamic  Correlations  in  140  Patients 
Studied  Postoperatively  by  Recatheterization. 

C.  Walton  Lillehei,  Minneapolis,  Minn. 
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Tuesday,  May  15,  2:30*5  p.m. 

Committee  Room  7,  Municipal  Auditorium 

6.  (2:30)  Pneumonias  of  Early  Infancy. 

Edward  B.  Singleton,  Houston. 

Pulmonary  inflammatory  lesions  are  responsible  for  many  infant 
deaths.  Lesions  may  be  present  at  birth,  develop  in  neonatal  life, 
or  not  appear  until  the  infant  is  several  weeks  of  age.  They  may 
develop  as  complications  of  gestation;  they  may  represent  acquired 
viral  or  pulmonary  infections;  or  they  may  consist  of  a variety  of 
bizarre  inflammatory  processes,  the  etiologies  of  which  are  not  defi- 
nitely established. 

7.  (3:00)  The  Value  of  Hyposensitization  Therapy  in 
Children's  Allergies. 

Douglas  E.  Johnstone,  Rochester,  N.Y. 

8.  (3:30)  Psychiatric  Observations  in  Asthmatic  Chil- 
dren. 

Robert  L.  Stubblefield,  Dallas. 

A review  of  the  psychiatric  literature  that  deals  with  asthma  in 
children  and  some  of  the  pertinent  studies  about  asthma  in  adults 
and  in  animals  is  presented.  Clinical  impressions  from  children  with 
severe  asthma  who  have  been  studied  at  the  University  of  Texas 
Southwestern  Medical  School  at  Dallas  are  summarized.  An  outline 
of  suggested  procedures  for  the  assessment  of  emotional  components 
of  allergic  asthma  in  the  diagnostic  process  and  in  treatment  is  given. 

9.  (4:00)  Review  of  Chromosomal  Aberrations. 

Joan  Windmiller,  Dallas. 

Recent  technical  advances  in  human  cytogenetics  have  made  possible 
a reasonably  detailed  study  of  the  morphologic  charaaeristics  of 
chromosomes.  A brief  history  of  the  development  and  application 
of  these  techniques  to  the  study  of  human  disease  is  presented.  The 
basic  chromosomal  defects  in  several  disease  states  ( mongolism. 
Klinefelter's  syndrome.  Turner’s  syndrome)  are  illustrated. 

10.  (4:30)  An  Approach  to  the  Differential  Diagnosis 
of  Collagen  Disease  in  Children. 

Earl  J.  Brewer,  Jr.,  Houston. 

In  the  daily  practice  of  medicine,  children  are  frequendy  seen  who 
present  symptoms  of  fever,  rash,  or  joint  pains.  These  children 
rarely  develop  collagen  disease.  A praaical  diagnostic  approach  to 
a patient  with  symptoms  and  signs  suggestive  of  collagen  disease  is 
presented. 


SECTION  ON  PUBLIC  HEALTH 

Chairman — BENJAMIN  M.  PRIMER,  Sr.,  Austin. 

Secretary — ^Neal  M.  Atkins,  Waco. 

( Conference  of  City  and  County  Health  Officers  will  be  held  Tues- 
day at  2:30  p.m.,  Committee  Room  11,  Municipal  Auditorium. 
The  Texas  Association  of  Public  Health  Physicians  will  have  a din- 
ner meeting  Sunday  at  7 p.m..  Sun  Room,  Stephen  F.  Austin  Hotel. 
See  Specialty  Program  section  for  details.) 

Monday,  May  14,  2:30-5  p.m. 

Committee  Room  11,  Municipal  Auditorium 

1.  (2:30)  Role  and  Responsibility  in  Public  Health. 

Waldo  L.  Treuting,  Pittsburgh,  Pa. 

Changes  in  society  and  social  organization  have  caused  revisions  in 
concepts  of  community  health  services.  Traditional  roles  and  re- 
sponsibilities may  no  longer  be  valid.  There  is  need  for  appraisal 
and  for  modification  where  indicated.  The  physician  and  his  organ- 
ization must  take  a prominent  part  in  such  appraisal  and  modifica- 
tion. 

2.  (3:00)  Public  Health  Problems  in  Relation  to  Men- 
tal Health  Program. 

William  R.  Metzger,  Corpus  Christi. 

Problems  are  related  to  administration  and  program  orientation  and 
content.  The  main  administrative  problems  are  staffing  and  financing. 
Public  health  directed  mental  health  programs  are  involved  in  two 


broad  general  areas,  treatment  and  prevention.  Major  emphasis  on 
treatment  by  many  organizations  and  reluaance  to  accept  proven 
preventive  methods  in  this  field  compound  the  difficulties  of  opera- 
tion. The  benefits  of  a mental  health  program  to  community  life 
far  outweigh  the  difficulti^  encountered  in  administration  and  pro- 
graming. 

3.  (3:30)  Public  Health  Problems  in  Relation  to  Hur- 
ricanes. 

William  R.  Ross,  Galveston. 

Public  health  problems  in  time  of  hurricanes  are  as  variable  as 
hurricanes  themselves.  Problems  presented  may  be  so  minor  as  to 
be  insignificant  and  easily  absorbed  into  the  usual  work  load,  or 
they  may  be  compounded  and  so  complex  that  they  severely  tax 
available  resources,  especially  when ' heavy  flooding  is  caused  and 
when  tornadoes  accompany  or  follow  the  hurricane. 

4.  (4:00)  Interpreting  Observations  of  School  Chil- 
dren. 

Austin  E.  Hill,  Houston. 

Observation  of  school  children  for  evidence  of  communicable  dis- 
eases. poor  nutrition,  posture,  and  other  factors,  is  an  old  procedure 
for  physicians,  particularly  school  physicians.  With  careful  study  of 
the  observations  made  of  children,  interpretations  of  the  findings 
can  be  improved.  Examples  of  specific  observations  and  a progress 
report  on  recent  research  are  given.  Slides  are  shown. 

5.  (4:30)  Public  Health  Problems  in  Relation  to  Civil 
Defense. 

Charles  A.  Pigford,  Houston. 

Disaster  problems  are  usual  except  for  complication  by  nuclear  war- 
fare, and  their  simultaneous  nationwide  scope.  Public  health  per- 
sonnel will  be  direaed  toward  problems  of  immunization  and  sani- 
tation of  emergency  water,  food,  drug  and  milk  supplies,  waste  dis- 
posal, rodent  and  insect  control.  Problems  will  include  ( 1 ) avail- 
ability of  trained  personnel,  ( 2 ) reestablishment  of  laboratory  facil- 
ities, ( 3 ) availability  of  equipment  and  materials,  ( 4 ) location  of 
usable  water,  food,  drug  and  milk  supplies,  (5)  radioaaive  decon- 
tamination, and  (6)  protection  from  spoilage  or  recontamination. 

SECTION  ON  RADIOLOGY 

Chairman — ^JOHN  T.  MallaMS,  Dallas. 

Secretary — RUSKIN  C.  Norman,  San  Antonio. 

Monday,  May  14,  2:30-5  p.m. 

Committee  Room  3,  Municipal  Auditorium 

1.  (2:30)  Pelvic  Pneumography  in  the  Diagnosis  of 
Gynecological  Disorders. 

Giles  Andrews  and  Jack  Reynolds,  Dallas. 

2.  (3:00)  Radiation  Carcinogenesis. 

Thomas  Carlile,  Seattle,  Wash. 

3.  (3:30)  The  Accomplishments  of  Supervoltage  and 

Cobalt  Teletherapy. 

J.  A.  DEL  Regato,  Colorado  Springs,  Colo. 

Supervoltage  roentgenography  and  Cobalt®’  Teletherapy  are  valuable 
additions  to  the  armamentarium  of  the  therapeutic  radiologists.  Such 
therapy,  however,  is  no  substitute  for  the  necessary  and  paramount 
skill  in  application  which  is  the  basis  of  successful  radiotherapy. 
Primary  advantage  with  such  therapy  is  the  ease  with  which  previ- 
ously curable  conditions  can  be  approached  with  lesser  discomfort 
to  the  patient  and  at  times  with  greater  effectiveness.  The  improve- 
ment of  results  has  not  been  spectacular.  Few  previously  incurable 
lesions  have  now  become  accessible  to  this  form  of  treatment,  but 
there  is  no  question  as  to  the  advantages  of  its  use  by  skillful 
workers. 

4.  (4:00)  X-Ray  Examination  for  Head  Injuries. 

Vincent  P.  Collins  and  Lois  C.  Collins,  Houston. 

5.  (4:30)  Pulmonary  Changes  Incident  to  Non-Pene- 
trating Trauma. 

John  R.  Williams,  Jr.,  and 
Frederick  J.  Bonte,  Dallas. 
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Tuesday,  May  15,  2:30-5  p.m. 

Committee  Room  3,  Municipal  Auditorium 

6.  (2:30)  Lymphangiography. 

R.  D.  Heilman  and  Vincent  P.  Collins,  Houston. 

7.  (3:00)  The  Problem  of  Lung  Cancer. 

Thomas  Carlile,  Seattle,  Wash. 

8.  (3:30)  Teamwork  in  Supervoltage  Irradiation  of 
260  Invasive  Carcinomas  of  the  Urinary  Bladder. 

Lowell  S.  Miller,  Houston;  and 
John  S.  Jones,  Waco. 

Committee  Room  1,  Municipal  Auditorium 

Joint  Meeting  of  Section  on  Radiology  and 
Section  on  Surgery 

9.  (4:00)  Chemotherapy  and  Radiotherapy  of  Cancer. 

J.  A.  DEL  Regato,  Colorado  Springs,  Colo. 

In  the  past  few  years  chemotherapy  of  cancer  has  had  considerable 
support  and  has  been  the  subject  of  wide  trials.  Such  trials  may 
bring  about  discoveries  capable  of  solving  the  dreadful  plight  of 
many  heretofore  incurable  patients.  But  the  results  of  chemotherapy 
have  been  so  far  disappointing  except  in  some  acute  leukemias  and 
rare  tumors  such  as  choriocarcinoma  in  the  female.  A new  area  of 
investigation  is  gradually  opening,  that  of  the  discovery  of  drugs 
which  may  sensitize  malignant  tumors  to  the  effect  of  radiation  and 
may  permit  sterilization  of  the  tumors  by  radiotherapy.  A few  such 
drugs  are  being  tried  and  more  are  hopefully  expeaed. 

10.  (4:30)  Intra-Arterial  Regional  Oxygenation:  A 
New  Combined  Surgical-Radiation  Approach  to  Tumor 
Theropy. 

George  A.  Balla, 
John  T.  Mallams,  and 
Mr.  James  W.  Finney,  Dallas. 


SECTION  ON  SURGERY 

Chairman — ^Raleigh  R.  White,  Temple. 

Secretary — ^WALTER  HASSKARL,  Jr.,  Brenham. 

Monday,  May  14,  2:30-5  p.m. 

Committee  Room  1,  Municipal  Auditorium 

1.  (2:30)  Acute  Cholecystitis:  The  Optimal  Time  For 

and  Extent  of  Operation. 

Howard  Mahorner,  New  Orleans. 

j Operations  on  the  biliary  tract  ate  among  the  most  common  of  the 
' major  surgical  procedures.  The  risk  of  operation  varies.  It  is  depend- 
j ent  not  only  upon  the  condition  of  the  patient  but  upon  the  sur- 
j geon’s  good  judgment  and.  particularly,  his  technical  ability.  The 
I mortality  rate  for  series  reported  in  the  literature  varies  as  much 
I as  1,000  per  cent. 

I In  a group  of  610  operations  on  the  biliary  traa  on  a private 
i service,  one-fourth  of  the  patients  (158)  were  operated  upon  during 
I an  acute  phase.  There  was  one  death.  The  faaors  which  are  respon- 
1 sible  for  the  low  mortality  rate  are  discussed. 

i 2.  (3:00)  The  Surgical  Treatment  of  Hyperparathy- 

roidism. 

Frank  Glenn,  New  York. 

3.  (3:30)  The  Surgical  Significance  of  Chronic  Thy- 

roiditis. 

John  F.  McKennev,  Jr.,  Temple. 

The  surgical  role  in  the  management  of  chronic  thyroiditis  (Hashi- 
j moto),  based  upon  experience  at  Scott  and  White  Clinic,  Temple. 

[ Particular  emphasis  is  placed  on  the  association  with  carcinoma. 

Discussion:  James  E.  Pridgen,  San  Antonio. 


4.  (4:00)  Panel:  Surgical  Treatment  of  the  Duodenal 
Ulcer. 

Joe  T.  Gilbert,  Austin,  Moderator; 
Albert  W.  Hartman,  Jr.,  San  Antonio; 
William  Burgess  Sealy,  Fort  Worth; 

J.  Peyton  Barnes,  Houston. 

Tuesday,  May  15,  2:30-5  p.m. 

Committee  Room  1,  Municipal  Auditorium 

5.  (2:30)  Complications  Following  Surgery  on  the 
Biliary  Tract. 

Frank  Glenn,  New  York. 

6.  (3:00)  Modern  Approach  to  Pelvic  Cancer. 

Curtis  H.  Tyrone,  New  Orleans. 

Current  diagnostic  methods  and  treatment  of  pelvic  cancer  which 
are  proving  effective  in  controlling  and  curing  the  disease  will  be 
presented. 

7.  (3:30)  Diverticulitis  and  Diverticulosis  of  the  Col- 
on Requiring  Surgery. 

Howard  Mahorner,  New  Orleans. 

Committee  Room  1,  Municipal  Auditorium 

Joint  Meeting  of  Section  on  Surgery  and 
Section  on  Radiology 

8.  (4:00)  Chemotherapy  and  Radiotherapy  of  Cancer. 

J.  A.  DEL  Regato,  Colorado  Springs,  Colo. 

9.  (4:30)  Intra-Arterial  Regional  Oxygenation:  A 
New  Combined  Surgical-Radiation  Approach  to  Tumor 
Therapy. 

George  A.  Balla, 
John  T.  Mallams,  and 
Mr.  James  W.  Finney,  Dallas. 


Exhibits 


MOTION  PICTURES 

Monday,  May  14,  10  a.m. 

Committee  Room  7,  Municipal  Auditorium 

1.  (10:00)  A Case  for  Understanding — 
1960 

This  film  shows  why  a doctor  entering  hospital  practice  must  serve 
a probation  period.  It  points  up  dangers  of  ignorance  or  of  by- 
passing of  rules,  and  the  necessity  for  cooperation.  It  also  saesses 
importance  of  a doctor’s  imderstanding  of  hospital  administration. 

2.  (10:30)  Thumb  Reconstruction  by  Toe 
Tronsfer — 1961 

'The  transplanted  toe  can  become  a strong  and  sensitive  thumb  cap- 
able of  rotation,  opposition,  and  prehension.  Though  a toe-thumb 
has  a peculiar  appearance  because  of  its  extra  joint  and  cylindrical 
shape,  the  adaptability  of  a growing  child  makes  it  a completely 
functional  and  sensitive  opposing  digit.  For  a child,  reconstruction 
of  a thumb  by  toe  transfer  would  seem  to  be  preferable  to  any  other 
methods  now  advocated. 

3.  (10:50)  New  Surgical  Hemostof — 1960 

The  use  of  a new  material  that  constitutes  a major  advance  in  the 
control  of  hemorrhage  is  presented.  This  film  graphically  illustrates 
the  value  of  a new  surgical  hemostat  (oxidized  regenerated  cellu- 
lose) in  controlling  extensive  bleeding,  under  the  most  difficult 
circumstances. 
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4.  (11:15)  Bloodless  Technique  of  Cold 
Knife  Conization  of  the  Cervix — 1960 

This  film  demonstrates  a completely  bloodless  radical  cold  knife 
conization  of  the  cervix.  By  means  of  the  techniques  shown,  the 
blood  loss  from  a cold  knife  conization  can  be  reduced  from  as 
much  as  one  liter  to  an  average  of  less  than  ten  milliliters  per  case 
and,  in  most  instances,  is  entirely  bloodless. 

5.  (11:45)  Stomp  Out  O.  R.  Staph — 1960 

This  film  describes  the  program  instituted  by  a small  hospital  of 
55  beds,  the  Huggins  Hospital,  Wolfeboro,  New  Hampshire,  to 
combat  staph  infeaion  in  the  operating  room.  It  should  be  of  par- 
ticular interest  to  surgeons  from  small  hospitals  who  wish  to  apply 
techniques  designed  to  control  hospital-acquired  postoperative  wound 
infeaions. 

6.  (12:05)  Cancer  Detection:  Proctosigmoid- 
oscopy in  Office  Practice — 1961 

This  15  minute  film  covers  the  necessary  equipment  for  routine 
proaosigmoidoscopy,  home  and  office  preparation  of  the  patient  for 
this  procedure,  and  the  examination  which  includes  inspection  and 
palpation,  proctosigmoidoscopy,  and  withdrawal.  Through  use  of  a 
special  endoscopic  camera,  the  film  also  depicts  the  mucosal  areas 
of  the  sigmoid  colon,  showing  actual  pedunculated  and  nonpeduncu- 
lated  polyps.  The  film  concludes  with  a diagnostic  follow-up  with 
barium  enema. 

7.  (12:25)  Polyps  of  the  Large  Intestine: 
Diagnosis  and  Treatment — 1961 

The  purpose  of  this  film  is  to  summarize  the  diagnosis  and  treat- 
ment of  certain  polyps  of  the  large  intestine,  depicting  the  location 
of  polyps,  and  summarizing  the  treatment  of  the  small  polyp  or 
mucosal  excrescences,  larger  sessile  polyps,  pedunculated  polyps, 
villous  adenomas,  inflammatory  polyps,  and  familial  multiple 
polyposis. 

Tuesday,  May  T5,  10  a.m. 

Committee  Room  7,  Municipal  Auditorium 

1.  (10:00)  Nursery  Sepsis — 1961 

"Nursery  Sepsis”  uses  live  sequences  in  hospital  nurseries,  anima- 
tions, laboratory  scenes,  and  graphs  to  dramatize  the  hazards  of 
antibiotic-resistant  staphylococci  to  the  newborn  infant,  and  depicts 
methods  of  combating  the  dread  infection. 

2.  (10:35)  Total  Body  Measurement  of  Nat- 
ural and  Acquired  Radioactivity  in  Man — 
1960 

Produced  by  Walter  Reed  Institute  of  Research. 

3.  (10:50)  External  Cardiac  Massage — 

1960 

Within  four  minutes  after  the  heart  stops  beating,  prompt  resusci- 
tative  measures  can  reverse  cardiac  standstill  in  time  to  prevent 
damage  to  the  brain  and  other  organs.  This  film  describes  a tech- 
nique for  resuscitation  without  opening  the  chest  which  was  devel- 
oped at  The  Johns  Hopkins  Hospital. 

4.  (11:15)  Surgery  of  Varicose  Veins  and 
Ulcerations — 1 961 

This  film  shows  in  detail:  1.  The  anatomy  of  the  veins.  2.  Exam- 
ination of  the  patient,  including  the  Brodie-Trendelenburg  test.  3. 
Preoperative  cases  of  gross  varicose  veins,  varicose  dermatitis,  eczema, 
and  ulceration.  4.  Ligation  of  the  saphenofemoral  junction  with  ex- 
posure of  the  femoral  vein  and  stripping  of  the  great  saphenous 
vein.  5.  Ligation  of  the  medical  perforative  veins  of  the  leg.  6.  Li- 
gation of  the  saphenopopliteal  junction  with  stripping  of  the  small 
saphenous  vein.  7.  Ligation  of  the  lateral  perforating  vein.  8.  Post- 
operative dressing  and  treatment.  9.  Postoperative  cases.  (Dr.  John 
Mullany,  Melbourne,  Australia). 

5.  (11:50)  Complications  of  Acute  Appendi- 
citis—1961 

With  the  introduaion  of  antibiotics,  there  was  a prompt  fall  in  the 


incidence  of  acute  appendicitis  and  a lowering  of  the  mortality.  Re- 
cendy,  this  trend  has  reversed.  This  film  is  presented  to  illustrate 
complications  found  in  patients  with  acute  appendicids  when  not 
recognized  or  treated  promptly. 

6.  (12:15)  Diabetes  and  Its  Long  Range 
Control — 1960 

This  film  presents  modern  concepts  of  diabetes  and  the  methods  by 
which  it  may  be  treated  and  controlled.  The  diagrammadc  material 
helps  to  clarify  a complex  subject.  The  authors  include  considera- 
tions of  both  public  health  and  the  clinical  aspects  of  diabetes. 


SCIENTIFIC  EXHIBITS 

Scientific  exhibits  may  be  seen  in  the  Municipal  Auditorium 
exhibit  area  from  12  noon  until  5:15  p.m.  on  Sunday,  from 
8:30  a.m.  to  5:15  p.m.  on  Monday  and  from  8:30  a.m.  to 
4:30  p.m.  on  Tuesday. 

"Elearomyography  (EMG)”,  J.  R.  Oates,  M.D.,  Houston. 
"Simple  Effective  Weight  Reduction”,  I.  Frank  Tullis, 
M.D.,  Memphis,  Tenn. 

"Rational  Approach  to  the  Management  of  Toxemia”, 
Stanley  F.  Rogers,  Jr.,  M.D.,  Morton  J.  Adels,  M.D., 
and  Jack  G.  Duffy,  M.D.,  Houston. 

"Clinical  Veaorcardiography”,  George  R.  Herrmann,  M.D., 
Thomas  M.  Runge,  M.D.,  Namik  K.  Uzsoy,  M.D., 
Gretchen  H.  Runge,  M.D.,  Austin. 

"The  Renogram — A New  Radio  Diagnostic  Test  for  De- 
teaion  of  Renal  Hypertension”,  Herbert  C.  Allen,  Jr., 
M.D.,  Houston. 

"Diaphragmatic  Hernia — ^A  Smdy  of  510  Cases”,  Donald 

L.  Paulson,  M.D.,  and  John  L.  Kee,  Jr.,  MX).,  Dallas. 
"Heart  Block  and  the  Use  of  an  Internal  Pacemaker”,  Paul 

R.  Ellis,  Jr.,  M.D.,  James  M.  Blain,  M.D.,  and  Charles 
R.  Cain,  M.D.,  Dallas. 

"The  Postmortem  Coronarogram”,  Ciapt.  Donn  J.  Brascho, 

M. C.,  USA,  Fort  Sam  Houston. 

"Segmental  Renal  Arteriography”,  J.  R.  Derrick,  M.D., 
R.  N.  Cooley,  M.D.,  D.  C.  Spencer,  M.D.,  and  R.  W. 
Brown,  R.T.,  Galveston. 

"The  Roles  of  Chemotherapy  in  the  Management  of  Breast 
Carcinoma”,  Jeanne  C.  Bateman,  M.D.,  and  Harry  N. 
Carlton,  M.D.,  Washington,  D.C. 

"Portal  Hypertension  in  Infants  and  Children”,  Luke  W. 
Able,  M.D.,  James  H.  Harberg,  M.D.,  and  Russell  J. 
Blattner,  M.D.,  Houston. 

"Chronic  Osteomyelitis,  Its  Treatment  & Complications”, 
R.  A.  Murray,  M.D.,  H.  H.  Brindley,  MJD.,  D.  T. 
Lazarz,  M.D.,  Temple. 

"Parkinsonism,  Physical  Rehabilitation  Aspects”,  O.  F.  von 
Werssowetz,  M.D.,  and  M.  R.  Kirkpatrick,  M.D.,  Gon- 
zales. 

"Treatment  of  Overweight  in  Chronic  Illness — A Qinical 
Study  of  101  Adult  Obese-Diabetic  Patients”,  Seymour 
Lionel  Halpern,  M.D.,  New  York,  N.Y. 
"Hospital-Acquired  Wound  Infections:  Prevention  with  Ni- 
trofurazone”,  R.  W.  Gilliotte,  M.D.,  Zanesville,  Ohio. 
"Treatment  of  Vaginal  Trichomoniasis  with  Metronida- 
zole", Qaudis  P.  Jones,  M.T.,  Walter  Thomas,  M.D., 
and  Roy  T.  Parker,  M.D.,  Durham,  N.C. 

"Use  of  Emulsions  in  Administering  Antigens”,  T.  S. 
Painter,  Jr.,  M.D.,  Austin. 

"Color  Transparency  Diagnosis  of  Serous  Otitis  Media”, 
Daniel  B.  Powell,  Jr.,  M.D.,  and  Oliver  W.  Suehs, 
M.D.,  Austin. 

"The  Private  Practice  of  Nuclear  Medicine  as  a Specialty”, 
Herbert  C.  Allen,  Jr.,  M.D.,  Houston. 

"The  Early  Diagnosis  of  Scoliosis”,  Herbert  E.  Hipps,  M.D., 
Waco. 
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"The  Papanicolaou  Smear”,  C.  F.  Pelphrey,  M.D.,  T.  G. 
Price,  M.D.,  and  J.  R.  Rainey,  Jr.,  M.D.,  Austin. 

"The  Injured  Diaphragm”,  William  Klingensmith,  M.D., 
and  C.  P.  Oles,  M.D.,  Amarillo. 

"Practical  Office  and  Hospital  Obstetrics  and  Gynecology”, 
Karl  John  Karnaky,  M.D.,  Houston. 

"Aids  Used  in  X-ray  Technician  Training”,  Joe  C.  Rude, 
M.D.,  and  David  Lacker,  R.T.,  Austin. 

"Diagnosis  and  Treatment  of  Congenital  Vascular  Anom- 
alies Causing  Bronchial  Asthma”,  Bernard  T.  Fein, 
M.D.,  Francis  E.  O’Neill,  M.D.,  and  J.  Walter  Park, 
III,  M.D.,  San  Antonio. 

"Lateral  Transfer  of  the  Posterior  Tibial  Tendon  in  Seleaed 
Cases  of  Pes  Plane  Valgus  (Kidner  Operation)”, 
Morton  H.  Leonard,  M.D.,  Louis  W.  Breck,  M.D., 
Zigmund  A.  Kosicki,  M.D.,  and  El  Paso  Orthopaedic 
Surgery  Group,  El  Paso. 

"Radio-translucent  or  So-Called  ’Cystic’  Bone  Lesions  from 
Neoplastic  and  Other  Causes”,  Lawrence  L.  Griffin, 
M.D.,  and  Kermit  W.  Fox,  M.D.,  Austin. 

"Recent  Advances  in  the  Treatment  of  Qeft  Lip  and 
Palate”,  Thomas  D.  Cronin,  M.D.,  Raymond  O.  Brav- 
er, M.D.,  and  William  G.  Taylor,  M.D.,  Houston. 

"Medical  Self  Help  Program”,  Texas  State  Department  of 
Health,  Austin. 

"Review  of  100  Patients  Treated  with  a New  Anti-Hyper- 
tensive”, Harry  Shubin,  M.D.,  Philadelphia,  Pa. 

"Have  Your  E.C.G.  Taken  & What  the  Heart  Association 
Does  for  the  Praaicing  Physician”,  Texas  Heart  As- 
sociation and  Texas  Medical  Association  Cardiovascular 
Committee,  Austin. 

"Programs  and  Activities”,  Texas  Society  for  Prevention  of 
Blindness. 

"Community  Mental  Health  Services”,  Texas  State  Depart- 
ment of  Health,  Austin. 

"Individual  Susceptibility  to  Lung  Cancer”,  Roger  J.  Wil- 
liams, Ph.D.,  Frank  L.  Siegel,  Ph.D.,  Qayton  Founda- 
tion Biochemical  Institute,  the  University  of  Texas, 
D.  J.  Sibley,  M.D.,  Austin. 

"Harris  Hospital  Mixed  Internship  Program”,  Harris  Hos- 
pital Medical  Education  Division,  Fort  Worth. 

"The  Role  of  the  Family  Doctor  in  Cerebral  Palsy”,  United 
Cerebral  Palsy  of  Texas,  Austin. 

"Liberty  from  Dystrophy”  Liberty  Muscular  Dystrophy  Re- 
search Foundation,  Inc.,  Liberty. 

"Mouth  to  Mouth  Resuscitation”,  Texas  State  Department 
of  Health,  Austin. 

"The  Continuing  Education  of  the  Physician”,  the  Univer- 
sity of  Texas  Postgraduate  School  of  Medicine,  Hous- 
ton. 

"A  New  Technic  for  the  Repair  of  Inguinal  and  Incisional 
Hernias”,  Francis  C.  Usher,  M.D.,  J.  E.  Cogan,  M.D., 
and  T.  1.  Lowery,  M.D.,  Houston. 

"Nutrition  Nonsense”,  American  Medical  Association,  Sarah 
Brown. 

"Conjunaiva”,  Everett  R.  Veirs,  M.D.,  and  Jerry  C.  Mc- 
Grew,  M.D.,  Temple. 

"Biochemical  Aspeas  of  EST”,  Thomas  M.  Runge,  M.D., 
Sam  A.  Hoerster,  Jr.,  M.D.,  Sidney  W.  Bohls,  M.D., 
W.  R.  Dunkelberg,  M.D.,  Fred  Lara,  M.D.,  and  Na- 
wasa  Thurman,  M.T.,  Austin. 

"Microtome  Cryostat  for  Knife  Conization  of  the  Cervix”, 
Raymond  H.  Kaufman,  M.D.,  Robert  R.  Franklin, 
M.D.,  and  Jack  P.  Abbott,  M.D.,  Houston. 

"Cholesterol  Lowering  with  Triparanol”,  Philip  Lisar,  M.D., 
Philadelphia,  Pa. 

"Histopathology  in  the  Light  of  a New  Staining  Principle”, 
C.  de  Chenar,  M.D.,  Austin. 

"Cherubism-Hereditary  Febrous  Dysplasia  of  the  Jaws”, 
David  E.  Anderson,  M.D.,  and  James  L.  McClendon, 
M.D.,  Houston. 


"Abnormalities  of  Human  Chromosomes  Associated  with 
Mental  Deficiency”,  John  J.  Biesele,  M.D.,  and  Werner 
Schmid,  M.D.,  Austin. 

"Drug-Induced  Anemia  in  Persons  with  a Common,  Heredi- 
tary Enzyme  Deficiency”,  Walter  K.  Long,  M.D.,  De- 
partment of  Zoology,  the  University  of  Texas,  Austin. 

"Manifestations  of  Muscular  Dystrophy”,  Herbert  T.  Wag- 
ner, M.D.,  Muscular  Dystrophy  Association  of  Amer- 
ica, Inc.,  New  York,  N.Y. 

"Gateway  of  the  Pancreatobiliary  System — 'Vaterian  Sys- 
tem’ ”,  G.  S.  Dowdy,  Jr.,  M.D.,  G.  W.  Waldron, 
M.D.,  and  W.  G.  Brown,  M.D.,  Houston. 


TECHNICAL  EXHIBITS 

All  technical  exhibits  will  be  displayed  in  the  Exhibit  Area 
of  the  Austin  Municipal  Auditorium.  Representatives  from 
the  pharmaceutical  industry,  business  equipment  companies, 
insurance  and  investment  companies,  and  other  related 
fields  will  be  present  to  discuss  any  topic  of  interest  with 
physicians.  The  exhibit  area  will  be  open  from  12  noon 
until  5:15  p.m.  on  Sunday;  from  8:30  a.m.  until  5:15  p.m. 
on  Monday;  and  from  8:30  a.m.  until  4:30  p.m.  on  Tues- 
day. Information  regarding  the  scientific  and  technical  ex- 
hibits will  appear  in  the  general  program  booklet. 

Following  is  an  alphabetical  list  of  exhibits. 

Abbott  Laboratories,  North  Chicago,  Booth  44. 

Accounts  Receivable  Management,  Dallas,  Booth  49. 
Alcon  Laboratories,  Inc.,  Fort  Worth,  Booth  65. 

A.  S.  Aloe  Company,  St.  Louis,  Booth  103. 

American  Optical  Company,  Dallas,  Booth  117. 

Armour  Pharmaceutical  Company,  Chicago,  Booth  29. 
Arnar-Stone  Laboratories,  Inc.,  Mount  Prospect,  111.,  Booth 
50. 

Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass., 
Booth  104. 

Audio-Digest  Foundation,  Glendale,  Calif.,  Booth  63. 
Ayerst  Laboratories,  Chamblee,  Ga.,  Booth  69. 

Bentex  Pharmaceutical  Company,  Houston,  Booth  22a. 
Borcherdt  Company,  Chicago,  Booth  114. 

Borden  Company,  Ice  Cream  Division,  Houston,  Booths 
96-98. 

Borden  Company,  Pharmaceutical  Division,  Houston,  Booth 

99. 

Breon  Laboratories,  New  York,  Booth  51. 

Bristol  Laboratories,  New  York,  Booth  102. 

Brown  Schools,  Austin,  Booths  125-126. 

Burroughs  Wellcome  and  Company,  Tuckahoe,  New  York, 
Booth  14. 

Carnation  Company,  Los  Angeles,  Booth  57. 

G.  W.  Carnrick  Company,  Newark,  N.  J.,  Booth  101. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.J.,  Booth 
78. 

Coca-Cola  Company,  Atlanta,  Ga.,  Booth  67. 

Cutter  Laboratories,  Dallas,  Booth  93. 

Davies,  Rose  and  Company,  Boston,  Booth  20. 

Desitin  Chemical  Company,  Providence,  R.  L,  Booth  53. 
Devereux  Schools,  Victoria,  Booth  112. 

Diaaphone  Corporation,  New  York,  Booth  95. 

Dome  Chemicals,  Inc.,  New  York,  Booth  111. 

Dorsey  Laboratories,  Lincoln,  Neb.,  Booth  64. 

Thomas  A.  Edison  Industries,  Voicewriter  Division,  West 
Orange,  N.J.,  Booth  85. 

Emerson  Laboratories,  Dallas,  Booth  47. 

Endo  Laboratories,  Inc.,  Richmond  Hill,  N.Y.,  Booth  8. 
Charles  O.  Finley  and  Company,  Austin,  Booth  113. 

First  Texas  Pharmaceuticals,  Inc.,  Dallas,  Booth  18. 

E.  Fougera  Company,  Inc.,  Hicksville,  N.Y.,  Booth  91. 
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Geigy  Pharmaceuticals,  Yonkers,  N.Y.,  Booth  2. 

General  Electric  Company,  Dallas,  Booth  23. 

Gerber  Products  Company,  Fremont,  Mich.,  Booth  41. 
Gilbert  X-Ray  Company  of  Texas,  Dallas,  Booth  107. 
Goodrich-Wright,  Inc.,  Dallas,  Booth  82. 

Graham  Laboratories,  Inc.,  Dallas,  Booth  74. 

Great  American  Reserve  Insurance  Company,  Dallas,  Booth 

32. 

Health  Insurance  Council,  New  York,  Booth  16. 

H.  J.  Heinz  Company,  Pittsburgh,  Booth  43. 

Hollister-Stier  Laboratories,  Chicago,  Booth  72. 
International  Business  Machines  Corp.,  Austin,  Booth  70. 
Jacuzzi  Whirlpool  Bath,  Austin,  Booth  90. 

Knoll  Pharmaceutical  Company,  Orange,  N.J.,  Booth  37. 
The  Lanier  Company,  Dallas,  Booth  110. 

Lederle  Laboratories,  Pearl  River,  N.Y.,  Booth  34. 

Eli  Lilly  and  Company,  Indianapolis,  Booth  77. 

J.  B.  Lippincott  Company,  Philadelphia,  Booth  71. 

Loma  Linda  Food  Company,  Arlington,  Calif.,  Booth  54. 
J.  A.  Majors  Company,  Dallas,  Booth  24. 

Maltbie  Laboratories  Division,  Newark,  N.J.,  Booth  1. 

S.  E.  Massengill  Company,  Kansas  City,  Booth  48. 

Mead  Johnson  and  Company,  Evansville,  Ind.,  Booth  27. 
Medco  Products  Company,  Tulsa,  Okla.,  Booth  30. 

Med  Equip,  Houston,  Booth  39. 

Medical  Protective  Company,  Fort  Wayne,  Ind.,  Booth  108. 
Merck,  Sharp  and  Dohme,  West  Point,  Pa.,  Booth  68. 
Wm.  S.  Merrell  Company,  Cincinnati,  Booth  59. 

Merrill,  Lynch,  Pierce,  Fenner  & Smith,  Austin,  Booth  87. 
Metro  Med,  Inc.,  Houston,  Booth  94. 

Mission  Pharmacal  Company,  San  Antonio,  Booth  115. 

C.  V.  Mosby  Company,  St.  Louis,  Booth  83. 

V.  Mueller  and  Company,  Dallas,  Booth  31. 

Mutual  Benefit  Life  Insurance  Company,  Newark,  N.J., 
Booth  61. 

National  Drug  Company,  Philadelphia,  Booth  40. 

Ortho  Pharmaceutical  Company,  Raritan,  N.J.,  Booth  3- 
Owen  Laboratories,  Dallas,  Booth  22. 

Pharmafac,  Inc.,  Austin,  Booth  109. 

Wm.  P.  Poythress  and  Company,  Inc.,  Richmond,  Va., 
Booth  121. 

R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.C., 
Booth  58. 

Rhinopto  Company,  Dallas,  Booth  116. 

Riker  Laboratories,  Northridge,  California,  Booth  12. 

A.  H.  Robins  Company,  Inc.,  Richmond,  Va.,  Booth  84. 
Roche  Laboratories,  Nutley,  N.J.,  Booths  4 and  75. 
William  H.  Rorer,  Inc.,  Philadelphia,  Booth  119. 

Sandoz  Pharmaceuticals,  Hanover,  N.J.,  Booth  73. 

Savage  Laboratories,  Inc.,  Bellaire,  Booth  6. 

Schering  Corporation,  Union,  N.J.,  Booth  118. 

G.  D.  Searle  and  Company,  Chicago,  Booth  21. 

Seven-Up  Developers  of  Texas,  Waco,  Booth  105. 

Smith,  Kline  and  French  Laboratories,  Philadelphia,  Booth 

33. 

Smith,  Miller  and  Patch,  Inc.,  New  York,  Booth  60. 
Smykal  Business  Machines  Company,  Austin,  Booth  124. 
Sound  Scriber  Corporation,  North  Haven,  Conn.,  Booth 
122. 

Southwestern  Bell  Telephone  Company,  Austin,  Booth  123. 
E.  R.  Squibb  and  Sons,  New  York,  Booth  100. 
Strasenburgh  Laboratories,  Rochester,  New  York,  Booth 
120. 

Terrell  Supply  Company,  Fort  Worth,  Booth  19. 

Texas  Employers’  Insurance  Association,  Dallas,  Booth  17. 
Texas  Pharmacal  Company,  San  Antonio,  Booth  106. 

U.  S.  Vitamin  and  Pharmaceutical  Corporation,  New  York, 
Booth  15. 

Upjohn  Company,  Kalamazoo,  Mich.,  Booth  42. 

Wallace  Laboratories,  Cranbury,  N.J.,  Booth  92. 

Wampole  Laboratories,  Stamford,  Conn.,  Booth  52. 


Warner-Chikott  Laboratories,  Morris  Plains,  N.J.,  Booth  5. 
Westwood  Pharmaceuticals,  Buffalo,  N.Y.,  Booth  38. 
Wilson  X-Ray  Company,  Austin,  Booth  88. 

Winthrop  Laboratories,  New  York,  Booth  28. 

X-Ray  Sales  and  Service,  Fort  Worth,  Booth  62. 


Special  Programs 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin. 

(The  Seaioa  on  Public  Health  of  the  Texas  Medical  Association 
will  have  a program  Monday  from  2:30  to  5 p.m..  Committee 
Room  11,  Municipal  Auditorium.  The  Texas  Association  of  Public 
Health  Physicians  will  have  a dinner  meeting  Sunday  at  7 p.m.. 
Sun  Room,  Stephen  F.  Austin  Hotel.  See  the  Section  Meetings  sec- 
tion and  elsewhere  in  this  Specialty  Programs  seaion  for  details.) 

Tuesday,  May  15,  2:30-5  p.m. 

Committee  Room  11,  Municipal  Auditorium 

1.  (2:30)  The  Nature  of  Community  Health  Practice. 

Waldo  L.  Treuting,  Pittsburgh,  Pa. 

In  a new  age,  community  health  problems  have  taken  on  new  di- 
mensions. The  health  officer  of  today  is  different  from  his  predeces- 
sors though  similar  in  many  respects.  His  objectives  remain  the 
same  but  ways  of  achieving  them  are  changing.  The  effectiveness  of 
present  programs  should  be  studied.  Research  for  new  and  better 
ways  should  be  intensified. 

2.  (3:00)  Health  for  the  Space-Going  Public. 

Lieutenant  Colonel  Hugh  W.  Randel, 
Brooks  Air  Force  Base. 

While  man’s  entry  into  space  is  posing  numerous  new  and  rather 
unique  medical  problems — there  are  relatively  few  that  are  entirely 
new.  Most  space  medical  problems  are  extensions  or  variations  of 
existing  medical  problems  that  have  been  met  in  military,  occupa- 
tional, and  aviation  medicine.  Space  medicine  is  basically  similar  to 
occupational  medicine  in  that  it  is  concerned  with  adapting  and 
protecting  man  in  his  environment. 

3.  (3:30)  Radiation  Control  in  Texas. 

James  R.  Maxfield,  Dallas. 

4.  (4:00)  Cose  Finding  in  Tuberculosis. 

B.  Oliver  Lewis,  Eagle  Pass. 

5.  (4:30)  Public  Health  Practices  in  the  Congo. 

Melford  S.  Dickerson,  Austin. 

The  epidemiology  of  tropical  diseases  is  discussed  from  the  stand- 
point of  vectors  and  reservoirs.  Prior  to  man’s  inhabiting  Central 
Africa,  the  diseases  existing  in  man  today  were  largely  diseases  of 
animals.  Some  epidemiologic  problems  of  the  tropics  are  presented. 


Be  Sure  to  Visit 

SCIENTIFIC  AND  TECHNICAL 
EXHIBITS 

See  pages  234,  235  for  details  and  times. 


236 


TEXAS  State  Journal  of  Medicine 


ORIENTATION  PROGRAM  OF 
TEXAS  MEDICAL  ASSOCIATION 

Executive  Secretary— C.  Lincoln  Williston,  Austin. 

Monday,  May  14,  8 a.nt. 

Committee  Rooms  11  and  15,  Municipal  Auditorium 


1. 

(8:00) 

Registration  and  Coffee. 

2. 

(8:45) 

Call  to  Order. 

Charles  Max  Cole,  Dallas. 

3.  (8:50) 

Program. 

Welcome:  Objectives  of  the  Orientation 

Travis  Smith,  Abilene. 

4. 

(9:00) 

An  Accounting  of  Stewardship;  What  Hap- 

pens  to  Your  $45  Dues? 

Robert  W.  Kimbro,  Cleburne. 


5.  (9:30)  The  Best  Medical  Core  for  All  Texans. 

Mr.  C.  Lincoln  Williston,  Austin. 

6.  (9:55)  Medicol  Ethics  Considerations  in  the  Prac- 
tice of  Medicine. 

C.  E.  Oswalt,  Jr.,  Fort  Stockton. 

7.  (10:15)  Medical  Etiquette;  Obligations  of  the  Phy- 
sician to  Colleagues  and  to  the  Profession. 

R.  Mayo  Tenery,  Waxahachie. 

8.  (10:35)  Coffee. 

9.  (10:50)  Serving  the  Doctors  of  Texas. 

Mr.  Donald  M.  Anderson,  Austin. 

10.  (11:10)  Doctor-Patient  Relations. 

Walter  Walthall,  San  Antonio. 

11.  (11:30)  Legal  Aspects  af  Medical  Practice;  Mal- 
practice— How  to  Avoid  It. 

Mr.  C.  Dean  Davis,  LL.B.,  Austin. 

12.  (12:10)  Adjournment  to  attend  General  Meeting 
Luncheon. 

12:30  p.m. 

Lower  Floor,  Municipal  Auditorium 

j Genera!  Meeting  Luncheon. 

! R.  Mayo  Tenery,  Waxahachie,  Vice  President,  Presiding. 

^ 13.  (12:30)  Invocation. 

Luncheon. 

Recognition: 

Past  Presidents  Association. 
Registrants  for  Orientation  Pro- 
gram. 

Civic  Guests. 

: 14.  (1:15)  Announcement  of  Anson  Jones  Awards. 

Joe  R.  Donaldson,  Pampa,  Chairman, 
Council  on  Public  Relations  and  Public  Service. 

15.  (1:25)  Cancer  Research:  The  Changing  Scene. 

Thomas  C^rlile,  Seattle,  President, 
American  Cancer  Society. 

16.  (2:00)  Adjournment. 


SOCIETY  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  TEXAS 


(The  Society  of  Life  Insurance  Medical  Direaors  of  Texas  will 
sponsor  a Hospitality  Suite  in  the  Stephen  F.  Austin  Hotel  Saturday. 
May  12,  through  Tuesday,  May  15.  All  Texas  Medical  Association 
members  are  invited  to  visit  the  suite.) 

Secretary-Treasurer — Ferald  D.  Mauk,  Dallas. 

Tuesday,  May  15,  12:15  p.m. 

Committee  Room  5,  Municipal  Auditorium 

1.  (12:15)  Luncheon  Meeting. 


SYMPOSIUM  ON  CEREBRAL  PALSY 

Monday,  May  14,  9:30  a.m. 

Committee  Room  2,  Municipal  Auditorium 

1.  (9:30)  Call  to  Order  and  Welcome. 

Objectives  of  the  Symposium. 

Edward  M.  Krusen,  Jr.,  Dallas. 

2.  (9:40)  Dental  Problems  Affecting  Speech,  Swal- 
lowing, and  Nutrition  of  the  Cerebral  Palsied. 

Byron  N.  Smith,  D.D.S.,  Austin. 

3.  (10:10)  Obstetrical  Factors  in  Cerebral  Palsy. 

Charles  E.  Flowers,  Jr.,  Chapel  Hill,  N.C. 

4.  (10:45)  Coffee  Break. 

5.  (11:00)  Facilities  for  Treatment  and  Evaluation  for 
the  Cerebral  Palsied  in  Texas. 

Ralph  Hanna,  Austin. 

6.  (11:30)  Intermission  to  Visit  Exhibits. 

12:15  p.m. 

Rathskeller,  Municipal  Auditorium 

7.  (12:15)  Luncheon. 

8.  (1:15)  The  Role  of  Allied  Medical  Services  in  the 
Treatment  of  Cerebral  Palsy. 

Ruby  Decker,  R.P.T.,  Galveston. 


2 p.m. 

Committee  Room  2,  Municipal  Auditorium 


9. 

(2:00) 

Patient  Participation  in  Labor  and  Delivery. 

Charles  E.  Flowers,  Jr.,  Chapel  Hill,  N.C. 

10. 

sy. 

(2:30) 

Prevention  and  Detection  of  Cerebral  Pal- 

J.  D.  Russ,  New  Orleans. 

11. 

(3:00) 

Coffee  Break. 

12.  (3:15) 

Palsied. 

Education  and  Research  for  the  Cerebral 

William  G.  Wolfe,  Ph.D.,  Austin. 

13. 

(3:45) 

Case  Presentations. 

J.  D.  Russ,  New  Orleans. 

14. 

(4:15) 

Intellectual  Appraisals,  Their  Administra- 

tion 

and  Interpretation. 

Ira  Iscoe,  Ph.D.,  Austin. 

15. 

(4:45) 

Adjournment. 
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SYMPOSIUM  ON  NUTRITION 

Current  Concepts  of  Adequate  Nutrition 

Qiairman,  Committee  on  Nutrition,  Texas  Medical  Associ- 
ation.— ^N.  C.  Hightower,  M.D.,  Temple. 

Sunday,  May  13,  9:30-11  a.m. 

Committee  Room  2,  Municipal  Auditorium 

1.  (9:30)  Panel:  Current  Concepts  of  Adequate  Nu- 

trition. 

William  J.  McGanity,  (jalveston.  Moderator; 
Grace  A.  Goldsmith,  New  Orleans,  La.; 
Theodore  C.  Panos,  Little  Rock,  Ark.; 
Laurance  W.  Kinsell,  Oakland,  Calif. 


SYMPOSIUM  ON  SURVIVAL 


5. 

(2:10) 

Abdominal  Injuries. 

Robert  N.  McClelland, 

Dallas. 

6. 

(2:40) 

Severe  Injuries  of  the  Chest. 

John  L.  Kee, 

Dallas. 

7. 

(3:10) 

Coffee  Break. 

8. 

(3:40) 

Major  Urological  Trauma. 

Elgin  W.  Ware,  Jr.,  Dallas. 

9. 

(4:10) 

Major  Trauma  to  the  Head. 

William  Kemp  Clark, 

Dallas. 

10. 

(4:40) 

Panel  Discussion. 

6-7  p.m. 

Theater,  Municipal  Auditorium 

11. 

(6:00) 

Reception.  (All  physicians  registered  for 

the  Symposium  and  their  wives,  are  cordially  invited  to 
attend  the  social  hour  following  the  program.) 


Facts  and  Fallacies  of  Local  Fallout 
Following  Nuclear  Detonation 


TEXAS  AIR-MEDICS  ASSOCIATION 

(Related  Organization) 


Chairman,  Committee  on  Nuclear  Medicine,  Texas  Medi-  President — VIRGIL  M.  PAYNE,  jR.,  Dallas, 

cal  Association.— Herbert  C.  Allen,  Jr.,  Houston.  Secretary-Treasurer — C.  F.  Miller,  Waco. 


Suirday,  May  13,  2:30-4:30  p.m. 

Committee  Room  2,  Municipal  Auditorium 

1.  (2:30)  Panel:  Facts  and  Fallacies  of  Local  Fallout 

Following  Nuclear  Detonation. 

James  Allen  Chamberlin,  Moderator; 

Thomas  L.  Shipman,  and 
Payne  S.  Harris,  Los  Alamos,  N.M. 


SYMPOSIUM  OF  TEXAS  ACADEMY 
OF  GENERAL  PRACTICE 

The  Severely  Injured  Patient 

Panel  Moderator — CECIL  M.  FRENCH,  San  Angelo. 

(The  Texas  Academy  of  General  Practice,  with  the  cooperation  of 
the  Texas  Medical  Association  and  the  Education  and  Research  In- 
stitute of  General  Practice,  offers  a Symposium  on  "The  Severely 
Injured  Patient.”  Attendance  at  the  symposium  is  acceptable  for 
six  hours  of  Category  I credit  by  the  American  Academy  of  General 
Practice.  All  American  Medical  Association  members  are  invited  to 
register.  Registration  fee  is  $10.  The  symposium  faculty  is  from  the 
University  of  Texas  Southwestern  Medical  School,  Dallas.) 

Sunday,  May  13,  12:30  p.m. 

Theater,  Municipal  Auditorium 


Saturday,  May  12,  8 a.m. 

Lotus  and  Bamboo  Rooms,  Terrace  Motor  Hotel 


1.  (8:00)  Registration. 

2.  (10:00)  Invocation. 

P.  W.  Malone,  Big  Spring. 
Welcome  Address  and  Introduction  of  Guest. 

Virgil  M.  Payne,  Jr.,  Dallas. 

3.  (10:30)  Suppressio  Mallum,  the  Airman  Syndrome. 

Harry  L.  Gibbons,  Fort  Worth. 

4.  (11 :00)  Growth  Projections  of  Aviation. 

Mr.  George  E.  Haddaway,  Dallas. 

5.  (12:00)  Recess.  Visit  Exhibits. 

6.  (1:30)  Pitfalls  of  Laboratory  Diagnosis. 

Tom  Davis,  Mobile,  Ala. 


7.  (2:00)  The  Aviation  Medicine  Services  in  Mexico, 

Organization  and  Functions. 

Luis  Amezcua  Gonzales,  Mexico,  D.F. 


8.  (3:30)  President's  Address:  Five  Years  of  Jet 

Noise. 

Virgil  M.  Payne,  Jr.,  Dallas. 
Business  Meeting. 

Election  of  Officers. 


1.  (12:30)  Registration. 

Max  E.  Johnson,  San  Antonio,  presiding. 

2.  (1:00)  Address  of  Welcome. 

Carlos  E.  Fuste,  Jr.,  Alvin. 

3.  (1:10)  General  Considerations  of  the  Severely  In- 
jured Potient. 

George  Thomas  Shires,  Dallas. 

4.  (1:40)  Post  Traumatic  Renal  Failure. 

Charles  R.  Baxter,  Dallas. 


9.  (6:00)  Social  Session. 

10.  (7:30)  Annual  Dinner. 

Sunday,  May  13,  8 a.m. 

Committee  Room  1,  Municipal  Auditorium 

11.  (8:00)  Registration. 

12.  (10:00)  A Medical  Evaluation  of  100  Airline 
Pilots. 

John  S.  Minnett,  Dallas. 
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13.  (10:30)  A Favorable  Public  Image  and  What  It 
Means  to  You. 

Mr.  W.  Bruce  Chambers,  Fort  Worth. 

14. 

(11:00) 

Legal  Aspects  of  the  F.A.A. 

Mr.  John  S.  Hunter  and 
Mr.  Charles  Smith,  Fort  Worth. 

15. 

(12:00) 

Recess. 

16. 

(1:30) 

Progress  in  Aero-Medical  Research. 

James  L.  Goddard,  Washington,  D.C. 

17. 

(2:30) 

Aviation  Industrial  Medicine. 

COLVERN  D.  Henry,  San  Antonio. 

18. 

(3:00) 

Panel  Discussion. 

Federal  Aviation  Agency  Officials. 
Questions  and  Answers. 

19.  (5:00)  Adjournment. 


TEXAS  ASSOCIATION  OF  PUBLIC 
HEALTH  PHYSICIANS 

(Related  Organization) 

President — BENJAMIN  M.  PRIMER,  Sr.,  Austin. 

Secretary-Treasurer — ^M.  ELIZABETH  GENTRY,  Austin. 

(The  Section  on  Public  Health  of  the  Texas  Medical  Association 
will  have  a program  Monday  from  2:30  to  5 p.m..  Committee 
Room  11.  Municipal  Auditorium.  The  Conference  of  City  and 
County  Health  Officers  will  be  held  Tuesday  from  2:30  to  5 p.m.. 
Committee  Room  11,  Municipal  Auditorium.  See  Seaion  Meetings 
section  and  elsewhere  in  this  Specialty  Programs  section  for  details.) 

Sunday,  May  13,  7 p.m. 

Sun  Room,  Stephen  F.  Austin  Hotel 

1.  (7:00)  Dinner  Meeting. 

A Look  at  Ourselves. 

Waldo  L.  Treuting,  Pittsburgh,  Pa. 

Public  health  physicians  have  certain  status  in  their  communities  and 
in  their  profession.  This  status  is  a product  of  two  factors:  their 
own  stance  and  the  reaction  of  those  with  whom  they  deal.  The 
latter  is  not  always  flattering.  If  public  health  officials  are  to  be 
leaders  they  must  win  acceptance  as  such. 


TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS 

President — ^J.  T.  Bennett,  El  Paso. 

Secretary — ^W.  W.  Kelton,  Jr.,  Austin. 

(The  Section  on  Pediatrics  of  the  Texas  Medical  Association  will 
have  a program  Monday  and  Tuesday  from  2:30  to  5 p.m.  in 
Committee  Room  7 of  the  Municipal  Auditorium.  See  Section  Meet- 
ings seaion  for  details.) 

Monday,  May  14,  12:30  p.m. 

Committee  Room  5,  Municipal  Auditorium 


TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

(Related  Organization) 

President — CARLOS  J.  QUINTANILLA,  Harlingen. 
Secretary-Treasurer — Rodger  Smyth,  San  Antonio. 

Program  Chairman — ROBERT  B.  MORRISON,  Austin. 

Sunday,  May  13,  9 a.m. 

Committee  Room  3,  Municipal  Auditorium 

1.  (9:00)  Cardiovascular  Surgery  in  a Non-University 
Community. 

R.  Maurice  Hood,  Austin. 

2.  (9:30)  Recurrent  Pneumonitis  in  Children. 

Milton  V.  Davis,  Dallas. 

3.  (10:00)  Complications  of  Tracheostomy. 

Lawrence  M.  Sheets,  San  Antonio. 

(10:30)  Recess. 

4.  (10:40)  Charles  M.  Hendricks  Memorial  Lecture: 
Emphysema  in  Children. 

Roy  F.  Goddard,  Albuquerque,  N.M. 

5.  (11:20)  Panel  Discussion:  Management  of  Respira- 
tory Infections  in  Children. 

Thomas  R.  McElhenney,  Austin; 
Milton  V.  Davis,  Dallas; 
Sidney  R.  Kaliski,  San  Antonio. 

12:30  p.m. 

Committee  Room  14,  Municipal  Auditorium 

6.  (12:30)  Luncheon. 

2 p.m. 

Committee  Room  3,  Municipal  Auditorium 

7.  (2:00)  The  Gag  Reflex  and  Its  Relationship  to 
the  Diagnosis  and  Treatment  of  Bronchiectasis. 

Lloyd  J.  Gregory,  Jr.,  Houston. 

8.  (2:30)  Five  Year  Survival  in  Patients  with  Bron- 
chogenic Carcinoma. 

John  L.  Kee,  Dallas. 

9.  (3:00)  Combined  Preoperative  Irradiation  and  Re- 
section for  Bronchogenic  Carcinoma. 

Donald  L.  Paulson,  Dallas. 

10.  (3:30)  Pulmonary  Function  Studies  in  Office 
Practice:  Methods  and  Interpretation. 

William  F.  Miller,  Dallas. 


PRESIDENT'S  PARTY  TICKETS  NOW  ON  SALE 
Write:  Mr.  E.  Maxwell  Jones 
1801  North  Lamar  Blvd. 

Austin,  Texas 
See  details  page  217 


1.  (12:30)  Luncheon. 

Needy  Children:  Perpetual  Dependency  or 
Eventual  Self  Support? 

Mr.  Aris  a.  Mallas,  Jr.,  Austin. 
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TEXAS  DERMATOLOGICAL  SOCIETY 


(Related  Organization) 


President — ^DUNCAN  O.  POTH,  San  Antonio. 
Vice-President — ^M.  A.  Forbes,  Jr.,  Austin. 
Secretary-Treasurer — D.  SHELTON  BLAIR,  Dallas. 
Program  Chairman — W.  F.  Spiller,  Jr.,  Houston. 


Monday,  May  74,  10  o.m. 

Committee  Room  14,  Municipal  Auditorium 

1.  (10:00)  An  Informal  Survey  of  the  Chronic  Vesico- 
Bullous  Eruptions. 

Francis  W.  Lynch,  St.  Paul,  Minn. 


(10:30)  Discussion. 

2.  (10:40)  Alopecia  As  a Symptom  of  Chronic  Thal- 
lium Poisoning. 

W.  R.  Hublbr,  Corpus  Christi. 


(10:55)  Discussion. 

3.  (11:00)  Lichen  Miliaris,  A Preliminary  Report. 

William  E.  Laur,  Amarillo;  and 
Earl  G.  Cockerell,  Abilene. 

(11:15)  Discussion. 

4.  (11:20)  Miliaria  Rubra,  A Study  of  Incidence,  Eti- 
ology, ond  Treatment. 

Robert  E.  Lyons,  San  Antonio. 


(11:35)  Discussion. 

5.  (11:40)  Podophyllum  Treatment  of  Solar  Kera- 
toses. 

Edmund  N.  Walsh,  Fort  Worth. 


(11:55)  Discussion. 


TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 


President — HAROLD  L.  DOBSON,  Houston. 
Secretary-Treasurer — ^JOHN  W.  Chriss,  Corpus  Christi. 


Sunday,  May  13,  9 o.m. 

Committee  Room  7,  Municipal  Auditorium 

1.  (9:00)  Registration. 

2.  (9:15)  Abnormalities  in  Carbohydrate  Tolerance 

in  Treated  Hyperthyroidism. 

Jose  Mdalel,  Houston. 

3.  (9:40)  Ocular  Manifestations  of  Diabetes  Mellitus. 

Everett  R.  Veirs,  Temple. 

4.  (10:05)  Pituitary  Stalk  Section  as  Treatment  for 
Advanced  Diabetic  Retinopothy. 

Leonard  J.  Flohr  and 
Hal  W.  Maxwell,  Dallas. 

5.  (10:30)  Coffee  Break. 

6.  (10:45)  Insulinogenic  Reserve. 

Holbrooke  Seltzer,  Dallas. 


7.  (11:10)  Long  Acting  DBI  in  the  Treatment  of  Un- 
stable Diabetes. 

Alfred  E.  Leiser,  Houston. 


8.  (11:35) 
Mellitus. 


The  Use  of  Acetohexomide  in  Diabetes 


Robert  S.  Radding,  Houston. 

12  Noon 


Committee  Room  5,  Municipal  Auditorium 

9.  (12:00)  Luncheon. 

10.  (1:00)  Panel:  Indications  for  Oral  Hypoglycemic 
Therapy. 

Harold  L.  Dobson,  Houston,  Moderator; 
Laurancb  W.  Kinsell,  Oakland,  Calif.; 
Leonard  R.  Robbins,  Houston; 
Robert  S.  Radding,  Houston; 
Edwin  L.  Rippy,  Dallas;  and 
Holbrooke  Seltzer,  Dallas. 

11.  (2:00)  Annual  Business  Meeting. 

Election  of  Officers. 

2:15  p.m. 

Committee  Room  7,  Municipal  Auditorium 

12.  (2:15)  Cutaneous  and  Subcutaneous  Reactions  to 
Insulin. 

Mr.  D.  D.  Odom,  Houston. 

13.  (2:40)  The  Relationship  of  Diabetic  Diets  to 
Vascular  Disease  in  the  Diabetic. 

Laurance  W.  Kinsell,  Oakland,  Calif. 

14.  (3:30)  Renal  Histology  Early  in  the  Course  of 
Juvenile  Diabetes  Mellitus. 

Warren  F.  Dodge, 
Luther  B.  Travis,  and 
Howard  C Hopps,  Galveston. 

15.  (3:55)  Observations  on  Thyrotoxic  Crisis. 

Raymond  L.  Gregory,  Galveston. 

16.  (4:20)  The  Use  of  Glucocorticoids  in  Potients 
With  Diabetes  Mellitus. 

Leonard  R.  Robbins,  and 
Harold  L.  Dobson,  Houston. 


TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

(Related  Organizations) 


Texas  Industrial  Medical  Associatian 

President — ^Robert  A.  Wise,  Houston. 

Secretary-Treasurer — ^ROY  E.  JOYNER,  Texas  City. 

Texas  Physical  Medicine  and  Rehabilitafian 
Society 

President — OSCAR  O.  Selke,  Jr.,  Houston. 

Secretary — ^JAMES  R.  Oates,  Houston. 
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Texas  TraumoHc  Surgical  Society 

President — FRANK  H.  Kidd,  Jr.,  Dallas. 

Secretary-Treasurer — ^JOHN  C.  Long,  JR.,  Plainview. 

Sunday,  May  13,  9 a.m. 

Committee  Rooms  10,  12,  and  14,  Municipal  Auditorium 
Robert  A.  Wise,  Houston,  Presiding. 

1.  (9:00)  Compound  Hand  Injuries. 

Frank  M.  Covert,  III,  Austin. 

2.  (9:30)  Office  Treatment  and  Prevention  of  Acute 
Viral  Infection  of  the  Upper  Respiratory  Tract. 

Lynn  A.  Bernard,  Houston. 

3.  (10:00)  Panel:  Proper  Convalescence  from  Common 
Surgery. 

Robert  A.  Wise,  Houston,  Moderator; 
John  C.  Kennedy,  Houston  (surgeon); 
David  Hoehn,  Fort  Worth  (physiatrist) ; 
Herbert  C.  Modlin,  Topeka,  Kan.  (psychiatrist). 

4.  (11:00)  Psychiatric  Reactions  to  Accidents. 

Herbert  C.  Modlin,  Topeka,  Kan. 

The  majority  of  psychiatric  reactions  to  accidents  falls  into  four 
groups:  anxiety  reaaion,  conversion  reaaion,  i>sychophysiological 
reaction,  and  dependency  reaaion.  G>mbinations  of  these  separate 
reaaions  occur.  Also  the  psychiatric  picture  may  complicate  physical 
injuries.  The  faaor  of  secondary  gain  in  illness  is  often  prominent 
in  such  cases,  complicating  recovery.  Proper  medical  and  legal  man- 
agement can  often  reduce  the  duration  of  illness. 

(12:00)  Recess. 

Oscar  O.  Selke,  Jr.,  Houston,  Presiding. 

5.  (2:00)  Panel:  Lower  Extremity  Amputations. 

Oscar  O.  Selke,  Jr.,  Houston,  Moderator; 
Richard  H.  Eppright,  Houston  (orthopedist); 
Jewel  S.  Daughety,  Dallas  (physiatrist); 
Herbert  C.  Modlin,  Topeka,  Kan.  (psychiatrist). 

6.  (3:00)  The  ABC's  of  Treatment  With  Physical 
Measures  (Physical  Therapy). 

James  R.  Oates,  Houston. 

This  presentation  is  given  for  physicians  who  have  little  instruaion 
in  the  use  of  physical  measures  (heat,  massage,  exercise)  or  their 
specific  presaiption  in  patient  treatment.  Use  of  common  physical 
measures  is  outlined. 

Frank  H.  Kidd,  Jr.,  Dallas,  Presiding. 

7.  (4:00)  A Five  Year  Follow  Up  on  the  Treatment 
of  Fractures  of  the  Os  Colcis. 

Louis  J.  Levy,  Fort  Worth. 

8.  (4:30)  Separate  Annual  Business  Meetings. 

Texas  Industrial  Medical  Association,  Com- 
mittee Room  10,  Municipal  Auditorium. 
Texas  Physical  Medicine  and  Rehabilitation 
Society,  Committee  Room  12,  Municipal 
Auditorium. 

Texas  Traumatic  Surgical  Society,  Committee 
Room  14,  Municipal  Auditorium. 

Committee  Rooms  10,  12,  and  14,  Municipal  Auditorium 

9.  (6:00)  Cocktail  Party  for  Members  and  Their  Wives. 


TEXAS  NEUROPSYCHIATRIC 
ASSOCIATION 

(Related  Organization) 

President — ^ROBERT  L.  STUBBLEFIELD,  Dallas. 
Vice-President — Samuel  A.  Hoerster,  Jr.,  Austin. 
Secretary-Treasurer — E.  Ivan  Bruce,  Jr.,  Galveston. 
President-Elea — George  J.  Ehni,  Houston. 

(An  "Early  Bird  Party"  will  be  held  at  8 p.m.  Saturday,  May  12, 
in  the  Austin  Club  of  the  Commodore  Perry  Hotel.) 

Sunday,  May  13,  8 a.m. 

Committee  Rooms  9,  11,  and  15,  Municipal  Auditorium 

1.  (8:00)  Registration. 

2.  (9:00)  Opening  Remarks. 

Robert  L.  Stubblefield,  Dallas. 

3.  (9:15)  The  American  Board  of  Psychiatry  and 

Neurology. 

Hugh  T.  Carmichael,  Chicago,  111. 

Reviewed  are  the  history  and  organizational  struaure  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  and  its  relations  with  its 
sponsoring  sociaies;  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  and  the  Residency  Review  Com- 
mittee; and  the  Advisory  Board  for  medical  specialties  and  the  other 
specialty  boards.  Also  discussed  are  the  changes  in  the  "Essentials 
of  Approved  Residencies"  from  the  time  of  the  founding  of  the 
Board  (1934)  to  the  present;  the  effects  upon  the  training  of  resi- 
dents in  psychiatry  and  neurology,  including  comments  on  the  num- 
ber of  residents  and  residencies;  the  number  of  diplomates  certified 
in  psychiatry  or  neurology  or  in  both  fields;  subspecialty  certification 
— Child  Psychiatry;  and  comments  on  methods  of  examination. 

Discussion — ^Titus  H.  Harris,  (aalveston. 

4.  (9:45)  Guy  Witt  Memorial  Paper. 

5.  (10:15)  Coffee  Break. 

6.  (10:30)  Differential  Diagnosis  of  Dystonia  in  Chil- 
dren. 

J.  Gordon  Millichap,  Rochester,  Mina. 
Discussion — ^WILLIAM  W.  McKinney,  Fort  Worth. 

7.  (11:15)  Business  Session — ^Texas  Neuropsychiatric  As- 
sociation and  Texas  District  Branch  of  American  Psychiatric 
Association. 

12  Noon 

Rathskeller,  Municipal  Auditorium 

8.  (12:00)  Luncheon  for  Members  and  Wives,  Guests. 

Section  on  Neurology,  Neurosurgery,  and  Allied  Fields 
2 p.m. 

Committee  Room  15,  Municipal  Auditorium 

George  J.  Ehni,  Moderator. 

9.  (2:00)  Observations  on  Subarachnoid  Injections  of 
Blood  and  Other  Substances  in  Dogs. 

F.  Keith  Bradford,  Houston. 

Discussion — ^W.  Kemp  Clark,  Dallas. 

10.  (2:30)  The  Role  of  Angiography  in  Occlusive 
Cerebral-Vascular  Disease. 

Sheff  D.  Olinger,  Jr.,  Dallas. 

Discussion — ISRAEL  H.  SCHULEMAN,  Houston. 
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11.  (3:00)  The  More  Common  Disorders  of  Percep* 
tion  in  Children. 

Lucius  Waites,  Dallas. 

Discussion — GORDON  MiLLICHAP,  Rochester,  Minn. 

12.  (3:30)  New  Approaches  to  the  Treatment  of 
Presenile  Sclerosis. 

Walter  O.  Klingman,  (Galveston. 
Discussion — William  S.  Fields,  Houston. 


Section  on  Psychiatry  and  Psychoanalysis 
2 p.m. 

Meeting  Rooms  9 and  11,  Municipal  Auditorium 

Cyril  J.  Ruilmann,  Moderator. 

13.  (2:00)  Psychodrama  With  a Mixed  Racial  Group 
of  Adolescents. 

Mary  D.  Bublis,  Plainview. 
Discussion — Eugene  C.  McDanald,  Jr.,  (oalveston. 

14.  (2:30)  Use  of  the  Cornell  Medical  Index  os  a 
Method  of  Screening  for  Socially-lnadequote  Men. 

Harry  Martin,  Ph.D.,  and 
Robert  L.  Leon,  Dallas. 

Discussion — Norman  Kiefer,  Dallas. 

15.  (3:00)  Some  Comments  on  the  Psychological  Im- 
pact of  Hurricane  Carla. 

Mr.  Hendrick  Lindt  and 
E.  Ivan  Bruce,  Jr.,  Galveston. 

Discussion — PRESTON  E.  HARRISON,  Big  Spring. 

16.  (3:30)  Chronic  Homeostatic  Instability. 

Herbert  C.  Modlin,  Topeka,  Kan. 


4 p.m. 

Committee  Rooms  9,  11,  and  15,  Municipal  Auditorium 

17.  (4:00)  Business  Meeting. 


6:30  p.m. 

Qub  Caravan,  Villa  Capri  Motor  Hotel 


18.  (6:30) 

(8:00) 


Reception  for  Members,  Guests,  and  Wives. 
Dinner  and  Dancing. 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

(Related  Organization) 


President — ^JACK  B.  LEE,  San  Antonio. 

Vice-President  and  Program  Chairman — ^JAMES  H. 
Scruggs,  Jr.,  Waco. 

Monday,  May  14,  8:30  a.m. 

Committee  Rooms  10  and  12,  Municipal  Auditorium 

1.  (8:30)  Refresher  Course:  Indications  for  Thera- 

peutic Corneal  Transplants. 

R.  TO'WNLEY  Paton,  New  York. 

(A  refresher  course  on  “Indications  for  Therapeutic  Corneal  Trans- 
plants” will  be  conducted  by  Dr.  R.  Townley  Paton.  New  York, 
from  8:30  to  9:45  a.m.,  Monday,  Committee  Rooms  10  and  12, 
Municipal  Auditorium.  The  Section  on  Ophthalmology  will  be  held 


Monday  from  2:30  to  5 p.m..  Committee  Rooms  10  and  12, 
Municipal  Auditorium.  See  Refresher  Course  and  Section  Meeting 
sections  for  details.) 

2.  (10:00)  President's  Address:  Contact  Lenses. 

Jack  B.  Lee,  San  Antonio. 

The  role  of  the  ophthalmologist  in  the  ever-expanding  field  of  con- 
taa  lenses  is  presented.  The  fitting  and  prescribing  of  contaa  lenses 
as  well  as  the  meticulous  eye  care  of  the  contaa  lens  patient  prop- 
erly lies  in  the  field  of  the  ophthalmologist,  who  is  equipped  to 
diagnose  and  to  treat  pathologic  changes  in  the  cornea  which  may 
result  from  an  ill-fitting  contact  lens. 

3.  (10:30)  Office  Management  of  Glaucoma. 

Albert  N.  Lemoine,  Jr.,  Kansas  City,  Kan. 

Adequate  care  of  glaucoma  patients  does  not  require  unusual  skill 
or  expensive  instruments.  Careful  initial  diagnosis  with  correa  classi- 
fication of  the  type  of  glaucoma  is  most  important.  All  glaucoma 
patients  should  have  repeated  tension,  gonioscopy,  and  fields  before 
treatment  is  started.  Office  tonography,  although  helpful,  is  not 
essential  for  adequate  management  of  glaucoma  patients. 

(12:00)  Recess. 


12:30  p.m. 

Committee  Room  15,  Municipal  Auditorium 

4.  (12:30)  Luncheon  of  Texas  Ophthalmological  Associ- 
ation. 

1 :30  p.m. 

Committee  Rooms  10  and  12,  Municipal  Auditorium 

5.  (1:30)  Business  Meeting  (members  only). 


Tuesday,  May  15,  8:30  a.m. 

Committee  Rooms  10  and  12,  Municipal  Auditorium 

(A  refresher  course  on  "Fundus  Changes  in  General  Disease”  will 
be  conduaed  by  Dr.  Albert  N.  Lemoine,  Jr.,  Kansas  City,  Kansas, 
from  8:30  to  9:45  a.m.,  Tuesday,  Committee  Rooms  10  and  12, 
Municipal  Auditorium.  The  Seaion  on  Ophthalmology  will  be  held 
from  2:30  to  5 p.m..  Committee  Rooms  10  and  12,  Municipal 
Auditorium.  See  Refresher  Course  and  Seaion  Meeting  sections  for 
details. ) 

6.  (8:30)  Refresher  Course:  Fundus  Changes  in  Gen- 
eral Disease. 

Albert  N.  Lemoine,  Jr.,  Kansas  City,  Kan. 

7.  (10:00)  Ocular  Ochronosis  With  Alkaptonuria. 

Edwin  E.  Garrett,  Houston. 

A case  report  is  presented,  with  piautes,  of  a patient  with  diabetes 
mellitus,  alkaptonuria,  and  ochronosis  oculi. 

8.  (10:30)  Reoperative  Surgery. 

R.  Townley  Paton,  New  York,  N.Y. 
(12:00)  Recess. 


12:30  p.m. 

Lower  Floor,  Municipal  Auditorium 
General  Meeting  Luncheon. 

9.  (12:30)  Luncheon. 

10.  (1:25)  Current  Trends  in  the  Treatment  of  Can- 
cer of  the  Head  and  Neck  Region. 

Edgar  L.  Frazell,  New  York. 
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TEXAS  ORTHOPAEDIC 
ASSOCIATION 

(Related  Organization) 

President — ROBERT  A.  MURRAY,  Temple. 

Vice-President — FREDERICK  C.  LOWRY,  Austin. 

Secretary-Treasurer — MARGARET  WATKINS,  Dallas. 

Program  Chairman — ^LAWRENCE  L.  GRIFFIN,  Austin. 

( A cocktail  party  for  members  and  guests  of  the  Texas  Orthopaedic 
Association  will  be  held  in  the  Olympic  Room  of  the  Westwood 
Country  Club.  Sunday,  from  6:30  to  9:30  p.m.) 

Monday,  May  14,  9 a.m. 

Committee  Rooms  4 and  6,  Municipal  Auditorium 

1.  (9:00)  Congenital  Vertical  Talus. 

Maurice  Jacobs,  Austin. 

The  rarity  of  congenital  vertical  talus,  with  the  consequent  difference 
in  opinion  regarding  treatment,  justifies  the  repotting  of  this  case. 
The  literature  is  reviewed  on  the  subjea,  and  the  various  methods 
of  treatment  used  in  the  past  ate  indicated.  The  serious  disability 
resulting  from  lack  of  treatment  or  inadequate  treatment,  and  the 
difficulty  attendant  upon  attempting  treatment  of  late  cases  are  pre- 
sented. 

(9:20)  Discussion. 

2.  (9:30)  The  Diagnosis  and  Treafment  of  Incipient 
Scoliosis. 

Herbert  E.  Hipps,  Waco. 

Since  1950  the  author  has  attempted  to  diagnose  scoliosis  before  fix- 
ation and  rotation  have  set  in.  Sixteen  cases  over  a 10-year  period 
have  been  studied  from  the  date  of  diagnosis  of  incipient  scoliosis. 
X-rays  of  spines  have  been  made  each  year  showing  the  progress 
of  the  curve  from  an  incipient  scoliosis  in  1950  to  a well  defined, 
fixed  roto-scoliosis  in  I960.  Treatment  of  incipient  scoliosis  and 
early  scoliosis  are  discussed.  Early  scoliosis  differs  from  incipient 
scoliosis  in  that  the  former  already  has  a minor  degree  of  fixation. 
The  curve  shows  up  in  a lying  down  x-ray  as  well  as  in  a standing 
x-ray,  whereas  in  an  incipient  scoliosis  the  lying  down  x-ray  is 
straight  and  the  standing  x-ray  only  shows  the  curve. 

3.  (10:00)  Carpal  Tunnel  Syndrome. 

Wiley  J.  Jinkins,  Jr.,  (Salvestoa. 

Carpal  tunnel  syndrome  is  due  to  any  condition  which  increases 
the  volume  of  the  carpal  tunnel  or  decreases  the  size  of  the  tunnel. 
The  anatomy,  pathology,  and  etiology  are  presented.  The  signs  and 
symptoms,  which  ate  largely  due  to  median  nerve  compression,  are 
discussed,  as  is  the  treatment.  A movie  of  the  surgical  treatment  is 
shown. 

(10:20)  Discussion. 

4.  (10:30)  Fractures  of  the  Humerus. 

Louis  W.  Breck,  El  Paso. 

The  author  of  this  paper  has  been  chairman  of  a subcommittee  of 
the  Fracture  Committee  of  the  American  Academy  of  Orthopaedic 
Surgeons.  A detailed  questionnaire  was  prepared  and  supplied  to 
those  members  of  the  Fracture  Committee  who  volunteered  to  con- 
tribute cases  on  fractures  of  the  humerus.  A total  of  267  cases  was 
submitted.  The  statistics,  presented  on  lantern  slides,  include  gen- 
eral data  about  the  patients,  the  type  of  fracture,  the  type  of 
treatment  rendered,  and  the  end  results.  The  results  of  operative 
treatment  versus  conservative  treatment  are  shown.  The  final  results 
show  4.6  per  cent  failure  in  174  cases  treated  with  the  hanging 
cast,  whereas  cases  treated  by  open  reduaion  and  internal  fixation 
had  12  per  cent  non-union. 

(10:50)  Discussion. 

5.  (11:00)  President's  Address. 

Robert  A.  Murray,  Temple. 

6.  (11:30)  Back  Rehabilitation. 

Isaac  L.  Van  Zandt,  Fort  Worth. 


Rehabilitation  of  the  injured  lower  back  is  the  privilege  of  the 
orthopedic  surgeon.  Each  patient  has  his  own  problems,  and  no 
set  of  general  rules  can  be  applied.  Patients  with  acute  sprains  can 
be  started  on  a conservative  program,  including  rest,  adequate  sup- 
port, and  muscle  strengthening.  Patients  with  neurologic  changes 
should  be  handled  conservatively  for  a more  limited  period  of  time, 
and  the  prognosis  should  be  explained  to  the  patient.  Chronic  or 
long  term  sprains  must  be  evaluated  on  a functional  or  percentage 
basis.  Conservative  treatment  should  he  continued  as  long  as  the 
patient  makes  a reasonable  response,  up  to  three  months.  Surgery 
is  indicated  if  the  patient  is  down  and  unable  to  get  up,  or  is  up 
and  unable  to  move. 

(11:50)  Discussion. 

(12:00)  Recess. 

12:15  p.m. 

Qjmmittee  Room  1,  Municipal  Auditorium 

7.  (12:15)  Luncheon  and  Business  Meeting.  (Members 

only) . 

2 p.m. 

Committee  Rooms  4 and  6,  Municipal  Auditorium 

8.  (2:00)  Tarsal  Anomalies. 

Kermit  W.  Fox  and 
Lawrence  L.  Griffin,  Austin. 

The  two  tarsal  anomalies  presented  are  the  talocalcaneal  bridge  and 
the  calcaneonavicular  bar.  These  anomalies  are  discussed  from  the 
standpoint  of  pathogenesis,  clinical  and  radiographic  feamres,  as  well 
as  therapeutic  management.  Representative  cases  ate  reported. 

(2:15)  Discussion. 

9.  (2:25)  A Concept  of  the  Pathogenesis  and  Ortho- 
pedic Management  of  Osteoarthritis  of  the  Hip. 

J.  Vernon  Luck,  Los  Angeles,  Calif. 

10.  (3:10)  Femorol  Head  Necrosis. 

Hanes  H.  Brindley,  Temple. 

It  has  been  assumed  that,  in  order  for  good  union  and  a viable 
femoral  head  to  be  obtained  following  a fracture  of  the  neck  of 
the  femur,  the  femoral  head  fragment  must  never  have  been  without 
blood  supply.  As  a result  of  experimental  studies  in  dogs,  this  as- 
sumption might  be  proved  untrue.  Several  different  methods  of 
study  to  substantiate  this  have  been  performed. 

(3:25)  Discussion. 

11.  (3:35)  Lower  Extremity  Surgery  in  Cerebral  Palsy. 

Hyman  P.  Roosth,  Corpus  Christi. 

Lower  extremity  surgery  performed  on  cerebral  palsy  spastic  patients 
from  1954  to  1962  is  reviewed.  Surgery  consisted  of  the  "All- 
Texas”  procedure,  soleus  neurectomy,  and  heel  cord  lengthening, 
singly  or  in  combination.  Results  with  these  procedures  in  twenty- 
eight  patients  are  tabulated.  Pre  and  post-operative  movies  are  illus- 
trated. Indications  for  the  use  of  these  procedures  are  discussed. 

(3:55)  Discussion. 

12.  (4:00)  The  Erector  Spinae  Transplant — ^A  Mis- 
nomer. 

Edward  T.  Smith, 
J.  Keith  Pevey  (by  invitation), 
and  Thomas  O.  Shindler,  Houston. 

It  is  believed  that  this  operation  provides  an  excellent  means  of  cor- 
recting hip  flexion  contractures  and  other  deformities  resulting  from 
a tight  iliotibial  band  which,  when  transplanted  posteriorly,  main- 
tains the  correction  gained  at  the  time  of  surgery.  In  effect,  the  ilio- 
tibial band  is  tenodesed  instead  of  the  erector  spinae  being  trans- 
planted. 

(4:20)  Discussion. 

13.  (4:30)  FuncHonol  Anatomy  of  the  Hamstrings. 

E.  Burke  Evans,  and 
G.  W.  N.  Eggers,  Galveston. 

Three  cerebral  palsied  patients  were  selected  for  division  only  of 
the  hamstring  tendons.  The  tendons  were  tagged  with  wire  prior  to 


Volume  58,  MARCH,  1962 


243 


release  so  that  the  extent  of  retraction  could  be  determined  radio- 
graphically. Observations  in  these  cases  substantiated  the  opinion  that 
released  hamstring  tendons  do  not  reattach  locally.  The  consistent  pat- 
tern of  muscle  retraction  among  the  three  patients  was  an  accurate 
reflection  of  the  anatomic  form  and  funaion  of  each  muscle.  Func- 
tional anatomy  of  the  hamstrings  and  its  relation  to  hamstring  sur- 
gery has  been  studied  further  clinically  and  in  cadavers. 

(4:50)  Discussion. 

TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION 

(Related  Organization) 


President — ^JACK  L.  TURNER,  Odessa. 

Vice  President  and  Program  Chairman — J.  PATRICK  MOR- 
AN, Corpus  Christi. 

Secretary — ^Louis  E.  Adin,  Jr.,  Dallas. 

Treasurer — ^DOR  W.  BROWN,  jR.,  Fredericksburg. 

Monday,  May  14,  8:30  a.m. 

Committee  Room  8,  Municipal  Auditorium 

(A  refresher  course  on  "Conservation  Surgery  for  Cancers  of  the 
Larynx  and  Pharynx”  will  be  conduaed  by  Dr.  Joseph  H.  Ogura, 
St.  Louis,  from  8:30  to  9:45  a.m.,  Monday,  Committee  Room  8, 
Municipal  Auditorium.  The  Section  on  Otolaryngology  program  will 
be  held  from  2:30  to  5 p.m.,  Monday,  Committee  Room  8,  Munici- 
pal Auditorium.  A cocktail  hour  for  members  of  the  Texas  Oto- 
laryngological  Association  will  be  held  from  5 to  6 p.m.  Monday, 
in  Committee  Room  8 of  Municipal  Auditorium.  See  Refresher 
Course  and  Section  Meeting  sections  for  details.) 

1.  (8:30)  Refresher  Course:  Conservation  Surgery  for 
Cancers  of  the  Larynx  and  Pharynx. 

Joseph  H.  Ogura,  St.  Louis,  Mo. 

2.  (10:00)  A Comparison  of  the  Conventional  Mas- 
toidectomy with  Musculoplasty. 

Jones  F.  Witcher,  Amarillo. 


Tuesday,  May  15,  9:30  o.m. 

Committee  Room  8,  Municipal  Auditorium 

(The  Section  on  Otolaryngology  program  will  be  held  from  2:30 
to  4 p.m.,  Tuesday,  Committee  Room  8,  Municipal  Auditorium. 
See  Seaion  Meetings  section  for  details.) 

6.  (9:30)  Problems  in  Tympanoplasty. 

Jack  V.  D.  Hough,  Oklahoma  City. 

7.  (10:45)  Fluoroscopic  Image  Amplifier  in  the  Ex- 
traction of  Radio-Opaque  Foreign  Bodies  from  the 
Trocheobronchi  and  Lung. 

Herbert  H.  Harris,  Houston. 

8.  (11:15)  Histoplasmosis  Primary  to  the  Larynx. 

Ben  T.  Withers, 
James  Pappas  (by  invitation),  and 
Ethel  E.  Erickson  (by  invitation),  Houston. 

9.  (11:40)  Intra-Arteriol  Anti-Cancer  Drug  Infusion 
Therapy  for  Tumors  of  the  Head  and  Neck. 

Bernard  L.  Yollick  and 
Donald  A.  Corgill,  Dallas. 

12:30  p.m. 

Committee  Room  2,  Municipal  Auditorium 

10.  (12:20)  Luncheon. 

1:25  p.m. 

Lower  Floor,  Municipal  Auditorium 
(General  Meeting  Luncheon  Address.) 

11.  (1:25)  Current  Trends  in  the  Treatment  of  Can- 
cer of  the  Head  and  Neck  Region. 

Edgar  L.  Frazell,  New  York. 


2 p.m. 

Committee  Room  8,  Municipal  Auditorium 

12.  (2:00)  Business  Meeting. 


3.  (10:45)  Treatment  af  Acute  and  Chronic  Chemical 
Burns  of  Pharynx  and  Esophagus. 

Joseph  H.  Ogura,  St.  Louis,  Mo. 

The  ueatment  of  acute  lye  burns  with  steroids  and  the  rationale 
for  a new  surgical  procedure  for  severe  burns  of  the  pharynx,  larynx, 
and  esophagus  are  presented.  Briefly,  rhe  operation  consists  of  an- 
astomosis of  the  colon  to  the  pharynx  and  removal  of  the  supra- 
glottis struaures. 

4.  (11:30)  Experiences  with  Partial  Stapedectomy 
Procedures. 

Marvin  C.  Culbertson,  Jr.,  Dallas. 


TEXAS  REHABILITATION  CENTER 
OF  GONZALES  WARM  SPRINGS 
FOUNDATION,  MEDICAL 
ADVISORY  COUNCIL 

Medical  Direaor — Odon  F.  VON  Werssowetz,  Gonzales. 


(12:00)  Recess. 


5.  (1:30)  Modern  Stapes  Surgery. 

Jack  V.  D.  Hough,  Oklahoma  Gty,  Okla. 


Saturday,  May  12,  2 p.m. 

Travis  Room,  Driskill  Hotel 

1.  (2:00)  Business  Meeting. 


Closed-Circuit  Color  Television 

sponsored  by 

Cibo  Pharmaceutical  Company 
General  Meeting,  Monday  Morning 
Section  on  GP,  Tuesday  Afternoon 


244 


TEXAS  State  Journal  of  Medicine 


TEXAS  SOCIETY  ON  AGING, 
CLINICAL  MEDICINE  SECTION 

(Related  Organization) 

Section  Chairman — ^Leb  D.  Cady,  Houston. 

Section  Vice-Chairman — M.  Elizabeth  Gentry,  Austin. 
Section  Secretary — Travis  Smith,  Abilene. 

Program  Chairman — FREDERICK  G.  DORSEY,  Houston. 

Tuesday,  May  15,  9 o.m. 

Committee  Room  6,  Municipal  Auditorium 

1.  (9:00)  Registration. 

2.  (9:15)  Chairman’s  Remarks. 

Lee  D.  Cady,  Houston. 

Treatment  of  Ambulatory  Adults 


TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

(Related  Organization) 

President — Merle  D.  Thomas,  El  Paso. 

Vice-President — Charles  H.  Gillespie,  Temple. 
Secretary-Treasurer — ^Eugene  L.  Slataper,  Houston. 
Program  Chairman — ^Milner  S.  Thorne,  Austin. 

Saturday,  May  12,  5 p.m. 

Westwood  Country  Club,  3808  West  35th  Street 

1.  (5:00)  Executive  Board  Meeting. 

2.  (7:00)  Annual  Cocktail  Party  and  Dinner  for  Mem- 
bers and  Wives. 

Charles  Jarvis,  D.D.S.,  Guest  Speaker. 


3.  (9:30) 

Hypertension. 

Edward  W.  Dennis,  Houston. 

4.  (10:00) 

Hearing  Problems. 

Frederick  R.  Guilford  and 
William  K.  Wright,  Houston. 

5.  (10:30) 

Depression. 

E.  Ivan  Bruce,  Jr.,  Galveston. 

6.  (11:00) 

Emphysemo. 

William  R.  Owen,  Houston. 

7.  (11:15) 

Heart  Disease. 

William  R.  Livesay,  Houston. 

12  Noon 

Committee  Room  14,  Municipal  Auditorium 

8.  (12:00) 

Luncheon. 

Medical  Problems  of  Old  Age  Assistance. 

Joseph  T.  Phillips,  Austin. 


3.  (10:00)  Dancing. 

The  Rhythm  Kings  (sponsored  by 
Austin  Anesthesiology  Group). 

Sunday,  May  13,  8:30  o.m. 

Committee  Rooms  4 and  6,  Municipal  Auditorium 

1.  (8:30)  Dr.  David  Cerno:  Anesthesia  Research  Pio- 
neer in  Texas. 

Robert  B.  Krause,  San  Antonio. 

2.  (9:00)  Thrombo-Embolic  Phenomena  During  Anes- 
thesia and  Surgery. 

George  P.  Beck,  Jr., 
A.  H.  Giesecke,  Jr.,  and 
Marion  T.  Jenkins,  Dallas. 

3.  (9:45)  Safety  in  Hypotensive  Anesthesia. 

Walter  H.  Mannheimer, 
Arthur  S.  Keats,  and 
James  A.  Chamberlin,  Houston. 


2 p.m. 

Committee  Room  6,  Municipal  Auditorium 


9.  (2:00)  Bed  Core  and  Early  Ambulation  of  Older 

Adults. 

JAMES  R.  Oates,  Houston. 


10.  (2:30)  Influence  of  Lower  Urinary  Tract  Ob- 

struction on  the  Cardiovascular  System. 

Lloyd  J.  Gregory,  Jr.,  Houston. 


11.  (3:00)  The  Austin  Follow-Up  Program. 

B.  E.  McCoy,  Austin. 

12.  (3:30)  Community  Health  Program. 

Howard  E.  Smith,  Austin. 

I 13.  (4:00)  Business  Meeting. 


4.  (10:30)  Coffee  Break. 

5.  (10:45)  Watch  Your  Language,  Please. 

Charles  H.  Gillespie,  Temple. 

6.  (1 1 :00)  Limited  But  Stimulating  Experience  with 
Use  of  Epidural  Steroids. 

Raymond  F.  Courtin,  Dallas. 
Discussion — Carl  Wasmuth,  Qeveland,  Ohio. 


12  Noon 

Committee  Room  2,  Municipal  Auditorium 

7.  (12:00)  Luncheon. 


1 :30  p.m. 

Committee  Rooms  4 and  6,  Municipal  Auditorium 

8.  (1:30)  Medical  Malpractice. 

Carl  Wasmuth,  Qeveland,  Ohio. 

9.  (3:00)  Business  Meeting.  (Members  of  Texas  Soci- 
ety of  Anesthesiologists). 
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TEXAS  SOCIETY  OF  ATHLETIC 
TEAM  PHYSICIANS 

(Related  Organization) 

President — JACK  G.  BRANNON,  Houston. 

Vice-President  and  Program  Chairman — ^ROBERT  G.  MC- 
CORKLE,  Jr.,  Austin. 

Secretary-Treasurer — ^LOUIS  J.  LEVY,  Fort  Worth. 


8.  (3:55)  Athletic  Injuries:  Their  Prevention  and 
Care.  (Movie) 

9.  (4:30)  Football  injuries  to  Head  and  Neck. 

Harry  W.  Slade,  Waco. 

10.  (4:45)  Discussion. 

11.  (4:50)  Business  Meeting. 


Saturday,  May  12,  1 p.m. 

Sun  Room,  Stephen  F.  Austin  Hotel 

1.  (1:00)  President's  Remarks  and  Paper:  Soft  Tis- 

sue Injuries. 

Jack  G.  Brannon,  Houston. 


TEXAS  SOaETY  OF 
GASTROENTEROLOGISTS 
AND  PROCTOLOGISTS 


(Related  Organization) 


President — A.  COMPTON  Broders,  Jr.,  Temple. 


A comprehensive  analysis  of  soft  tissue  wound  injuries  is  oudined 
with  pathologic  and  etiologic  factors  discussed.  The  types  of  wounds 
are  listed  in  outline  form  with  detailed  discussion.  The  methods  of 
primary  and  secondary  medical  and  surgical  management  of  the 
wounds  are  presented.  Final  results  are  reviewed. 


Secretary-Treasurer — Belton  G.  Griffin,  Houston. 

Sunday,  May  13,  1 p.m. 


2.  (1:30)  The  Bench  Technique  of  Exercise  os  a 
Therapeutic  Tool. 

Mr.  Karl  K.  Klein,  Austin. 

Postoperative  knee  cases  exposed  to  progressive  resisted  exercise 
(P.R.E. ),  with  a mean  group  time  of  2.5  months  and  33  months 
following  surgery,  and  the  restoration  of  bilateral  strength  balance 
are  discussed.  The  use  of  specific  exercise  procedures  in  the  problem 
of  collateral  ligament  instability  and  the  effect  of  creating  ligament 
stability  are  outlined.  The  effectiveness  of  the  bench  technique  of 
P.R.E.  for  creating  bilateral  strength  balance  of  tbe  supportiag 
musculature  of  the  knee  following  unilateral  injury  or  surgical  pro- 
cedures is  evaluated. 

3.  (1:55)  Common  Dermatologic  Lesions  in  Athletes. 

Mac  Brannen,  Austin. 

This  presentation  will  deal  with  skin  problems  commonly  seen  in 
athletes.  Bacterial  infections  as  furunculosis,  impetigo,  secondarily 
infected  dermatitis,  and  hidradenitis  suppurativa  are  included.  Medi- 
cal and  surgical  treatment  and  prophylaxis  are  discussed.  Treatment 
and  prevention  of  commonly  seen  fungous  infections  are  considered. 
Also  discussed  are  lesions  due  to  ill-fitting  equipment  plus  intertrigo, 
interdigital  fissures,  ingrown  toenails  and  hyperhidrosis. 

4.  (2:20)  The  Reactions  of  Joints  to  Trauma. 

J.  Vernon  Luck,  Los  Angeles. 
Presentation  of  clinical,  experimental,  and  pathological  material  to 
portray  the  reactions  of  joints  to  various  types  of  trauma  are  made. 
A new  classification  of  the  traumatic  arthritides  is  given. 

5.  (3:00)  Coffee  Break. 

6.  (3:10)  Treatment  of  Complete  Disruption  of  the 
Acromioclavicular  Joint. 

Edward  T.  Smith,  Houston. 

An  injury  which  tears  the  acromioclavicular  and  coracoclavicular 
ligaments  of  the  shoulder  is  disabling.  The  recovery  period  is  usually 
prolonged.  The  cosmetic  results  are  not  good  and  function  may  be 
impaired.  Various  methods  of  acute  repair  and  late  reconstructive 
surgery  have  been  advocated.  The  method  used  by  the  author  is  the 
Bosworth  screw  technique,  following  the  surgical  outline  described 
by  Dr.  John  Kennedy  of  London.  Ontario.  Good  results  have  been 
obtained.  The  convalescence  has  been  shortened  and  function  has 
been  restored.  Case  histories  are  presented  and  slides  are  used  to 
illustrate  the  operation  and  selected  cases. 

7.  (3:35)  Common  Injuries  in  High  School  Athletes. 

Grover  K.  Womack,  Austin. 

A review  of  injuries  in  high  school  athletes  is  presented  and  types 
of  injuries  are  discussed  with  recommendation  for  therapy.  The 
mechanisms  in  the  type  of  injuries  are  presented  with  suggestions  for 
prevention. 


Committee  Room  8,  Municipal  Auditorium 

1.  (1:00)  Evaluation  and  Treatment  of  Acute  Viral 
Hepatitis. 

Robert  S.  Nelson,  Houston. 

2.  (1:20)  Cholongiolitic  Hepatitis  Associated  with 
Hydrodiuril  Therapy. 

John  R.  Kelsey,  Jr.,  Houston. 

3.  (1:40)  Malabsorption  and  Anemia. 

James  T.  Hardy,  San  Antonio. 

4.  (2:00)  Evaluation  of  Current  Pancreatic  Function 
Tests. 

Richard  D.  Haines  and 
A.  Compton  Broders,  Jr.,  Temple. 

5.  (2:20)  Gastric  Lesions;  Radiologic,  Endoscopic,  and 
Cytologic  Evaluation. 

W.  Tom  Arnold, 
John  Edward  Cogan,  and 
Catherine  Carruth,  R.N.,  Houston. 


,6.  (2:40)  Intermission. 

7.  (3:00)  Acute  Fulminating  Ulcerative  Colitis  with 

Toxic  Dilatation  of  the  Colon. 

William  G.  Sauer,  Rochester,  Minn. 

8.  (3:45)  Regional  Enteritis  of  the  Duodenum  with 

Extrahepotic  Biliary  Obstruction. 

Noel  B.  Searle,  Houston. 


9. 

(4:05) 

Massive  Bleeding  from  Colonic  Diverticula. 

J.  Walker  Davis,  Lubbock. 

10. 

(4:30) 

Actinomycosis  of  the  Colon. 

William  David  Barnett,  Dallas. 

11. 

(4:50) 

Annual  Business  Meeting. 

6:30  p.m. 

Colonel’s  Room,  Driskill  Hotel 

12. 

(6:30) 

Cocktail  Party. 
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TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — W.  N.  Powell,  Temple. 

Secretary-Treasurer — ^Vernie  A.  Stembridge,  Dallas. 

( This  society  will  have  its  scientific  session  with  the  Section  on 
Pathology  Monday  and  Tuesday,  May  14  and  15,  from  2:30  to  5 
p.m.  in  Committee  Room  9.  Municipal  Auditorium.) 

Monday,  May  14,  5 p.m. 

Committee  Room  9,  Municipal  Auditorium 

1.  (5:00)  Business  Meeting. 

TEXAS  SOCIETY  OF 
PLASTIC  SURGEONS 

(Related  Organization) 

President — ^ROBERT  J.  WISE,  Houston. 

Vice-President  and  Program  Chairman — Bromley  S.  FREE- 
MAN, Houston. 

Secretary — WiLLARD  C.  Sellman,  Jr.,  Dallas. 

Saturday,  May  12,  9 a.m. 

Bermuda  Room,  Villa  Capri  Motor  Hotel 


1.  (9:00)  Registration. 

2.  (9:30)  Specific  Problem  Cases  in  Maxillofacial, 
Reconstructive,  and  Hand  Surgery. 

Round  Table  Discussion. 

3.  (11:30)  Techniques  Altered  During  the  Post  Year. 

12:30  p.m. 

El  Dorado  Room,  Villa  Capri  Motor  Hotel 

4.  (12:30)  Luncheon. 

The  Philosophy  of  Plastic  Surgery. 

Neal  Owens,  New  Orleans. 

2 p.m. 

Bermuda  Room,  Villa  Capri  Motor  Hotel 

5.  (2:00)  New  Techniques  Adopted  During  Post  Year. 

6.  (3:00)  Business  Meeting.  (Members  and  Associate 
Members ) . 

7:30  p.m. 

Club  Caravan,  Villa  Capri  Motor  Hotel 

7.  (7:30)  Cocktails,  Dinner,  Dancing  for  Members, 
Associate  and  Corresponding  Members,  and  Guests. 


GENERAL  MEETING  LUNCHEONS 
Monday,  May  14 — Dr.  Thomas  Carlile,  Speaker 
Tuesday,  May  15— Dr.  Edgar  L.  Frazell,  Speaker 
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Officers,  Councils,  & Committees 
Texas  Medical  Association 
1961-1962 


Officers 

Harvey  Renger,  Halkttsville,  Plresident. 

George  W.  Waldron,  Housron,  President-Elect. 

R.  Mayo  Tenery,  Waxahadiie,  Vice  President. 

J.  M.  Travis,  Jacksonville,  Secretary. 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 

T.  H.  Thomason,  Fort  Worth,  Treasuter. 

Jamies  D.  Murphy,  Fort  Worth,  Speaker  of  the  House  of 
Delegates. 

Charles  Max  Cole,  Dallas,  Vice  Speaker  of  the  House  of 
Delegates. 

Board  of  Trustees 

R.  W.  Kimbro,  Cleburne,  Chairman  (1962). 

J.  B.  Copeland,  San  Antonio,  Vice  Chairman  (1966). 

C P.  Hardwicke,  Austin,  Secretary  (1966). 

Elliott  Mendenhall,  Dall^  (1965). 

Troy  A.  Shafer,  Harlingen  (1964). 

C E.  Willingham,  Tyler  (1964). 

Byron  P.  York,  Houston  (1963). 

Board  of  Councilors 

First  District;  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman 
(1964);  Russell  Holt,  El  Paso,  Vice  Councilor. 
Second  District;  Henrie  E.  Mast,  Midland  (1963);  A.  H. 

Daniell,  Brownfield,  Vice  Councilor. 

Third  District;  William  H.  Gordon,  Lubbock  (1962); 

Julian  M.  Key,  Pampa,  Vice  Councilor. 

Fourth  District;  S.  Braswell  Locker,  Brownwood  (1964); 

Henry  N.  Ricci,  San  Angelo,  Vice  Councilor. 

Fifth  District;  Walter  Walthall,  San  Antonio,  Vice  Chair* 
man  (1962);  George  H.  Herrmann,  Del  Rio,  Vice 
Councilor. 

Sixth  District;  Stanley  W.  Bohmfalk,  Weslaco  (1962); 

Harold  E.  Griffin,  Corpus  Christi,  Vice  Councilor. 
Seventh  District;  David  Wade,  Austin  (1963);  Ray  L. 

Shepperd,  Burnet,  Vice  Councilor. 

Eighth  District;  Carlos  E.  Fuste,  Jr.,  Alvin,  Secretary 
(1963);  George  Glover,  Victoria,  Vice  Councilor. 
Ninth  District;  James  H.  Sammons,  Highlands  (1963); 

Haden  E.  McKay,  Humble,  Vice  Councilor. 

Tenth  District;  Stephen  B.  Tucker,  Nacogdoches  (1964); 

Charles  W.  Castle,  Liberty,  Vice  Councilor. 

Eleventh  District;  R-  H.  Bell,  Palestine  (1964);  William 
C Smith,  Carthage,  Vice  Councilor. 

Twelfth  District;  Tom  M.  Oliver,  Waco  (1962);  Dick 
Cason,  Hillsboro,  Vice  Councilor. 

Thirteenth  District;  Titavis  Smith,  Abilene  (1964); 

Emory  Davenport,  Fort  Worth,  Vice  Councilor. 
Fourteenth  District;  B.  E.  Park,  Dallas  (1964);  Vacancy 
— ^Vice  Councilor. 

Fifteenth  District;  James  E.  Ball,  Moimt  Pleasant  (1962); 
Walter  C.  Barnes,  Texarkana,  Vice  Councilor. 


Delegates  to  the  American 
Medical  Association  and  Alternates 

J.  B.  Cop>eland,  San  Antonio,  Chairman  (1963). 

Alternate;  George  Turner,  El  Paso  (1963). 

T.  C.  Terrell,  Fort  Worth  (1963). 

Alternate;  Denton  Kerr,  Houston  (1963). 

M.  O.  Rouse,  Dallas  (1963). 

Alternate;  R.  D.  Moreton,  Fort  Worth  (1963). 

J.  C Terrell,  Stephenville  (1963). 

Alternate;  J.  L.  Cochran,  San  Antonio  (1963). 

Troy  A.  Shafer,  Harlingen  (1962). 

Alternate;  John  L.  Otto,  Galveston  (1962). 

John  K.  Glen,  Houston  (1962). 

Alternate;  Robert  W.  Kimbro,  Oebume  (1962). 

G.  W.  Cleveland,  Austin  (1962). 

Alternate;  Ridings  R Lee,  Dallas  (1962). 

James  H.  Wooten,  Columbus  (1962). 

Alternate;  E.  P.  Hall,  Jr.,  Fort  Worth  (1962). 

Executive  Board 

Ex  Officio:  President,  Vice  President,  President-Elect, 
Secretary,  Treasurer,  Speaker  of  the  House  of  Delegates, 
Vice  Speaker  of  the  House  of  Delegates,  Trustees,  Coun- 
cilors, Texas  delegates  and  alternates  to  the  American  Medi- 
cal Association,  Council  on  Medical  Juriq>rudence,  and 
chairmen  of  councils. 


Councils 

(The  President  and  Executive  Secretary  are  ex  officio 
members  of  all  councils.) 

Council  on  Annual  Session 

Herman  C.  Sehested,  Fort  Worth,  Chairman  (1964). 
B.  H.  Williams,  Temple  (1964). 

Dennis  M.  VouJgaris,  Wharton  (1963). 

Max  E.  Johnson,  San  Antonio  (1962). 

Mavis  P.  Kelsey,  Houston  (1962). 

Council  on  Constitution  and  By-Laws 

John  F.  Thomas,  Austin,  Chairman  (1962). 

J.  T.  Billups,  Houston  (1964). 

George  M.  Jones,  Dallas  (1964). 

M.  D.  Thomas,  El  Paso  (1963). 

William  R.  Klingensmith,  Jr.,  Amarillo  (1962). 

Council  on  Medical  Education  and  Hospitals 

John  L.  Matthews,  San  Antonio,  Chairman  (1962). 
James  A.  Greene,  Houston  (1964). 

A.  J.  Gill,  DaUas  (1964). 

M.  H.  Oabb,  Fon  Worth  (1963). 

Vacancy  (1963).* 


^Dr.  Kenneth  M.  Earle,  Galveston,  resigned  Jan.  18,  1962. 
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John  W.  Lanius,  Dallas  (1962). 

G.  V.  Brindley,  Jr.,  Temple  (1962). 

Council  on  Medical  Jurisprudence 

Robert  D.  Moreton,  Fort  Worth,  Chairman  (1962). 
Floyd  A.  Norman,  Dallas  (1964). 

Haden  E.  McKay,  Humble  (1964).  ' 

N.  L.  Barker,  Paris  (1963). 

John  M.  Smith,  Jr.,  San  Antonio  (1962). 

Council  on  Medical  Service  and  Insurance 

Charles  D.  Bussey,  Dallas,  Chairman  (1962). 

Gail  Medford,  Jr.,  Lufkin  (1964). 

George  B.  Barnes,  Corpus  Christ!  (1964). 

C F.  Jorns,  Houston  (1963). 

J.  G.  Rodarte,  Temple  (1963). 

Sam  N.  Key,  Jr.,  Austin  (1962). 

A.  G.  Barsh,  Lubbock  (1962). 

Council  on  Public  Relations  and  Public  Service 

Joe  R.  Donaldson,  Pampa,  Chairman  (1962). 
Courtney  M.  Townsend,  Paris  (1964). 

Thomas  Royce,  Houston  (1964). 

Van  D.  Goodall,  Clifton  (1963). 

James  Hallmark,  Fort  Worth  (1963). 

Glenn  D.  Carlson,  Dallas  (1962). 

Foy  H.  Moody,  Corpus  Christ!  (1962). 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1962). 

Paul  Gray,  Corpus  Christi  (1964). 

P.  C TaUdngton,  Dallas  (1964). 

George  E.  Clark,  Jx.,  Austin  (1963). 

Stewart  A.  Fish,  Dallas  (1963). 

Herbert  C.  Allen,  Jr.,  Houston  (1962). 

John  W.  Middleton,  Galveston  (1962). 


Committees 

The  committees  serving  under  the  various  Boards  and 
Councils  of  the  Texas  Medical  Association  ate  as  follows: 

Board  of  Councilors 

Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Galveston,  Chairman  (1964). 

R.  B.  Johns,  Abilene  (19^). 

Vacancy  (1964). 

H.  W.  Kilpatrick,  III,  Baytown  (1963). 

Homer  V.  Hedges,  Hico  (1963). 

Vacancy  (1963). 

Jack  L^,  San  Antonio  (1962). 

William  M.  Ashe,  Dallas  (1962). 

Vacancy  (1962). 

Committee  on  Liaison  with  the  State  Bar  of  Texas 
(standing) 

Frederick  C.  Lowry,  Austin,  Chairman  (1962). 
Edward  T.  Driscoll,  Midland  (1964). 

D.  W.  Carter,  Dallas  (1964). 

Vacancy  (1963). 

J.  J.  Andujar,  Fort  Worth  (1962). 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees. 

Chairman,  Board  of  Coimcilors. 

Chairman,  Council  on  Medical  Service  and  Insurance. 
Chairman,  Council  on  Medical  Jurisprudence. 
Chairman,  Council  on  Public  Relations  and  Public 
Service. 


Board  of  Trustees 

Advisory  Committee  to  the  Woman’s  Auxiliary  (standing) 
H.  O.  Padgett,  Marshall,  Chairman  (1962). 

George  W.  Tipton,  Austin  (1964). 

Thomas  J.  Vanzant,  Houston  (1963). 

Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth,  Chairman  (1962). 
Pat  1.  Nixon,  San  Antonio  (1964). 

Morris  Polsky,  Austin  (1964). 

Denton  Kerr,  Houston  (1964). 

Gerald  A.  King,  Fort  Worth  (1963). 

T.  G.  Blocker,  Jr.,  Galveston  (1963). 

W.  B.  Russ,  San  Antonio  (1963). 

G.  V.  Brindley,  Sr.,  Temple  (1962). 

W.  D.  Thames,  Jr.,  Lufkin  (1962). 

L.  H.  Reeves,  Fort  Worth,  Emeritus  Member. 

H.  Reid  Robinson,  Galveston,  Emerims  Member. 


Council  on  Annual  Session 

Committee  on  General  Arrangements  for  Annual  Session 
(special) 

Albert  A.  Tisdale,  Austin,  Chairman. 

Frank  M.  Coven,  III,  Austin. 

Samuel  A.  Hoerster,  Austin. 

C Hal  McCuistion,  Austin. 

Robert  N.  Snider,  Austin. 

Local  Subcommittees.  Chairmen  (all  from  Austin)  : 
Alumni  and  Fraternities:  James  N.  Graham. 
Entertainment:  R.  N.  Snider. 

Finance:  Charles  F.  Pelphrey. 

Halls  and  Lanterns:  Thomas  M.  Haslund. 

Public  Lectures:  G.  G.  Zedler. 

Publicity:  C.  Hal  McCuistion. 

Scientific  Exhibits:  Samuel  A.  Hoerster. 

Sports:  E.  K.  Blewett. 

Technical  Exhibits:  D.  M.  Queen. 

Transportation:  W.  Pruett  Watkins. 

Committee  on  Memorial  Services  (special) 

Sidney  W.  Bohls,  Austin. 

Committee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Houston,  Chairman  (1964). 
Thomas  U.  Taylor,  II,  Fort  Worth  (1964). 
Vacancy  (1964). 

Olin  B.  Gober,  Temple  (1963). 

Nathan  Cedars,  Stephenville  (1963). 

James  G.  Morris,  Lubbock  (1963). 

John  A.  Welty,  Harlingen  (1962). 

John  E.  Johnson,  Jr.,  Galveston  (1962). 

J.  Frank  Beall,  Nacogdoches  (1962). 

Council  on  Medical  Education  and  Hospitals 

Committee  for  American  Medical  Education  Foundation 
( standing) 

Herbert  Bailey,  Dallas,  Chairman  (1964). 

H.  E.  Whigh^,  McAllen  (1964). 

Nelson  L.  Schiller,  Austin  (1964). 

J.  C.  Terrell,  Stephenville  (1963). 

Edward  D.  McKay,  Amarillo  (1963). 

Vacancy  (1963). 

D.  J.  Sibley,  Houston  (1962). 

A.  L.  Delaney,  Liberty  (1962). 

S.  W.  Thorn,  Houston  (1962). 
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Advisers  to  Student  American  Medical  Association  in  Texas 
Hiram  P.  Arnold,  Houston,  Baylor. 

George  V.  Launev,  Jr.,  Dallas,  Southwestern. 

E.  Sinks  McLarty,  Galveston,  University  of  Texas 
Medical  Branch. 

Committee  on  Patient  Care  (standing) 

Hal  V.  Norgaard,  Denton  (1964). 

A.  J.  Bankhead,  Tyler  (1964). 

G.  E.  Brereton,  Dallas  (1963). 

Joseph  F.  McVeigh,  Fort  Worth  (1962). 

G.  V.  Brindley,  Jr.,  Temple  (1962). 

Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Burnet,  Chairman  (1963). 

Hugh  H.  Hanson,  Houston  (1964). 

Hugh  F.  Rives,  Jacksonville  (1964). 

Marion  R.  Lawler,  Mercedes  (1964). 

Drue  O.  D.  Ware,  Fort  Worth  (1963). 

Maynard  Hart,  El  Paso  (1962). 

C.  B.  Marcum,  Big  Spring  (1962). 

Committee  on  Medical  Careers  (standing) 

Albert  McCulloh,  Brady,  Chairman  (1963). 

G.  Thomas  Shires,  Dallas  (1964). 

John  B.  Truslow,  Galveston  (1964). 

Walter  A.  Brooks,  Quanah  (1964). 

R.  L.  Daily,  Wichita  Falls  (1963). 

Gordon  Black,  El  Paso  (1963). 

Harry  M.  Shytles,  Sherman  (1962). 

FTarold  Lindley,  Pecos  (1962). 

A.  Fletcher  Clark,  Jr.,  San  Antonio  (1962). 

Committee  on  Liaison  with  Medical  Schools  (special) 
Russell  L.  Deter,  El  Paso,  Chairman. 

Wendell  H.  Hamiiick,  Houston. 

Frank  Harrison,  Dallas. 

John  Hundley,  Fort  Stockton. 

L.  Bonham  Jones,  San  Antonio. 

Weldon  G.  Kolb,  La  Marque. 

Stephen  R.  Lewis,  Galveston. 

Stanley  W.  Olson,  Houston. 

May  Owen,  Fcxrt  Worth. 

M.  O.  Rouse,  Dallas. 

Council  on  Medical  Jurisprudence 

Committee  on  Military  and  Veterans  Affairs  (standing) 
Milton  V.  Davis,  Dallas,  Chairman  (1962). 

Norman  L.  West,  Waxahachie,  Vice  Chairman 
(1963). 

Dickson  K.  Boyd,  Denton,  Vice  Chairman  (1963). 
James  C.  Whittington,  Eastland  (1964). 

Richard  H.  Harrison,  III,  Bryan  (1964). 

Paul  R.  Meyer,  Port  Arthur  (1964). 

W.  L.  Lirette,  Temple  (1963). 

J.  H.  Steger,  Fort  Worth  (1962). 

Joseph  N.  Bader,  Edna  (1962). 

Council  on  Medical  Service  and  Insurance 

Committee  on  Association  Insurance  Programs  (standing) 
A.  R.  Hazzard,  Austin,  Chairman  (1962). 

A.  L.  Hewitt,  Lubbock  (1964). 

C.  C.  Shotts,  San  Antonio  (1964). 

Mylie  Durham,  Jr.,  Houston  (1963). 

G.  J.  Pruitt,  Lufkin  (1962). 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Belton,  Chairman  (1962). 

E.  A.  Maxwell,  San  Antonio  (1964). 


H.  D.  Gilliam,  McAllen  (1964). 

Mario  E.  Ramirez,  Roma  (1964). 

Ray  V.  Brasher,  Fort  Worth  (1963). 

Marvin  Schlecte,  Plainview  (1963). 

C.  U.  Callan,  Rotan  (1963). 

Gerald  Ahern,  Corpus  Christ!  (1962). 

Joe  Nelson,  Weatherford  (1962). 

Subcommittees  of  Committee  on  Health  Insurance: 
Committee  on  Liaison  with  Blue  Shield  (standing) 

Everett  C.  Fox,  Dallas,  Chairman  (1962). 
Olin  B.  Gober,  Temple  (1964). 

R.  H.  Bell,  Palestine  (1964). 

J.  B.  Copeland,  San  Antonio  (1964). 

E.  A.  Rowley,  Amarillo  (1963). 

Denton  Kerr,  Houston  (1963). 

Tom  Bond,  Fort  Worth  (1963). 

R.  W.  Kimbro,  Qeburne  (1962). 

Harvey  Renger,  Hallettsville  (1962). 

Appointees  to  Hospitals-lnsurance-Physicians  Joint 
Advisory  Committee 
G.  W.  Qeveland,  Austin. 

C.  D.  Bussey,  Dallas. 

A.  Rex  Kirkley,  Belton. 

Committee  on  Professional  Insurance  (standing) 

George  Barnes,  Corpus  Chrisd,  Chairman  (1962). 

D.  O.  Johnson,  Austin  (1964). 

Louis  W.  Breck,  El  Paso  (1964). 

Patrick  H.  Pappas,  Lubbock  (1963). 

A.  W.  Bronwell,  Lubbock  (1962). 

Committee  on  Workmen’s  Compensation  Insurance 
(standing) 

Edward  T.  Smith,  Houston,  Chairman  (1962). 
Joseph  T.  Ainsworth,  Houston  (1964). 

F.  C.  Rehfeldt,  Fort  Woirth  (1964). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1963). 

J.  B.  Chester,  Dallas  (1962). 

Council  on  Public  Relations  and  Public  Service 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Houston,  Chairman  (1964). 
Elizabeth  Gentry,  Austin  (1964). 

Vance  Terrell,  StephenviUe  (1964). 

W.  D.  Gingrich,  Galveston  (1963). 

Ernest  W.  Keil,  Austin  (1963). 

Howard  O.  Smith,  Marlin  (1963). 

C.  J.  Ruilmann,  Austin  (1962). 

John  Dupre,  Levelland  (1962). 

Elizabeth  Thomason,  Corpus  Christi  (1962). 

Committee  on  Emergency  Medical  Service  (standing) 

T.  E.  Dodd,  Austin,  Chairman  (1962). 

Ben  A.  Merrick,  Dallas  (1964).® 

C.  J.  McCollum,  Victoria  (1964). 

J.  L.  Johnson,  Amarillo  (1963). 

Ralph  A.  Munslow,  San  Antonio  (1963). 

C.  W.  Castle,  Liberty  (1962). 

James  R.  Schofield,  Houston  (1962). 

Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Dallas,  Chairman  (1963). 

Carl  A.  Nau,  Oklahoma  Gty  (1964). 

Jesse  G.  Burdick,  Pasadena  (1964). 

Kurt  Lekisch,  Midland  (1964). 

F.  W.  Wilson,  Pcxrt  Arthur  (1963). 


“Appointed  Jan.  25,  1962,  to  fill  the  unexpired  term  of  James 
F.  Fitch,  McAllen,  who  resigned  Jan.  10,  1962. 
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E.  E.  Baden,  Raymondville  ( 1963  ) . 

Val  C Baird,  Houston  (1962). 

Ralph  G.  Greenlee,  Midland  (1962). 

William  E.  Sharp,  Baytown  (1962). 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Nixon,  Chairman  (1963). 

Bruce  H.  Johnson,  Loraine  (1964). 

Austin  Hill,  Houston  (1964). 

Ben  Primer,  Sr.,  Austin  (1964). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1963). 

J.  E.  Peavy,  Austin  (1963). 

Guy  T.  Denton,  Dallas  (1962). 

Lorence  W.  Feller,  Fredericksburg  (1962). 
Charles  A.  Pigford,  Houston  (1962). 

Committee  on  Rural  Health  (standing) 

Curtis  Haley,  San  Augustine,  Chairman  (1963). 
John  S.  Primomo,  Dilley  (1964). 

A.  E.  Mgebroff,  Yoakum  (1964). 

David  M.  Shelby,  Gonzales  (1964). 

Clifford  R.  Haynes,  Malakoff  (1963). 

Vacancy  (1963). 

J.  G.  Sanders,  Bremond  (1962). 

Leta  N.  Boswell,  Canyon  (1962). 

John  B.  Miller,  El  Paso  (1962). 

Committee  on  School  Health  (standing) 

Edwin  L.  Rippy,  Dallas,  Chairman  (1964). 

H.  C.  Chancellor,  Honey  Grove  (1964). 

E.  E.  Addy,  Jr.,  Cisco  (1964). 

M.  T.  Braswell,  Henderson  (1963). 

Herbert  Donnell,  Waxahachie  (1963). 

R.  L.  Penn,  Midland  (1963). 

,■>  Zenas  W.  Hutcheson,  Jr.,  Andrews  (1962). 
Vacancy  (1962). 

R.  K.  Arnett,  Lufkin  (1962). 

Adviser  to  State  Board  of  Education 
Comminee  on  School  Health 

Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  (1962). 
D.  R.  Knapp,  Kerrville  (1964). 

Linwood  H.  Denman,  Lufkin  (1964). 

Boyd  D.  Alexander,  Waco  (1964). 

William  T.  Payne,  Odessa  (1963). 

William  A.  O’Quin,  Mineral  Wells  (1963). 
Mario  Palafox,  El  Paso  (1963). 

Otto  Lippmann,  Austin  (1962). 

William  H.  Neil,  Fort  Worth  (1962). 


Council  on  Scientific  Advancement 

Committee  on  Blood  Banks  (standing) 

Joseph  M.  Hill,  Dallas,  Chairman  (1964). 
John  M.  Travis,  Jr.,  Beaumont  (1964). 

Louis  Manhoff,  San  Antonio  (1963). 

Jack  Abbott,  Houston  (1963). 

Charles  F.  Pelphrey,  Austin  (1962). 

George  Turner,  El  Paso  (1962). 

T.  P.  Marinis,  Midland  (1962). 

Committee  on  Cancer  (standing) 

Paul  Gray,  Corpus  Christi,  Chairman  (1962). 
R.  Lee  Clark,  Jr.,  Houston  (1964). 

John  R.  Rainey,  Austin  (1964). 

Vacancy  (1964).® 

W.  Q.  Budd,  Amarillo  (1963). 


°Dr.  Albert  W.  Hartman,  San  Antonio,  resigned  Dec.  20,  1961. 


A.  G.  Barsh,  Lubbock  (1963). 

J.  H.  Childers,  Dallas  (1963). 

Tom  B.  Bond,  Fort  Worth  (1962). 

Howard  R.  Dudgeon,  Jr.,  Waco  (1962). 

Committee  on  Cardiovascular  Diseases  (standing) 
George  E.  Qark,  Jr.,  Austin,  Chairman  (1962). 
W.  Frank  McKinley,  Marlin  (1964). 

H.  H.  Latson,  Amarillo  (1964). 

Fred  D.  Spencer,  Jr.,  Brownwood  (1964). 

Sidney  Schnur,  Houston  (1963). 

G.  S.  Shepard,  Lufkin  (1963). 

Alfred  W.  Harris,  Dallas  (1963). 

George  R.  Herrmann,  Galveston  (1962). 

Robert  E.  Leslie,  El  Campo  (1962). 

Committee  on  Maternal  Mortality  (standing) 

Stewart  A.  Fish,  Dallas,  Chairman  (1962). 

R.  P.  McDonald,  Fort  Worth  (1964). 

W.  H.  Jondahl,  Harlingen  (1964). 

R.  E.  Moon,  San  Angelo  (1964). 

Henry  C.  McGrede,  Jr.,  Longview  (1964). 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1964). 
William  J.  McGanity,  Galveston  (1963). 

S.  H.  Wills,  Houston  (1963). 

Carl  F.  Moore,  Jr.,  Austin  (1963). 

E.  K.  Blewett,  Austin  (1963). 

William  E.  Strozier,  San  Antonio  (1963). 

James  R.  Morgan,  El  Paso  (1962). 

Donald  M.  Gready,  Houston  (1962). 

Fred  W.  Lurting,  Big  Spring  (1962). 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1962). 

A.  D.  Pattillo,  Austin  (1964). 

Dorothy  Wyvell,  Midland  (1964). 

P.  C.  Palasota,  Abilene  (1964). 

Joseph  C.  Gallagher,  Hearne  (1963). 

Robert  L.  Johnson,  Pittsburg  (1963). 

Holland  C.  Mitchell,  Waco  (1963). 

Ivan  Bruce,  Galveston  (1962). 

Vacancy  (1962). 

Mental  Health  Adviser  to  the  State  Board  for 
Hospitals  and  Special  Schools 
P.  C.  T^ington,  Dallas. 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  AUen,  Jr.,  Houston,  Chairman  ( 1962 ) . 
J.  Allen  Chamberlin,  Houston  (1964). 

Lloyd  R.  Hershberger,  San  Angelo  (1964). 

Elbert  DeCoursey,  San  Antonio  (1963). 

J.  R.  Maxfield,  Jr.,  Dallas  (1963). 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1962). 

C.  C.  Shullenberger,  Houston  (1962). 

Committee  on  Nutrition  (standing) 

N.  C.  Hightower,  Temple,  Chairman  (1963). 

Joe  D.  Nichols,  Atlanta,  Vice  Chairman  (1964). 
John  R.  Kelsey,  Jr.,  Houston  (1964). 

Andres  Goth,  Dallas  (1964). 

William  J.  Block,  San  Antonio  (1963). 

Walter  D.  Feinberg,  El  Paso  (1963). 

Ralph  G.  Greenlee,  Midland  (1962). 

William  Levin,  Galveston  (1962). 

Montague  Lane,  Houston  (1962). 

Committee  on  Rehabilitation  (standing) 

Oscar  Selke,  Houston,  Chairman  (1963). 

Ira  Budwig,  El  Paso  (1964). 

O.  F.  von  Werssowetz,  Gonzales  (1964). 

Alfred  H.  Hill,  San  Antonio  (1964). 
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Robert  A.  Murray,  Temple  (1963). 

John  H.  Bohmfalk,  San  Antonio  (1963). 
Theodore  A.  Kleclm,  San  Antonio  (1962). 
Ridings  E.  Lee,  Dallas  (1962). 

Vacanqr  (1962). 


Committee  on  Spas  (standing) 

Neil  D.  Buie,  Marlin,  Chairman  (1963). 

Edward  F.  Yeager,  Mineral  Wells  (1964). 

John  B.  Barnett,  Marlin  (1963). 

J.  R.  Oates,  Houston  (1962). 

W.  K.  Logsdon,  Corsicana  (1962). 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Galveston,  Chairman  (1963). 
Samuel  Topperman,  Tyler  (1964). 

George  W.  Tate,  Longview  (1964). 

Richard  F.  Allison,  Sanatorium  (1964). 

Vacancy  (1963). 

Daniel  E.  Jenkins,  Houston  (1963). 

John  S.  Chapman,  Dallas  (1962). 

R.  B.  Morrison,  Austin  (1962). 

Vacancy  (1962). 

Tuberculosis  Adviser  to  the  State  Board  for 
and  Special  Schools 
R.  B.  Morrison,  Austin. 


Other  Special  Committee 

Fraternal  Delegate  to  New  Mexico  Medical  Society 
M.  D.  Thomas,  El  Paso. 


Scientific  Section  Officers 

General  Practice 

Guy  T.  Denton,  Jr.,  Dallas,  Chairman. 
Herbert  G.  Liberty,  Seguin,  Secretary. 

Internal  Medicine 

John  J.  Sloan,  Corpus  Christi,  Chairman. 
Robert  W.  Griffin,  Son  Antonio,  Secretary. 

Obstetrics  and  Gynecology 

J.  Collier  Rucker,  Jacksonville,  Chairman. 
William  F.  McLean,  Austin,  Secretary. 

Ophthalmology 

Jack  B.  Lee,  San  Antonio,  Chairman. 

James  H.  Scruggs,  Waco,  Secretary. 

Otolaryngology 

William  Skokan,  Fort  Worth,  Chairman. 

J.  Patrick  Moran,  Corpus  Christi,  Secretary. 

Pathology 

William  H.  Long,  Lubbock,  Chairman. 
Charles  F.  Pelphrey,  Austin,  Secretary. 

Pediatrics 

Alvis  F.  Johnson,  Jr.,  Dallas,  Chairman. 
Ben  White,  Victoria,  Secretary. 

Public  Health 

Ben  Primer,  Sr.,  Austin,  Chainnan. 

Neal  M.  Atkins,  Waco,  Secretary. 

Radiology 

John  T.  Mallams,  Dallas,  Chairman. 

Ruskin  C.  Norman,  San  Antonio,  Secretary. 

Surgery 

Raleigh  R.  White,  Temple,  Chairman. 
Walter  Hasskarl,  Jr.,  Brenham,  Secretary. 


Hospitals 


ATTEND  YOUR  ALUMNI  & FRATERNITY  PARTIES 

Details  pages  217,  218 
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PROGRAM 


Woman's  Auxiliary 

to  the 

Texas  Medical  Association 

Forty-fourth  Annual  Convention — ^Austin — May  12-15,  1962 

Tickets  to  all  funaions  may  be  obtained  upon  registration. 


Saturday,  May  12 

12:00  noon-4: 00  p.m.  Registration,  Third  Floor  Foyer, 
Commodore  Perry  Hotel. 

12:00  noon-4: 00  p.m.  Hospitality  Room  Open,  Capitol 
Room,  Commodore  Perry  Hotel. 


Sunday,  May  13 

8:30  a.m.-4:00  p.m.  Registration,  Third  Floor  Foyer, 
Commodore  Perry  Hotel. 

8:30  a.m.-4:00  p.m.  Hospitality  Room  Open,  Capitol 
Room,  Commodore  Perry  Hotel. 

9:00  a.m.-ll:00  a.m.  Council  Woman’s  Breakfast,  Flag 
Room,  Commodore  Perry  Hotel.  Mrs.  Richard  L.  Hud- 
son, Corpus  Christi,  First  Vice-President  and  Organiza- 
tion and  Membership  Chairman,  presiding. 

12:30  p.m.-3:30  p.m.  Luncheon  for  Executive  Board.  Bus- 
iness meeting  to  follow. 

Colonnade  III,  Commodore  Perry  Hotel.  Mrs.  Garland 
G.  Zedler,  Austin,  President,  presiding. 

Call  to  Order. 

Invocation. — ^Mrs.  James  N.  White,  San  Angelo. 
Welcome. — ^Mrs.  J.  R.  Rainey,  Jr.,  Austin. 

Response. — Mrs.  Robert  L.  Carr,  Lubbock. 

Greetings. 

Presentation  of  President-Elect. 

Greetings  from  Texas  Medical  Association  Advisory 
Committee  Chairman  to  the  Woman’s  Auxiliary. — ■ 
Dr.  H.  O.  Padgett,  Marshall. 

Introduction  of  Head  Table  and  Special  Guests. 
Presentation  of  Past  Presidents. — ^Mrs.  Ramsay  H. 

Moore,  Dallas. 

Business: 

Appointment  of  Reading  Committee. 

Convention  Rules. 

Minutes. 

Treasurer’s  Report. 

Correspondence. 

Recommendations  of  Officers  and  Committee  Chair- 
men. 

Announcements. — Mrs.  Eugene  P.  Schoch,  Jr.,  Con- 
vention Chairman,  Austin. 

Adjournment. 

5:00  p.m. — Memorial  Services  of  Texas  Medical  Associa- 
tion and  Woman’s  Auxiliary.  First  Southern  Presbj^teri- 
an  Church.  S.  W.  Bohls,  MX).,  Austin,  Chairman,  pre- 
siding. Mrs.  James  A.  Hallmark,  Fort  Worth,  Co- 
Chairman,  Woman’s  Auxiliary. 

1.  Organ  Prelude.  Mr.  Russell  GREGORY,  Austin. 

2.  Invocation.  The  Very  Rev.  Gray  M.  Blandy, 

Dean,  The  Episcopal  Theological  Seminary 
of  the  Southwest,  Austin. 


3.  Special  Music.  A Cappella  Choir, 

The  University  of  Texas,  Austin, 
Mr.  Morris  J.  Beachy,  Direaor. 

4.  Memorial  Address  for  Deceased  Physicians. 

Charles  T.  Stone,  M.D.,  Galveston. 

5.  Memorial  Address  for  Deceased  Members 

of  the  Woman’s  Auxiliary. 

Mrs.  James  A.  Hallmark,  Fort  Worth. 

6.  Special  Music.  A Cappella  Choir. 

7.  Benediction.  MOST  Rev.  LOUIS  J.  Reicher, 

D.D.,  Bishop  of  Austin,  Catholic  Diocese. 

8.  Organ  Postlude.  Mr.  Gregory. 

7:00  p.m.  Past  Presidents’  Dinner,  Headliners  Qub,  Dris- 

kill  Hotel.  Mrs.  William  Hibbitts,  Texarkana,  Chair- 
man, presiding. 


Monday,  May  14 

8:30  a.m.-4:00  p.m.  Registration,  Third  Floor  Foyer, 
Commodore  Perry  Hotel. 

8:30  a.m.-4:00  p.m.  Hospitality  Room  Open,  Capitol 
Room,  Commodore  Perry  Hotel. 

9:00  a.m.-12:00  Noon.  First  Business  Session,  Woman’s 
Auxiliary  to  the  Texas  Medical  Association,  Colonnade 
III,  Commodore  Perry  Hotel.  Mrs.  Garland  G.  Zedler, 
Austin,  President,  presiding. 

Invocation. — Mrs.  Virgil  M.  Holland,  Carthage. 
Welcome. — ^Mrs.  Eugene  P.  Schoch,  Jr.,  Austin. 
Response. — ^Mrs.  Joe  W.  Woodward,  Waco. 

Credo  and  Pledge. — ^Mrs.  Edward  W.  Coyle,  San  An- 
tonio. 

Northern  Region  Reports  (District  and  County).  Mrs.  J. 
Robert  Cochran,  Northern  Regional  Vice  President. 
District  12. — ^Mrs.  R.  L.  Campbell,  Corsicana,  Council 
Woman. 

Bell,  Bosque-Hamilton,  Brazos-Robertson,  Coryell, 
Erath-Hood-Somervell,  Falls,  Hill,  Johnson,  Lime- 
stone, McLennan,  Milam,  and  Navarro  Counties. 
District  13. — ^Mrs.  Paul  Ramey,  Fort  Worth,  Council 
Woman. 

Baylor-Knox-Haskell,  Qay-Montague-Wise,  Eastland- 
Callahan-Stephens-Shackelford-Throckmorton,  Palo 
Pinto-Parker-Young-Jack-Archer,  Tarrant,  Taylor- 
Jones,  Wichita,  and  Wilbarger  Counties. 

District  14. — Mrs.  Scott  Haggard,  Denton,  Council 
Woman. 

Collin,  Cooke,  Dallas,  Denton,  Ellis,  Fannin,  Gray- 
son, Hopkins -Franklin,  Hunt -Rockwall -Rains, 
Kaufman,  Lamar-Delta,  and  Van  Zandt  Counties. 

Western  Region  Reports. 

Mrs.  Bruce  Hay,  Pecos,  Western  Regional  Vice  Presi- 
dent. 
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District  1. — ^Mrs.  W.  H.  McClure,  Kermit,  Council 
Woman. 

El  Paso,  Pecos-Jeff  Davis-Presidio-Brewster,  and 
Reeves  - Ward-Winkler-  Loving  - Culberson  - Huds- 
peth Counties. 

District  2. — Mrs.  V.  A.  Sherrod,  Odessa,  Council 
Woman. 

Andrews-Ector-Midland,  Borden  - Scurry  - Kent  - Dick- 
ens-Garza-King-Stonewall,  Dawson -Lynn -Terry - 
Gaines-Yoakum,  Howard-Martin-Glasscock,  and 
Nolan-Fisher-MitcheU  Counties. 

District  3- — Mrs.  MacField  McDaniel,  Pampa,  Council 
Woman. 

Armstrong  -Donley-  Childress  - Collingsworth  - H a 1 1 - 
Wheeler,  Dallam-Hartley-Sherman-Moore,  Deaf 
Smith-Parmer-Castro-Oldham-Swisher,  Gray-Hans- 
ford-Hemphill-Lipscomb-Roberts-Ochiltree  - Hutch- 
inson-Carson  (Top-O-Texas) , Hale-Floyd-Briscoe, 
Hardeman  - Cottle  - Foard  - Motley,  Lamb  - Bailey  - 

Hockley-Cochran,  Lubbock-Crosby,  and  Potter- 
Randall  Counties. 

District  4. — ^Mrs.  Raymond  Boster,  San  Angelo,  Coun- 
cil Woman. 

Brown-Comanche-Mills-San  Saba,  Coleman,  Crane- 
Upton-Reagan , Kimble-Mason-Menard-McCulloch, 
Runnels,  and  Tom  Green-Coke-Crockett-Concho- 
Irion-Sterling-Sutton-Schleicher  Counties. 

Eastern  Region  Reports. 

Mrs.  Roger  Q.  Harmon,  Marshall,  Eastern  Regional 
Vice  President. 

District  9- — Mrs.  G.  V.  Pazdral,  Somerville,  Council 
Woman. 

Austin-Waller,  Grimes,  Harris,  East  Harris  (Chap- 
ter), Montgomery,  Polk-San  Jacinto,  Walker- 
Madison-Trinity,  and  Washington-Burleson  Coun- 
ties. 

District  10. — ^Mrs.  Charles  Bruce,  Beaumont,  Council 
Woman. 

Angelina,  Hardin-Tyler,  Jasper-Newton,  Jefferson, 
Beaumont  (Chapter),  Port  Arthur  (Chapter), 
Liberty-Chambers,  Nacogdoches,  Orange,  and 
Shelby-San  Augustine-Sabine  Counties. 

District  11. — ^Mrs.  William  Pirtle,  Tyler,  Council 
Woman. 

Anderson-Leon,  Cherokee,  Freestone,  Henderson, 
Houston,  Rusk-Panola,  Smith,  and  Wood  Coun- 
ties. 

District  15. — ^Mrs.  John  Wensley,  Longview,  Council 
Woman. 

Bowie,  Camp-Morris-Titus,  Cass-Marion,  Gregg, 
Harrison,  Red  River,  and  Upshur  Counties. 

12:30  p.m.  Luncheon  Honoring  County  Presidents,  Colon- 
nade I and  II,  Commodore  Perry  Hotel.  Mrs.  Garland 

G.  Zedler,  Austin,  President,  presiding. 

Invocation. 

Welcome. 

Recognition  of  County  Presidents. 

Introduction  of  President  of  the  Woman’s  Auxiliary  to 
the  Southern  Medical  Association. 

Greetings  from  the  President  of  the  Woman’s  Auxil- 
iary to  the  Southern  Medical  Association. — ^Mrs. 
Roy  A.  Douglass,  Huntington,  Tennessee. 

Mrs.  Louise  Bushnell,  Program  Director  for  Women’s 
Activities,  National  Association  of  Manufacturers, 
New  York. 


Introduction  of  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

Greetings  from  the  President  of  the  Woman's  Auxil- 
iary to  the  American  Medical  Association. — ^Mrs. 
Harlan  English,  Danville,  111. 

Presentation  of  County  Auxiliary  Awards. — ^Mrs. 
Thomas  P.  Shearer,  Houston,  Chairman,  Historical 
Committee. 

2:30  p.m.  Adjournment. 

3:00-5:30  p.m.  Tour — Austin  Showplaces.  Buses  will  de- 
part from  the  Lobby  entrance  of  the  Hotel  promptly 
at  3 p.m. 


Tuesday,  May  15 

8:30  a.m.-12:30  p.m.  Registration,  Third  Floor  Foyer, 
Commodore  Perry  Hotel. 

8:30  a.m.-12:30  p.m.  Hospitality  Room  Open,  Capitol 
Room,  Commodore  Perry  Hotel. 

9:00  a.m.-12:00  Noon.  Second  Business  Session,  Woman’s 
Auxiliary  to  the  Texas  Medical  Association,  Colon- 
nade III,  Commodore  Perry  Hotel.  Mrs.  Garland  G. 
Zedler,  Austin,  President,  presiding. 

Call  to  Order. 

Invocation. 

Greetings  from  the  Texas  Medical  Association. — ^Dr. 
Harvey  Renger,  Hallettsville,  President. 

Southern  Region  Reports. 

Mrs.  James  C.  Price,  Gonzales,  Southern  Regional  Vice 
President. 

District  5. — ^Mrs.  David  M.  Shelby,  Gonzales,  Council 
Woman. 

Atascosa,  Bexar,  Comal,  Gonzales,  Guadalupe, 
Karnes-W ilson,  Kerr  - Kendall  - Gillespie  - Bandera, 
La  Salle-Frio-Dimmitt,  and  Medina-Uvalde-Mav- 
erick-Val  Verde-Edwards-Real-Kinney -Terrell -Za- 
vala Counties. 

District  6. — ^Mrs.  Earl  Gaston,  Kingsville,  Council 
Woman. 

Bee-Live  Oak-McMullen,  Brooks-Duval-Jim  Wells, 
Cameron-Willacy,  Hidalgo-Starr,  Kleberg- Kenedy, 
Nueces,  San  Patricio-Aransas-Refugio,  and  Webb- 
Zapata-Jim  Hogg  Counties. 

District  7. — Mrs.  Maurice  Jacobs,  Austin,  Council 
Woman. 

Bastrop-Lee,  Caldwell,  Hays-Blanco,  Lampasas-Bur- 
net-Llano,  Travis,  and  Williamson  Counties. 
District  8. — ^Mrs.  Hamilton  Ford,  La  Marque,  Council 
Woman. 

Brazoria,  Colorado-Fayette,  De  Witt-Lavaca,  Galves- 
ton, Viaoria- Calhoun -Goliad,  Wharton- Jackson- 
Matagorda-Fort  Bend  Counties. 

10:10  a.m.  Reports  of  Committee  Chairmen  and  Officers. 

11:30  a.m.  Recommendations  from  Executive  Board. 
Election  of  Officers. 

Other  Business. 

12:30  p.m.  Installation  and  Style  Show  Luncheon,  Colon- 
nade I,  II,  and  III,  Commodore  Perry  Hotel.  Mrs. 
Garland  G.  Zedler,  Austin,  President,  Presiding. 
Invocation. 

Courtesy  Resolutions. — Mrs.  Allan  Shields,  Victoria. 
Installation  of  Officers. — ^Mrs.  Peyton  R.  Denman, 
Houston. 

Presentation  of  Gavel  and  President’s  Pin. — Mrs.  Gar- 
land G.  Zedler,  Austin. 

Acceptance  of  Gavel  and  President’s  Pin. — Mrs.  R.  C. 
L.  Robertson,  Houston. 

Presentation  of  Past  President’s  Pin. — Mrs.  Ramsay  H. 
Moore,  Dallas. 
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Program. 

Style  Show.  E.  M.  SCARBROUGH  AND  Sons. 

Adjournment  of  1961-1962  Session. 

3:30  p.m.  Post-Convention  Executive  Board  Meeting, 
Viceroy  Room,  Commodore  Perry  Hotel.  Mrs.  R.  C.  L. 
Robertson,  Houston,  President,  presiding. 

Invocation. — ^Mrs.  Mark  H.  Latimer,  Houston. 
Greetings. 

Introduction  of  Past  Presidents. 

Introduction  of  President-Elect. — Mirs.  Ramsay  H. 
Moore,  Dallas. 

Introduction  of  Officers,  County  Presidents,  artd  Presi- 
dents-Elect. 

Business. 

Adjournment. 

8:00  p.m.  President’s  Party,  Theater  of  Municipal  Audi- 
torium. The  Ed  Gerlach  Orchestra  will  entertain. 
Tickets  will  be  $10.00  per  person.  Dress  will  be  op- 
tional. 


Related  Activities 


The  report  of  the  President  of  the  'Woman’s  Auxiliary 
to  the  Texas  Medical  Association  will  be  given  by  Mrs. 
Garland  G.  Zedler,  Austin,  to  the  House  of  Delegates  on 
Saturday,  May  12,  at  8 p.m.,  in  the  Capitol  Ballroom, 
Stephen  F.  Austin  Hotel.  Members  of  the  Auxiliary  are 
invited  to  hear  this  report. 

Tickets  for  the  President’s  Party  of  the  Texas  Medical 
Association  may  be  purchased  at  the  Association’s  registra- 
tion desk  in  the  Lobby  of  the  Municipal  Auditorium  and 
also  at  the  Registration  Desk  on  the  'Third  Floor  Foyer  of 
the  Commodore  Perry  Hotel.  Tickets  are  $10.00  per  person. 

The  Capitol  Room  of  the  Commodore  Perry  Hotel  will 
be  the  Hospitality  Room  and  will  be  open  throughout  the 
convention.  Refreshments  will  be  served.  The  Hospitality 
Room  is  being  provided  through  the  courtesy  of  the  Great 
American  Reserve  Insurance  Company  of  Dallas.  A week- 
end at  the  Fairway  Hotel  of  McAllen,  during  the  months 
of  June,  July,  or  August  will  be  provided  through  the 
courtesy  of  the  Commodore  Perry  Hotel  as  the  Hospitality 
Room  Door  Prize. 

Information  booths  will  be  present  at  the  Municipal 
Auditorium  and  at  the  Registration  area  on  the  Third 
Floor  Foyer  of  the  Commodore  Perry  Hotel. 

The  Woman’s  Auxiliary  to  the  Texas  Medical  Associa- 
tion v'ill  sponsor  a tour  of  Austin  Showplaces  on  Monday 
afternoon,  May  14,  starting  at  3 p.m.  Only  the  first  300 
persons  to  register  may  participate  in  this  event.  'The  buses 
will  depart  from  the  Lobby  entrance  of  the  Commodore 
Perry  Hotel  promptly  at  3 p.m.  on  Monday  afternoon. 

Alumni  banquets  will  be  held  beginning  at  6:30  p.m., 
Monday,  May  14,  in  the  Hotels. 

Bus  transportation  will  be  provided  from  the  Driskill 
and  Stephen  F.  Austin  Hotels  to  the  Auditorium  for  those 
members  who  wish  to  attend  any  of  the  Texas  Medical 
Association  functions. 

Fraternity  parties  will  be  held  from  6:30  to  7:30  p.m., 
Tuesday,  May  15,  in  the  Auditorium. 

The  President’s  Party,  which  will  consist  of  a dinner 
followed  by  entertainment  and  dancing,  will  be  held  in 
the  Theater  of  the  Municipal  Auditorium,  Tuesday,  May 
15.  The  Ed  Gerlach  Orchestra  will  be  featured. 


The  Credo  of  a Doctor's  Wife 


1.  I believe  in  the  principles  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association  which 
foster  fellowship,  benevolence,  education,  and 
patriotism. 

2.  I do  solemnly  pledge  that  I will  be  loyal  to  the 
profession  of  medicine,  and  just  and  generous  to 
its  members. 

3.  I will  not  be  adversely  critical  of  Auxiliary  ob- 
jectives and  ideals,  but  will  support  its  cause  and 
will  respea  the  rights  of  its  members. 

4.  I solemnly  promise  to  uphold  the  dignity  of  my 
husband’s  profession  and  will  help  him  render 
service  to  humanity  in  seeking  to  secure  for  him 
the  free  unfettered  praaice  of  medicine. 

Mrs.  Frank  N.  Haggard,  San  Antonio. 


Auxiliary  Pledge 

I pledge  my  loyalty  and  devotion  to  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association.  I will  support 
its  activities,  protect  its  reputation,  and  ever  sustain  its 
high  ideals. 


Local  Convention  Chairmen 


Chairman. — ^Mrs.  Eugene  P.  Schoch,  Jr. 
Co-Chairman. — Mrs.  Joe  Thorne  Gilbert. 


Chairmen  of  the  Day: 
Saturday,  May  12 
Sunday,  May  13 
Monday,  May  14 
Tuesday,  May  15 

General  Chairmen: 


Mrs.  Vincent  Murray,  Jr. 
Mrs.  T.  J.  Archer. 
Mrs.  John  E.  Douglas 
Mrs.  Sam  H.  Dryden 


Business  Meetings  Mrs.  Charles  Dildy. 

Courtesy  Mrs.  Matthew  Kreisle,  Jr. 

Decorations  Mrs.  V.  C.  Smart. 

Favors  and  Door  Prizes  Mrs.  T.  R.  McElhenney. 
Finances  Mrs.  P.  Clift  Price. 

Hospitality  and  Information  Mrs.  R.  A.  Cooper. 
Pages  Mrs.  F.  Murphy  Nelson. 

Publicity  Mrs.  Don  Pohl. 

Registration  Mrs.  Robert  Morrison. 

Tickets  Mrs.  M.  D.  McCauley. 


Special  Events  Chairmen: 

Council  Woman’s  Breakfast,  Sunday,  May  13 

Mrs.  Robert  Snider. 

Executive  Board  Luncheon,  Sunday,  May  13 

Mrs.  Sandy  Esquivel. 
Memorial  Service,  Sunday,  May  13 

Mrs.  Sidney  Bohls. 

Past  Presidents’  Dinner,  Sunday,  May  13 

Mrs.  Allen  Neighbors. 
Luncheon  Honoring  County  Presidents,  Monday, 
May  14  Mrs.  Albert  Vickers. 

Special  Events  Co-Chairmen,  Monday,  May  14 

Mrs.  Charles  Darnall. 
Mrs.  Terrence  Watt. 
Installation  and  Style  Show  Luncheon,  Tuesday, 
May  15  Mrs.  Milner  Thorne. 

Post  Convention  Executive  Board  Meeting,  Tues- 
day, May  15  Mrs.  H.  L.  Williams. 
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Officers  and  Committees 


Officers 

Honorary  Life  Presidents — Past  Presidents. 

Mrs.  E.  H.  Cary,  Dallas. 

*Mrs.  S.  C Red,  Houston. 

*Mrs.  M.  L.  Graves,  Houston. 

*Mrs.  W.  A.  Wood,  Waco. 

*Mrs.  John  O.  McReynolds,  Dallas. 

Mrs.  S.  A.  Collom,  Texarkana. 

*Mrs.  E.  V.  DePew,  San  Antonio. 

*Mrs.  H.  B.  Trigg,  Fort  Worth. 

Mrs.  Joe  Gilbert,  Austin. 

*Mrs.  H.  C.  Haden,  Houston. 

Mrs.  O.  M.  Marchman,  Dallas. 

*Mrs.  H.  R.  Dudgeon,  Waco. 

Mrs.  G.  V.  Brindley,  Temple. 

Mrs.  Frank  N.  Haggard,  San  Antonio. 

*Mrs.  Preston  Hunt,  Texarkana. 

*Mrs.  S.  D.  Whitten,  Greenville. 

*Mrs.  John  T.  Moore,  Houston. 

*Mrs.  R.  B.  Holman,  El  Paso. 

Mrs.  W.  R.  Thompson,  Fort  Worth. 

Mrs.  F.  F.  Kirby,  Waco. 

*Mrs.  S.  H.  Watson,  Waxahachie. 

Mrs.  Scott  C.  Applewhite,  San  Antonio. 

Mrs.  William  Hibbitts,  Texarkana. 

Mrs.  S.  F.  Harrington,  Dallas. 

Mrs.  P.  R.  Denman,  Houston. 

Mrs.  A.  B.  Pumphrey,  Fort  Worth. 

Mrs.  Sam  E.  Thompson,  Kerrville. 

*Mrs.  Charles  B.  Alexander,  San  Antonio. 

Mrs.  George  Turner,  El  Paso. 

Mrs.  Edward  C.  Ferguson,  Beaumont. 

Mrs.  S.  Minter  Hill,  Dallas. 

Mrs.  Joseph  B.  Foster,  Houston. 

*Mrs.  William  M.  Gambrell,  Texas  City. 

Mrs.  Oscar  W.  Robinson,  Paris. 

Mrs.  Robert  Farris  Thompson,  El  Paso. 

Mrs.  E.  W.  Coyle,  San  Antonio. 

Mrs.  Mark  H.  Latimer,  Houston. 

Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas. 

Mrs.  Richard  C.  Bellamy,  Liberty. 

Mrs.  H.  S.  Renshaw,  Fort  Worth. 

Mrs.  John  D.  Gleckler,  Denison. 

Mrs.  Haskell  D.  Hatfield,  El  Paso. 

Mrs.  Ramsay  H.  Moore,  Dallas. 


* Deceased. 


Honorary  Life  Members. 

Mrs.  H.  Leslie  Moore,  Dallas. 

May  Owen,  M.D.,  Fort  Worth. 

President. — ^Mrs.  Garland  G.  Zedler,  Austin. 

President-Elect. — ^Mrs.  R.  C.  L.  Robertson,  Houston. 

First  Vice-President. — Mrs.  Richard  L.  Hudson,  Corpus 
Christi. 

Northern  Vice-President. — Mrs.  J.  Robert  Cochran,  Fort 
Worth. 

Eastern  Vice-President. — ^Mrs.  Roger  Q.  Harmon,  Marshall. 
Southern  Vice-President. — ^Mrs.  James  C.  Price,  Gonzales. 
Western  Vice-President. — ^Mrs.  Bruce  Hay,  Pecos. 

Recording  Secretary. — ^Mrs.  P.  D.  Terrell,  McAllen. 


Corresponding  Secretary. — ^Mrs.  Sidney  W.  Bohls,  Austin. 
Treasurer. — ^Mrs.  Russell  L.  Deter,  El  Paso. 

Publicity  Secretary. — ^Mrs.  Van  D.  Goodall,  Clifton. 
Parliamentarian. — ^Mrs.  H.  S.  Renshaw,  Fort  Worth. 
Executive  Secretary. — ^Mrs.  Nola  Aaon,  Austin. 


Council  Women 

District  1. — Mrs.  W.  H.  McQure,  Kermit. 
District  2.— Mrs.  V.  A.  Sherrod,  Odessa. 

District  3- — ^Mrs.  Macfield  McDaniel,  Pampa. 
District  4. — Mrs.  Raymond  Boster,  San  Angelo. 
District  5. — Mrs.  David  M.  Shelby,  Gonzales. 
District  6. — ^Mrs.  Earl  Gaston,  Kingsville. 

District  1. — ^Mrs.  Maurice  Jacobs,  Austin. 

District  8. — ^Mrs.  Hamilton  Ford,  La  Marque. 
District  9. — Mrs.  G.  V.  Pazdral,  Somerville. 
District  iO.— Mrs.  Charles  Bruce,  Beaumont. 
District  11. — ^Mrs.  William  Pirtle,  Tyler. 

District  12. — ^Mrs.  R.  A.  Campbell,  Corsicana. 
District  13. — Mrs.  Paul  M.  Ramey,  Fort  Worth. 
District  14.— Mss.  Scott  Haggard,  Denton. 
District  15. — ^Mrs.  John  Wensley,  Longview. 


Standing  Committees 

Advisory. — ^Mrs.  Ramsay  H.  Moore,  Dallas,  Chairman;  Mrs. 
Richard  C.  Bellamy,  Liberty;  Mrs.  H.  S.  Renshaw,  Fort 
Worth;  Mrs.  John  D.  Gleckler,  Denison;  Mrs.  Haskell 
D.  Hatfield,  El  Paso. 

Civil  Defense. — Mrs.  Tom  Oliver,  Waco,  Chairman;  Mrs. 

R.  F.  Sowell,  Jr.,  San  Marcos. 

Convention. — ^Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  Chair- 
man; Mrs.  Joe  Thorne  Gilbert,  Jr.,  Austin,  Co-Chair- 
man. 

Courtesy  Resolutions. — ^Mrs.  Allan  Shields,  Victoria,  Chair- 
man. 

Finance. — ^Mrs.  J.  C.  Terrell,  Stephenville,  Chairman;  Mrs. 
Russell  L.  Deter,  El  Paso;  Mrs.  S.  L.  Witcher,  Clifton; 
Mrs.  Ramsay  H.  Moore,  Dallas;  Mrs.  Garland  G.  Zed- 
ler, Austin. 

Historical. — Mrs.  Thomas  P.  Shearer,  Houston,  Chairman; 
Mrs.  S.  P.  R.  Hutchins,  Houston,  Co-Chairman;  Mrs. 
J.  Griffin  Heard,  Houston;  Mrs.  Curtis  Burge,  Hous- 
ton; Mrs.  Schubert  Knittel,  Bellaire. 

Legislation. — ^Mrs.  Joe  R.  Donaldson,  Pampa,  Chairman; 
Mrs.  F.  J.  Vendrell,  Pampa,  Co-Chairman;  Mrs.  Patrick 
McKay,  San  Antonio;  Mrs.  Edwin  Goodall,  Brecken- 
ridge;  Mrs.  R.  G.  Gerard,  Denison. 

Memorial  Service. — Mrs.  James  A.  Hallmark,  Fort  Worth, 
Chairman;  Mrs.  R.  C.  Jordan,  Austin,  Co-Chairman. 
Mental  Health. — Mrs.  Newton  F.  Walker,  El  Paso,  Chair- 
man; Mrs.  L.  Bonham  Jones,  San  Antonio. 
Nominating. — ^Mrs.  Ramsay  H.  Moore,  Dallas,  Chairman; 
Mrs.  Edward  W.  Coyle,  San  Antonio;  Mrs.  Ralph  G 
Patrick,  Houston;  Mrs.  Walter  P.  McCall,  Ennis;  Mrs. 
George  M.  Hilliard,  Jacksonville;  Mrs.  Herbert  Don- 
nell, Waxahachie;  Mrs.  Malcolm  A.  Jones,  Baytown. 
Organization. — ^Mrs.  Richard  L.  Hudson,  Corpus  Christi, 
Chairman. 
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philanthropic  Funds: 

AMEP  Fund. — ^Mrs.  Travis  Smith,  Abilene,  Chairman; 
Mrs.  Meredith  Jensen,  Abilene,  Co-Chairman; 
Mrs.  Dale  Johnson,  Abilene;  Mrs.  Dick  Johns, 
Abilene;  Mrs.  Mack  F.  Bowyer,  Abilene. 

Library  Pund.—-Ms%.  R.  O.  Swearingen,  Austin,  Chair- 
man; Mrs.  Sam  E.  Thompson,  Kerrville,  Co- 
Chairman. 

Memorial  Fund. — ^Mrs.  Sydney  S.  Baird,  Dallas,  Chair- 
man; Mrs.  O.  M.  Marchman,  Dallas,  Co-Chair- 
man; Mrs.  Walter  B.  West,  Fort  Worth;  Mrs. 
Paul  Mitchell,  Corsicana;  Mrs.  Thomas  L.  Royce, 
Houston. 

Student  Loan  Fund. — ^Mrs.  Ralph  C.  Patrick,  Houston, 
Chairman;  Mrs.  Thomas  J.  Vanzant,  Houston, 
Co-Chairman;  Mrs.  William  M.  Palm,  Houston; 
Mrs.  Martin  L.  Towler,  Galveston;  Mrs.  Robert 
Sparkman,  Dallas. 

Program. — ^Mrs.  George  Hilliard,  Jacksonville,  Chairman; 
Mrs.  J.  Collier  Rucker,  Jacksonville,  Co-Chairman; 
Mrs.  R.  T.  Travis,  Jacksonville. 

Public  Relations. — Mrs.  Henry  K.  May,  Lake  Jackson, 
Chairman;  Mrs.  G.  Bedford  Brown,  Angleton,  Co- 
Chairman;  Mrs.  William  B.  AUensworth,  Mineral 
Wells;  Mrs.  George  Bennett,  Marshall;  Mrs.  Charles 
Oswalt,  Fort  Stockton. 

Publications: 

Bulletin. — Mrs.  Robert  L.  Carr,  Lubbock,  Chairman. 
News  Letter.— Mrs.  Hal  V.  Norgaard,  Denton,  Editor; 
Mrs.  Scott  Haggard,  Denton,  Co-Editor. 
Recruitment. — ^Mrs.  Frank  M.  Posey,  San  Antonio,  Chair- 
man; Mrs.  Joseph  Selman,  Tyler,  Co-Chairman. 
Reference.— Mrs.  V.  M.  Longmire,  Temple,  Chairman;  Mrs. 
H.  S.  Renshaw,  Fort  Worth;  Mrs.  L.  L.  D.  Tuttle, 
Houston. 

Research  and  Romance  of  Medicine. — Mrs.  O.  W,  Robin- 
son, Paris,  Chairman. 

Revisions. — Mrs.  Troy  Shafer,  Harlingen,  Chairman;  Mrs. 
John  H.  Wootters,  Houston;  Mrs.  John  D.  Gleckler, 
Denison. 

School  of  Instruction. — ^Mrs.  William  D.  Nicholson,  Free- 
port, Chairman;  Mrs.  Eugene  P.  Schoch,  Jr.,  Austin, 
Co-Chairman. 

Special  Appointments: 

Cookbook. — ^Mrs.  Ben  F.  Simms,  Austin,  Chairman; 
Mrs.  Lang  F.  Holland,  Austin,  Co-Chairman; 
Mrs.  William  L.  De  Ginder,  Austin;  Mrs.  John 
A.  Garcia,  Austin;  Mrs.  Mervin  E.  Fatter,  Austin; 
Mrs.  R.  C.  Jordan,  Austin;  Mrs.  Robert  B.  Mor- 
rison, Austin;  Mrs.  Paul  F.  Paulsen,  Austin. 
Doctors'  Day. — ^Mrs.  Courtney  M.  Townsend,  Paris, 
Chairman;  Mrs.  Wayne  Reeser,  Greenville. 

Safety. — Mrs.  Robert  E.  Leslie,  El  Campo,  Chairman; 
Mrs.  Walter  P.  McCall,  Ennis,  Co-Chairman; 
Mrs.  C.  Ray  Cockrell,  Snyder;  Mrs.  George  E. 
Clark,  Jr.,  Austin;  Mrs.  W.  B.  Adamson,  Abilene; 
Mrs.  Walter  D.  Presley,  El  Campo. 

Senior  Citizens. — ^Mrs.  Paul  Klinger,  San  Antonio, 
Chairman. 

Science  Pair. — ^Mrs.  Andrew  G.  Goesl,  Texarkana, 
Chairman;  Mrs.  A.  R.  Hazzard,  Austin,  Co-Chair- 
man. 

Voluntary  Health  Plans. — ^Mrs.  R.  G.  Gerard,  Denison, 
Chairman. 

County  Presidents. 

District  1: 

El  Paso. — ^Mrs.  H.  M.  Gibson,  El  Paso. 

Pecos-Jeff  Davis -Presidio -Brewster. — Mrs.  John  C. 
Hundley,  Ft.  Stockton. 


Reeves-  Ward-  Winkler  - Loving  - Culberson  - Hudspeth.  — 
Mrs.  H.  Wayne  Jones,  Monahans. 

District  2: 

Andrews-Ector-Midland. — ^Mrs.  Garland  Lang,  Mid- 
land. 

Borden-Scurry-Kent-Dickens-Garza-King-Stonewall,— 
Mrs.  Thomas  F.  Hartley,  Snyder. 

Dawson-Lynn-T erry-Gaines  - Y oakum. — Mrs.  Christine 
Squires,  Denver  City. 

Howard-Martin-Glasscock. — Mrs.  Floyd  R.  Mays,  Jr., 
Big  Spring. 

Nolan-Fisher-Mitchell. — ^Mrs.  J.  K.  Richardson,  Sweet- 
water. 

District  3: 

Armstrong-Donley-Childress-Collingsworth-Hall-  W heel- 
er.— Mrs.  Fred  Cariker,  Childress. 

Dallam-Hartley-Sherman-Moore. — ^Mrs.  Duane  Mere- 
dith, Dumas. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher. — ^Mrs.  Lee 
Spring,  Friona. 

Gray-Hansford-Hemphill  - Lipscomb  - Roberts  - Ochiltree  - 
Hutchinson-Carson  (Top-0 -Texas). — ^Mrs.  W.  W. 
Massad,  Borger. 

Hale-Floyd-Briscoe. — Mrs.  Robert  H.  Mitchell,  Plain- 
view. 

Hardeman -Cottle -Foard -Motley. — Mrs.  Clarence  C 
Pate,  Paducah. 

Lamb-Bailey-Hockley-Cochran. — Mrs.  John  D.  Dupre, 
Levelland. 

Lubbock-Crosby. — ^Mrs.  Norman  A.  Monk,  Lubbock. 

Potter-Randall. — ^Mrs.  J.  L.  Johnson,  Amarillo. 

District  4: 

Brown-Comanche-Mills-San  Saba. — Mrs.  Joe  R.  Mc- 
Farlane,  Brownwood. 

Coleman. — Mrs.  R.  R.  Lovelady,  Coleman. 

Crane-Upton-Reagan. — 

Kimble-Mason-Menard-McCulloch. — Mrs.  G.  H.  Ricks, 
Brady. 

Runnels. — Mrs.  J.  E.  Green,  Jr.,  Ballinger. 

Tom  Green-Coke-Crockett  - Concho  - Irion  - Sterling  - Sut- 
ton-Schleicher. — Mrs.  James  N.  White,  San  An- 
gelo. 

District  5: 

Atascosa. — ^Mrs.  A.  B.  Ogden,  Pleasanton. 

Bexar. — ^Mrs.  Ernest  A.  Maxwell,  San  Antonio. 

Comal. — ^Mrs.  Donald  S.  Kennady,  New  Braunfels. 

Gonzales. — ^Mrs.  Odon  von  Werssowetz,  Gonzales. 

Guadalupe. — ^Mrs.  Herbert  Liberty,  Seguin. 

Karnes-  W ilson. — 

Kerr-Kendall-Gillespie-Bandera. — ^Mrs.  Duan  E.  Pack- 
ard, Kerrville. 

La  Salle-Frio-Dimmitt. — 

Medina-Uvalde-Maverick-Val  V erde-Edwards-Real-Kin- 
ney-Terrell-Zavala. — ^Mrs.  John  C.  Spencer,  Crys- 
tal City. 

District  6: 

Bee-Live  Oak-McMullen. — 

Brooks-Duval-Jim  Wells. — ^Mrs.  Riley  N.  Riddle, 
Alice. 

Cameron-Willacy. — ^Mrs.  Willis  Jondahl,  Harlingen. 

Hidalgo-Starr. — ^Mrs.  Dean  Wooldridge,  McAllen. 

Kleberg-Kenedy. — ^Mrs.  Claude  J.  Parnell,  Kingsville. 

Nueces. — ^Mrs.  James  1.  Tyree,  Corpus  Christi. 

San  Patricio -Aransas -Refugio. — Mrs.  William  A. 
Guynes,  Mathis. 

Webb-Zapata-Jim  Hogg. — Mrs.  John  T.  Lowry,  La- 
redo. 

District  7: 

Bastrop-Lee. — Mrs.  Francis  J.  Weishuhn,  Smithville. 

Caldwell. — ^Mrs.  Philip  A.  Wales,  Lockhart. 

Hays-Blanco. — ^Mrs.  R.  F.  Sowell,  Jr.,  San  Marcos. 
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Lampasas-Burnet-Llano. — ^Mrs.  Alonzo  Wood,  Marble 
Falls. 

Travis. — ^Mrs.  Eugene  P.  Schoch,  Jr.,  Austin. 
Williamson. — ^Mrs.  Harold  R.  Gaddy,  Georgetown. 
District  8: 

Brazoria. — ^Mrs.  O.  L.  Johnson,  Lake  Jackson. 
Colorado-Fayette. — ^Mrs.  Rex  Fuller,  Weimer. 

De  Witt-Lavaca. — Mrs.  Robert  J.  Wagner,  Shiner. 
Galveston. — Mrs.  Harry  K.  Davis,  Galveston. 
Victoria-Calhoun-Goliad. — ^Mrs.  George  Glover,  Vic- 
toria. 

Wharton-} ackson-Matagorda-Fort  Bend. — ^Mrs.  C.  E. 
Woodson,  Wharton. 

District  9: 

Austin-Waller. — ^Mrs.  Jesse  Justiss,  Bellville. 

Grimes. — ^Mrs.  S.  D.  Coleman,  Navasota. 

Harris. — ^Mrs.  Thomas  L.  Royce,  Houston. 

East  Harris  Chapter. — ^Mrs.  S.  P.  McMurray,  Baytown. 
Montgomery . — ^Mrs.  William  R.  Hurst,  Conroe. 
Polk-San  Jacinto. — Mrs.  J.  T.  Dabney,  Jr.,  Livingston. 
Walker-Madison-Trinity. — ^Mrs.  E.  M.  Addison,  Hunts- 
ville. 

W ashington-Burleson. — Mrs.  C.  E.  Southern,  Brenham. 
District  10; 

Angelina. — ^Mrs.  Juan  E.  Martin,  Lufkin. 

Hardin-Tyler. — ^Mrs.  Wade  Parker,  Silsbee. 
Jasper-Newton. — ^Mrs.  Thomas  R.  Jones,  Jasper. 
Jefferson.— M.ts.  R.  T.  Lombardo,  Beaumont. 

Port  Arthur  Chapter. — Mrs.  J.  M.  Loewenstein,  Port 
Arthur. 

Liberty-Chambers. — ^Mrs.  D.  P.  Schulz,  Liberty. 
Nacogdoches. — ^Mrs.  Matthew  J.  Buchele,  San  Au- 
gustine. 

Orange. — ^Mrs.  James  P.  Qoud,  Orange. 

Shelby-San  Augustine-Sabine. — ^Mrs.  Vernon  T.  Polk, 
Center. 

District  11: 

Anderson-Leon. — Mrs.  William  L.  Knowles,  Palestine. 
Cherokee. — ^Mrs.  James  H.  Kreimeyer,  Rusk. 
Freestone. — ^Mrs.  Jack  R.  Cox,  Teague. 

Henderson. — ^Mrs.  M.  R.  Wilcox,  Athens. 

Houston. — ^Mrs.  Culver  M.  Griswold,  Crockett. 
Rusk-Panola. — ^Mrs.  Virgil  Holland,  Carthage. 

Smith. — ^Mrs.  C.  E.  Willingham,  Tyler. 

Wood. — ^Mrs.  Roscoe  O.  Moore,  Mineola. 

District  12: 

Bell. — Mrs.  R.  S.  Fillmore,  Jr.,  Temple. 


Bosque-Hamilton. — Mrs.  Robert  A.  Kooken,  Hamilton. 
Brazos-Robertson. — ^Mrs.  Richard  Harrison,  III,  Bryan. 
Coryell. — ^Mrs.  John  T.  Brown,  Gatesville. 
Erath-Hood-Somervell. — ^Mrs.  Nathan  Cedars,  Stephen- 
ville. 

Falls. — Mrs.  John  Barnett,  Marlin. 

Hill. — ^Mrs.  Silas  Grant,  Hillsboro. 

Johnson. — ^Mrs.  Gates  R.  Barker,  Cleburne. 

Limestone. — Mrs.  Stanley  Cox,  Groesbeck. 

McLennan. — ^Mrs.  J.  W.  Woodward,  Waco. 

Milam. — ^Mrs.  Thomas  S.  Barkley,  Rockdale. 

Navarro. — Mrs.  Will  Miller,  Corsicana. 

District  13: 

Baylor-Knox-Haskell. — Mrs.  Joseph  A.  Massa,  Sey- 
mour. 

Clay-Montague-Wise. — ^Mrs.  Hulen  P.  Grumpier,  Bowie. 
Eastland-Callahan-Stephens  - Shackleford  - T hrockmorton. 

Mrs.  Edwin  Goodall,  Breckenridge. 

Palo  Pinto-Parker-Young-Jack- Archer. — ^Mrs.  R.  D. 
Messer,  Mineral  Wells. 

Tarrant. — ^Mrs.  John  J.  Andujar,  Fort  Worth. 
Taylor-Jones. — ^Mrs.  L.  J.  Webster,  Abilene. 

Wichita. — ^Mrs.  Paul  Collins,  Wichita  Falls. 
Wilbarger. — ^Mrs.  John  B.  Hardin,  Vernon. 

District  14: 

Collin. — ^Mrs.  Duncan  Lawrence  McKellar,  McKinney. 
Cooke. — ^Mrs.  Dan  Brown,  Gainesville. 

Dallas. — Mrs.  Glenn  D.  Carlson,  Dallas. 

Denton. — ^Mrs.  H.  M.  Burgess,  Denton. 

Ellis. — Mrs.  Norman  L.  West,  Waxahachie. 

Fannin. — 

Grayson. — ^Mrs.  C.  R.  Phelps,  Denison. 
Hopkins-Franklin. — ^Mrs.  Sam  Swindell,  Sulphur 
Springs. 

Hunt-Rockwttll-Raines. — Mrs.  H.  E.  Mehmert,  Green- 
ville. 

Kaufman. — ^Mrs.  Guy  G.  Shaw,  Jr.,  Kaufman. 
Lamar-Delta. — Mrs.  C.  H.  Frank,  Paris. 

Van  Zandt. — Mrs.  Horace  A.  Baker,  Wills  Point. 
District  15: 

Bowie-Miller. — Mrs.  W.  E.  Shields,  Texarkana. 
Camp-Morris-Titus. — Mrs.  W.  A.  King,  Omaha. 
Cass-Marion. — ^Mrs.  Vernon  Glenn,  Linden. 

Gregg. — ^Mrs.  John  R.  Loftis,  Longview. 

Harrison. — ^Mrs.  George  A.  Farquhar,  Marshall. 

Red  River. — Mrs.  Charles  B.  Reed,  Clarksville. 
Upshur. — Mrs.  J.  L.  Fenlaw,  Gilmer. 
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For  Healthier  Children 

No  physician  is  likely  to  deny  the  importance  of 
establishing  healthful  habits  among  the  nation’s  youth. 
Doctors  have,  in  fact,  been  leaders  in  the  movement 
to  establish  physical  education  courses  and  health  in- 
struction for  smdents  of  all  ages,  including  those  in 
instimtions  of  higher  learning. 

In  this  connection  the  Committee  on  School  Health 
of  the  Texas  Medical  Association  has  adopted  two  im- 
portant resolutions  which  the  Executive  Board  of  the 
Texas  Medical  Association  approved  Oct.  1,  1961. 
These  resolutions  are  of  sufficient  importance  to  war- 
rant quotation  in  full: 

SCHOOL  AND  COLLEGE  HEALTH  EDUCATION 

Whereas,  the  rapid  advances  in  medicine  can  be  fully 
utilized  only  when  the  people  are  properly  informed 
about  them,  motivated  to  use  them  wisely,  and  willing 
to  accept  personal  responsibility  for  healrh;  and 

Whereas,  health  instruction  programs  in  schools  and 
colleges  offer  a unique  opportunity  for  rhe  teaching  of 
the  necessary  health  concepts  and  principles  to  all  of 
our  people  during  their  formative  years;  and 

Whereas,  the  Texas  Medical  Association  through  its 
Committee  on  School  Health  and  other  departments 
and  councils  has  stimulated  and  supported  such  teach- 
ing; and 

Whereas,  good  health  significantly  assists  the  indi- 
vidual to  achieve  his  optimum  personal  potenrial  and  to 
make  the  optimum  contribution  to  community  and  na- 
tional welfare;  and 

Whereas,  in  the  current  re-evaluation  of  school  and 
college  programs,  it  is  important  to  give  careful  con- 
sideration to  instruction  in  the  science  of  healthful  living 
in  the  curriculum;  now  therefore  be  it 

Resolved,  that  the  Texas  Medical  Association  re- 
affirm its  longstanding  and  fundamental  belief  that 
health  education  should  be  an  integral  and  basic  part  of 
school  and  college  curriculums  and  that  local  medical 
societies  be  encouraged  to  work  with  the  appropriate 
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health  and  education  officials  and  agencies  in 
their  communities  to  achieve  this  end. 

SCHOOL  AND  COLLEGE 
PHYSICAL  EDUCATION 

Whereas,  the  medical  profession  has  helped 
to  pioneer  physical  education  in  our  schools  and 
colleges  and  thereafter  has  encouraged  and  sup- 
ported sound  programs  in  this  field;  and 

Whereas,  there  is  increasing  evidence  that 
proper  exercise  is  a significant  factor  in  the 
maintenance  of  health  and  the  prevention  of 
degenerative  disease;  and 

Whereas,  advancing  automation  has  reduced 
the  amount  of  physical  activity  in  daily  living, 
although  the  need  for  exercise  to  foster  proper 
development  of  our  young  people  remains  con- 
stant; and 

Whereas,  there  is  growing  need  for  the  de- 
velopment of  physical  skills  that  can  be  applied 
throughout  life  in  the  constructive  and  whole- 
some use  of  leisure  time;  and 

Whereas,  in  an  age  of  mounting  tensions,  en- 
joyable physical  activity  can  be  helpful  in  the 
relief  of  stress  and  strain,  and  consequently  in 
preserving  mental  health;  now  therefore  be  it 
Resolved,  that  the  Texas  Medical  Association 
through  its  various  divisions  and  departments 
and  component  medical  societies  do  everything 
feasible  to  encourage  instruction  in  physical  edu- 
cation for  all  students  in  our  schools  and  col- 
leges. 

Although  these  two  resolutions  are  similar 
to  ones  adopted  by  the  House  of  Delegates  of 
the  American  Medical  Association  in  Miami  in 
June,  1961,  those  who  are  interested  in  school 
health  believe  that  the  matter  of  health  and 
physical  education  should  be  emphasized.  Un- 
formnately,  many  Texas  physicians  have  little 
knowledge  of  the  difference  between  health 
education  and  physical  education  and  of  the 
importance  of  both.  As  a matter  of  fact,  physi- 
cal education  is  closely  related  to  health  edu- 
cation and  offers  an  excellent  opportunity  to 
teach  health. 

Health  education  is  "the  process  of  provid- 
ing learning  experiences  which  favorably  influ- 
ence understandings,  attitudes  and  conduct  in 
regard  to  individual  and  community  health.”* 

‘National  Education  Agency- American  Medical  Associa- 
tion; Health  Education,  ed.  5,  Joint  Committee  on  Health 
Problems,  Washington,  D.C.,  National  Education  Agency, 
1961. 


Health  education  for  the  improvement  of 
school  children’s  health  includes  organized 
health  teaching,  coordination  of  health  learn- 
ing and  experience,  counseling,  and  guidance. 

Physical  education  emphasizes  the  develop- 
ment of  physical  fitness  through  vigorous  ac- 
tivities, and  seeks  to  develop  strength,  agility, 
and  flexibility.  Physical  activities  must  be  care- 
fully graded  to  care  for  the  underdeveloped 
and  the  physically  handicapped.  Activities  ap- 
propriate to  the  physically  handicapped  student 
are  provided  in  accordance  with  recommenda- 
tions of  physicians.  Physical  education  pro- 
grams should  include  activities  for  girls  as  well 
as  boys. 

Many  persons  tend  to  think  of  the  physical 
education  program  as  applied  only  to  the  for- 
tunate few  who  excel  in  certain  sports.  What 
can  be  done  about  the  majority  of  the  smdents 
who  cannot  "make  the  team”  or  even  "go  out 
for  the  team”?  The  Texas  Education  Agency 
has  wisely  recognized  the  importance  of  physi- 
cal education  and  health  education  for  the  en- 
tire student  body,  and  has  adopted  a curriculum 
standard  whereby  two  units  of  physical  educa- 
tion and  health  education  shall  be  required  for 
graduation  of  all  students  entering  grade  9 at 
or  after  the  beginning  of  the  1962-1963  school 
year.f  Furthermore,  all  pupils  who  enter  grade 
7 at  or  after  the  beginning  of  the  1962-1963 
school  year  will  be  required  to  complete  a 
minimum  of  130  clock  hours  of  physical  edu- 
cation during  the  two-year  period  of  grades  7 
and  8.  These  are  minimum  requirements;  sm- 
dents may  elect  additional  units  of  physical  and 
health  education. 

Physicians  and  medical  societies  should  do 
all  that  is  in  their  power  to  see  that  local  school 
boards  adhere  to  this  curriculum  standard. 
Physical  education  and  health  education  in  the 
lower  grades  should  not  be  neglected,  for  they 
are  important  parts  in  the  training  of  every 
youth.  The  Texas  Education  Agency  is  propos- 
ing, and  expects  to  see  adopted,  a minimum 

fTexas  Education  Agency:  The  Proposed  Curriculum, 
1960. 
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requirement  of  40  minutes  per  week  for  direct 
health  instruction  in  grades  1 through  6,  ex- 
clusive of  time  used  in  correlated  instruction. 
The  Agency  is  also  proposing  a minimum  re- 
quirement of  20  minutes  per  day  for  physical 
education  in  grades  1 through  3,  and  30  min- 
utes per  day  for  physical  education  in  grades  4 
through  6.  It  has  been  recommended  that 
teachers  of  health  education,  even  in  the  lower 
grades,  be  required  to  have  a "major”  in  health 
education.^: 

The  President’s  Council  on  Youth  Fitness 
has  published  "Suggested  Elements  of  a School 
Centered  Program  for  Youth  Physical  Fit- 
ness”. A copy  of  this  pamphlet  may  be  ob- 
tained without  charge  from  the  Superintendent 
of  Documents,  U.  S.  Government  Printing  Of- 
fice, Washington  25,  D.  C.  It  is  a good  refer- 
ence source  for  physicians,  school  administra- 
tors, and  physical  educators. 

Every  physician  should  consider  carefully  the 
resolutions  that  were  adopted  by  the  Commit- 
tee on  School  Health,  as  they  seriously  concern 
the  future  of  our  nation’s  citizens. 

—Jay  J.  Johns,  M.D., 
Taylor,  Texas. 

Reflections  on 
Mammography 

A period  of  only  six  years’  experience  is 
short.  Nevertheless,  the  widespread  and  mush- 
rooming interest  in  mammography  in  the  past, 
one  year  after  publication  of  a single  article 
on  the  subject,  is  incredulous. 

No  one  can  be  criticized  for  enthusiastically 
adopting  any  diagnostic  procedure  that  prom- 
ises to  be  of  value  in  combating  the  most 
common  type  of  carcinoma  in  the  female,  car- 
cinoma of  the  breast.  Words  of  caution  must  ac- 
company utilization  of  any  diagnostic  proced- 
ure, however,  until  it  has  been  thoroughly 

tThe  President’s  Gjuncil  on  Youth  Fitness;  Suggested 
Elements  of  a School  Centered  Program  for  Youth  Physical 
Fitness,  Washington,  D.C.,  U.S.  Gov’t  Printing  Office, 
1961. 


proved  and  its  value  and  limitations  analyzed 
and  reanalyzed. 

Until  such  sound  analyses  are  available, 
mammography  must  be  considered  in  the  ex- 
perimental stage.  Only  after  the  procedure  has 
been  thoroughly  investigated  can  it  assume  its 
proper  place,  if  any,  in  the  armamentarium  of 
diagnostic  methods.  Meanwhile,  it  must  be 
clearly  understood  by  all  practitioners  that  pa- 
tients with  diseases  of  the  breast  should  be 
treated  in  the  usual  manner  and  that  this 
treatment  should  be  directed  by  a competent 
clinician.  No  breast  should  be  removed  on  the 
basis  of  mammographic  findings  unless  diag- 
nosis is  confirmed  by  histopathologic  examina- 
tion of  tissue!  Conversely,  when  there  is  clin- 
ical suspicion  of  a malignant  condition,  no  such 
lesion  should  be  ignored  on  the  basis  of  nega- 
tive findings  on  the  mammogram!  The  legal 
implications  are  evident,  as  are  standards  of 
good  patient  care. 

It  has  been,  and  still  is,  my  philosophy  that 
the  use  of  mammography  should  be  expanded 
only  on  a sound  basis,  lest  it  lapse  into  dis- 
repute as  it  did  when  it  was  first  tried  in  the 
1930’s.  The  procedure  has  been  investigated 
as  to  its  safety  and  applicability,  and  was  used 
routinely  in  the  author’s  institution  for  four 
years  and  accepted  by  the  clinicians  there  be- 
fore experience  with  the  method  was  reported. 
A constant  vigil  has  been  maintained  in  keep- 
ing lay  advertisements  to  a minimum;  disas- 
trous repercussions  could  be  envisioned  after 
bridge  table  discussions,  with  hordes  of  women 
descending  on  their  physicians,  who,  in  turn, 
might  direct  patients  to  the  unwary  and  un- 
prepared radiologist.  Personal  efforts  have 
been  continued  to  instruct  radiologists  in  mam- 
mographic techniques,  in  hope  that  the  pro- 
cedure will  be  thoroughly  understood  before 
it  is  generally  adopted.  A one  year,  extensive, 
reproducibility  study  is  underway  in  an  attempt 
to  evaluate  the  procedure  more  thoroughly  and 
to  train  radiologists  in  key  centers  of  the  Unit- 
ed States.  The  results  of  this  program  will  an- 
swer some  of  the  questions  regarding  the 
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adaptability  and  accuraq^  of  mammography. 
Then,  in  orderly  fashion,  a well  controlled 
study  should  be  conducted  to  evaluate  mam- 
mography as  a possible  screening  procedure 
for  mass  detection  of  early  carcinoma  of  the 
breast. 

The  simplicity  of  the  technique  in  obtaining 
mammograms,  requiring  no  special  radiograph- 
ic equipment  or  abilities,  tends  to  ignore  cer- 
tain basic  faaors,  with  resultant  sloppy  tech- 
niques. The  difficulty  of  impressing  upon  radi- 
ologists that  roentgenograms  of  maximal  de- 
tail are  paramour  and  that  precise  attention  to 
the  technique  is  required  to  produce  that  de- 
tail, is  an  inherent  fault  of  the  approach  to 
mammography.  A concentrated  study  of  sev- 
eral hundred  mammograms  during  a five  day 
period  has  proved  to  be  the  best  method  to 
give  the  roentgenologist  a clear  concept  of  the 
diagnostic  principles  of  mammography.  This 
is  the  consensus  of  approximately  100  radiol- 
ogists who  have  done  just  that.  Not  one  of 
them  has  expressed  doubt  as  to  its  value,  but 
all  have  shown  concern  lest  it  be  used  inju- 
diciously. 

Expectations  of  a new  medical  procedure  of 
some  promise  often  run  too  high,  and  in  the 
initial  enthusiasm  costly  errors  result.  Such 
errors  are  singled  out  and  amplified,  discredit- 
ing the  procedure.  It  is  only  then  that  an  un- 
prejudiced evaluation  is  made.  As  a result,  the 
merit  of  the  procedure  is  recognized  only  after 
much  delay. 

The  plea  is  not  made  to  discourage  the  use 
of  mammography,  as  it  already  shows  great 
promise,  but  to  encourage  its  sensible  applica- 
tion as  a supplementary  diagnostic  procedure, 
just  as  any  other  roentgenographic  examina- 
tion is  used  as  a part  of  the  over-all  evaluation 
of  the  patient. 

— Robert  L.  Egan,  M.D.,  Houston,  Texas, 
Chief,  Experimental  Diagnostic  Radiol- 
ogy, The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Instimte. 


The  Editor  s Mail 

Waelder,  Texas 

Texas  State  Journal  of  Medicine 
1801  North  Lamar  Boulevard 
Austin,  Texas 
Gentlemen: 

The  board  of  directors  of  the  Texas  Rehabilitation 
Center  is  to  be  commended,  for  its  decision  to  con- 
tinue the  operation  of  this  institution.  This  Center, 
operating  at  full  capacity,  has  two-thirds  of  all  the 
hospital  beds  in  Texas  that  are  available  for  rehabili- 
tation of  the  severely  handicapped  and  disabled. 

To  make  these  people  as  independent  as  possible 
is  an  absolute  necessity  in  modern  medical  care;  for 
most  of  them,  the  fruits  of  future  research  will  come 
too  late.  These  are  the  patients  who  have  birth  de- 
fects and  other  congenital  anomalies,  the  severe  arth- 
ritides,  scoliosis,  muscular  dystrophy,  multiple  sclero- 
sis, residual  paralytic  effects  of  poliomyelitis  and 
other  neuromuscular  dysfunctions,  and  paraplegia  or 
quadriplegia  as  a result  of  spinal  cord  damage  or 
cardiovascular  disorder. 

These  patients  cannot  be  cured,  but  many  can  be 
helped  to  become  independent  in  enough  functional 
activities  to  give  them  a degree  of  independence. 
The  Center  offers  this  help  through  its  comprehen- 
sive facilities.  Total  rehabilitation  can  be  obtained 
only  with  a team  of  highly  specialized  personnel 
working  in  a coordinated  program  to  develop  the 
patients’  capabilities  to  the  optimum  and  maximum 
extent. 

Early  referral  of  severely  handicapped  patients  will 
prevent  complications  and  shorten  the  rehabilitation 
period.  When  local  facilities  are  inadequate,  Texas 
physicians  should  not  hesitate  to  utilize  the  Texas 
Rehabilitation  Center  or  one  of  the  other  centers  in 
the  state. 

There  is  a serious,  fairly  widespread  misconception 
that  the  Texas  Rehabilitation  Center  accepts  only 
charity  patients.  This  institution  has  always  accepted 
private  patients  (with  or  without  insurance)  upon 
referral  by  physicians.  The  financial  difficulty  that 
this  Center  is  experiencing  is  caused  by  the  large 
number  of  charity  patients  who  have  been  treated, 
despite  the  fact  that  the  welfare  fund  for  such  pur- 
poses was  depleted  long  ago.  At  present,  the  Center 
has  more  than  150  charity  patients  on  its  waiting 
list.  Where  can  these  unfortunate  people  get  help? 

It  is  obvious  that  rehabilitation  is  here  to  stay.  It 
is  up  to  physicians  to  assure  that  it  is  continued  and 
expanded  on  a volunteer  basis,  not  under  govern- 
ment control.  Your  support  and  leadership  is  needed. 

Sincerely, 

Stewart  M.  Ponder,  M.D.,  President, 

Gonzales  County  Medical  Society. 
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This  Is  It! 

Throughout  the  past  year  you  have  heard  the  warnings  about  the 
King-Anderson  showdown.  But  this  is  it!  The  "big  push"  is  on! 

On  May  14,  the  House  Ways  and  Means  Committee  probably  will 
reconsider  the  King-Anderson  bill  (H.R.  4222).  Proponents  of 
the  bill  will  offer  many  compromises  designed  to  influence 
some  Congressmen  to  support  the  bill.  There  can  be  compromise 
on  the  social  security  approach  to  medical  aid  for  the  aged  ! 

About  May  17,  the  National  Council  for  Senior  Citizens  will  con- 
vene in  New  York.  Former  Representative  Aime  J.  Forand  has  been 
an  active  organizer  of  this  group.  Its  main  objective  is  to  set 
the  "climate"  for  Congress  to  consider  the  social  security  bill 
for  medical  care  of  the  aged.  Closed  circuit  television  will 
probably  connect  the  major  cities  which  are  hosts  to  similar 
senior  citizens  meetings  to  the  national  convention. 


On  May  20,  President  Kennedy  will  appear  in  Madison  Square 
Garden  and  he  may  also  deliver  a nationwide  television  address. 
On  May  21,  a cavalcade  of  buses  filled  with  senior  citizens  will 
move  into  Washington  to  further  enhance  the  "climate"  for  the 
representatives  of  both  houses. 

Yes,  the  "big  push"  is  on!  The  refined  term  "climate"  has  been 
used  to  describe  an  attempt  to  rule  by  group  influence.  This  is 
nothing  new. 

If  you  have  done  your  part  to  fulfill  the  many  requests  which 
your  medical  organizations  have  made,  we  will  not  have  to  worry 
about  retaining  a free  and  unshackled  profession.  If  you  have 
failed,  we  may  eventually  have  to  cope  with  governmental  con- 
trol of  our  profession. 


Harvey  Renger,  M.D. 

President,  Texas  Medical  Association 

a .. 


D 


On  May  15,  my  duty  as  your  President  is  over.  Serving  you  has 
been  a genuine  pleasure  and  a great  honor.  I will  not  forget  the 
contributions  many  of  you  have  made.  Each  physi- 
cian who  has  contributed  to  his  profession  has 
helped  to  make  it  the  best  in  the  world. 


May  the  Great  Physician  always  be  our  Guiding 
Light . 


Physicians  in  the  state  are  urged  to  read  the  sum- 
mary of  the  report  "Action  for  Mental  Health”*, 
which  was  published  recently.  The  report  presents 
the  findings  and  recommendations  of  the  Joint 
Commission  on  Mental  Illness  and  Health,  which 
was  appointed  by  Congress  in  1955.  The  Commis- 
sion was  instructed  to  study  mental  illness,  the 
nation’s  number  one  health  problem.  The  personal 
tragedy  and  the  staggering  financial  burden  of  these 
patients  on  their  families  and  on  society  are  well 
known  to  physicians. 

Commission  members  state  with  strong  emotion- 
al conviction  the  necessity  for  the  American  people 
to  face  the  problem  of  mental  illness  directly.  They 
emphasize  the  need  to  move  away  from  the  medical 
concept  of  "protecting  society  rather  than  the  pa- 
tients” by  isolation  of  psychiatric  hospitals  at  great 
distances  from  urban  centers,  to  discontinue  the  prac- 
tice of  building  huge  hospitals,  and  to  move  away 
from  a concept  of  "human  warehouses”.  They  sup- 
port the  idea  of  psychiatric  beds  in  general  hospitals, 
and  oppose  the  creation  of  hospitals  of  more  than 
1,000  beds.  In  effect,  they  recommend  that  we 
view  our  fellow  countrymen  with  mental  illnesses 
as  human  resources,  and  recommend  expenditure 
of  the  same  energy  and  exploration  of  new  ideas  for 
helping  these  patients  as  have  been  used  in  devel- 
oping the  nation’s  agricultural  and  other  physical 
resources. 

Members  of  the  Commission  also  recommend  real- 
istic assessment  of  the  failure  of  local  and  state 
programs  to  solve  these  problems.  Undoubtedly,  one 
of  the  most  controversial  parts  of  the  report  is  its 
stress  on  the  recommendation  for  a "participating 
role”  of  federal  funds  beyond  the  traditional  support 
of  research — that  is,  into  the  operation  of  hospitals, 
clinics,  day  care  centers,  and  other  programs,  on  a 
matching  grant  basis. 

Already  the  report  is  being  studied  seriously  by 
the  American  Medical  Association,  American  Psy- 
chiatric Association,  National  Association  for  Men- 
tal Health,  and  many  state  and  local  organizations. 
It  is  clear  that  there  will  be  many  additional  debates 
and  discussions  on  the  various  topics  in  the  months 
ahead,  as  Congress  reviews  the  Commission’s  report 
in  1962. 


Texas  has  many  reasons  to  be  pleased  with  its 
work  in  the  field  of  mental  illness.  There  are  psychi- 
atric training  and  research  centers;  state  hospitals  in 
several  geographic  areas;  Veterans  Administration 
hospitals;  psychiatric  units  in  general  hospitals;  chil- 
dren’s clinics;  an  active,  growing  Texas  Association 
for  Mental  Health;  the  Hogg  Foundation  for  Men- 
tal Health;  and  various  professional  societies.  The 
Texas  Neuropsychiatric  Association  has  developed 
a number  of  postgraduate  programs  and  has  taken 
an  active  interest  in  study  of  psychiatric  programs. 

In  spite  of  the  advances  just  cited,  Texas  has 
reasons  to  be  ashamed  of  its  lack  of  progress  in 
certain  respects.  The  state  is  large,  its  population 
is  expanding  rapidly,  and  large  segments  of  Texans 
do  not  have  modern  psychiatric  resources  available 
to  them,  "rhe  American  Psychiatric  Association  Joint 
Information  Report  of  I960  rates  the  state’s  pro- 
grams from  various  indices  at  extremely  low  levels. 

If  we  were  as  friendly  and  as  concerned  with  our 
fellow  men  as  we  claim  to  be,  we  would  assume  the 
role  of  leader  in  care  of  the  mentally  ill. 

To  many  people,  Texans  seem  more  concerned 
about  the  state’s  oil  depletion  allowances,  its  high- 
ways, and  farm  to  market  roads  than  they  are  in 
its  social  instimtions.  Leaders  in  American  psychiatry 
ask  such  penetrating  questions  as  "Why  is  the  budget 
support  for  your  Department  of  Mental  Health  Hos- 
pitals and  the  Mental  Hygiene  Division  of  the  State 
Department  of  Health  so  low?”  "What  progress  are 
you  making  in  the  development  of  new  programs  in 
the  related  fields  of  social  work,  psychology,  and 
psychiatric  nursing?”  "Why  have  psychoanalytic 
training  centers  failed  to  develop  in  the  state?”  "Has 
the  medical  profession  vigorously  supported  the 
Gerty  program  which  was  submitted  in  1957,  or  an 
acceptable  modification  of  it?”  (The  Gerty  report, 
sponsored  by  the  Texas  Medical  Association,  recom- 
mended improvement,  expansion,  and  modernization 
of  the  Texas  mental  hospital  and  clinic  programs.) 

It  is  hoped  that  the  Commission’s  report  will  ob- 
tain actions  of  some  sort  at  many  levels  in  the  com- 
ing months  and  years.  Perhaps  it  will  be  found  that 
the  public  is  ahead  of  professional  workers  in  re- 
gard to  readiness  to  support  education  and  research, 
to  facilitate  the  development  of  hospitals  into  treat- 
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merit  centers,  to  work  as  volunteers,  and  to  accept 
psychiatric  patients  willingly  back  into  the  com- 
munity. 

Physicians  of  the  state  will  have  to  examine  their 
own  biases  and  prejudices,  and  perhaps  their  limits 
of  knowledge.  Only  in  this  way  will  they  be  able  to 
participate  realistically  in  the  democratic  processes 


which  will  determine  if  and  how  we  will  "develop 
our  human  resources”. 

With  modern,  humane  psychiatric  care,  which 
necessitates  trained  personnel  and  adequate  facilities, 
the  word  "hope”  has  been  introduced. 

— Robert  L.  Stubblefield,  M.D.,  Dallas,  Texas, 
President,  Texas  Neuropsychiatric  Association. 


A Critique  of  the  Joint  Commission's  Report 


A request  for  a copy  of  "Action  for  Mental 
Health"  to  the  Division  of  Mental  Health 
of  the  Texas  State  Department  of  Health 
elicited  this  reply. 

Jan.  5,  1962 

Dear  Miss  Trahan: 

I am  attaching  a copy  of  the  digest  of  the  final 
report  of  the  Joint  Commission  on  Mental  Illness 
and  Health  entitled  "Action  for  Mental  Health”.* 

As  staff  members  of  the  state  agency  responsible 
for  the  development  of  preventive  services  in  the 
state,  our  major  criticism  is  directed  toward  the  re- 
port’s preoccupation  with  psychotic  illnesses  or  those 
that  require  hospitalization.  Too  little  attention  is 
given  to  the  numerically  much  larger  group  of  per- 
sons who  suffer  from  partially  disabling  psychiatric 
disorders.  Almost  no  consideration  is  given  to  pre- 
vention. 

We  agree  with  the  statement  of  the  Texas  Medi- 
cal Association’s  Committee  on  Mental  Health  [Tex- 
as State  journal  of  Medicine  51:^61  (Oct.)  1961] 
that  ".  . . the  problem  of  health  care  varies  in  dif- 
ferent locales.”  We  are  concerned  about,  and  op- 
posed to,  the  administrative  plan  that  is  proposed — 
state  operation  without  local  administration  and  con- 
trol. Supplemental  federal  funds  may  be  necessary 
if  state  and  local  funds  are  not  sufficient,  but  we 
are  strongly  committed  to  local  operation  of  mental 
health  services,  particularly  those  aimed  at  preven- 
tion and  health  maintenance.  We  believe  the  state 
should  operate  only  those  specialized  facilities  which 
it  is  impossible  for  the  local  community  or  the  pri- 
vately practicing  professionals  to  administer. 

Our  own  philosophy  of  operation  is  to  encourage 

*A  10,000  word  digest  and  a 100,000  word  report  with 
identical  title,  “Action  for  Mental  Health”,  have  been  pub- 
lished. Single  copies  of  the  digest  are  available  without 
charge  from  the  Texas  Association  for  Mental  Health,  2410 
San  Antonio,  Austin  5.  The  longer  version  is  available  in 
a clothbound  edition  at  $6.75  from  Basic  Books,  Inc.,  59 
Fourth  Ave.,  New  York  3,  or  in  a paperback  edition  at 
$1.75,  plus  tax,  from  the  Texas  Association  for  Mental 
Health. 


and  strengthen  local  initiative  and  local  responsibil- 
ity, providing  technical  assistance  and  consultation  to 
insure  medically-approved,  high  standards  of  per- 
formance. We  propose  to  provide  financial  support 
to  communities  only  to  the  extent  that  local  funds 
cannot  adequately  meet  local  needs.  Financial  capac- 
ity of  a specific  community  and  region  is  one  of  the 
factors  which  contributes  to  the  "variation  of  prob- 
lems of  health  care  in  different  locales”. 

Returning  to  the  digest,  we  believe  that  insuffici- 
ent attention  is  given  to  the  role  of  the  privately 
practicing  psychiatrist  in  meeting  mental  health 
needs  and  to  the  acute  manpower  shortage  among 
mental  health  professional  workers.  Moreover,  much 
recent  information  on  group  insurance  coverage  in- 
dicates a more  optimistic  prospect  for  financing 
private  psychiatric  care. 

Although  our  staff  members  agree  with  the  em- 
phasis on  the  need  for  stepped-up  basic  research, 
we  would  stress  the  importance  of  increased  opera- 
tional research,  which  is  urgently  needed  to  test  the 
effectiveness  of  new  programs  in  treatment  and  pre- 
vention. 

This  digest,  published  several  months  ago,  cannot 
of  course,  reflect  the  various  negative  reactions  which 
it  has  stirred  up.  For  example,  various  organizations 
which  have  reviewed  the  report  (including  state  and 
national  associations  for  mental  health)  have  dis- 
agreed moderately  to  radically  with  the  proposal  to 
separate,  once  again,  mental  illness  as  an  entity  en- 
tirely different  from  physical  illness. 

We  are  pleased  that  the  TMA  Committee  on  Men- 
tal Health  is  giving  this  report  attention,  and  will 
be  glad  to  provide  additional  information  to  any 
member  of  the  Association  on  the  current  status  of 
community  mental  health  needs  and  services  in  Tex- 
as as  they  might  be  affected  by  the  recommenda- 
tions of  the  Joint  Commission’s  report. 

— Charles  F.  Mitchell,  Director,  and 
Spencer  Bayles,  M.D.,  Psychiatric 
Consultant,  Division  of  Mental  Health, 
Texas  State  Department  of  Health. 
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A condensation  of  eight  papers  given  at 
the  Symposium  on  Cerebral  Palsy  held 
in  conjunction  with  the  1961  Texas  Medi- 
cal Association  Annual  Session.  Joint 
sponsors  were  the  United  Cerebral  Palsy 
Association  of  Texas  and  the  United 
Cerebral  Palsy  Associations,  Inc.,  New 
York  City.* 


Symposium  oi 

/ ■ j 


Practical  Aspects  of  Cerebral  Palsy 
and  Its  Management 


HOWARD  ENGLE,  M.D. 


^^EREBRAL  PALSY  is  defined  as  a state  or  con- 
dition of  abnormal  or  disturbed  neurologic  function, 
primarily  of  motor  activity  but  with  associated  mul- 
tiple sensory  defects,  intellectual,  emotional,  and 
often  convulsive  disorders,  due  to  intracranial  path- 
ology occurring  before,  during,  or  after  birth. 

The  definition  allows  a broad  interpretation  of 
many  varied  groups  of  signs  and  symptoms  of  simi- 
lar relationship,  and  permits  the  principles  of  a total 
therapeutic  approach  to  be  utilized  to  its  fullest 
extent.  Only  by  application  of  treatment  to  the 
"total”  patient  can  reasonable  results  be  obtained. 

The  etiology  may  be  classified  as  to  the  time  of 
occurrence  of  the  brain  damage:  prenatal,  30  per 
cent;  natal,  60  per  cent;  and  postnatal,  10  per 
cent.  The  condition  also  may  be  classified  pathologi- 
cally as  pyramidal  (65  per  cent  spastic),  extra- 


*Held  in  association  with  the  Texas  Dental  Association, 
Texas  Psychological  Association,  Texas  Speech  and  Hearing 
Association,  Texas  Occupational  Therapy  Association,  Texas 
Chapter  of  American  Physical  Therapy  Association,  and  the 
Texas’' Coiincil  of  National  Assofciation  of  Social  Workers 
Chapters.  ’■ 
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pyramidal  (30  per  cent  athetoid),  and  cerebellar 
(4  per  cent  ataxic),  with  the  mixed  and  flaccid 
types  occurring  rarely  (1  per  cent). 

Cerebral  palsy  usually  is  manifested  as  one  of  the 
previously  listed  clinical  types.  Whether  the  dam- 
age is  local  or  general,  it  is  unusual  for  the  neuro- 
muscular mechanism  to  respond  to  specific  brain 
damage  with  two  types  of  clinical  syndromes.  An 
example:  a patient  has  spastic  quadriplegia  and 
does  not  have  mixed  spasticity  and  athetosis.  Pa- 
tients may  have  minor  features  of  the  other  types 
of  cerebral  palsy,  but  the  clinical  picture  is  usually 
predominantly  one  of  the  following  types:  spastic, 
athetoid,  rigidity,  or  ataxic.  These  are  the  four  major 
groups  which  are  most  often  diagnosed.  Spastic  cere- 
bral palsy  usually  manifests  the  "stretch  reflex”.  To 
determine  the  diagnosis  of  athetoid  cerebral  palsy,  the 
examiner  must  see  the  purposeless  movements  which 
the  patient  cannot  control.  To  diagnose  ataxia,  the 
ataxia  must  be  demonstrated.  The  diagnosis  of 
rigidity  must  be  based  upon  a state  of  rigidity, 
either  constant  or  intermittent  and  either  of  cog- 
wheel or  lead  pipe  type. 

Regional  Classification 

Various  anatomic  or  regional  types  of  involvement 
are  defined  as  follows: 

Paraplegia. — Involvement  only  in  the  legs. 

Diplegia. — Involverrient  associated  with  the 
legs,  and  to  a lesser  degree,  with  the  arms. 

Quadriplegia, — Severe  , involveipent  of  all 
four  extremities. 
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Hemiplegia. — Involvement  of  arm  and  leg  on 
the  same  side  of  the  body. 

Triplegia. — Involvement  of  three  of  the  ex- 
tremities. 

Double  Hemiplegia. — ^Involvement,  but  to 
different  degrees,  of  both  sides  of  the  body, 
apparently  from  two  separate  sources  of  cere- 
bral damage  such  as  bilateral  subdural  hema- 
tomata  or  bilateral  cerebral  hemorrhage  that 
does  not  communicate,  so  that  one  upper  ex- 
tremity perhaps  is  more  involved  than  the 
other  and  to  a lesser  degree  than  either  of  the 
lower  extremities. 

Monoplegia. — Involvement  of  one  extremity; 
a rare  form  of  cerebral  palsy  which,  when  di- 
agnosed, requires  that  the  physician  seriously 
question  the  diagnosis  in  many  cases.  Careful 
examination  may  reveal  involvement  of  another 
extremity. 

The  many  defects  associated  with  the  various 
types  of  cerebral  palsy  are  troublesome  in  treatment. 
They  include: 

1.  Brain  injury  type  of  emotional  disorders  (or- 
ganic behavior  disorder). 

2.  Increased  caloric  requirements  because  of  in- 
creased muscle  function  and  continuous  involuntary 
movements. 

3.  Tongue  reversal,  which  interferes  with  speech 
and  swallowing. 

4.  Multiple  speech  defects. 

5.  Disorders  in  breathing. 

6.  Drooling  because  of  swallowing  difficulties. 

7.  Sensory  changes:  congenital  cataracts,  retro- 
lental  fibrodysplasia,  esotropia  or  exotropia,  hearing 
losses,  tactile  sensory  losses,  two-point  discrimina- 
tion, localization  of  kinesthetic  sense  losses. 

8.  Dental  dysplasia. 


9.  Convulsive  disorders  and  intellectual  defects. 

10.  Intellectual  defects. 

Comprehensive  Diagnosis  and  Evaluation 

A comprehensive  diagnostic  evaluation  for  each 
cerebral  palsied  child  has  several  objectives: 

1.  To  establish  the  diagnosis. 

2.  To  determine  the  extent  of  involvement  and 
the  degree  of  handicap. 

3.  To  appraise  the  effect  of  the  specific  disability 
on  the  physical  and  personality  development  of  the 
child. 

4.  To  suggest  a prognosis  based  on  the  severity 
of  the  handicap,  the  child’s  capabilities  and  poten- 
tialities, and  the  quality  and  availability  of  resotuces 
to  help  him. 

5.  To  estimate  the  child’s  present  and  future  needs 
and  those  of  his  family. 

6.  To  recommend  treatment  and  to  suggest  a 
plan  of  follow-up  care. 

To  meet  these  broad  objectives  it  is  necessary  to 
study  each  child  from  various  points  of  view — medi- 
cal, educational,  social,  psychological,  and  vocational. 
The  detail  and  emphasis  of  the  complete  diagnostic 
evaluation,  however,  will  differ  with  each  child  and 
must  be  professionally  determined. 

An  all  inclusive  history  and  physical  examination 
should  include  study  of  motor-sensory  neurologic 
functions,  and  orthopedic,  pediatric,  ophthalmologic, 
dental,  nutritional,  psychiatric,  psychological  and 
educational  evaluations.  Examination  should  also  in- 
clude an  electroencephalogram  and,  if  needed,  spe- 
cial roentgenograms.  Social  and  vocational  evalua- 
tions may  be  needed,  as  well. 

A complete  diagnosis  of  the  cerebral  palsied  indi- 
vidual may  take  several  days,  weeks,  months  or,  in 
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some  cases,  years.  In  many  types  of  cerebral  palsy, 
there  is  a changing  picture.  For  example,  the  kernic- 
teric,  athetoid  quadriplegic  has  a relative  state  of  de- 
creased muscle  tone  during  the  first  year  of  life. 
During  this  period  an  increasing  tone  of  the  mus- 
culature may  develop,  then  the  patient  may  have 
movements  typical  of  the  dystonic  type  of  athetoid 
cerebral  palsy.  In  certain  other  types  of  disease,  for 
example,  in  mild  spastic  cerebral  palsy,  hemiplegia 
may  not  be  evident  until  the  patient  begins  to  walk. 
Many  investigators  have  stated  that  a diagnosis  of 


cerebral  palsy  cannot  necessarily  be  made  at  birth, 
and  the  condition  may  not  be  diagnosed  with  ac- 
curacy until  the  12  th  to  24th  month  of  life.  Among 
detailed  diagnostic  methods  which  may  be  needed 
are  psychogalvanometric  auditory  tests,  studies  for 
hearing  loss,  various  types  of  eye  tests,  special  pro- 
cedures of  pneumo  and  ventriculoencephalography, 
and  perhaps  selective  use  of  the  electroencephalo- 
gram in  pinpointing  the  location  of  tiny  lesions  of 
the  cerebral  cortex. 

Dr.  Engle,  975  Arthur  Godfrey  Road,  Miami  Beach  40, 
Fla. 


The  Research  Picture  in  Cerebrai  Paisy 


WILLIAM  F. 
CAVENESS,  M.D. 


rxESEARCH  IN  cerebral  palsy,  to  be  effective, 
must  include  many  disciplines,  each  of  which  illumi- 
nates a facet  of  the  problem.  Efforts  eventually  must 
be  related  to  the  development  of  the  brain  and 
those  factors  which  retard  or  advance  the  develop- 
ment process.  Through  such  research  comes  under- 
standing essential  to  the  conquest  of  cerebral  palsy. 

Basic  investigation  of  brain  structure  and  function 
includes  smdies  which  utilize  advanced  techniques 
in  electron  microscopy,  neurochemistry,  and  tissue 
cultures.  Investigation  also  includes  studies  of  cen- 
tral nervous  system  alterations  by  injuries  in  fetal 
and  perinatal  phases  of  development;  studies  of 
recovery  potential  after  injury;  and  studies  of  other 
forms  of  brain  disorder  with  manifestations  similar 
to  those  of  cerebral  palsy,  such  as  epilepsy  or  men- 
tal retardation. 

Such  basic  investigation  at  first  may  seem  remote, 
but  the  physician  must  remember  the  concrete  clin- 
ical gains  which  have  resulted  from  recognition  of 
the  isoimmunization  factor  in  kernicterus,  the  trans- 
placental transmission  of  toxoplasmosis,  and  the  ef- 
fect of  chronic  subdural  hematomas  in  neonatal 
brain  damage.  The  discovery  of  such  causes  of  brain 
damage  before  or  near  the  time  of  birth  is  essential 
to  the  more  adequate  prevention  of  their  effects. 


Clinical  studies  designed  to  gain  maximal  func- 
tion from  the  brain  with  established  damage  may 
effect  improved  methods  of  rehabilitation.  Training 
of  clinicians  and  investigators  with  interest  in  cere- 
bral palsy  should  assure  a continued  supply  of  pro- 
fessional personnel  essential  to  the  development  of 
such  a program. 

As  specific  examples  of  current  research,  three 
New  York  studies  are  described. 

1.  Effect  on  the  brain  of  x-kradiation  of  the 
fetus. — In  human  fetuses  the  brain  has  developed 
at  42  days.  Prior  to  closure  of  the  neural  tube,  the 
nervous  tissue  is  highly  vulnerable  to  irradiation; 
if  the  amount  of  irradiation  is  great,  the  entire  em- 
bryo is  destroyed.  Dr.  Roberts  Rugh  of  Columbia 
University  is  investigating  the  effects  of  marginal 
amounts  of  irradiation  which  permit  survival,  but 
which  still  may  cause  congenital  anomalies. 

The  developing  embryo  has  remarkable  powers  of 
repair  and  regeneration.  When  irradiation  kills  cells, 
the  embryo  discards  the  dead  ceils  and  rearranges 
the  remaining  cells,  sometimes  to  a degree  that 
topographically  resembles  normalcy.  In  a litter  of 
mice  which  are  irradiated,  for  instance,  individual 
responses  will  vary.  Animals  which  appear  normal 
may  be  found  defective  later  in  learning  ability  or 
behavior.  As  the  embyro  becomes  a fetus  it  is  still 
susceptible  to  irradiation,  but  results  of  irradiation 
cannot  be  shown  as  graphically  because  organ  de- 
velopment is  completed. 

The  purpose  of  Dr.  Rugh’s  study  is  to  detect 
more  subtle  damage  to  the  central  nervous  system  by 
exact  anatomic  and  physiologic  methods  of  examina- 
tion at  successive  age  levels.  The  ultimate  purpose 
is  to  determine  potential  damage  to  human  embryos 
from  roentgen  examination  of  women  in  early  stages 
of  pregnancy. 

2.  Study  of  the  regenerative  potential  of  neural 
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tissue  directed  at  improving  peripheral  nerve  palsy. 
Millipore,  a cellulose  acetate  plastic  resembling  a 
honeycomb,  has  a mono-molecular  filter,  and  is  20 
per  cent  actual  substance  and  80  per  cent  porous. 
Each  pore  is  approximately  0.45  microns  in  diameter. 
A tube  of  this  material  surrounding  the  ends  of  a 
severed  nerve  creates  a favorable  environment  for 
regeneration.  It  excludes  scar  tissue  and  allows  nu- 
trient fluids  to  pass  through  and  nourish  severed 
nerve  fibers.  As  a more  reliable  means  for  guiding 
regenerating  axons,  the  gaps  within  the  tube  are 
filled  with  fresh  or  preserved  autogenous  nerve 
grafts.  These  methods,  developed  in  experimenta- 
tion on  the  cat,  are  applicable  to  repair  of  periph- 
eral nerves  in  human  beings. 

Further  investigation  on  the  cat  with  a severed 
spinal  cord  has  allowed  regeneration  of  nerve  fibers 
that  will  conduct  electrical  impulses,  but  not  yet 
coordinated  function.  Dr.  James  B.  Campbell  of 
Columbia  University  is  conducting  this  investiga- 
tion. 

3.  Brain  development  as  indicated  by  electroen- 
cephalography at  successive  age  levels  [in  monkey 
and  man). — EXiring  the  past  five  years  the  author 
has  studied  the  developing  brain  in  the  rhesus  mon- 
key. One  of  the  parameters  of  investigation  has 
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RALPH  HANNA,  M.D. 

I NVESTIGATIONS  by  Reid  in  1955,^  the  Coordi- 
nating Council  for  the  Handicapped  in  1958,®  and 
the  author  in  I960  present  a comparison  of  services 
available  for  patients  with  cerebral  palsy.  For  the 
last-named  study,  a questionnaire  to  all  known  out- 
patient rehabilitation  centers  in  Texas  elicited  30 
responses.  Reported  areas  had  a population  of  5,- 
300,000,  or  approximately  55  per  cent  of  the  state’s 
total  population.^  Facilities  in  communities  for 
which  representatives  did  not  answer  represented 
6 per  cent  of  the  total  population.  Residential  facil- 
ities were  not  canvassed  because  most  of  their  in- 
habitants were  known  to  local  centers. 


been  systematic  electroencephalography.  There  has 
been  a growing  awareness  of  distinctive  patterns  as- 
sociated with  the  natural  states  of  wakefulness, 
drowsiness,  and  light  and  deep  sleep.  They  develop 
at  different  rates  and  from  different  areas  of  scalp 
recording.  The  most  significant  changes  in  each  of 
these  electrical  patterns  have  been  noted  between 
birth  and  puberty.  When  they  are  compared  with 
human  "brain  waves”  recorded  from  birth  to  puber- 
ty, a remarkable  similarity  is  observed.  However, 
whereas  this  epoch  in  man  requires  from  12  to  15 
years,  such  development  in  the  monkey  occurs  with- 
in 24  months;  therefore,  this  laboratory  animal  pro- 
vides a useful  means  of  studying  the  electrical  re- 
flections of  normal  brain  development. 

Against  this  background,  abnormal  states  such  as 
convulsive  disorders,  may  be  understood  better.  By 
inducing  focal  seizures  at  successive  age  levels,  elec- 
trical expression  and  clinical  manifestations  at  suc- 
cessive stages  of  brain  development  have  been  ob- 
served. In  this  manner  investigators  hope  to  im- 
prove their  understanding  of  the  shifting  pattern  of 
seizures  in  growing  children. 

^ Dr.  Caveness,  Associate  Professor  of  Clinical  Neurology, 
College  of  Physicians  and  Surgeons,  Columbia  University, 
New  York,  N.Y. 


Facilities  in  19SO 


Using  Reid’s  established  incidence  of  308  per 
100,000,  there  are  30,568  cerebral  palsied  individuals 
in  the  state,  of  whom  about  25,000  need  some 
special  care. 

Enrollment  of  the  orthopedically  handicapped  in- 
dividuals in  public  educational  facilities  increased  by 
17  per  cent  between  1955  and  1958  and  by  49  per 
cent  between  1955  and  I960.  In  addition,  in  the  five 
years  between  1955  and  I960  there  was  a 9 per  cent 
increase  in  classroom  teachers,  43  per  cent  in  hos- 
pital teaching  and  92  per  cent  in  homebound  educa- 
tional programs. 

According  to  Reid’s  figures,  18,400  patients  are 
in  the  school-age  group.  About  21  per  cent  of  these 
are  severely  affected  and  39  per  cent  are  mentally 
retarded.  Remaining  are  11,000  patients  in  the  edu- 
cable  group. 

One-rhird  of  the  communities  canvassed  had  no 
preschool  program,  and  one-third  no  special  classes. 
Twenty-eighr  communities  offer  physical  therapy, 
but  representatives  of  five  communities  believe  that 
their  service  is  inadequare.  Speech,  education,  and 
recreational  services  were  available  in  17  communi- 
ties, although  six  reported  inadequate  speech  ther- 
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apy  programs.  Fifteen  communities  had  an  occupa- 
tional therapy  program.  A social  program  was  avail- 
able in  15  communities,  whereas  16  had  transporta- 
tion programs,  six  had  dental  programs,  five  had 
baby  sitting  programs,  and  one  had  a prevocational 
program.  Only  six  had  any  recreational  activities,  and 
only  four  communities  had  adult  programs,  all  of 
which  were  judged  adequate.  Twenty-four  conunun- 
ities  had  a parent  program  with  educational  aspects. 
According  to  Reid’s  figures,  8,588  of  the  cerebral 
palsied  persons  are  adtdts  or  teenagers,  and  10,000 
are  mentally  retarded,  for  whom  practically  nothing 
is  being  done. 

A digest  of  the  medical  services  shows  that  one 
center  is  without  any  medical  supervision  and  that 
five  have  only  an  orthopedist.  A two  man  team  of 
orthopedist  and  pediatrician  is  present  in  22  com- 
munities; an  ophthalmologist  or  otolaryngologist  is 
available  in  15  communities;  and  a physiatrist  is 
present  in  11  centers.  In  addition,  neurologic  serv- 
ice is  available  in  two  centers  and  psychological 
services  are  available  to  about  half  of  the  centers. 


In  five  communities,  patients  are  not  re-evaluated 
and  in  two  communities  they  are  re-evaluated  only 
every  two  years.  Patients  in  the  remaining  27  centers 
are  re-examined  at  frequent  intervals.  Reporting 
sources  list  only  21  per  cent  of  the  suspected  cere- 
bral palsied  population.  Only  6.2  per  cent  of  these 
individuals  are  being  given  therapy,  and  in  most 
cases  this  therapy  is  inadequate,  according  to  the 
survey  evaluation. 

The  problem  before  Texans,  then,  is  to  obtain 
more  classroom  instruction  for  the  valuable  social 
aspect  of  education;  to  establish  services  for  teen- 
age, adult,  and  inteUecrually  deficient  cerebral  pal- 
sied persons;  and  to  improve  and  increase  medical 
supervision  of  therapy. 
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Special  Education 


Special  education  for  children  with  cere- 
bral palsy  encompasses  the  concept  of  the  teacher’s 
prayer:  "Let  a child  have  his  education”.  This  con- 
cept specifically  refers  to  individualization  of  goals, 
planning,  procedures,  and  instruaion  in  a group 
setting.  This  concept  is  inspired  by  the  philosophy 
of  the  dignity  and  worth  of  the  individual  and  of 
his  opportunity  to  achieve  goals  within  the  limita- 
tion of  his  handicaps. 

The  complex  of  handicaps  which  may  accompany 
cerebral  palsy  obviously  implies  a need  for  the  team 
approach  in  treatment.  This  implication  applies  to 
education  as  well. 

When  parents  or  guardians  apply  for  admission 
of  a child  with  cerebral  palsy  to  an  educational 
agency,  whether  public  or  private,  they  will  find  that 
the  following  considerations  are  implicit  in  an  agen- 


cy’s design  for  meeting  the  educational  needs  of 
cerebral  palsied  children: 

1.  All  available  information  pertinent  to  the 
child’s  needs  in  school  should  be  collected  from 
agencies  which  have  served  the  child  in  various 
areas. 

2.  Physical  examination  is  essential  for  the  spe- 
cific purpose  of  reviewing  the  child’s  physical  needs 
with  consideration  of  the  educational  agency’s  fa- 
cilities, limitations  for  physical  care,  and  mainte- 
nance of  the  child  during  the  school  day.  Such  exam- 
ination presupposes  a history  of  appropriate  medi- 
cal diagnosis,  care,  and  continuing  care  on  the  in- 
itiative of  the  parent  with  private  physicians  or 
agency  services. 

3.  Educational  diagnosis  should  be  obtained,  in- 
cluding educational  implications  which  apply  to 
ability  levels  for  verbal  and  performance  material, 
social  maturity,  hand  use,  communication  skills, 
and  perceptual  problems. 

4.  Conferences  should  be  held  with  parents  for 
interpretation  of  the  role  of  the  educational  agency 
and  of  the  findings  related  to  educational  diagnosis 
and  planning. 

5.  Depending  upon  the  organizational  structure 
of  the  special  school,  special  class  in  regular  class, 
or  individualized  planning  in  the  regular  class, 
school  planners  should  consider  the  educational 
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problems,  curriculum,  materials,  and  equipment 
needed  for  children  with  cerebral  palsy.  Problems 
may  revolve  around  some  of  the  more  difficult 
aspects  of  planning  such  as  recruitment  of  trained 
teachers,  provision  of  home-school  transportation, 
mobility  of  the  children  about  the  school  building, 
methods  of  providing  attention  to  the  most  personal 
needs  of  children,  accessibility  to  needed  therapies, 
and  provision  of  additional  resources  for  the  many 
children  with  cerebral  palsy  who  have  sensory  defi- 


cits, mental  retardation,  and  perceptual  problems,  as 
well  as  motor  handicaps. 

Today,  educators  of  children  with  cerebral  palsy 
know  their  own  limitations;  they  have  some  insight 
into  the  role  of  education  in  total  planning  for  the 
child;  and  they  direct  total  school  life  planning  and 
explore  appropriate  facilities  beyond  the  school 
years. 

^ Miss  Varner,  Coordinator  of  Special  Education,  Dallas 
Independent  School  District,  3700  Ross  Ave.,  Dallas  1. 


Speech  and  Hearing 


113  OYS  AND  GIRLS  with  cerebral  palsy  have 
only  two  things  in  common:  they  are  all  children 
and  they  all  have  some  kind  of  motor  deficiency. 
The  speech  pathologist  and  the  audiologist  must 
delineate  the  communication  assets  and  liabilities  of 
each  child  and  must  plan  his  language  and  speech 
development  program  accordingly.  If  the  therapist 
evaluates  the  child’s  abilities  early,  utilizes  his  assets 
to  improve  the  liabilities,  and  re-evaluates  his  abili- 
ties as  habilitation  is  accomplished,  the  cerebral  pal- 
sied child  win  have  the  optimal  opportunity  to  de- 
velop an  adequate  means  of  communication. 


Auditory  Aspects 

Much  is  heard  about  preventive  medicine  and  its 
underlying  principles  are  being  utilized  more.  For 
example,  routine  audiometric  studies  are  recom- 
mended for  all  cerebral  palsied  children  at  the 
earliest  age  feasible.  If  a hearing  loss  exists,  appro- 
priate medical  care  and  language  building  proced- 
ures are  applied.  If  the  audiologist  recommends 
amplification,  therapists  must  insist  that  the  child 
wear  his  aid  every  waking  hour.  Ingenuity  may 
be  required  of  the  therapist  because  speech  distor- 
tion may  result  from  constant  bumping  and  noise 


of  clothing  against  the  microphone,  attributable  to 
the  child’s  random  movements.  In  such  an  instance, 
a carrying  case  may  be  tacked  to  the  back  of  the 
wheel  chair  to  hold  the  hearing  aid  and  a long 
enough  cord  must  be  attached  to  the  receiver  to 
prevent  its  being  jerked  out.  If  the  child  needs 
visual  clues  (lip  reading)  to  improve  intelligibility, 
his  head  should  be  stabilized  in  such  a position  that 
he  can  easily  see  the  faces  of  persons  who  will  be 
talking  to  him  all  day.  In  addition,  a long  handle 
may  be  attached  to  the  front  of  the  wheel  chair  so 
that  it  can  be  pushed  while  the  child  rides  back- 
ward. Such  a procedure  would  add  many  more  "look 
and  listen  hours’’  of  conversation,  which  are  so  vital- 
ly important  in  the  language  building  program  of 
the  youngster  with  auditory  impairment. 


Language  Aspects 

Given  a fair  amount  of  intellectual  capacity  and 
normal  hearing,  every  cerebral  palsied  child  can 
learn  to  ideate  and  to  comprehend  oral  language  if 
his  environment  is  adequate.  His  language  usage  is 
dependent  upon  many  factors.  To  accomplish  lan- 
guage comprehension,  the  child  must  be  allowed  to 
live  with  groups  such  as  his  family  and/or  groups 
of  children  undergoing  therapy.  His  environment 
should  not  be  static,  but  should  change  as  it  does 
in  the  developmental  life  of  the  normal  child.  In  this 
way  the  patient  can  learn  to  communicate  his  wishes 
and  feelings.  In  the  kitchen,  he  may  learn  the 
simple  fact  that  something  comes  out  of  the  faucet 
when  a handle  is  turned.  When  the  word  "water” 
is  said  aloud  many  times,  the  symbol  will  begin  to 
take  on  meaning.  'The  use  of  water  will  be  observed 
for  cleansing  hands,  for  drinking,  and  for  mopping 
the  floor.  The  child  may  develop  problem-solving 
abilities  such  as  that  which  cautions  him  against 
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upsetting  a glass  of  water.  As  another  example, 
when  the  door  bell  rings,  he  will  observe  that  some- 
one is  on  the  other  side  of  the  door  and  will  note 
that  it  is  not  always  the  same  person.  He  should 
also  have  an  opportunity  to  hear  such  words  as 
"neighbor”,  "postman”,  and  "ice  cream  man”.  In 
essence,  he  should  be  exposed  to  the  same  kind  of 
a language  environment  in  which  his  brothers,  sis- 
ters, and  peers  are  learning  to  communicate  orally. 
If  it  becomes  apparent  at  age  four  to  six  that  the 
prognosis  for  good  oral  communication  is  poor,  a 
reading  readiness  program  should  be  instituted.  Con- 
versation boards  and  other  substitute  means  of 
communication  may  be  used. 

Speech  Aspects 

It  is  apparent  that  if  a child  demonstrates  im- 


paired performance  in  chewing  and  swallowing,  he 
cannot  use  this  same  mechanism  adequately  for 
the  production  of  speech.  Sucking  through  a bend- 
able straw  may  help  him  to  develop  better  swallow- 
ing habits.  It  must  be  certain  that  the  child’s  head 
is  stabilized  in  a normal  position.  If  the  head  is 
fallen,  sucking  is  difficult  and  much  of  the  liquid 
may  be  directed  through  the  nasal  passages.  A fallen 
head  may  also  cramp  the  phonating  and  resonating 
systems  to  such  an  extent  thut  voice  quality  and  the 
rhythm  of  speech  are  impaired. 

There  are  many  other  facets  in  the  management 
of  communication  disorders  of  the  cerebral  palsied 
child.  It  is  hoped,  however,  that  those  presented 
may  offer  new  concepts  to  some  or  may  serve  as  a 
springboard  for  the  development  of  improved  diag- 
nostic and  training  techniques. 

I Dr.  Bangs,  Associate  Director,  Houston  Speech  and 
Hearing  Center,  1343  Moursund  Ave.,  Houston  25. 


Physical  Therapy 


TT HE  PRIMARY  ROLE  of  the  physical  therapist 
in  the  management  of  patients  with  cerebral  palsy 
is  to  develop  ambulation,  with  or  without  special 
equipment,  and  to  improve  the  patient’s  gait.  The 
physical  therapist  is  dependent  upon  medical  super- 
vision by  an  orthopedist,  physiatrist,  or  pediatrician 
for  diagnosis  and  establishment  of  a treatment  pro- 
gram for  the  individual  child. 

Another  member  of  the  rehabilitation  team  is  the 
medical  social  worker,  whose  intimate  contact  with 
the  family  and  community  can  lend  much  insight 
into  the  child’s  psychological  and  physical  needs. 
From  a physical  point  of  view,  this  worker  can 
assess  the  home  situation;  also,  school  conditions 
with  regard  to  stair  climbing,  bathroom  require- 
ments, self-feeding,  or  other  prerequisites  for  at- 
tendance. Appropriate  emphasis  then  can  be  given 


these  additional  basic  needs  in  the  total  treatment 
program.  The  medical  social  worker  and/or  psychol- 
ogist who  works  with  the  family  unit  may  also 
alert  the  therapist  to  emotional  conflicts  such  as 
parental  overprotection  that  stifles  the  child’s  ef- 
forts, or  expectations  and  pressures  that  cause  frus- 
tration and  rebellion  because  of  a sense  of  defeat. 
Awareness  of  these  pressures  or  lack  of  pressures 
will  help  the  therapist  to  organize  a program  in 
which  the  child  may  realize  success  and  thus  attain 
a greater  feeling  of  self-confidence  and  self-worth. 

A treatment  program  is  established  to  strengthen 
through  active-assistive,  active,  or  resistive  exercise, 
the  weak  muscle  groups  and  to  stretch  the  muscle 
groups  which  are  tight.  Balance  activities  are  begun 
at  the  necessary  level  for  the  individual  child.  For 
patients  with  tension  athetosis,  time  is  well  spent 
in  teaching  conscious  relaxation,  not  only  while  the 
child  is  on  the  treatment  table  but  while  he  is  in 
positions  of  function  such  as  sitting,  standing,  and 
walking. 

Braces,  which  are  considered  an  important  adjunct 
to  the  therapy  program,  are  prescribed  according  to 
the  needs  of  each  child.  They  are  used  ( 1 ) to  sup- 
port weak  muscles,  (2)  to  control  involuntary  mo- 
tions, and  (3)  to  prevent  contractures.  The  staff 
at  Moody  State  School  prefers  to  put  braces  on 
children  as  early  as  possible  to  permit  them  to  be- 
come accustomed  to  weight  bearing  positions  and 
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activities.  As  muscle  strength  or  motor  control  im- 
prove and  as  good  walking  patterns  are  established, 
the  bracing  can  be  reduced  gradually  and,  in  some 
cases,  can  be  discarded. 

Corrective  surgery  is  another  important  adjunct 
to  physical  therapy.  Relatively  simple  procedures 
applied  to  carefully  selected  patients  of  the  spastic 


type  can  eliminate  the  need  for  manual  stretching. 
The  procedures  also  help  to  establish  good  ambula- 
tion within  a few  months.  In  milder  cases,  surgery 
plus  therapy  results  in  a nearly  normal  gait. 

^ Miss  St.  James,  Director,  Moody  State  School  for 
Cerebral  Palsied  Children,  Box  420,  Galveston. 


Occupational  Therapy 


DOROTHY  M.  SNIFFIN,  O.T.R. 


TT HE  ACTIVITIES  of  successful  daily  living  have 
been  considered  the  criteria  for  establishing  a re- 
habilitation program  for  an  individual  patient  with 
cerebral  palsy.  These  activities  include  dressing, 
feeding,  care  of  natural  body  functions,  and  devel- 
opment of  skills  for  some  patients.  Activities  are 
graded  according  to  the  individual’s  basic  develop- 


ment, and  an  attempt  is  made  to  follow  normal 
maturation  patterns.  Special  devices  may  be  used 
to  facilitate  basic  notions,  and  their  use  may  be 
discontinued  when  the  need  for  them  no  longer 
exists. 

Group  and  individual  instruction  are  given  to 
obtain  the  desired  patterns  in  the  use  of  the  upper 
extremity.  Perceptual  problems  of  spatial  relation- 
ship, poor  tactile  discrimination,  and  impaired  hear- 
ing and  vision  are  often  severe  hindrances  to  devel- 
opment of  the  activities  of  daily  living. 

^ Miss  Sniffin,  Houston  State  Psychiatric  Institute,  1300 
Moursund  Ave.,  Texas  Medical  Center,  Houston  25. 


Dentistry 


RICHARD  E. 

JENNINGS,  D.D.S.,  M.S.D. 


I HE  MOST  LOGICAL  approach  in  dentistry  for 
the  patient  with  cerebral  palsy  is  one  of  prevention, 
which  should  be  instituted  at  an  early  age  and  fol- 
lowed rigidly  through  the  years.  The  preventive 
program  can  be  accomplished  at  home  through  in- 
stitution of  proper  oral  hygiene  procedures  and 
dietary  counseling  with  the  parents.  It  can  be  ac- 


complished in  the  dental  office  by  utilizing  anti- 
caries agents  such  as  stannous  fluoride  and  by  fos- 
tering early  and  routine  dental  examinations  to 
prevent  the  development  of  gross  defects  which 
would  require  long  treatment  periods  and  compli- 
cated procedures. 

Many  cerebral  palsied  children  can  be  treated  ade- 
quately in  the  office  of  the  dental  practitioner  with 
little  variation  from  the  approach  used  for  normal 
patients.  As  a rule,  more  can  be  accomplished  to- 
ward total  rehabilitation  for  the  more  alert,  less 
physically  handicapped  patient.  Preoperative  medi- 
cation may  facilitate  treatment  in  the  dental  office; 
yet  sometimes  it  is  necessary  to  resort  to  the  use  of 
general  anesthesia  in  a hospital  operating  room  to 
treat  the  patient  satisfactorily. 

1^  Dr.  Jennings,  Professor  and  Chairman,  Preventive  Den- 
tal Medicine,  The  University  of  Texas  Dental  Branch, 
Houston  25. 
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HYPNORELAXATION:  Therapy 
for  Tension  States 


The  author  has  made  a clinical  evaluation  of 
hypnorelaxation  as  a psychotherapeutic  technique 
in  treating  tension  states.  Although  there  have  been 
innumerable  reports  on  the  success  of  hypnosis  in 
treating  individual  patients, and  several 
therapists  have  recommended  its  use  in  promoting 
relaxation,^’  there  are  no  reports  of  attempts  to 
evaluate  the  effectiveness  of  hypnorelaxation  in  a 
series  of  anxiety  cases  treated  in  succession  and  com- 
pared with  a control  group. 

Hypnosis  seems  to  have  escaped  the  more  ob- 
jective studies  accorded  the  tranquilizers,  the  anti- 
depressants, and  the  shock  therapies.  Most  authors 
prefer  to  cite  individual  cases  as  evidence  of  success, 
or  to  go  into  the  dynamics  of  a few  carefully  de- 
tailed hypnoanalyses.  Reporting  outstanding  success 
with  a few  selected  patients  is  an  unreliable  argu- 
ment for  a treatment  technique.  There  are,  for  ex- 
ample, many  reports  of  special  syndromes  such  as 
conversion  hysteria  and  asthma  which  have  been 
cured  with  hypnosis.^®’  Schneck^^  reported  four 
cases  of  severe  anxiety  controlled  with  hypnosis. 
Most  of  the  papers  reviewed  by  the  author  consist 
of  a statement  of  opinion  illustrated  with  a few 
invariably  successful  cases,  rather  than  an  investiga- 
tion of  therapeutic  effectiveness.  Therefore,  it  seemed 
desirable  to  test  the  efficacy  of  hypnotherapy  in  a 
series  of  unselected  patients  from  office  practice. 
Patients  were  told  that  the  procedure  would  be  car- 
ried out  as  a test  of  the  value  of  hypnorelaxation  in 
relieving  anxiety  symptoms.  If  the  patient  was  will- 
ing to  accept  the  treatment  on  that  basis,  therapy 
was  begun. 


Method 

Thirty  persons  were  diagnosed  as  having  psycho- 
neurosis and/or  anxiety  reaction  (Standard  Nomen- 
clature). In  addition  to  the  usual  psychotherapy  and 


drug  therapy,  these  patients  were  given  hypnorelaxa- 
tion. The  control  group  consisted  of  30  patients  with 
the  same  diagnosis  who  were  matched  for  age,  sex, 
intelligence,  and  number  of  visits.  They  received 
approximately  the  same  psychotherapy  and  drugs,  but 
were  not  given  hypnorelaxation.  It  was  realized,  of 
course,  that  this  was  far  from  an  ideal  controlled 
study  which  would  isolate  the  variables  "psycho- 
therapy”, "drugs”,  and  "hypnorelaxation”,  and  utilize 
a double  blind  method  of  evaluation,  but  the  objec- 
tivity of  the  smdy  appears  to  be  greater  than  those 
made  heretofore. 

All  patients  in  the  smdy  took  a brief  intelligence 
test  (the  Isham  Picmre  Identification  Test,  which 
has  been  found  reliable,  and  to  correlate  .95  with 
the  Wechsler  Intelligence  Scale  in  a series  of  50 
adults).  Each  patient  also  was  given  a five-card 
Rorschach  and  the  Draw-A-Person  test  as  a further 
check;  the  author  believes  the  intelligence  ratings 
were  accurate  enough  for  this  smdy.  The  compara- 
tively high  intelligence  ratings,  especially  in  the  con- 
trol group,  reflect  the  fact  that  most  people  who 
suffer  from  anxiety  states  and  seek  psychotherapy 
are  of  above  average  intelligence. 

The  hypnosis  procedure  used  was  that  described 
by  Wolberg^^  for  induction  with  object  fixation. 
The  state  of  hypnosis  was  judged  by  the  following 
criteria: 

Light,  Stage  1. — Eyelids  flutter  and  close,  breath- 
ing deepens,  there  is  drowsiness,  and  the  patient 
awakens  easily. 

Medium,  Stage  2. — Deeper  breathing,  hypesthesia, 
and  analgesia  are  present.  The  eyeballs  roll  up.  Post- 
hypnotic suggestion  of  thirst  is  effective,  and  the 
patient  awakens  gradually. 

Deep,  Stage  3. — There  is  deep  relaxation,  halluci- 
nation of  odor,  posthypnotic  amnesia,  and  anesthesia. 
The  patient  awakens  slowly. 

The  hypnorelaxation  period  averaged  about  25 
minutes,  being  somewhat  longer  at  first  and  shorten- 
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Thirty  patients  with  anxiety  reactions  were 
treated  with  hypnotherapy  plus  drugs  and 
psychotherapy.  A control  group  received  only 

the  latter  treatments.  Although  results  were  CHAPMAN  ISHAM,  M.D. 

only  slightly  better  in  the  experimental 
group,  hypnorelaxation  still  can  be  an  asset 
in  treating  such  cases. 


ing  with  practice.  Suggestions  were  strictly  limited 
to  relaxing  at  home,  worrying  less,  taking  things 
easy,  sleeping  better,  experiencing  less  fatigue  and 
more  energy,  and  particularly  suggesting  that  the 
relaxation  experienced  during  hypnosis  would  con- 
tinue during  the  ensuing  week.  No  exploratory, 
cathartic,  or  associative  techniques  were  used.  In 
most  cases  visits  were  once  per  week,  or  occasionally, 
twice. 

Tranquilizers  and  anti-depressants  were  customar- 
ily tried  for  from  one  to  three  weeks,  sometimes 
longer,  before  evaluation  or  changing  medication. 

Criteria  for  favorable  response  to  treatment  were 
graded  from  0 to  3 as  follows; 

0 —  No  improvement. 

1 —  Feels  better  but  symptoms  persist. 

2 —  Reduction  of  symptoms  by  at  least  one  half. 

3 —  Complete  disappearance  of  symptoms. 
Evaluation  of  response  was  made  on  completion  of 
treatment,  and  no  long-term  follow-ups  were  made. 

Psychotherapy  with  aU  patients  included  a psychi- 
atric history  and  physical  and  laboratory  evaluation; 
the  latter  usually  was  done  by  the  referring  doctor, 
and  sometimes  by  the  therapist.  The  psychotherapy 
was  directive  or  non-directive,  supportive  or  analyti- 
cal, depending  on  the  individual  patient.  Since  the 
same  therapist  treated  all  60  patients,  the  approach, 
whatever  its  descriptive  label,  was  consistent. 

Results 

In  the  30  patients  treated  with  hypnorelaxation 
there  were  no  important  complications.  One  patient 
(Case  14)  cried  during  the  initial  induction  and  was 
much  relieved  afterward.  Another  patient  (Case  5) 
had  a tension  reaction  with  muscle  spasm  during  the 
first  two  inductions.  This  gradually  disappeared,  and 
was  followed  by  improvement  in  her  condition. 

The  results  with  the  hypnorelaxation  therapy 
group  are  given  in  Table  1.  The  control  group,  which 


is  similar  in  regard  to  drugs,  is  not  given  in  detail. 
Comparison  of  the  two  groups  is  given  in  Table  2. 
The  control  group  had  a somewhat  higher  average 
intelligence,  but  was  in  other  respects  closely  similar. 
The  reason  for  higher  average  I.Q.  in  the  control 
group  is  that  some  less  intelligent  persons  (Cases 
5,  13,  14,  22,  27)  were  suitable  for  the  hypnotic 
approach,  but  would  nor  have  been  good  subjects 
for  psychotherapy. 

Results  were  improvements  graded  1.73  in  the 
hypnotherapy  group  and  1.63  (t  = .39)  in  the  con- 
trol group.  The  difference  is  not  significant.  Thus, 
in  spite  of  what  appeared  to  be  dramatic  improve- 
ment in  individual  cases  (1,  5,  13,  14,  19,  24), 
there  were  as  many  such  improvements  in  the  regu- 
lar psychotherapy  controls. 

In  both  groups,  the  author  rated  drug  therapy  as 
being  inferior  to  psychotherapy  or  psychotherapy 
plus  hypnosis.  Most  of  the  patients  had  tried  the 
various  drugs  prior  to  hypnorelaxation.  A correlation 
was  run  between  the  results  obtained  with  drugs  and 
the  results  obtained  with  psychotherapy  in  47  pa- 
tients out  of  60  who  took  drugs:  r = .29,  which  is 
nor  significant.  Thus  many  patients  who  did  not  re- 
spond to  drugs  did  respond  to  psychotherapy  or  to 
psychotherapy  plus  hypnosis  (Cases  1,  3,  9,  18,  22, 
23),  and  there  was  no  clear  reason  why  one  patient 
should  respond  best  to  drugs  and  another  to  psycho- 
therapy. 


Discussion 

Results  of  this  study  do  not  indicate  that  hypno- 
relaxation has  superiority  over  psychotherapy  as  an 
approach  to  anxiety  states,  even  though  the  group 
treated  with  hypnosis  had  slightly  better  results.  The 
difference  is  scarcely  significant.  This  does  not  mean 
that  hypnorelaxation  is  not  a useful  adjunct  in  psy- 
chotherapy. This  study  provides  a strong  argument 
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Table  1. — Hypnorelaxation  Group. 


Case  Sex  Age  I.Q.  Visits 


Hypnosis 

Sessions 


Stage  of 
Hypnosis 


Response 


Drug  Rx 


Response 


7 

8 
9 

10 

11 


12 

13 

14 

15 


16 

17 

18 

19 

20 


21 

22 


M 

F 

M 


M 


M 

M 

M 

F 

M 


M 

M 

F 

F 


M 

F 


20 

62 

45 


29 

43 

22 

17 

28 

47 

21 

32 


115 

121 

125 


130 

90 

111 

127 

125 
130 

126 
118 


11 

29 


64 


5 

12 

11 

2 

45 


12 


37 

24 
34 

25 


26 

26 

25 

20 

45 


29 

60 


107 

85 

95 

111 


112 

125 

125 

121 

100 


118 

85 


11 

7 

10 

16 


55 

4 

35 
27 

36 


2 

49 


5 

6 

10 

10 


4 

7 

6 

18 


2 

19 


Chlordiazepoxide  hydrochloride 
(Librium  Hydrochloride) 
Chlordiazepoxide  hydrochloride 
Imipramine  hydrochloride 
(Tofranil) 

Trifluoperazine  (Stelazine) 
Prochlorperazine  dimaleate 
(Compazine) 

Phenylethylhydrazine  dihydrogen 
sulfate  (Nardil) 

Chlorpromazine  (Thorazine) 
Meprobamate  ( Equan  il ) 
Methamphetamine  hydrochloride 
(Methedrine) 

None 

None 

Prochlorperazine  dimaleate 
Chlordiazepoxide  hydrochloride 
Meprobamate 

Prochlorperazine  dimaleate 
Trifluoperazine 
Chlorpromazine 
Triflupromazine  hydrochloride 
( Vesprin) 

Chlordiazepoxide 

Phenylethylhydrazine  dihydrogen  sulfate 
Chlordiazepoxide  hydrochloride 
Chlordiazepoxide  hydrochloride 
Deanol  acetamidobenzoate  (Deaner) 
Prochlorperazine  dimaleate 
Phenylethylhydrazine  dihydrogen 
sulfate 

Meprobamate 

Promazine  hydrochloride  (Prozine) 
Chlordiazepoxide  hydrochloride 
Chlorpromazine 
None 

Meprobamate 

Benacryzine  hydrochloride  (Deprol) 
Chlordiazepoxide  hydrochloride 
Chlordiazepoxide  hydrochloride 
Prochlorperazine  dimaleate 
Phenylethylhydrazine  dihydrogen 
sulfate 

Isocarboxazid  ( Marplan ) 
Chlordiazepoxide  hydrochloride 


23 

F 

29 

121 

4 

4 

1 

1 

Prochlorperazine  dimaleate 

0 

Meprobamate 

0 

24 

F 

30 

111 

30 

8 

2 

3 

Chlordiazepoxide  hydrochloride 

1 

25 

F 

38 

100 

16 

6 

2 

2 

None 

26 

F 

35 

100 

19 

5 

2 

0 

Chlordiazepoxide  hydrochloride 

0 

27 

F 

40 

95 

5 

3 

1 

0 

Meprobamate 

Promazine  hydrochloride 

0 

28 

F 

36 

129 

45 

2 

1 

0 

Meprobamate 

Promazine  hydrochloride 

1 

29 

F 

25 

127 

3 

3 

2 

0 

Chlordiazepoxide  hydrochloride 

0 

30 

M 

35 

130 

11 

5 

3 

2 

Isocarboxazid 

1 

Table 

2. — Comparison 

Summary  of  Hypnorelaxation  Group  and  Control 

Group. 

Number 

Av. 

Av.  Av.  No. 

Av. 

Cases 

Age 

M 

F 

I.Q.  Visits 

Improvement 

Hypnosis 

30 

32.8 

11 

19 

113.8  19.5 

1.73 

Control 

30 

33.5 

12 

18 

118.7  16.9 

1.63 
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against  hypnotizing  people  for  relaxation  and  symp- 
tom removal  without  using  other  methods  also. 
Hypnorelaxation  should  be  a psychotherapeutic  meth- 
od which  can  be  a part  of  psychotherapy.  In  this 
context  it  has  special  value  in  individual  cases.  For 
example,  in  cases  13  and  14,  two  women  of  less  than 
average  intelligence  had  severe  anxiety  symptoms. 
They  were  completely  relieved  by  the  hypnosis  ses- 
sions, combined  with  administration  of  Librium  Hy- 
drochloride and  supportive  therapy.  In  these  in- 
stances, the  hypnorelaxation  greatly  facilitated  a con- 
structive, effective,  doctor-patient  relationship. 

It  would  be  interesting  to  know,  if  possible,  what  ^ 
type  of  person  is  more  apt  to  benefit  from  hypno- 
relaxation. This  question  is  hard  to  ainswer.  The  au- 
thor cannot  agree  that  a person  must  be  of  above 
average  intelligence.  On  the  contrary,  several  of  the 
most  successful  cases  were  in  the  lower  intelligence 
group.  Nor  does  the  number  of  visits  correlate  too 
well.  Several  patients  responded  with  the  first  ses- 
sion; others  improved  gradually  over  five  to  ten  ses- 
sions. Some  patients  like  the  hypnosis  approach 
more  than  others.  One  always  will  be  surprised  to 
find  individuals  whom  hypnotherapy  seems  to  help, 
and  be  disappointed  in  others  who  first  seemed  to 
be  good  subjects. 

In  practice  it  is  difficult  to  tell  the  benefits  of 
hypnorelaxation.  Even  when  patients  greatly  im- 
prove, they  themselves  are  apt  to  overlook  the  part 
of  hypnosis,  or  to  say  that  they  cannot  tell  whether 
or  not  it  helped  them. 

The  high  improvement  rate  among  the  total  60 
patients  agrees  with  the  general  opinion  of  good 
prognosis  for  anxiety  states.  The  number  of  inter- 
views required  varied  considerably. 


Summary 

Thirty  cases  of  anxiety  reaction  treated  with  hyp- 
norelaxation, psychotherapy,  and  chemotherapy  were 
compared  with  a matched  control  group  treated 
without  hypnorelaxation.  Therapeutic  results  in  the 
two  groups  were  almost  identical.  It  is  concluded 


Dr.  A.  Chapman  Isham  practices 
both  general  and  child  psychiatry 
in  Lubbock.  He  also  is  associated 
with  the  Department  of  Psychiatry, 
Methodist  Hospital. 


that  hypnorelaxation  can  be  a useful  part  of  psycho- 
therapy in  particular  cases,  but  that  it  should  not 
be  used  as  a specialized  approach  apart  from  psycho- 
therapy. Brilliant  successes,  so  often  reported  in 
individual  cases,  are  misleading  evidence  of  the  ef- 
fectiveness of  hypnorelaxation,  since  brilliant  suc- 
cesses occur  with  about  equal  regularity  with  psycho- 
therapy alone. 
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Preadmission  Diagnostic  Procedures 
At  Austin  State  School 

CHARLES  D.  BARNETT,  Ph.D. 


Residential  schools  for  care  of  the  mentally 
retarded  must  determine  who  is  and  who  is 
not  eligible  for  admission.  Such  schools  vary  con- 
siderably in  their  procedures  for  evaluating  appli- 
cants. Policies  vary  from  a casual  "sizing  up”  of 
the  applicant’s  social  history  and  family  situation 
to  more  extensive  attempts  to  evaluate  stams  in 
several  interdisciplinary  areas.  Depending  upon 
which  facility  is  considered,  varying  degrees  of  con- 
tact are  made  with  the  applicant’s  family  to  deter- 
mine its  needs,  as  well  as  to  communicate  the  insti- 
tution’s resources  for  fulfilling  these  needs. 

Because  of  its  successful  preadmission  evaluation 
procedures,  the  admission  process  at  the  Austin  State 
Sch(x>l  is  described.  Physicians  throughout  the  area 
that  the  Austin  State  School  serves  can  be  of  greater 
assistance  as  a liaison  resource  for  the  family  if 
these  procedures  are  better  understood.  Otherwise 
qualified  persons  who  are  chronologically  six  years 
old  or  older  may  be  admitted  to  the  school.  There 
is  no  upper  age  limit.  Qiildren  less  than  six  years 
old  sometimes  are  admitted  if  they  are  bedridden. 

Historically,  Texas’  policies  and  laws  governing 
referrals  and  admissions  to  state  facilities  for  the 
mentally  retarded  have  been  fluid.  Any  complaint 
of  a suspected  retardate’s  behavior,  regardless  of  its 
source,  entailed  a court  hearing  before  the  county 
judge.  If  the  judge,  often  with  minimal  or  no  as- 
sistance from  professional  personnel,  found  the  per- 
son "mentally  retarded”,  the  retardate  was  automati- 
cally committed  to  the  Austin  State  School.  The 
School  was  bound  to  accept  him  when  space  was 
available,  although  the  person  could  be  discharged  if 
further  study  indicated  that  he  actually  was  not  re- 
tarded. 

In  1955,  the  Texas  Legislamre  repealed  existing 
statutes  and  passed  new  legislation  which  required 
that  each  applicant  be  given  a complete  diagnostic 
evaluation.  Although  authority  was  granted  for  out- 
lining a desirable  evaluation  program,  it  was  not 


until  some  time  later  that  the  problem  was  ap- 
proached systematically.  The  result  initially  was  that 
evaluations  received  were  of  varying  quality  and 
usefulness.  To  establish  some  control  over  the  qual- 
ity and  uniformity  of  reports  the  School,  guided  and 
assisted  by  the  Board  for  Texas  State  Hospitals  and 
Special  Schools,  evaluated  and  approved  a number 
of  psychological  clinics  within  its  service  area  to 
serve  as  official  diagnostic  centers.  Potential  stu- 
dents were  referred  to  these  agencies  located  at  stra- 
tegic points  throughout  the  state,  for  preadmission 
psychological  examinations. 


Out-patient-  Clinic  Established 

It  was  not  until  1957,  however,  that  the  School 
established  its  own  outpatient  diagnostic  clinic. 
Housed  in  a portion  of  the  institution,  the  clinic 
grew  out  of  three  chief  service  needs.  First,  it  was 
obvious  that  even  with  adequately  trained  psycholo- 
gists, certain  cases  occurred  in  which  the  program 
needs  of  the  applicant  necessitated  a relatively 
lengthy  period  of  evaluation.  Second,  many  cases 
were  so  complex  that  they  required  the  closely  co- 
ordinated efforts  of  an  interdisciplinary  team  which 
was  seldom  available  in  the  outlying  diagnostic 
center  areas.  Finally,  there  was  a specific  need  to 
provide  diagnostic  services  for  the  counties  immedi- 
ately adjacent  to  Travis  (Austin).  Since  the  initia- 
tion of  the  clinic,  numerous  revisions  have  been 
made  of  the  procedures  and  philosophy  governing 
it.  In  addition,  the  geographical  service  area  has  been 
changed. 

Austin  State  School  is  one  of  six  active  residential 
facilities  (Abilene,  Austin,  Denton,  Mexia,  Lufkin, 
and  Travis — formerly  Austin  Farm  Colony — State 
Schools)  designed  for  the  care  and  training  of  men- 
tally retarded  individuals  in  Texas.  It  is  one  of  three 
such  facilities  designated  by  the  Board  as  Diagnostic 
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When  a mentally  retarded  person  needs  the 
care  and  training  available  in  one  of  Texas' 
residential  schools,  certain  steps  must  be 
taken  by  his  doctor,  his  family,  or  his  guard- 
ian to  have  him  admitted  to  such  a school. 
The  procedure  at  the  Austin  State  School  is 
explained  in  detail;  procedures  are  similar 
in  other  facilities. 


and  Admission  Centers  (Austin  State  School,  Den- 
ton State  School,  and  the  Abilene  State  School).  Its 
service  area  is  shown  in  Fig.  1.  Within  this  gen- 
eral area  are  three  other  currently  active  institutions, 
the  Mexia  State  School,  Travis  State  School,  and  the 
Lufkin  State  School.  In  practice,  an  eligible  appli- 
cant ordinarily  is  admitted  to  the  Austin  State 
School  for  admission  examination  and  general  pro- 
gram planning,  and  at  a later  date  he  may  be  trans- 
ferred to  one  of  the  schools  nearer  his  residence. 
However,  the  three  schools  mentioned  previously 
serve  somewhat  restricted  ages  or  types  of  retarded 
individuals,  and  transfer  may  not  always  be  feasible. 


Application  for  Admission 

Application  for  admission  to  any  of  the  four 
facilities  in  the  Austin  State  School  service  area  may 
be  made  in  behalf  of  an  individual  believed  to  be 
mentally  retarded  by  requesting  an  admission  packet 
from  the  Austin  State  School,  P.  O.  Box  1152, 


[AUSTIN  STATE  SCHOOL 
I SERVICE  AREA 


Austin.  This  packet  includes  several  forms,  many  of 
which  can  be  completed  with  the  assistance  of  the 
family  physician  or  area  welfare  agency: 

1.  A general  information  statement  for  the  indi- 
vidual filing  the  application,  which  indicates  sec- 
tions of  Texas  law  relating  to  eligibility,  policies, 
and  procedures  of  the  State  School. 

2.  A social  history  questionnaire  about  the  appli- 
cant’s social,  medical,  psychological,  academic,  and 
recreational  status. 

3.  A family  history  statement. 

4.  A medical  history  form  to  be  completed  by  a 
physician. 

5.  A financial  and  property  report  form. 

6.  A covering  letter  which  explains  administra- 
tive details  of  the  application  form  and  requests 
current  psychological  evaluation  from  a specific 
board-approved  diagnostic  unit. 

To  facilitate  processing  of  the  application  forms 
and  to  alleviate  the  need  for  added  travel  on  the 
part  of  the  parent  or  sponsor,  15  outlying  diagnostic 
centers  have  been  approved  in  the  area  served  by 
the  School  to  determine  the  psychological  eligibility 
of  applicants.  With  a few  exceptions,  all  of  these 
clinics  are  supervised  by  Ph.D. -level  psychologists. 
Many  of  the  centers  are  located  in  college  or  uni- 
versity settings.  Upon  request,  personnel  at  these 
centers  conduct  the  required  psychological  examina- 
tions and  forward  the  information  to  the  Austin 
State  School.  'The  centers  function  independently  in 
terms  of  making  appointments,  setting  and  col- 
lecting fees  for  services  rendered,  and  similar  details. 
The  psychologist  is  chiefly  responsible  for  making 
a legal  determination  of  retardation  and  eligibility. 

Interdisciplinary  Decision 

The  feasibility  of  admission  is  an  interdisciplinary 
decision  made  by  the  staff  at  the  Austin  State 
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Two  Types  of  Studies 


School.  As  previously  indicated,  the  School  is  also 
a diagnostic  center  which  routinely  serves  an  area 
within  a radius  of  approximately  50  miles.  In  spe- 
cial instances,  any  applicant  in  the  entire  area  is 
served  by  the  School. 

Upon  receipt  of  the  available  application  materials 
by  the  Social  Service  Department,  which  coordinates 
the  application  process,  the  data  are  assembled  and 
routed  to  the  Departments  of  Medicine,  Psychology, 
and  Social  Services.  Each  department  reviews  the 
information  in  its  respective  area  and  records  a 
decision  as  to  the  applicant’s  eligibility.  When  there 
is  general  agreement  regarding  eligibility,  the  fam- 
ily is  so  notified  and  a certification  of  eligibility  is 
sent  to  the  county  judge  in  the  applicant’s  area. 
The  parents  are  requested  to  talk  with  the  county 
judge  regarding  the  filing  of  commitment  papers. 
In  the  event  that  data  in  the  application  are  deemed 
insufficient  this  fact  is  indicated  by  a specific  de- 
partment and  further  information  is  requested.  Ad- 
ditional medical  data  are  sought  from  various  con- 
sultants who  interviewed  the  applicant  in  the  past, 
and  may  involve  requests  for  further  developmental 
data,  the  clarification  of  certain  childhood  illnesses, 
and  correspondence  with  hospitals  for  specific  medi- 
cal records.  Additional  social  history  may  be  ob- 
tained from  a number  of  sources  including  the 
parents,  guardian,  social  agencies,  and  others  who 
have  consulted  with  the  applicant  or  his  family. 


Causes  for  Delay 

Since  the  failure  to  include  an  adequate  psycho- 
logical report  constitutes  one  of  the  most  frequent 
causes  for  delay  in  completing  the  evaluation  process, 
and  since  this  factor  is  vital  in  determining  eligibil- 
ity, additional  description  of  this  aspect  of  the  diag- 
nostic process  is  presented  herein. 

If  a psychological  report  has  not  been  included  in 
the  application  papers,  if  the  data  available  are  more 
than  one  year  old,  or  if  the  psychologist  believes 
that  further  psychological  information  is  necessary 
to  determine  eligibility,  one  of  two  possible  actions 
is  indicated. 

1.  A letter  is  written  to  a recent  professional 
counselor  to  determine  whether  a psychological  ex- 
amination has  been  conducted,  or  to  request  clarifi- 
cation of  an  existing  report;  and/or 

2.  If  evidence  indicates  that  no  current  psycho- 
logical report  can  be  obtained  through  correspond- 
ence, a current  report  is  obtained  in  either  of  two 
ways;  an  evaluation  may  be  requested  from  a diag- 
nostic center  near  the  applicant’s  place  of  residence 
or  the  applicant  may  be  called  in  to  the  diagnostic 
clinic  of  the  School. 


The  clinic  has  two  distinct  types  of  studies,  the 
"one-day”  and  the  "14-day”  types.  The  kinds  of 
cases  scheduled  for  the  clinic  are  those  for  which  the 
School  is  the  nearest  diagnostic  facility,  and/or 
cases  in  which  eligibility  is  questionable.  In  the 
latter  instance,  a majority  of  applicants  appear  to 
have  complicating  emotional  factors  and/or  appear 
to  be  functioning  in  the  borderline  area  of  intel- 
lectual development. 

If  there  is  little  reason  to  doubt  the  eligibility  of 
an  applicant,  but  a need  exists  to  determine  the  de- 
gree of  retardation,  the  coordinator  of  the  diagnostic 
clinic  requests  that  the  applicant  be  admitted  to  the 
clinic  for  a one-day  study.  Ordinarily  this  means  that 
all  necessary  psychological,  social,  and  medical  in- 
formation can  be  obtained  within  the  period  en- 
compassed by  the  normal  working  day,  although  ex- 
ceptions occur.  When  a one-day  study  is  recom- 
mended, the  Psychology  Department,  in  conjunction 
with  the  Social  Service  Department,  schedules  the 
date  of  the  study.  Each  department  assigns  a mem- 
ber of  its  staff  to  assist.  The  clinical  director  of  the 
Medical  Department  routinely  represents  that  de- 
partment and  acts  as  the  medical  team  member.  The 
applicant’s  parents  or  guardians  are  notified  of  the 
date  for  the  study,  which  ordinarily  is  scheduled  to 
begin  on  Monday. 

The  clinical  team  consists  of  a staff  physician,  a 
psychologist,  and  a social  worker;  however,  con- 
sultants for  special  studies  may  be  requested.  After 
each  team  member  concludes  his  evaluation,  a joint 
conference  is  held  to  discuss  the  findings  and  to 
reach  a decision  regarding  eligibility.  Following 
this,  a reporting  conference  is  held  with  the  family 
in  which  the  social  worker  represents  the  team  and 
interprets  its  findings  and  recommendations.  All 
reports,  when  completed,  are  referred  to  the  super- 
intendent for  final  disposition. 

If  the  intellectual  range  of  the  patient  still  is 
questionable  or  if  complicating  emotional  factors  are 
suspected,  prolonged  observation  may  be  desired.  In 
such  instances,  a provision  exists  for  the  examina- 
tion and  observation  of  the  applicant  for  a 14-day 
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period.  As  in  the  case  of  one-day  studies,  scheduling 
is  handled  by  the  diagnostic  clinic  coordinator,  who 
first  ascertains  from  the  director  of  cottage  life  that 
adequate  bed  space  will  be  available.  Cottage  place- 
ment is  determined  in  advance  by  several  factors, 
such  as  the  applicant’s  physical  size,  chronologic 
age  and  estimated  level  of  mental  function.  Prior 
to  admission,  a physician,  a psychologist,  and  a social 
worker  review  the  available  data  and  pose  specific 
questions  to  be  answered  by  team  members  during 
the  study.  Pertinent  information  is  relayed  to  the 
dormitory  attendant  by  the  social  worker. 

When  the  applicant  is  brought  to  the  School,  the 
parents  are  interviewed  by  the  social  worker  to 
obtain  further  social  information,  to  evaluate  the 
need  for  placement,  and  to  determine  whether  the 
situation  is  emergent.  This  meeting  also  allows  a 
School  representative  to  interpret  general  informa- 
tion on  the  study  to  the  parents.  This  session  pro- 
vides opportunity  to  answer  further  questions  they 
may  have  about  the  School  and  the  admission 
process,  and  allows  them  to  vent  their  feelings  about 
the  applicant’s  situation.  Preliminary  counseling  is 
conducted  to  assist  families  with  general  feelings  of 
anxiety  and  guilt,  if  these  are  present.  Parents  are 
requested  to  report  back  to  the  School  in  two  weeks 
unless  they  are  otherwise  notified,  and  are  encour- 
aged to  tour  the  School  and  the  dormitory  in  which 
the  applicant  would  live.  Every  effort  is  made  to 
help'  them  gain  a general  "feeling”  for  the  School 
and  its  overall  atmosphere. 

During  the  14-day  period,  the  applicant  usually  is 
seen  once  by  a physician  and  several  times  by  the 
psychologist,  who  observes  him  in  the  dormitory  as 
well  as  while  he  is  undergoing  the  more  structured 
regimen  of  formal  psychometric  evaluation.  He  also 
may  be  seen  by  the  social  worker.  During  his  stay 
he  is  encouraged  to  participate  to  the  extent  pos- 
sible in  the  routines  of  the  institution.  Usually,  this 
means  that  he  follows  the  schedule  of  his  dormitory 
unit,  including  the  mealtimes  and  recreational  ac- 
tivities. Inclusion  of  these  children  in  the  academic 
program  for  two  weeks  of  observation  usually  dis- 
rupts the  normal  class  routine;  therefore,  this  as- 
signment generally  is  not  made. 

At  the  end  of  ten  days,  the  diagnostic  team  pools 
its  findings  to  insure  that  no  key  questions  have 
been  left  unanswered.  At  this  conference,  the  dormi- 
tory attendant  may  be  invited  to  discuss  his  observa- 
tions of  the  applicant  in  the  dormitory  setting.  On 
the  basis  of  available  information,  a decision  regard- 
ing the  applicant’s  eligibility  is  reached.  If  he  is  in- 
eligible, the  team  attempts  to  determine  an  alternate 
plan  of  care  and  treatment  which  is  in  keeping  with 
his  needs,  the  interests  of  the  family,  and  the  avail- 
able community  resources.  If  the  applicant  is  eligible, 
the  usual  procedure  of  notifying  the  county  judge 
and  other  officials  is  followed.  The  social  worker  is 


usually  responsible  for  communicating  the  diagnostic 
findings  to  the  parents  when  they  return  for  their 
child.  When  special  circumstances  prevail,  other 
staff  members  also  may  be  invited  to  this  conference 
to  give  special  or  additional  information  regarding 
the  applicant.  Sometimes  the  14-day  evaluation  peri- 
od is  extended  to  secure  more  specialized  data.  Par- 
ents are  notified  of  the  additional  time  required  and 
are  advised  when  to  plan  to  take  their  child  home. 

A nominal  fee,  based  on  an  hourly  rate  for  actual 
services  rendered  by  each  of  the  disciplines  repre- 
sented, is  charged  for  the  diagnostic  study.  A gen- 
eral statement  of  the  hours  and  charges  is  compiled 
by  the  diagnostic  clinic  coordinator.  Included  is  a 
statement  concerning  eligibility  which  is  forwarded 
to  the  claims  office  in  the  Administration  Building. 
Fourteen-day  study  charges  include  a daily  mainte- 
nance fee  of  $3.  The  average  biU  charged  to  parents 
for  34  recent  1-day  diagnostic  studies  was  $19.91; 
the  average  for  34  recent  14-day  diagnostic  studies 
was  $64.84.  With  regard  to  the  family’s  ability  to 
pay,  the  Austin  State  School  Claims  Office  may 
reduce  or  waive  fees. 


Importance  of  Team  Effort 

Although  the  interdisciplinary,  or  "team”,  effort 
is  heralded  in  the  diagnostic  approach  to  nearly 
every  type  of  exceptionality,  its  realization  in  actual 
practice  is  often  less  than  imagined.  In  essence,  the 
coordinated  workings  of  a team  result  from  ( 1 ) the 
availability  of  qualified  and  interested  professional 
staff;  ( 2 ) a common  problem;  ( 3 ) a mutual  feeling 
of  respect  among  team  members,  based  on  the  real- 
ization that  each  has  an  equally  important,  yet 
unique,  contribution  to  make;  and  (4)  adequate 
communication  channels  through  which  information 
may  be  transmitted  among  the  members  as  well  as 
to  outside  agencies. 

Although  the  present  procedures  utilized  by  the 
School  appear  adequate,  there  is  little  doubt  that 
constant  modification  of  the  diagnostic  process  is 
required.  In  no  sense  is  the  described  program  pre- 
sented as  an  ideal,  toward  which  other  special  schools 
should  aim.  Each  institutional  system  must  empha- 
size that  approach  which  makes  optimal  use  of  the 
facilities  available. 

Undoubtedly,  as  experience  in  new  diagnostic  en- 
deavors accrues,  more  forward-reaching  programs 
will  be  developed.  The  effectiveness  of  these  pro- 
grams must  continue  to  be  based  upon  the  under- 
standing of  the  public  in  general.  In  this  process  of 
education,  Texas  physicians  must  continue  to  play 
an  important  role. 

1^  Dr.  Barnett,  Southern  Regional  Education  Board,  130 
Sixth  Street  Northwest,  Atlanta  13,  Ga. 
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Adolescent  Behavior  Disorders 

Evaluation  and  Treatment 


Management  of  adolescent  behavior  prob- 
lems must  be  based  on  an  understanding  of 
the  nature  of  the  various  biological  forces,  and  the 
interaction  of  these  forces  during  puberty  with  the 
psychological  and  social  factors  that  influence  per- 
sonality. 

Behavior  has  three  components — ( 1 ) biological 
or  organic,  (2)  psychological  or  learned,  and  (3) 
social.  It  is  a function  of  a group  of  cells  or  an  organ 
system,  of  an  individual  personality,  of  an  individual 
in  a family  or  extra-family  group,  or  of  an  indi- 
vidual in  a society.  For  example,  anxious  or  overt 
hostile  aggressive  behavior  may  result  from  any  one 
of  the  following:  stimulation  of  cortical  cells  by  a 
toxin  or  drug;  the  presence  of  severe  chronic  pain; 
a prolonged  feeling  of  being  unloved  or  unlovable; 
the  indirect  permission  and  encouragement  of  a 
superficially  calm  but  neurotic  parent;  or  the  gen- 
eralized stresses  placed  by  a society  on  a minority 
group  within  it. 

The  adolescent  must  accomplish  the  following: 

1.  Emancipation  from  his  parents. 

2.  Achievement  of  heterosexual  orientation. 

3.  Choice  of  vocation. 

4.  Personality  integration  so  that  he  can  accept 
mature  responsibility. 


Interaction  of  psychological,  social,  and 
biological  factors  affect  the  personality 
of  an  adolescent.  The  physician  must  un- 
derstand these  factors  if  he  is  to  assist 
the  adolescent  with  his  behavioral  prob- 
lems. The  author  discusses  theories  of 
behavior,  clinical  problems,  and  therapy. 


In  addition,  a girl  must  choose: 

1.  Marriage  and  homemaking. 

2.  A career. 

3.  A combination  of  these  two. 

About  adolescents,  Shakespeare®  said,  "I  would 
there  were  no  age  between  sixteen  and  three  and 
twenty,  or  that  youth  would  sleep  out  the  rest;  for 
there  is  nothing  in  the  between  but  getting  wenches 
with  child,  wronging  the  ancientry,  stealing  and 
fighting.” 

Shakespeare  epitomized  three  outstanding  chal- 
lenges which  confront  the  adolescent — his  sexual 
drives,  his  wish  to  escape  from  parental  authority, 
and  his  aggressive  drive  to  achieve  and  to  dominate. 

Anna  Freud  also  has  given  an  accurate  picture  of 
adolescence  in  "The  Ego  and  Mechanisms  of  De- 
fence” : ® 

Adolescents  are  excessively  egotistic,  regarding  them- 
selves as  the  center  of  the  universe  and  the  sole 
object  of  interest  and  yet,  at  no  other  time  in  later 
life  are  they  capable  of  so  much  self-sacrifice  and 
devotion.  They  form  the  most  passionate  love  rela- 
tions, only  to  break  them  off  as  abruptly  as  they 
began  them.  On  the  one  hand  they  throw  them- 
selves enthusiastically  into  the  life  of  the  commun- 
ity and,  on  the  other,  they  have  an  overpowering 
longing  for  solitude.  They  oscillate  between  blind 
submission  to  some  self-chosen  leader  and  defiant 
rebellion  against  any  and  every  authority.  They  are 
selfish  and  materially  minded  and,  at  the  same  time, 
full  of  lofty  idealism.  They  are  ascetic  but  will 
suddenly  plunge  into  instinctual  indulgence  of  the 
most  primitive  character.  At  times  their  behavior  to 
other  people  is  rough  and  inconsiderate,  yet  they 
themselves  are  extremely  touchy.  Their  moods  veer 
between  lighthearted  optimism  and  the  blackest 
pessimism.  Sometimes  they  will  work  with  great 
enthusiasm  and,  at  other  times,  they  are  sluggish 
and  apathetic. 

The  writer  has  captured  the  essence  of  adolescence 
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— the  conflict  between  longing  for  childish  pleas- 
ures and  for  adult  opportunities  and  responsibilities, 
and  the  extent  of  the  ambivalence  which  these  con- 
flicts produce. 

In  the  normal  personality  structure  of  the  ado- 
lescent, instinctive  impulses  (hunger,  thirst,  sexual- 
ity) are  intensified  and  available  psychic  energy 
increases  because  of  the  biological  changes  of  puber- 
ty. Secondary  identifications  with  the  parent  of  the 
same  sex  break  down.  Ideally,  the  boy  has  identi- 
fied his  personality  with  that  of  his  father  and  has 
adopted  his  ideals,  his  codes  of  ethics,  and  other 
characteristics.  Regression  and  a desire  to  return  to 
the  past  occur  and  the  adolescent  attempts  to  solve 
old  and  partially  solved  conflicts  of  the  past.  Infan- 
tile dependency  needs  are  heightened.  Gradual  re- 
establishment of  the  original  secondary  identification 
occurs  with  the  aid  of  tertiary  figures  such  as  rela- 
tives, teachers,  ministers,  and  scout  leaders.  Mark 
Twain’s  famous  quotation  is  exemplary,  "When  I 
was  a boy  of  fourteen  my  father  was  so  ignorant  I 
could  hardly  stand  to  have  the  old  man  around,  but 
when  I got  to  be  twenty-one,  I was  astonished  at 
how  much  he  had  learned  in  seven  years.” 

According  to  Dr.  Irene  Josselyn,'^  the  adolescent 
must  shift  his  adaptive  pattern  as  his  body  image 
changes.  This  changing  perception  of  himself  may 
contribute  to  his  insecurity. 

It  would  seem  that  this  body  change  is  sufficiently 
gradual  and  imperceptible  . . . the  individual’s  psy- 
chological orientation  to  his  body-self  also  will  de- 
velop imperceptibly.  It  is  interesting  that  an  ado- 
lescent often  seems  to  have  retained  a body  image  of 
himself  as  seen  at  one  point  in  development  only 
suddenly  to  become  aware  of  a difference  in  his 
body.  He  reaas  as  if  the  change  had  occurred  over 
night  . . . While  in  many  cases  this  phenomenon  is 
psychologically  significant  far  beyond  the  meaning  of 
the  actual  body  changes,  and  is  in  some  cases  indica- 
tive of  a real  disturbance  in  the  individual,  the  step 
conceptualization  of  growth  is  so  frequently  observed 
that  it  is  probably  a relatively  typical  aspect  of  ado- 
lescence. 

In  addition.  Dr.  Josselyn  notes  that  when  the  pre- 
adolescent child  reads  a book  of  adventure,  he  en- 
joys the  struggle  of  the  hero  and  consciously  identi- 
fies with  this  character.  However,  as  an  adolescent 
the  child  becomes  consciously  identified  with  the 
feelings  of  the  hero  and  experiences  fear,  excitement, 
courage,  hope,  and  despair  as  the  story  unfolds. 
These  feelings  may  be  accepted  and  enjoyed  or  they 
may  be  unacceptable. 

Charaaeristic  physical  changes  in  adolescence  are 
( 1 ) onset  of  menarche  in  the  girl  and  pubertal 
changes  in  the  boy;  (2)  development  of  fertility  in 
boy  and  girl;  (3)  striking  changes  in  height  and 
weight;  (4)  unevenness  in  perception  and  integra- 
tion of  impulses  from  external  and  internal  sources; 
and  (5)  development  of  primary  heterosexual  type 
of  behavior. 


Common  Conflicts 

Most  behavioral  theory  asumes  that  common  con- 
flicts which  confront  adolescents  are  incorporated  in 
the  aggressive  drives  and  sexual  drives  of  the  indi- 
vidual. Conflicts  are  of  two  types: 

1.  Internal  (within  the  personality):  dependency 
conflicts  occur  in  which  the  adolescent  wishes  for 
earlier  infantile  types  of  protection  and  gratifica- 
tions and  sexual  conflicts  occur  which  may  be  ex- 
pressed in  narcissistic  (masturbation),  homosexual, 
and  heterosexual  forms  of  behavior. 

2.  External:  acceptance  by  the  peer  group  becomes 
vital  and  rebellion  against  parental  figures  occurs. 
Guilt  and  anxiety  follow  rebellious  impulses. 

Clinical  Problems 

Clinical  problems  include: 

1.  Psychoneuroses,  including  acute  anxiety  states 
and  conversion  reaction. 

2.  Psychoses,  especially  schizophrenia.  This  disease 
is  characterized  by  disorders  in  affect  and  in  think- 
ing. It  is  an  unusual  regressive  response  characterized 
by  multiple  symptoms,  including  bizarreness  of  be- 
havior, delusions  of  persecution,  and  various  types  of 
hallucinations. 

3.  Organic  brain  disease.  Approximately  3 per 
cent  of  the  general  population  is  rated  at  the  border- 
line level  of  intelligence.  In  many  such  children  seri- 
ous social  and  educational  problems  develop  as  they 
reach  the  upper  grades  of  elementary  or  junior  high 
school,  when  they  attain  the  limits  of  their  capacity 
to  learn. 

4.  Learning  difficulties.  Gerald  Pearson®  has  noted 
that  the  ability  to  learn  is  a function  of  the  ego  and 
therefore  the  learning  difficulty  may  come  from 
several  different  sources,  including  organic  brain 
defect;  improper  and  unpleasant  conditioning  ex- 
periences during  the  process  of  learning  (psycho- 
logical trauma  in  first  school  experiences) ; current 
disturbances  in  parent-child  or  sibling  relationships; 
severe  psychopathologic  states,  especially  the  psy- 
choses; and  situations  in  which  the  learning  process 
has  become  involved  in  a neurotic  conflict.  The  di- 
minished capacity  to  learn  may  result  from  an  in- 
hibition of  the  use  of  learning,  from  disturbances 
in  the  ability  to  ingest  the  data  to  be  learned,  or 
from  disturbances  in  the  ability  to  digest*  and  assimi- 
late the  learned  material. 

5.  Antisocial  behavior  or  delinquency  pattern,  the 
most  widely  publicized  type  of  problem  seen  clin- 
ically in  adolescence.  Delinquency  is  best  understood 
as  a symptom  which  represents  a type  of  behavior 
which  may  be  related  to  many  underlying  causes.  In 
delinquent  behavior  the  problem  is  to  evaluate  the 
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biological,  psychological,  and  social  forces  involved, 
to  make  a rational  and  sophisticated  assessment  of 
the  personality,  to  establish  a diagnosis  of  the  spe- 
cific factors  which  are  contributing  to  the  behavior, 
and  to  design  a therapeutic  plan  which  considers 
the  dynamic  interaction  between  the  child  and  the 
family. 

Many  theories  have  been  advanced  to  explain  act- 
ing out  or  impulsive  behavior  in  adolescence.  Con- 
cepts include  ( 1 ) the  child’s  need  for  self -punish- 
ment as  a motive  for  acting  out  behavior;  (2)  the 
child’s  failure  to  receive  adequate  love  and  warmth 
early  in  life  so  that  conscience  formation  is  defeaive; 
(3)  the  child’s  constitutional  genetic  inability  to 
tolerate  frustration;  (4)  the  child  identifies  with  the 
grossly  ethical,  antisocial  distortions  of  parents  and 
develops  a malfunctioning  conscience.  The  lacunae,  or 
holes,  correspond  to  similar  defects  in  the  parents’ 
conscience  and  are  derived,  or  learned,  from  the  con- 
scious or  unconscious  permissiveness  of  the  parents. 
On  the  basis  of  family  studies  Szurek^®  stated:  "Reg- 
ularly the  more  important  parent,  usually  the  mother, 
although  the  father  is  always  in  some  way  involved — 
has  been  seen  unconsciously  to  encourage  the  amoral 
or  antisocial  behavior  of  the  child.  The  neurotic 
needs  of  the  parent  whether  of  excessively  dominat- 
ing, dependent,  or  erotic  character  are  vicariously 
gratified  by  the  behavior  of  the  child  or  in  relation 
to  the  child.  Such  neurotic  needs  of  the  parents  exist 
because  of  some  current  inability  to  satisfy  them  in 
the  world  of  adults  or  because  of  the  stunting  experi- 
ences in  the  parents’  own  childhood,  or  more  com- 
monly because  of  a combination  of  both  of  these 
factors.’’ 

Because  his  parental  needs  are  unintegrated  (usu- 
ally unconscious)  and  unacceptable  to  the  parent 
himself,  the  child  in  every  instance  is  sooner  or  later 
placed  in  conflict  by  the  inconsistent  permissive  and 
inhibiting  parent,  and  his  experiences  offer  him  no 
durable  satisfaction. 

Adelaide  Johnson®  reports:  "The  astonishing  ob- 
servation emerging  repeatedly  in  our  studies  was  the 
subtle  manner  in  which  one  child  in  a family  of 
several  children  might  unconsciously  be  singled  out 
as  a scapegoat  to  act  out  the  parents  poorly  inte- 
grated and  forbidden  impulses.”  This  indicates  that 
behavior  has  a specific  symbolic  meaning  for  the 
child  and  a child  has  a specific  meaning  for  the 
parents.  Several  examples  are  pertinent. 

1.  "Why  do  you  bite  so  hard?”  'This  is  a quotation 
from  a young  mother  who  wattdied  her  child  bite 
another  child  on  the  arm.  It  is  evident  from  her 
response  that  she  did  not  object  to  the  hostile  ag- 
gressive behavior  and  that  she  vicariously  enjoyed 
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the  child’s  aggression.  The  mother  was  a quiet,  pas- 
sive, charming  person. 

2.  L.,  age  14,  was  arrested  several  times  for  choking 
women.  His  father  was  socially  distant  and  his 
mother  unconsciously  acted  out  her  own  hostility 
to  her  husband  indirectly  by  infantilizing  the  boy. 
His  symptoms  combined  his  awakening  sexual  in- 
terests with  his  fury  toward  his  mother. 

3.  A.,  age  13,  had  dramatic  physical  changes  in  pu- 
berty with  quick  gain  in  height  and  weight;  his  be- 
havior was  regressed  and  he  was  emotionally  attached 
to  his  mother.  His  father  had  equipped  a hobby  shop 
with  materials  "borrowed”,  actually  stolen  from  vari- 
ous projects,  and  A.  responded  by  similar  thefts. 

It  is  apparent  that  the  parents’  unconscious  con- 
doning of  the  acting  out  of  asocial  impulses  by 
the  child  may  serve  a two-fold  purpose:  (1)  it  al- 
lows the  parent  vicarious  gratification  of  his  own 
forbidden  impulses  and  (2)  it  enables  him  to  ex- 
press the  hostile  destructive  impulses  that  have  been 
directed  toward  the  child.  Similarly,  the  child  con- 
sciously and  unconsciously  retaliates  and  exposes  the 
parents  to  all  degrees  of  suffering  through  acting  out. 

This  acting  out  may  be  an  exaggerated  picmre  of 
unconscious  impulses  of  the  parent.  A six  year  old 
boy,  for  example,  had  been  running  away  from  home 
since  he  was  four;  the  father  seemed  to  show  much 
enthusiasm  and  to  know  a great  deal  of  detail  con- 
cerning the  boy’s  episodes.  He  reported  that  during 
the  same  two  year  period,  he  had  been  unable  to 
continue  his  work  as  a truck  driver.  As  another  ex- 
ample, a mother  knew  of  a child’s  delinquent  act 
and  advised  the  child  to  keep  the  information  from 
the  other  parent.  This  type  of  behavior  can  be  de- 
structive, encouraging  deception  and  increasing  the 
tendency  of  the  child  to  play  one  parent  off  against 
another  one.  In  a situation  of  this  kind,  a girl's  lack 
of  respect  for  her  father  emerges  in  later  life  as  in- 
difference to  her  husband’s  responsibility  in  the 
maintenance  and  development  of  discipline  in  their 
children. 


Theories  of  Behavior 

'The  basic  ideas  of  psychoanalysis  include  drive, 
unconscious  motivation,  ego  and  defenses,  the  central 
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role  of  conflict,  the  power  of  regression,  and  the 
significance  of  transference  and  counter  transference. 

In  recent  years  the  psychoanalytic  ideas  about  be- 
havior have  been  influenced  by  the  discoveries  of 
research  psychologists  regarding  learning.  These  con- 
tributions are  being  related  to  various  psychoanalytic 
observations  on  quantity  of  aggression  and  libidinal 
instincts,  and  are  being  incorporated  into  longitudi- 
nal developmental  studies  of  normal  children.  Al- 
though the  authors  do  not  specifically  refer  to  many 
examples  in  children,  Dollard  and  Miller^  in  a book 
entitled,  "Personality  and  Psychotherapy”  (which 
emphasizes  learning  theory)  highlight  several  points 
which  are  attaining  wide  general  acceptance  in 
child  acceptance  psychiatry.  Their  basic  assumptions 
are  that  since  "neurosis  is  functional,  it  is  learned; 
if  it  is  learned  it  must  be  learned  according  to 
known,  experimentally  verified  laws  of  learning,  or 
new  yet  undiscovered  laws”. 

It  is  assumed  by  these  two  authors  that  new  learn- 
ing can  occur  in  the  psychotherapeutic  relationship 
and  that  previous  false  learning  can  be  corrected  by 
an  adequate  understanding  of  the  child’s  feelings  and 
an  interpretation  in  the  child’s  language  of  these 
affects  and  conflicts.  However,  the  basic  medical  ori- 
entation of  Freud,^  with  his  emphasis  on  the  biologi- 
cal instincts  and  their  variations,  remains  the  pre- 
dominant theoretical  idea. 

One  of  the  essential  features  of  the  study  of  a 
disease  is  to  approach  it  from  a research-oriented 
framework.  This  can  be  viewed  in  several  ways,  as 
suggested  by  Feibleman:^ 

1.  Observations  must  be  recorded,  refined,  clari- 
fied, separated  from  each  other,  and  described  in 
adequate  conceptual  terms. 

2.  A hypothesis  or  tentative  explanation,  must  be 
formulated. 

3.  Experimental  manipulation  should  occur,  to 
test  the  limits  of  the  behavioral  variations. 

4.  Additional  hypotheses  should  be  formulated, 
and  combined  to  make  a theory  about  behavior  of 
the  patient. 

5.  Predictions  should  be  made,  which  would  en- 
able the  outcome  of  a series  of  experimental  manip- 
ulations to  be  judged. 

6.  Controls  should  be  developed  so  that  behavior 
can  be  explained  in  relationship  to  probability  and 
the  factor  of  chance  can  be  minimized. 

A good  psychiatric  evaluation  should  proceed  in 
the  same  manner.  The  patient  is  said  to  "be  shy, 
withdrawn,  to  hear  voices”.  How  are  these  behavior- 
al events  described  and  codified?  What  is  the  hypo- 
thesis? Neurosis?  Toxic  states?  Mental  retardation? 
Brain  tumor?  Schizophrenia?  The  psychiatric  inter- 
view offers  an  opportunity  for  experimental  observa- 
tion, as  the  evaluator  shifts  the  focus  of  the  inter- 
view from  present  to  past,  from  parent  to  peer  fig- 
ures. The  responses  permit  the  examiner  to  elabo- 


rate a theory  about  the  individual  patient,  and  this 
theory  should  have  predictive  value. 


Problems  in  Therapy 


The  therapist  must  be  firm,  consistent,  quick  to 
interpret  the  child’s  attempts  to  test  the  limits,  and 
clearly  identified  with  the  child.  He  should  avoid 
unwitting  questions  which  imply  permission  for 
undesirable  activity.  In  general  terms  this  involves 
an  attempt  to  develop  a relationship  during  a long 
period  of  time  with  a focus  on  education.  Basically 
this  involves  establishment  of  limits  in  the  thera- 
peutic relationship,  a complete  attempt  to  maintain 
the  level  of  confidence  of  the  child  and  of  the 
family,  and  ideally,  an  involvement  of  the  family  in 
a therapeutic  relationship.  It  means  a constant  search 
for  the  inconsistencies  in  the  relationship  between 
the  parent  and  the  child,  and  a constant  focus  on  the 
attempts  on  the  part  of  both  parents  and  child  to 
involve  their  therapist  in  behavior  patterns  in  order 
to  permit  them  to  continue  their  acting  out  infantile 
patterns. 

Finally,  as  Hollender®  implied,  in  terms  of  doctor- 
patient  relationship,  this  understanding  of  personality 
implies  that  the  doctor  may  begin  with  a protecting 
supporting  relationship  when  the  adolescent  is  in  an 
acute  stress  situation.  He  should  quickly  recognize 
that  the  adolescent  must  be  permitted  to  make  many 
choices  about  the  type  of  relationship,  its  intensity 
and  duration,  the  content  of  discussions  in  the  thera- 
peutic relationship,  and  timing  of  the  interruption, 
modification,  or  termination  of  the  relationship.  He 
should  avoid  both  permissiveness  and  its  opposite, 
moral  censure,  and  should  focus  on  the  conflicts  and 
the  affects,  especially  depression,  resentment,  and 
feelings  of  being  unloved. 
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CLINICO-  Edema  and  Hypertension 

PATHOLOGIC 

CONFERENCE  Following  Sore  Throat 


The  patient  was  a 48-year-old  Negro  house- 
wife. Eleven  days  prior  to  admission  she  noted 
the  sudden  onset  of  a severe  sore  throat  accompanied 
by  subjective  fever  and  chilling  sensations.  She  de- 
scribed swelling  of  anterior  cervical  lymph  nodes  a 
day  or  two  after  the  onset  of  the  sore  throat.  The 
sore  throat  was  severe,  and  almost  prevented  swal- 
lowing, but  after  4 days,  or  7 days  prior  to  admis- 
sion, its  severity  markedly  decreased.  Three  days 
prior  to  admission  she  first  noted  swelling  of  her 
feet  and  ankles.  Aside  from  a constant  dull  head- 
ache and  slight  blurring  of  vision,  she  felt  quite  well. 
Two  days  prior  to  admission  her  face  was  swollen 
and  she  described  her  eyes  as  puffy.  She  observed  a 
definite  decrease  in  urine  volume.  The  day  prior 
to  admission  she  was  aware  that  her  urine  was  tea- 
colored.  She  described  some  shortness  of  breath  on 
exertion  and  mild  orthopnea. 

Past  history  revealed  four  previous  hospital  admis- 
sions, three  for  uncomplicated  childbirth  and  a fourth 
for  hysterectomy  and  repair  of  a cystocele.  There  was 
no  history  of  previous  renal  disease.  The  family  his- 
tory was  noncontributory. 

Physical  examination  revealed  a well  developed, 
moderately  obese  female  with  obvious  periorbital 
edema.  Blood  pressure  was  160/100  mm.  of  mer- 
cury, temperature  99  F.,  pulse  rate  88,  and  respira- 
tory rate  24.  There  was  2-\-  pedal  and  pretibial 
edema  extending  to  the  knees.  The  fundi  disclosed 
some  arteriolar  narrowing  without  hemorrhages  or 

The  patient's  condition  indicated  acute  glomer- 
ulonephritis, but  there  was  no  proof  of  post- 
streptococcal nephritis,  systemic  lupus,  or  poly- 
arteritis. Could  this  be  an  acute  exacerbation 
of  chronic  glomerulonephritis?  Clinical  findings 
at  the  time  of  admission,  clinical  discussion, 
and  pathologic  findings  are  presented. 


exudates.  The  neck  veins  were  slightly  distended 
in  the  upright  position.  The  chest  expanded  equally 
bilaterally;  there  were  a few  scattered  moist  rales 
in  both  bases  posteriorly.  The  heart  was  not  en- 
larged. The  rhythm  was  regular  and  no  murmurs 
were  heard.  The  abdomen  was  soft  and  non-tender. 
No  organs  or  masses  were  palpable.  There  was 
slight  costovertebral  angle  tenderness  bilaterally. 
Neurological  examination  was  within  normal  limits. 

Pertinent  laboratory  findings  included  a hemo- 
globin of  12  Gm.  per  100  cc.  The  white  blood  cell 
count  was  10,700  per  cubic  millimeter  with  a nor- 
mal differential  count.  The  examination  of  urine  at 
the  time  of  admission  disclosed  a 4+  protein  reac- 
tion ( sulfosalicylic  acid),  a specific  gravity  of  1.023. 
Microscopic  examination  of  the  sediment  revealed  a 
red  blood  count  over  300  per  high  power  field,  white 
blood  count  of  100  per  high  power  field,  many 
granular  casts  with  cellular  inclusions,  and  a mod- 
erate number  of  typical  red  blood  cell  casts.  The 
blood  urea  nitrogen  concentration  was  25  mg.  per  100 
cc.  The  serum  electrolytes  and  serum  proteins  were 
normal.  Radiographic  examination  of  the  chest  con- 
firmed that  the  heart  was  of  normal  size,  and  dis- 
closed a bilateral  light,  fluffy  pulmonary  infiltrate 
consistent  with  pulmonary  edema.  The  venous  pres- 
sure was  16  cm.  of  water.  The  circulation  time  was 
21  seconds. 

Course:  On  admission  the  patient’s  body  weight 
was  88  Kg.  Therapy  consisted  of  bed  rest,  a low  salt 
diet  containing  20  mEq.  of  sodium  per  day,  and 
600,000  units  of  penicillin  daily  for  10  days.  The  24 
hour  urine  volume  initially  was  100  ml.  but  quickly 
rose  to  over  2,000  ml.  daily.  Body  weight  decreased 
to  79.5  Kg.  The  initial  serum  antistreptolysin  O 
(ASO)  was  1:333.  Throat  culture  prior  to  penicillin 
therapy  did  not  reveal  a streptococcus  organism. 
Sixteen  days  after  admission  a needle  biopsy  of  the 
right  kidney  was  obtained.  Four  days  later  the  pa- 
tient was  discharged.  At  that  time  the  urine  still 
disclosed  some  proteinuria  and  the  sediment  con- 
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tained  small  numbers  of  red  blood  cells  and  granular 
casts.  There  was  no  edema.  The  blood  pressure  was 
140/90.  The  patient  was  asymptomatic. 

Clinical  Discussion;  Dr.  Carter 

This  patient’s  history  and  subsequent  course  are 
both  consistent  with  a diagnosis  of  acute  glomeru- 
lonephritis. Unfortunately,  the  proof  that  this  was 
a post-streptococcal  nephritis  is  not  at  hand.  Consid- 
ering the  other  frequent  causes  of  acute  glomeru- 
lonephritis, such  as  systemic  lupus  or  polyarteritis, 
it  would  seem  that  in  this  patient  the  absence  of 
signs  or  symptoms  pointing  toward  either  of  these 
diseases  make  them  very  slight  diagnostic  possibili- 
ties. That  she  may  have  had  an  acute  exacerbation 
of  chronic  glomerulonephritis  is  less  easily  ruled  out. 
However,  the  historical  absence  of  previous  renal 
disease  is  a somewhat  contradictory  factor  in  this 
diagnosis.  The  renal  biopsy  should  help  in  determin- 
ing this.  It  must  be  pointed  out,  however,  that  some 
examples  of  chronic  glomerulonephritis  begin  with 
clinically  typical  acute  glomerulonephritis,  presum- 
ably not  related  to  streptococcal  infection,  and  for 
the  most  part,  a morphological  distinction  between 
this  type  of  acute  nephritis  and  that  related  to  strep- 
tococcal infection  cannot  be  made. 

' The  history  given  by  the  patient  of  a severe  sore 
throat  starting  some  7 or  8 days  prior  to  the  onset 


of  other  symptoms  is  certainly  compatible  with  a 
streptococcal  infection  followed  by  acute  glomeru- 
lonephritis. As  is  frequently  the  case,  it  was  impos- 
sible to  isolate  a streptococcus  by  cultural  means  by 
the  time  the  patient  was  admitted.  Because  of  this, 
the  ASO  titer  assumes  great  importance.  The  pa- 
tient’s titer  did  not  reach  diagnostic  levels  during  her 
20  days  in  the  hospital.  Although  the  ASO  titer  may 
be  blunted  considerably  by  penicillin  therapy,  it  may 
increase  some  six  to  eight  weeks  after  infection.  It 
might  be  mentioned  here  that  the  use  of  penicillin 
is  justified  even  though  the  suspected  streptococcus 
was  not  culturally  recovered  from  the  patient’s 
throat. 

At  the  time  of  admission,  the  patient’s  urin- 
alysis was  certainly  compatible  with  that  of  acute 
glomerulonephritis.  As  is  frequently  the  case,  the 
initial  urine  specimens  had  rather  high  specific  grav- 
ities. There  was  a heavy  proteinuria,  although  as 
a result  of  the  oliguria,  the  total  albumin  lost  was 
presumably  quite  small  in  amount.  Usually,  there- 
fore, the  serum  albumin  concentration  is  not  signifi- 
cantly lowered  in  post-streptococcal  glomerulone- 
phritis. Microscopic  examination  of  the  urine  sedi- 
ment disclosed  the  typical  findings  of  acute  glomer- 
ulonephritis. These  findings,  however,  cannot  be  used 
to  make  a case  for  post-streptococcal  disease  as  they 
are  apparent  in  other  forms  of  acute  glomerulone- 
phritis. 

At  the  time  of  admission  the  patient  manifested 
the  venous  congestive  state.  This  is  the  expected  cir- 
culatory derangement  in  acute  glomerulonephritis. 
In  its  milder  forms,  as  was  found  in  this  case,  ther- 
apy consists  of  bedrest  and  the  lowest  possible  sodi- 
um intake.  Digitalis  seems  rarely  indicated  except 
in  older  patients  with  some  underlying  heart  disease. 
In  this  state  of  venous  congestion,  the  heart  may  be 
dilated,  and  moist  rales  may  be  heard  in  the  chest, 
but  frequently  the  roentgenographic  evidence  of  pul- 
monary congestion  is  far  more  striking  than  the 
physical  findings  would  suggest.  The  venous  pressure 
is  elevated  and  characteristically  the  circulation  time 
is  either  normal  or  reduced.  In  this  patient,  the 
circulation  time  was  21  seconds,  and  this  might  be 
taken  as  evidence  of  true  heart  failure.  It  was  de- 
cided, however,  to  treat  her  without  digitalis,  and 
her  rapid  response  is  most  compatible  with  a pure 
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Fig.  1.  This  photomicrograph  of  the  kidney  biopsy 
shows  one  enlarged  glomerulus  with  increased  cellu- 
larity.  A few  neutrophils  are  present  in  the  glom- 
erular tufts.  Capillary  lumens  are  almost  obliterated. 
Hematoxylin-eosin  stain  was  used.  X 330. 

venous  congestion.  The  etiology  of  the  venous  con- 
gestion in  acute  glomerulonephritis  is  the  retention 
of  salt  and  water  as  a direct  result  of  the  renal  le- 
sion. In  most  instances  of  post-streptococcal  acute 
glomerulonephritis  there  is  a relatively  short  period 
of  oliguria  and  salt  retention.  Bed  rest  and  a very 
restricted  sodium  intake  can  be  expected  to  be 
followed  soon  by  diuresis  and  recovery  from  the 
venous  congestive  state. 

With  time,  the  proteinuria  and  abnormalities  in 
the  urine  sediment  may  be  expected  to  disappear  in 
the  case  of  post-streptococcal  glomerulonephritis. 
Usually  the  urine  will  be  normal  well  within  4 
months  after  rhe  acute  episode.  However,  some  pa- 
tients will  manifest  abnormalities  for  as  long  as  8 
months,  ultimately  continuing  to  complete  recovery. 

Pathological  Findings:  Dr.  Ashworth 

The  opportunity  to  study  renal  biopsy  material 
obtained  early  in  the  course  of  renal  diseases,  and 
to  engage  in  an  effort  to  establish  the  nature  of  the 
disease,  has  introduced  some  new  problems  in  path- 
ology. Whereas  we  had  become  reasonably  familiar 
with  the  later  stages  of  renal  disease  from  autopsy 
material,  the  morphological  changes  encountered  in 
these  earlier  stages  are  less  obtrusive  and  more  diffi- 
cult to  diagnose  and  interpret.  Nevertheless,  renal 
biopsy  material  obtained  by  needle  aspiration  usually 
proves  to  be  adequate  for  histological  study  and  fre- 


Fig. 2.  Periodic  acid-Schiff  stain  of  glomerulus  is 
shown.  The  basement  membrane  is  increased  in 
thickness  and  condensed  in  many  areas.  X 330. 


quently  establishes  a definitive  diagnosis.  This  is 
especially  true  for  diffuse  renal  lesions  such  as  glom- 
erulonephritis and  nephrosis.  It  should  be  remem- 
bered that  our  histologic  smdy  is  restricted  to  10  to 
30  glomeruli  and  their  associated  tubules,  however; 
and  in  those  diseases  of  the  kidney  where  focal  le- 
sions are  present,  in  which  essentially  normal  renal 
parenchyma  persists  in  some  areas,  the  needle  biopsy 
may  or  may  not  be  helpful.  The  extent  of  the  disease 
and  the  fortuity  of  obtaining  tissue  from  the  in- 
volved areas  are  major  factors  that  must  be  taken 
into  consideration. 

In  the  case  presented  here,  the  diagnosis  is  readily 
apparent  with  the  light  microscope.  The  glomeruli 
are  noticeably  enlarged  filling  the  glomerular  spaces 
more  completely  than  normal,  and  they  are  more 
cellular  (Fig.  1 and  2).*  Capillary  lumens  are  much 
less  distinct  in  the  glomeruli  than  normal,  apparently 
being  collapsed  or  filled  with  cells.  A few  neutro- 
philic leukocytes  are  observed  in  the  glomeruli.  Their 
location  as  to  intra-  or  extra-capillary  cannot  be  es- 
tablished. It  is  also  virtually  impossible  with  light 
microscopy  to  determine  the  nature  of  the  increased 
number  of  fixed  cells  in  the  glomeruli,  that  is, 
whether  they  are  endothelial  or  epithelial  cells.  In 
spite  of  these  limitations  in  the  definition  of  the 
finer  morphological  components  in  the  altered  glom- 
eruli, the  histologic  picture  is  quite  characteristic  of 


* Illustrations  have  been  reduced  in  size  less  than  10  per 
cent  from  given  magnifications. 
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Fig.  3.  This  electron  micrograph  of  a portion  of 
glomerulus  reveals  that  the  capillary  lumens  (C)  are 
decreased  in  size  due  to  accumulated  neutrophils 
(N)  and  swollen  endothelial  cells  (EN).  Basement 


membrane  (BM)  is  thickened  and  folded  and  con- 
tains areas  of  increased  density  (X).  The  foot 
processes  (F)  of  the  epithelial  cells  are  discrete  ex- 
cept for  a few  focal  areas  of  fusion  (O).  X 7,250. 


acute  glomerulonephritis,  and  this  diagnosis  can  be 
made  here  with  reasonable  confidence.  Although 
acute  glomerulonephritis  occurs  as  a post-streptococ- 
cal disease  in  the  great  majority  of  cases,  it  should 
be  remembered  that  it  occurs  also  as  a part  of  the 
widespread  lesions  of  periarteritis  nodosa,  dissemi- 
nated lupus  erythematosus  and  other  diseases  having 
an  immunological  basis,  and  that  it  occurs  in  some 
cases  of  bacterial  endocarditis.  From  the  clinical 
pathological  standpoint,  in  which  the  general  clin- 
ical status  is  taken  into  consideration  along  with 
the  pathological  findings,  this  case  can  be  classified 
as  a post-streptococcal  acute  glomerulonephritis. 

The  finer  morphological  components  of  this  le- 
sion are  well  revealed  by  electron  microscopy  (Fig. 
3 and  4).  The  glomerular  capillaries  are  found  to 
be  partly  filled,  and  sometimes  completely  obstructed 
by  swollen  endothelial  cells.  Neutrophils  are  found 
in  the  capillary  lumens.  The  basement  membrane  of 
the  glomerular  capillaries  is  slightly  thickened,  and 
there  are  irregular  areas  of  decreased  density  and 
apparent  porosity  in  this  structure  near  the  endo- 


thelial layer.  The  glomerular  epithelial  cells,  or  podo- 
cytes,  are  also  swollen  and  increased  in  number. 
Their  foot  processes  are  somewhat  swollen,  and  are 
occasionally  fused,  but  this  alteration  is  not  nearly 
as  severe  as  it  is  in  nephrotic  disease.  It  is  apparent 
that  in  acute  glomerulonephritis,  the  main  injury  is 
to  the  endothelial  cells  lining  the  capillaries.  The 
swelling  of  these  cells  causes  obliteration  of  the 
glomerular  capillaries.  This  accounts  for  the  reduc- 
tion of  glomerular  filtrate  and  for  the  increased 
permeability  of  capillary  walls  which  are  character- 
istic of  the  disease.  Most  of  the  clinical  findings 
related  to  the  renal  disease  can  be  explained  on  the 
basis  of  these  functional  alterations. 

An  important  consideration  in  any  case  of  acute 
glomerulonephritis  is  the  futiure  course  of  the  disease. 
At  the  present  time  no  successful  distinction  can 
be  made  pathologically  between  patients  who  will 
recover  completely  and  those  in  whom  chronic  renal 
disease  will  be  progressive.  Clinically,  it  appears 
that  the  great  majority  recover.  It  is  possible  that 
in  some  cases  the  disease  progresses  to  membranous 
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Fig.  4.  Shown  in  this  electron  micrograph  of  a por- 
tion of  glomerulus  ore  areas  of  swollen  endothelial 
cytoplasm,  and  a few  vesicular  cytoplasmic  protru- 


sions (P)  of  the  endothelial  cells  are  seen  in  the 
capillaries  (C).  The  basement  membrane  (BM)  is 
thickened,  and  contains  areas  of  increased  density 
(X)  as  well  as  areas  of  a looser  matrix  (O).  X 10,250. 


1 


glomerulonephritis,  a nephrotic  syndrome  developing, 
and  then  to  chronic  glomerulonephritis.  In  others, 
focal  glomerulonephritis  probably  develops,  and  the 
patient  continues  to  have  moderate  proteinuria  over 
a long  period  of  time.  Still  others  probably  are  re- 
solved completely.  Perhaps  further  experiences  with 
these  lesions  of  the  early  stages  of  glomerulonephritis 
will  help  to  clarify  some  of  the  mysteries  of  the 
relationship  between  acute  glomerular  disease  and 
chronic  progressive  renal  disease. 

Pathologic  Diagnosis:  Acute  glomerulonephritis. 

Follow-up  Note:  Some  6 weeks  following  onset  of 


this  disease,  the  patient  continued  to  have  mild 
edema,  hypertension,  and  proteinuria.  The  ASO  titer 
had  declined  to  1:250. 
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Eidophor  Television  Process 
Is  Marvel  of  Electronic  Engineering 


Physicians  attending  the  1962  Annual  Session  of 
the  Texas  Medical  Association  May  13-15  in  Austin 
will  have  the  opportunity  to  view  one  of  the  latest 
electronic  devices  in  scientific  communication. 

The  Eidophor  color  television  projector,  a de- 
velopment of  a Ciba  Pharmaceutical  Products,  Inc., 
subsidiary  in  Switzerland,  has  been  incorporated 
A into  a closed-circuit  television  system  to  offer  tech- 

Inical  and  scientific  demonstrations  at  annual  meet- 
ings pf  selected  medical  organizations. 
j(  By  means  of  Eidophor,  color  television  can  be 
i;  presented  by  a large  screen  projection,  thus  allow- 
ing  a great  number  of  spectators  to  view,  in  color, 
technical  and  scientific  demonstrations.  Color  en- 
hances the  value  of  the  demonstrations  to  a degree 
never  before  attained. 

The  control  layer  system  of  television  projection 
was  invented  in  1939  by  Dr.  Fritz  Fischer,  profes- 
sor of  applied  physics  and  director  of  the  Depart- 
ment of  Industrial  Research  at  the  Swiss  Federal 
Instimte  of  Technology  in  Zurich.  Before  he  could 


Eidophor  presentations  scheduled  for  the 
TMA  Annual  Session  will  feature  Dr.  J.  Ver- 
non Luck,  medical  director  of  the  Orthopaedic 
Hospital  in  Los  Angeles,  who  will  speak  on 
"Hip  Joint  Problems  from  Birth  to  Old  Age”, 
and  Dr.  Milton  H.  Erickson  of  Phoenix,  Ariz., 
editor  of  American  Journal  of  Clinical  Hyp- 
nosis, whose  topic  will  be  "Induction  Tech- 
niques of  Hypnosis  and  Various  Types  of  Pa- 
tients and  Problems”.  Dr.  Luck  will  present 
12  patients  with  hip  joint  problems  and  will 
discuss  each  case.  Dr.  Erickson  will  demon- 
strate induction  techniques  of  hypnosis,  using 
normal  subjects. 


see  his  invention  reach  a practical  stage.  Dr.  Fischer 
died  in  1947. 

Work  continued  on  the  system  under  the  direction 
of  Professor  Ernst  Baumann  at  the  Institute.  In 
1951,  the  technical  development  was  turned  over 
to  the  firm  of  Dr.  Edgar  Gretener  of  Zurich,  which 
had  been  formed  with  the  backing  of  the  Ciba  com- 
pany. Work  then  began  to  make  this  system,  which 
up  to  that  time  had  been  liroited  to  monochrome 
projection,  into  a more  practical  instrument  capable 
of  operating  in  color. 

The  control  layer  system  was  given  the  name  Eido- 
phor, from  a Greek  word  meaning  "image  bearer”. 
Shortly  after  the  projector  had  been  perfected  and 
success  was  assured,  Dr.  Gretener  died  in  October, 
1958. 

Since  that  time,  more  than  two  dozen  programs 
have  been  presented  by  groups  such  as  the  Amer- 
ican Academy  of  General  Practice,  California  State 
Medical  Society,  American  Association  for  the  Ad- 
vancement of  Science,  American  Dental  Association, 
New  York  Academy  of  Medicine,  National  Insti- 
tutes of  Health,  and  the  U.  S.  Navy.  In  addition, 
two  programs  were  presented  at  the  Civil  Defense 
Medical  Conference  held  prior  to  the  American 
Medical  Association  meeting  in  Miami  last  June. 

Eidophor  has  the  advantage  of  producing  a large 
picture,  a bright  and  sharp  image,  and  extreme  color 
accuracy.  On  a screen,  a color  picture  as  large  as 
12  by  16  feet  can  be  produced.  The  projector  is  65 
inches  long,  25  inches  wide,  48  inches  deep,  and 
weighs  about  800  pounds. 

The  Ciba  color  television  unit  is  completely  mo- 
bile. A 3 5 -foot-long  motor  trailer  houses  the  equip- 
ment used  in  the  system,  including  four  color  tele- 
vision cameras,  two  projectors,  a complete  public 
address  system,  two  large  screens,  and  all  of  the  nec- 
essary control  equipment.  The  mobile  unit  is  manned 
by  four  cameramen,  two  video  operators,  one  audio 
engineer,  one  projector  engineer,  and  a driver. 
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Capital  Cit\ 


PARIS  IN  THE  Spring  is  no  match  for  Austin, 
as  Texas  physicians  and  visitors  will  discover 
when  they  gather  May  13-15  in  the  Texas  Capital 
City  for  the  95th  Annual  Session  of  the  Texas 
Medical  Association. 

The  beauty  of  the  rolling  hills,  which  captivated 
five  horsemen  looking  for  a state  capital  site  in 
1839,  has  retained  its  attraction  ever  since. 

They  come,  they  see,  and  they  stay.  For  more  than 
a century,  that  has  been  the  story  of  Austin.  In  the 
past  ten  years,  the  city’s  growth  has  outstripped 
that  of  the  entire  booming  Lone  Star  State.  From 
1950  to  I960,  Austin’s  population  jumped  40  per 
cent,  while  the  population  increase  for  Texas  was 
24.2  per  cent. 

The  Austin  story  began  in  1839,  when  a group 
of  five  horsemen,  delegated  by  President  Mirabeau 
B.  Lamar  to  locate  a site  for  the  capital  of  the  new 
Republic,  decided  on  the  scenic  setting  in,  the  center 
of  the  state,  where  a winding  river  flowed  through 
fertile  farm  blacklands  into  the  rolling  hill  country. 

Left  is  a view  of  the  31  1 -foot  high  Capitol  building 
entrance  and  dome,  framed  by  a row  of  trees  on 
Congress  Avenue.  The  Capitol  building  of  Texas  was 
built  in  1888  from  red  granite  hauled  from  quarries 
75  miles  away.  A favorite  tourist  attraction,  below,  , 
is  the  Governor's  Mansion,  which  occupies  an  entire 
block  near  the  Capitol.  Opposite,  the  skyline  of  Aus- 
tin is  pictured  from  a southbound  expressway. 


|i  Capital  Spot 


For  TMA  Annual  Session 


Today,  Austin  is  a beautiful  city  of  clean  modern 
buildings,  picturesque  homes,  and  large  areas  of 
tree-lined  streets.  From  nearly  every  part  of  the 
city,  a view  of  one  of  the  two  main  "home”  struc- 
tures can  be  caught  in  the  distance.  One  is  the  Capi- 
tol, which  houses  key  governmental  offices  and 
covers  18  acres  of  floor  space.  Among  the  capitol 
buildings  of  the  nation,  it  ranks  second  in  size 
only  to  the  National  Capitol  in  Washington.  The 
second  landmark  is  the  straight  shaft  of  the  Uni- 
versity of  Texas  Administration  Building  tower. 

The  massive  dome  of  the  311-foot  high  Capitol 
building  rises  out  of  tree-studded  lawns  at  the  head 
of  Congress  Avenue,  Austin’s  main  thoroughfare. 
The  Capitol  was  built  in  1888  out  of  more  than 
15,000  carloads  of  red  granite  hauled  from  quarries 
75  miles  away  over  a specially  constructed  narrow 
gauge  railroad.  The  construction  was  financed 
through  the  sale  of  3,000,000  acres  of  state  land  in 
West  Texas,  land  which  today  is  valued  at  more 
than  $60,000,000. 


Several  blocks  north  of  the  Capitol  is  the  221- 
acre  campus  of  the  University  of  Texas,  the  South’s 
largest  in  terms  of  enrollment.  The  red  tile  roofs  of 
the  classroom  buildings,  lending  a Spanish  flavor,  are 
scattered  around  the  base  of  the  21 -story  Administra- 
tion Building  tower.  Opened  in  1883,  the  University 
draws  students  from  all  over  the  world  and  has  a 
present  enrollment  of  more  than  20,000. 

Austin  is  the  only  city  that  can  be  found  with 
the  unique  "tower”  lighting  system,  which  sheds  a 
misty  blue  glow  over  the  area  at  night.  The  towers 
are  iron  frames  150  feet  high,  each  one  crowned 
with  six  mercury  vapor  lights.  Near  the  end  of  the 
Nineteenth  Century,  this  form  of  community  illumi- 
nation was  both  practical  and  popular.  Twenty-seven 
of  the  original  thirty-two  towers  still  stand;  and  al- 
though they  have  been  supplemented  by  rows  of 
white  street  lights,  Austin  citizens  refuse  to  give  up 
their  "everynight  moonlight”. 

Visitors  in  Austin  have  a choice  of  interesting 
sights  to  see.  Laguna  Gloria  at  3809  West  35  th 


Natural  scenic  beauty  of  a winding  river  and  rolling  hills  adds  to  the  attraction  of  the  Capital  City.  Scene 
above  is  Mount  Bonnell  Drive. 


Street,  the  homesite  originally  selected  by  Stephen 
F.  Austin,  now  lends  its  beautiful  lakeside  setting  to 
art  exhibits  as  headquarters  of  the  Texas  Fine  Arts 
Association.  Art  lovers  also  flock  to  the  studio-home 
that  once  belonged  to  world  renowned  sculptress 
Elisabet  Ney,  whose  models  included  royalty,  states- 
men, and  famous  leaders  of  the  last  century.  Her 
60-year-old  studio  at  304  East  44th  Street  is  the 
scene  of  frequent  painting  and  sculpture  exhibits. 

The  O.  Henry  Museum,  the  onetime  home  of  the 
famous  short  story  writer,  William  Sydney  Porter, 
houses  many  of  his  personal  effects.  It  is  located  at 
490  East  5 th  Street.  O.  Henry  began  writing  short 
stories  as  a sideline  while  he  was  working  in  Austin 
as  a bank  clerk.  The  French  Legation,  built  in  1841 
to  house  Louis  Philippe’s  envoy  to  the  Republic  of 
Texas,  still  stands  at  the  corner  of  San  Marcos  and 
8th  Streets.  It  has  been  authentically  restored  to 
show  the  furnishings  and  architecture  typical  of  the 
era. 

The  fascinating  history  of  the  Lone  Star  State  un- 
folds in  displays  of  the  Texas  Memorial  Museum  at 
24th  and  San  Jacinto  Streets  and  those  of  the  Old 
Land  Office  Building  at  11th  and  Brazos  Streets. 

Stately  old  homes,  portraits  of  the  "Old  South”, 
add  graceful  dignity  to  residential  sections  of  the 
city.  Best  known  of  the  landmarks  is  the  Governor’s 
Mansion,  built  in  1856.  It  occupies  an  entire  block 


on  10th  and  11th  Streets,  between  Colorado  and 
Lavaca.  A gallery  runs  the  length  of  the  front  of 
the  white  brick  mansion.  Six  massive  Ionic  columns, 
made  of  cedar  logs  hauled  from  Bastrop,  distinguish 
the  front  view. 

Beautiful  scenery  and  recreational  spots  add  to 

A wide  lake  and  def>endable  breezes  attract  sailing 
enthusiasts  to  Lake  Austin. 
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Austin's  new  Municipal  Auditorium  will  be  a main 
center  for  the  TMA  Annual  Session. 

Austin  Singers,  Houston  Band 
To  Entertain  at  President's  Party 

A male  quartet,  a tenor,  and  one  of  the  top  bands 
in  the  Southwest  will  present  the  entertainment  for 
the  President’s  Party  at  the  TMA  Annual  Session. 

Dinner  followed  by  entertainment  and  dancing 
honoring  the  President  will  be  held  Tuesday,  May 
15,  at  8 p.m.  in  the  Theater  of  the  Municipal  Audi- 
torium. 

The  Karoleers,  a quartet  composed  of  Austin  busi- 
nessmen, have  performed  extensively  over  the  state. 
All  are  members  of  the  University  Area  Kiwanis 
Club.  Tenor  Richard  Pawley  is  working  on  his  doc- 
torate in  education  at  the  University  of  Texas.  He 
has  sung  professionally  in  light  opera  productions. 
The  Ed  Gerlach  Orchestra  from  Houston  will  play 
for  dancing.  One  or  more  surprise  attractions  may 
be  added  to  the  entertainment  program. 

Tickets  for  the  President’s  Party  are  |10  each  and 
will  be  on  sale  near  the  registration  desk  in  the  lobby 
of  the  auditorium.  They  may  be  purchased  in  ad- 
vance through  E.  Maxwell  Jones,  Business  Manager, 
Texas  Medical  Association,  1801  North  Lamar  Boule- 
vard, Austin.  Checks  should  be  made  payable  to 
the  Texas  Medical  Association. 

Association  and  Auxiliary  members  and  guests  are 
invited  to  the  President’s  Party.  Dress  is  optional. 

Headquarters  building  of  the  Texas  Medical  Associa- 
tion in  Austin. 


pleasant  living  in  Austin.  Edged  by  rolling  hills  and 
sharp  cliffs.  Lake  Austin  brings  boating,  fishing, 
and  water  sports  almost  within  the  heart  of  town. 
The  Highland  Lakes  of  Central  Texas,  of  which 
Lake  Austin  is  the  southernmost,  are  being  developed 
as  resort  areas.  Latest  addition  to  the  chain,  opened 
in  the  fall  of  I960,  is  a placid  lake  to  the  south  of 
Lake  Austin,  Town  Lake,  that  mirrors  the  city’s 
skyline.  Swimming  at  popular  Barton  Springs,  fed 
by  a daily  flow  of  more  than  27  million  gallons  of 

The  "Pharmafac  Express",  shown  near  the  famed 
University  of  Texas  tower,  will  provide  transporta- 
tion for  Annual  Session  participants.  Two  buses  will 
operate  on  a ten-minute  schedule  between  Munici- 
p>al  Auditorium  and  the  three  downtown  hotels. 


spring  water,  and  three  golf  courses  are  other  at- 
tractions for  sports  enthusiasts. 

More  than  160  statewide  associations,  including 
the  Texas  Medical  Association  and  the  Texas  Hos- 
pital Association,  have  chosen  Austin  as  the  site  for 
their  headquarters.  Health  facilities  in  Austin  include 
four  hospitals,  Brackenridge,  St.  David’s,  Seton,  and 
Holy  Cross,  in  addition  to  smaller  clinics  throughout 
the  city.  State  health  institutions  in  Austin  include 
the  Austin  State  Hospital,  Austin  State  School,  Aus- 
tin School  for  the  Blind,  Austin  School  for  the 
Deaf,  and  the  State  Department  of  Health. 

An  outstanding  addition  to  the  Capital  City  pano- 
rama is  the  new  Municipal  Auditorium,  where  the 
TMA  Annual  Session  will  convene.  Built  at  a cost 
of  13,000,000,  it  covers  14,700  square  feet  of  floor 
space  and  will  seat  4,000  persons.  Its  multi-colored 
aluminum  dome  is  a striking  example  of  modernistic 
design. 

Austin,  a city  rich  in  historical  background  and 
natural  scenic  beauty,  welcomes  physicians  of  the 
state  for  the  95th  Annual  Session  of  the  Texas 
Medical  Association. 
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Invitation 

To 

Flying  Physicians 

The  combination  of  great  distances  and  good 
weather  most  of  the  year  probably  gives  Texas  more 
flying  physicians  than  any  other  state.  All  M.D. 
pilots  are  invited  to  fly  into  Austin  for  the  Texas 
Medical  Association  Annual  Session  May  13-15.  Visi- 
tors from  all  over  the  state  come  to  see  the  lake 
country  near  Austin,  and  now  the  TMA  Annual  Ses- 
sion affords  another  excellent  reason  to  fly  to  Austin. 

Austin’s  new  municipal  airport  is  surrounded  with 
hospitality.  Ragsdale  Aviation  Inc.  plans  a cordial 
welcome  for  all  visiting  doctors.  The  main  office, 
complete  aircraft  repair  and  service  facilities,  storage 
facilities,  and  air-conditioned  pilot’s  lounge  are  on 
the  northeast  side  of  the  field  near  runway  16,  left. 
On  the  west  side  of  the  airport,  Ragsdale  is  rushing 
to  completion  the  new  air-conditioned  pilot’s  lounge 
and  associated  facilities  for  transient  aircraft.  Taxi 
service,  car  rental,  or  free  rransportation  to  one  of 
the  motels  will  be  provided.  UNICOM  (123.0  me.) 
will  be  monitored  to  answer  visitor’s  questions  or 
make  special  arrangements.  Paved  tie-down  space  is 
available  and  a limited  amount  of  hangar  storage  can 
be  arranged.  The  following  fuels  are  available:  80, 
91,  100  octane,  and  jet  fuel. 

Browning  Aerial  Service,  also  situated  on  the  west 
side  of  the  field,  provides  tie-down  facilities,  fuel, 
UNICOM,  and  basic  pilot  services.  Browning  pro- 
vides parts  and  shop-service  for  Piper  aircraft. 

The  south  end  of  the  airport  houses  the  new  con- 
trol tower,  administration  building,  commercial  pas- 
senger facilities  and  the  Airport  Restaurant  under 
the  management  of  the  Driskill  Hotel.  Temporary 
aircraft  parking  is  available  at  the  south  end,  but 
no  tie-down  or  storage  facilities  are  provided.  There 
are  no  landing  fees  at  Austin’s  airport  and  regular 
rates  for  line  service  and  overnight  tie-down  at  the 
independent  flying  services  are  nominal. 

Flying  physician  visitors  need  not  be  alarmed 
about  the  traffic  to  Bergstrom  Air  Force  Base.  The 
B-52s  come  in  on  schedule,  at  low  speeds  and  the 
approach  corridor  is  less  trouble  than  a railroad 
crossing.  The  FAA  flight  service  station  in  the  new 
municipal  building  will  supply  information  concern- 
ing "winds,  weather,  air  traffic,  or  fishing  conditions 
in  the  Highland  Lakes.’’  Frequencies  and  remote 


station  locations  may  be  obtained  from  the  accom- 
panying list  of  radio  communication  facilities.  The 
tabulation  may  be  copied  or  clipped  from  the  Journal 
for  convenience. 

Combine  business  and  pleasure  during  the  forth- 
coming TMA  Annual  Session! 


Austin's  Radio  Welcome  Mat 

Austin  Radio  (FAA  Flight  Service  Station) 

Receives: 

Transmits: 

126.7  me  Austin  Radio 

126.7  me. 

122.1 

122.2 

121.5  EMERGENCY 

121.5 

Austin  VOR  (Omni) 

112.5 

2 -way  remote  relay  communications: 

Llano  VOR 

108.2 

Lometa  VOR 

117.9 

Austin  Tower 

126.2 

126.2 

118.3 

118.3 

121.5  EMERGENCY 

121.5 

122.5 

Austin  Ground  Control 

121.9 

121.9 

UNICOM  for  Ragsdale  and  Browning  service: 

123.0 

123.0 

Other  frequencies  available  on 

request  through 

tower  or  flight  service. 
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Many  Medical  Societies  Launch 
New  Public  Service  Advertisements 


Medical  societies  around  the  country  are  initiating 
a new  public  service  advertising  campaign  designed 
to  reach  the  public  with  medicine’s  story  and  to  im- 
prove medical  press  relations. 

The  campaign  was  conceived  and  nurtured  under 
the  leadership  of  Mr.  C.  Lincoln  Williston,  Execu- 
tive Secretary  of  the  Texas  Medical  Association, 
when  he  served  in  1961  as  Chairman  of  the  Advisory 
Committee  to  the  Director  of  the  Communications 
Division,  American  Medical  Association.  The  Com- 
mittee is  composed  of  executive  secretaries  repre- 
senting state  and  county  societies. 

The  first  six  in  this  new  series  of  open-end  ad- 
vertisements for  placement  in  local  newspapers  were 
sent  by  the  A.M.A.  to  county  societies  Jan.  29.  An 
advance  mailing  was  sent  to  state  societies  earlier  in 
the  month. 

Advertisements  deal  with  choosing  a doctor,  medi- 
cal society  grievance  committees,  the  doctor-patient 
relationship,  immunization,  medicine’s  traditional 
guarantee  of  care  for  all,  and  cost  of  medical  care. 
They  are  simple,  straightforward,  and  nonpolitical. 


In  the  first  two  weeks  of  February,  preliminary 
reports  indicated  growing  interest  and  acceptance 
of  the  campaign.  Two  western  states,  Colorado  and 
Wyoming,  were  the  first  to  report  full-scale  efforts 
to  implement  the  campaign.  Working  closely  with 
the  Colorado  Press  Association,  the  Colorado  Medi- 
cal Society  is  completing  a plan  to  place  advertise- 
ments in  118  Colorado  daily  and  weekly  newspapers. 
The  society  rewrote  A.M.A.  advertisements  to  fit 
the  local  situation,  and  prepared  additional  ones  in 
the  same  style.  Advertisements  will  be  signed  by 
the  county  medical  society  in  the  area  in  which  they 
appear  if  its  members  give  permission,  or  by  the 
state  medical  society. 

Additional  paragraphs  offering  medical  society 
speakers  and/or  literature  on  advertisement  topics 
or  related  subjects  also  will  be  carried. 

Six  additional  advertisements  with  accompanying 
art  work  which  can  be  used  if  a society  chooses  are 
being  prepared  by  the  A.M.A.  and  will  be  supplied 
in  late  spring.  The  next  six  deal  with  medical  ethics, 
voluntary  health  insurance,  emergency  call  systems, 
house  calls,  and  fee  discussions. 


Dr.  Berson  Named  Dean  Of  South  Texas  Medical  School 


The  deanship  of  the  South  Texas  Medical  School, 
third  medical  school  in  the  University  of  Texas 
system,  has  been  accepted  by  Dr.  Robert  C.  Berson, 
medical  vice-president  of  the  University  of  Alabama 
and  dean  of  that  institution’s  medical  college. 

One  of  the  nation’s  top-ranked  authorities  on 
medical  education.  Dean  Berson  has  a creditable 
record  as  teacher,  administrator  and  researcher. 

The  appointment  is  effective  Sept.  1,  said  Chancel- 
lor Harry  H.  Ransom  of  the  University  of  Texas. 

"The  University  and  the  new  medical  school  are 
fortunate  in  Dr.  Berson’s  acceptance  of  the  deanship. 
His  education,  experience  and  wisdom  assure  top- 
flight leadership  for  our  medical  program  in  San 
Antonio,”  said  Chancellor  Ransom. 

Dr.  Berson  has  held  the  Alabama  vice-presidency 
and  medical  deanship  since  1955.  A native  of 
Brownsville,  Tenn.,  he  was  graduated  from  Vander- 
bilt University  in  1934  and  obtained  his  medical  de- 
gree from  the  same  institution  in  1937.  He  has 
served  on  the  medical  faculties  at  Vanderbilt  and 
Illinois,  practiced  medicine  privately  in  Tennessee 
and  New  York,  and  served  in  the  Army  Medical 
Corps  as  a captain. 


From  1949  to  1952  he  was  associate  director  for 
a survey  of  medical  education,  made  by  the  As- 
sociation of  American  Medical  Colleges.  His  special 
research  interest  is  medical  education. 

Dr.  Berson  is  a diplomate  of  the  American  Board 
of  Internal  Medicine  and  a member  of  the  American 
Medical  Association  and  the  Association  of  Ameri- 
can Medical  Colleges. 

In  1940  he  married  Marian  F.  Agry.  The  Bersons 
have  two  children,  Betsey  Warren  and  Robert 
Chambliss. 

The  South  Texas  Medical  School  has  been  author- 
ized by  the  legislature  and  is  being  developed  with 
the  cooperation  of  the  San  Antonio  community. 
Planning  for  the  school’s  development,  for  which 
a $100,000  appropriation  is  currently  available,  is 
expected  to  be  expedited  with  Dr.  Berson’s  arrival 
in  San  Antonio.  The  appropriation  bill  also  author- 
izes $1,750,000  for  the  fiscal  year  beginning  next 
Sept.  1,  conditioned  upon  matching  federal  funds 
for  initial  construction.  If  matching  funds  are  not 
obtained,  an  alternate  direct  appropriation  of  $210,- 
000  is  authorized  for  architectural,  engineering  and 
other  preliminary  work. 
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Malpractice:  Are  Partners  Liable? 


In  discussing  the  possible  liability  of  partners  or 
associates  in  regard  to  malpractice  actions,  we  must 
first  have  some  guide  for  determining  whether  or 
not  a partnership  exists. 

The  Texas  courts,  like  the  courts  of  other  juris- 
dictions, have  frequently  struggled  with  the  question 
of  whether  or  not  a particular  business  association 
is  a partnership.  The  new  Texas  Uniform  Partner- 
ship Act  defines  a partnership  in  section  6 as  fol- 
lows: 

"A  partnership  is  an  association  of  two  or  more 
persons  to  carry  on  as  co-owners  a business  for 
profit.” 

This  definition  of  course  is  very  general  in  na- 
ture, but  it  does  place  some  emphasis  on  the  fact 
that  the  persons  involved  are  "co-owners  of  a busi- 
ness for  profit”. 

Unlike  other  kinds  of  business  associations,  a 
partnership  is  not  formed  by  the  happening  of  an 
event  or  by  compliance  with  certain  formal  require- 
ments specified  in  a statute  as  necessary  for  its 
formation.  A partnership  may  be  in  existence  with- 
out the  benefit  of  any  formal  Articles  of  Partner- 
ship or  the  filing  of  formal  legal  documents. 

The  Supreme  Court  of  Texas  in  the  case  of  Free- 
man V.  Huttig  Sash  and  Door  Co.,  (105  Texas  560, 
153  SW  122  [1913})  set  forth  the  general  guide 
now  followed  in  our  state  as  follows: 

"...  a community  of  interests,  the  common 
enterprise,  its  operation  for  the  joint  account, 
and  a right  in  the  owner  of  each  interest  to 
share  as  a principal  in  its  profits  as  such  . . .” 

While  this  formula  does  not  furnish  the  courts 
with  a precise  and  completely  objective  yardstick, 
it  does  establish  the  general  principle  that  a part- 
ner’s interest  in  a business  and  in  the  profit  must 
be  that  of  an  owner. 

An  association  of  individuals  having  community 
interest,  a common  enterprise,  and  functioning  for 
the  joint  account  with  each  individual  owner  and 
participant  sharing  as  a principal  in  the  profits  of 
the  endeavor,  may  well  be  found  to  be  a partner- 
ship. Such  an  association  then  would  find  its  mem- 
bers having  partnership  responsibilities  and  liabilities. 

An  association  of  individuals  lacking  any  one  or 
more  of  these  elements  probably  would  not  be 
held  to  constitute  a partnership. 

As  regards  the  liability  of  one  partner  for  the 
negligent  acts  of  another  partner,  which  result  in  a 
malpractice  action,  there  seems  to  be  no  doubt  as 


to  the  liability  of  all  of  the  partners,  although  there 
is  a lack  of  cases  dealing  with  this  principle  as  it 
applies  to  physicians.  The  case  that  would  probably 
be  controlling  as  to  this  issue  is  Lee  v.  Moore,  ( 162 
S.W.  437).  (Although  this  case  was  reversed  on 
appeal,  it  was  reversed  upon  a point  other  than  the 
one  presented  here.)  In  this  case,  the  physician  was 
sued  for  malpractice  for  the  alleged  injury  to  plain- 
tiff’s wife  while  she  was  confined  in  childbirth.  Sub- 
sequent to  the  birth  of  plaintiff’s  child,  the  defendant 
physician  agreed  to  care  for  the  wife.  Shortly  before 
the  birth  of  the  child,  it  developed  that  the  defend- 
ant physician  would  be  unable  to  attend  the  birth, 
and  he  arranged  with  another  physician  to  assist  him 
in  treating  the  patient.  As  a result  of  this  action, 
the  malpractice  suit  was  brought. 

One  of  the  contentions  mentioned  in  this  case 
is  whether  or  not  the  two  physicians  might  be  con- 
sidered as  partners,  and  if  so,  could  the  defendant 
physician  be  held  liable  for  the  negligent  acts  of  the 
physician  with  whom  he  had  arranged  for  the  care 
of  his  patient.  The  court,  in  its  opinion,  stated: 
"Likewise,  partners  in  the  practice  of  medicine 
are  all  liable  for  an  injury  resulting  from  the 
negligence,  either  of  omission  or  commission, 
of  one  of  the  partners  within  the  scope  of  their 
partnership  business.”  (30  C.Y.C.  p.  1581. 
Whittaker  v.  Collins,  25  N.W.  632.) 

"The  principle  or  theory  upon  which  this  hold- 
ing is  based  is  that  partners  in  the  practice  of 
medicine  are  sureties  for  the  faithful  perform- 
ance of  their  engagements  by  each  of  them.” 
(Hyrne  v.  Erwin,  23  S.C.  226.) 

This  seems  to  indicate  that  one  partner  can  be 
held  liable  for  the  negligent  acts  of  another  partner, 
even  though  he  is  not  present  when  such  acts  are 
committed  and/or  had  no  parr  in  such  negligent 
acts.  Of  course,  this  principle  is  qualified  to  the 
extent  that  the  partner  guilty  of  such  negligent  acts 
must  have  been  acting  within  the  scope  of  the  part- 
nership business.  Even  though  this  limits  to  some 
extent  the  liability  of  partners  for  actions  of  liabil- 
ity by  another  partner,  it  would  be  most  unlikely 
that  this  would  exempt  them  from  liability  if  the 
negligent  partner  was  in  any  manner  engaged  in 
the  treating  of  a patient  or  going  about  the  partner- 
ship business  at  the  time  of  the  negligent  acts. 

The  next  question  that  arises  concerns  the  liability 
of  an  associate,  that  is,  one  who  attends  the  same 
patient  but  is  not  a partner.  This  question  would 
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seem  to  be  readily  answered  by  the  case  of  Floyd  v. 
Michie  (11  S.W.  2d  657)  in  which  the  family  physi- 
cian was  unwilling  to  diagnose  or  treat  the  patient 
and  called  in,  on  various  occasions,  two  skin  special- 
ists. Both  consulting  physicians  arrived  at  the  same 
diagnosis  and  prescribed  a course  of  treatment  for 
the  family  physician  to  follow.  Subsequent  to  this, 
the  child  being  treated  died,  and  a malpractice  suit 
developed.  The  court,  in  this  case,  held  upon  the 
authority  of  Moore  v.  Lee  (211  S.W.  214)  that: 

"A  physician  is  not  liable  for  the  negligence  of 
another  independent  practitioner  whom  he  (in 
the  exercise  of  reasonable  care)  recommends 
because  he  is  unwilling  to  assume  the  respsonsi- 
bility  of  diagnosing  and  treating  the  malady 
and  whose  services  are  accepted  and  continued 
under  an  independent  contract.” 

This  holding  seems  to  answer  the  question  that 
was  raised,  but  the  position  is  further  supported  by 
the  Supreme  Court  of  Texas  in  Moore  v.  Lee  (211 
S.W.  214)  in  which  the  court,  quoting  21  Ruling 
Case  Law,  pages  394-395,  held  that: 

"They  may  make  such  division  of  services  as 
in  their  honest  judgment  the  circumstances  may 
require  and  each,  in  serving  with  the  other,  is 
rightly  held  answerable  for  his  own  conduct 
and  as  well  as  for  all  the  wrongful  acts  or 
omissions  of  the  other  which  he  observes  and 
lets  go  on  without  objection,  or  which  in  the 
exercise  of  reasonable  diligence  under  the  cir- 
cumstances he  should  have  observed.  But  beyond 
that  his  liability  does  not  extend.  Finally,  it 
seems  that  a physician  or  surgeon  may,  on  leav- 
ing town  or  in  other  case  of  need,  recommend 
or  employ  another  physician  or  surgeon  to  treat 
a patient  for  him,  and  in  the  absence  of  negli- 
gence in  such  selection,  will  not  be  liable  for 
the  negligence  or  lack  of  skill  of  the  substitute 
practitioner.” 

From  the  last  two  cited  cases,  it  seems  apparent 
that  in  the  case  of  associates  there  would  be  no 
liability  imputed  to  the  other  physician,  unless  such 
other  physician  observed,  or  should  have  observed, 
and  failed  to  object  to  performance  of  wrongful  acts. 

From  a study  of  the  above,  it  is  hoped  that  the 
physician  will  better  understand  when  an  association 
could  be  construed  to  constitute  a partnership.  Fur- 
ther, it  is  hoped  that  there  will  be  a better  under- 
standing of  one  partner’s  liability  for  the  acts  of 
another  partner  or  associate. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Persons  65  or  over  compose  more  than  nine  per 
cent  of  the  nation’s  total  population  and  15  per 
cent  of  the  voting  age  population,  according  to  the 
Population  Reference  Bureau. 


AMA  Aids  Exiled  Cuban  Physicians 

Through  the  American  Medical  Association,  exiled 
Cuban  physicians  are  being  given  the  opportunity 
to  continue  their  professional  work  in  the  United 
States. 

The  AMA  Board  of  Trustees  voted  as  follows: 

( 1 ) That  the  AMA  recognize  the  Cuban  Medical 
Association  in  Exile; 

(2)  That  the  above  action  be  transmitted  to  the 
World  Medical  Association  for  its  information; 

(3)  That  the  sum  of  not  to  exceed  $1,000  a 
month  be  appropriated  for  a period  of  six  months 
for  the  establishment  of  an  office  for  the  Cuban 
Medical  Association  in  Exile,  with  the  understanding 
that  no  part  of  this  money  would  be  used  for  propa- 
ganda; 

(4)  That  American  physicians  be  urged  to  try 
and  absorb,  insofar  as  possible,  the  refugee  Cuban 
physicians  as  assistants  in  their  own  practices; 

( 5 ) That  the  ability  of  private  voluntary  agencies 
and  other  groups  to  develop  appropriate  placement 
opportunities  be  augmented,  especially  in  positions 
where  passage  of  the  ECFMG  examination  is  not 
required. 

The  House  of  Delegates,  governing  body  of  the 
AMA,  also  adopted  a resolution  to  aid  Cuban  medi- 
cal colleagues  by  utilizing  their  services  in  any  area 
where  a need  exists. 

The  AMA’s  role  in  aiding  the  exiled  Cuban  physi- 
cians was  reported  in  a recent  issue  of  the  Journal 
of  the  American  Medical  Association. 

TMA  Group  Insurance  Program 
Covers  Dependent  Students  Over  21 

The  Lumbermens  Mutual  Casualty  Company  has 
advised  that  effective  April  1,  1962,  the  Texas  Medi- 
cal Association  Group  Major  Medical  Insurance 
Program  was  changed  to  allow  children  over  age  21 
to  remain  insured  providing  they  are  wholly  de- 
pendent on  the  doctor  member  and  are  attending 
school  on  a full-time  basis. 

Prior  to  April  1,  1962,  coverage  for  all  dependent 
children  terminated  when  they  married  or  became 
21  years  of  age. 

Any  doctor  member  interested  in  the  new  arrange- 
ment should  notify  the  Company,  in  writing,  of  his 
intent  to  continue  insurance  for  the  eligible  de- 
pendent. He  should  submit  an  additional  premium 
payment  equal  to  the  "insured”  under  age  40  rate. 

This  additional  benefit  was  made  available  through 
the  efforts  of  the  Association’s  Committee  on  As- 
sociation Insurance  Programs  in  cooperation  with 
the  administrator,  Charles  O.  Finley  and  Company. 
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Medical  Meetings  To  Coincide 
With  Seattle  World's  Fair 


An  array  of  scientific  meetings  in  Washington 
state  has  been  scheduled  to  coincide  with  the  Seattle 
World’s  Fair  to  be  open  from  April  21  to  October 
21,  1962.  Physicians  throughout  the  United  States 
who  plan  to  attend  the  World’s  Fair  are  invited  to 
attend  the  scientific  sessions  planned  in  the  area. 

Highlighting  the  scientific  meetings  will  be  the 
Annual  Meeting  of  the  Washington  State  Medical 
Association  to  be  held  Sept.  16-19  in  Spokane. 

Three  days  of  scientific  programs  are  scheduled 
with  nationally  known  guest  scientific  speakers,  med- 
ical television,  specialty  sessions,  and  general  sessions. 

The  guest  speakers  and  their  subject  fields  are 
Dr.  William  R.  Lovelace,  II,  of  Albuquerque,  N.M., 
space  medicine;  Dr.  Romney  H.  Lowry  of  Seattle, 
bioastronautics;  Dr.  Sidney  Farber  of  Boston,  cancer; 
Dr.  Francis  J.  Braceland  of  Hartford,  Conn.,  psychi- 
atry; Dr.  Robert  A.  Aldrich  of  Seattle,  pediatrics; 
Dr.  William  B.  Castle  of  Boston,  internal  medicine; 
Dr.  David  D.  DeWeese  of  Portland,  Ore.,  ear,  nose, 
and  throat;  Dr.  John  H.  Isaacs  of  Chicago,  obstetrics- 
gynecology;  Dr.  Walter  L.  Herrmann  of  Seattle,  ob- 
stetrics-gynecology; Dr.  C.  Walton  Lillehei  of  Min- 
neapolis, surgery;  Dr.  Louis  J.  Girard  of  Houston, 
eye;  Dr.  Belding  H.  Scribner  of  Seattle,  internal 
medicine;  Dr.  Francis  C.  Lowell  of  Boston,  internal 
medicine;  Dr.  Charles  R.  Sullivan  of  Rochester, 


Minn.,  orthopedics;  and  Dr.  Edward  S.  Judd  of 
Rochester,  Minn.,  surgery. 

Additional  scientific  meetings  will  be  held  during 
the  fair  in  the  following  fields:  allergy,  anesthesiol- 
ogy, general  practice,  internal  medicine,  neurology 
and  psychiatry,  obstetrics  and  gynecology,  ophthal- 
mology, pediatrics,  radiology,  surgery,  and  tubercu- 
losis. 

The  University  of  Washington  School  of  Medicine 
will  sponsor  a series  of  postgraduate  courses  during 
the  Seattle  World’s  Fair.  Course  topics  will  include 
dermatology;  urinary  tract  infections;  new  clinical 
laboratory  tests;  medical  genetics;  leukocyte  disor- 
ders; anesthesiology;  practical  psychiatry;  pediatric 
electrocardiography;  hand  injuries;  management  of 
water,  sodium,  and  potassium  imbalances;  surgery 
and  early  detection  of  disease;  and  endocrinology 
and  metabolism. 

Additional  information  on  the  scientific  meetings 
may  be  obtained  by  contacting  the  Washington 
State  Medical  Association,  1309  Seventh  Avenue, 
Seattle  1. 

Further  information  on  the  University  of  Wash- 
ington School  of  Medicine  course  may  be  obtained 
from  Mrs.  Alice  Steen,  Postgraduate  Medical  Educa- 
tion Secretary,  HSB  C-304,  University  of  Washing- 
ton School  of  Medicine,  Seattle  5. 


American  Academy  of  Pediatrics 
Plans  April  30  Meeting  in  New  York 

The  spring  session  of  the  American  Academy  of 
Pediatrics  will  be  held  April  30-May  2 in  New  York, 
and  all  activities  will  be  centered  in  the  Statler- 
Hilton  Hotel. 

Two  panel  discussions  will  be  held  Monday,  one 
on  "Liver  Diseases  of  Infants  and  Children”  and 
the  other  on  "Pediatric  Hematology”.  "Transplanta- 
tion Immunity”,  by  Dr.  Senih  M.  Fikrig  of  Istabul 
will  be  a feature  of  the  later  afternoon  program. 

"Pediatric  Neurology”  will  be  explored  via  a 
television  presentation  on  Tuesday  morning,  and  a 
panel  discussion,  "Kidney  Diseases”,  will  be  mod- 
erated in  the  afternoon  by  Dr.  Wallace  W.  McCrory, 
New  York.  "Diagnosis  and  Management  of  Urologic 
Problems”,  a panel,  also  is  on  the  afternoon  program. 
Dr.  Saul  Krugman  of  New  York  will  report  on 
"Experience  with  New,  Highly  Attenuated  Measles 
Virus  Vaccine”. 


Topics  for  the  final  day  of  the  session  will  be 
"Pediatric  Siugery”,  "Congenital  Defects  Associated 
with  Morphologic  Abnormalities  of  Chromosomes”, 
"Imidazole  Aminoaciduria  as  a Genetic  Marker  in 
Tay-Sachs  Disease”,  and  "Viruses  Causing  Respiratory 
Disease”.  Concluding  the  program  will  be  a televi- 
sion presentation  of  new  laboratory  and  clinical 
techniques  by  the  staff  of  Babies  Hospital. 

Medical  Accounts  Management  Program 

A medical  accounts  management  program  will  be 
held  April  25-26  in  San  Antonio  under  the  auspices 
of  the  Medical-Dental-Hospital  Bureau  of  San  An- 
tonio, Inc.  The  program  is  designed  to  train  persons 
who  are  responsible  for  the  management  of  accounts 
receivable  for  physicians,  dentists,  hospitals,  and 
clinics.  Its  aim  is  to  help  those  responsible  for  medi- 
cal accounts,  whether  they  are  assistants,  bookkeepers, 
or  doctors,  to  do  a better  job  from  the  time  of  the 
patient’s  initial  visit  until  his  bill  has  been  paid. 
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""Sandwich  Seminars"",  Panels 
Gear  Thoracic  Society  Meet 

A diversified  program  with  sessions  of  interest 
to  general  practitioners,  pulmonary  disease  special- 
ists, thoracic  surgeons,  pulmonary  physiologists,  and 
microbiologists  will  be  presented  at  the  57th  annual 
meeting  of  the  American  Thoracic  Society,  medical 
section  of  the  National  Tuberculosis  Association, 
in  Miami  Beach,  Fla.,  May  21-23.  The  Deauville  and 
Carillon  will  be  headquarters  hotels.  The  American 
Academy  of  General  Practice  is  allowing  19  hours 
category  2 credit  for  attendance. 

More  than  80  scientific  and  public  health  exhibits 
will  be  displayed  at  the  Deauville  throughout  the 
meeting. 

"Chronic  Bronchitis — An  Entity?”  will  be  the  sub- 
ject of  a symposium  opening  the  scientific  program 
Monday  morning.  May  21.  Dr.  John  H.  McClement, 
head  of  the  Chest  Service,  Bellevue  Hospital,  New 
York,  N.Y.,  will  serve  as  moderator  and  will  discuss 
clinical  aspects. 

Three  "sandwich  seminars”  will  be  held  simul- 
taneously during  the  lunch  period.  The  subjects 
under  discussion  will  be  "Inhalation  Therapy”,  "Lab- 
oratory Diagnosis  of  Mycotic  Infections”,  and  "Lob- 
ectomy vs.  Segmental  Resection  in  Chronic  Pulmo- 
nary Infection”.  The  seminars  will  be  followed  by 
two  concurrent  sessions  at  which  scientific  papers 
will  be  presented.  These  sessions  will,  in  turn,  be 
followed  by  round-table  discussions  on  the  immu- 
nological aspects  of  sarcoidosis  and  the  primary 
atypical  pneumonia  syndrome. 

The  Amberson  Lecturer  will  be  Dr.  Walsh  Mc- 
Dermott, Livingston  Farrand  Professor  of  Public 
Health,  Cornell  University  Medical  College,  and  edi- 
tor of  The  American  Review  of  Respiratory  Diseases. 
His  subject  will  be  "The  Chemotherapy  of  Tuber- 
culosis”. 

A session  with  papers  on  pulmonary  physiology 
and  one  on  clinical  tuberculosis  will  precede  this 
Tuesday  lecture.  In  the  afternoon  a session  with 
papers  on  therapeutic  agents  will  compete  with  one 
on  mycobacteria.  Round  tables  on  radiologic  tech- 
niques in  pulmonary  disease  and  cystic  fibrosis  will 
follow.  The  annual  business  meeting  of  the  ATS 
will  be  held  at  noon  Tuesday. 

Papers  Wednesday  morning,  May  23,  will  deal 
with  surgery,  skin  testing,  environmental  lung  dis- 
ease, clinical  physiology  and  special  diagnostic  prob- 
lems. Three  sandwich  seminars  will  be  held  that 
day.  The  subjects  will  be  "Management  of  Reactions 
to  Antituberculosis  Drugs”,  "Chemotherapy  of  Sys- 
temic Mycoses”,  and  "Advantages  of  Preoperative 
Irradiation  for  Bronchogenic  Carcinoma”.  The  final 
session  will  be  a round-table  discussion,  "What  Have 
We  Learned  About  Pulmonary  Disease  from  the 


Newer  Pathologic  Techniques?”  The  participants  will 
be  Drs.  Hollis  G.  Boren,  Houston;  Jethro  Gough, 
Cardiff,  Wales;  Brian  E.  Heard,  London;  and  Philip 
C.  Pratt,  Columbus,  Ohio.  Dr.  John  P.  Wyatt,  St. 
Louis,  Mo.,  will  serve  as  moderator. 

New  Dates  Announced 

For  Conference  on  Diseases  in  Nature 

The  Twelfth  Southwestern  Conference  on  Diseases 
in  Nature  Transmissible  to  Man  to  be  held  at  the 
University  of  Texas  Southwestern  Medical  School 
has  been  rescheduled  for  May  24-25,  1962.  These 
new  dates  have  been  selected  because  of  numerous 
conflicts  with  the  original  dates,  April  16-17. 

The  final  agenda  will  be  announced  later,  but 
papers  already  have  been  selected  on  various  aspects 
of  salmonellosis,  rabies,  eperinoses,  radiation  effects, 
psittacosis-ornithosis,  brucella  vaccines,  parasitic  dis- 
eases and  others. 

The  newer  and  later  dates  will  permit  the  final 
scheduling  of  papers  which  could  not  have  been  in- 
cluded on  the  original  dates.  In  addition  a couple  of 
spaces  are  being  reserved  for  late  papers.  Physicians 
who  wish  to  present  a paper  may  contact  the  confer- 
ence chairman.  Dr.  M.  B.  Starnes,  Southwestern 
Medical  School,  5323  Harry  Hines  Blvd.,  Dallas  35. 

Texans  To  Share  Honors 
With  Ben  Casey  at  SAMA  Meet 

Outstanding  leaders  from  medicine,  government, 
and  the  entertainment  world  will  appear  on  the  pro- 
gram of  the  12  th  annual  convention  of  the  Student 
American  Medical  Association  In  Washington,  D.C., 
May  10-13.  Among  the  leaders  in  a panel  presenta- 
tion on  endocrinology  will  be  Dr.  Joseph  W.  Gold- 
zieher  of  San  Antonio. 

Dr.  James  Murphy,  Fort  Worth,  president  of  the 
American  Academy  of  General  Practice,  will  address 
smdents  who  plan  to  enter  that  field  of  practice, 
and  Sen.  John  Tower,  Wichita  Falls,  will  be  guest 
speaker  at  a luncheon. 

Television’s  famous  doctor,  Ben  Casey,  has  been 
invited  to  address  SAMA’s  House  of  Delegates,  and 
James  Moser,  creator  of  the  character,  will  be  hon- 
ored at  that  time. 

Medical  Technologists 
To  Meet  in  Dallas 

The  Texas  Society  of  Medical  Technologists  will 
hold  its  state  convention  April  25-28,  1962,  in  Dallas. 

Workshop  sessions  will  be  held  at  the  University 
of  Texas  Southwestern  Medical  School,  Dallas,  in 
hematology,  cytology,  chemistry,  blood  bank,  and 
public  relations. 
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Postgraduate  Courses 

The  following  courses  will  be  given  under  the 
auspices  of  the  American  College  of  Chest  Physi- 
cians. Tuition  for  each  course  is  $73  for  members 
and  $100  for  non-members.  Applications  will  be 
accepted  in  order  of  arrival,  and  should  be  submitted 
early.  Additional  information  may  be  obtained  from 
Mr.  Murray  Kornfeld,  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago  11,  111. 

Cardiopulmonary  Problems  in  Children,  Chicago, 
July  23-27. 

Recent  Advances  in  the  Diagnosis  and  Treatment 
of  Diseases  of  the  Heart  and  Lungs,  Philadel- 
phia, Sept.  17-21,  and  New  York,  Nov.  12-16. 

Clinical  Cardiopulmonary  Physiology,  Chicago, 
Oct.  22-26. 

Occupational  Diseases  of  the  Heart  and  Lungs, 
Detroit,  Dec.  3-7. 

Postgraduate  courses  at  the  University  of  Colo- 
rado Medical  Center,  Denver,  during  the  next  six 
months  are  listed  below.  Information  and  detailed 
programs  may  be  obtained  from  the  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
Medical  Center,  4200  East  Ninth  Avenue,  Denver 
20,  Colo. 

Pediatric  Micro  and  Ultra  Micro  Biochemical 
Techniques,  April  23-27. 

10th  Annual  Western  Cardiac  Conference,  May 
28-30. 

Obstetrics  and  Gynecology,  June  25-27. 

Practical  Applications  in  the  Management  and 
Rehabilitation  of  Arthritis,  July  5-6. 

Ophthalmology,  July  9-12,  Estes  Park. 

Dermatology  for  General  Practitioners,  July  19-21. 

Audiology  Workshop,  July  30-Aug.  3,  Estes  Park. 

Clinical  and  Research  Advances  in  Pediatrics  and 
Child  Guidance,  Aug.  6-10,  Estes  Park. 

Modern  Concepts  of  Allergy,  Pittsburgh,  Pa.,  May 
20-26. — The  mechanism  of  production  of  allergic  dis- 
eases, including  a discussion  and  demonstration  of 
various  tools  employed  in  immunologic  investigation 
will  be  stressed.  Dr.  Leo  H.  Criep,  Bigelow  Apart- 
ments, Pittsburgh  19,  can  supply  full  information. 

John  Sealy  Hospital  Gives  Way  to  Progress 

Demolition  crews  are  removing  the  old  John 
Sealy  Hospital,  a Galveston  landmark  of  medical 
history,  to  make  room  for  a new  outpatient  building 
at  the  University  of  Texas  Medical  Branch.  A his- 
torical fearure  on  the  hospital  appears  in  the  most 
recent  newsletter  of  the  University  of  Texas  Medical 
Branch. 


Dr.  W.  P.  Ball  Establishes 
Loan  Fund  for  Baylor  Students 

A distinguished  Texas  physician  who  has  devoted 
himself  to  assisting  others  secure  educarional  op- 
portunities has  given  Baylor  University  College  of 
Medicine  $54,530  for  the  establish- 
ment of  a medical  smdent  loan 
fund. 

The  92 -year-old  physician.  Dr. 
W.  P.  Bair  of  Cleburne,  who  is  the 
oldest  active  graduate  of  Baylor 
University  and  is  still  in  active 
medical  practice,  has  previously 
given  $175,000  for  the  establish- 
ment of  scholarship  and  loan  funds 
at  Baylor  in  Waco. 

The  grant  to  the  College  of  Medicine,  to  be 
known  as  the  Johnson  County  Medical  Memorial 
Loan  Fund,  will  be  available  to  third  and  fourth  year 
medical  students  and  to  interns  as  well. 

Before  graduating  from  Baylor  in  1892,  Dr.  Ball 
was  the  roommate  of  Samuel  P.  Brooks,  who  later 
became  president  of  Baylor  University,  and  of  Pat  M. 
Neff,  who  was  elected  Governor  of  Texas  and  who 
succeeded  Dr.  Brooks  in  his  capacity  as  president. 

Dr.  Ball  has  been  a resident  and  active  physician 
in  Johnson  County  since  1900,  and  was  the  first 
physician  in  that  section  of  the  country  to  administer 
the  newly  discovered  diphtheria  antitoxin. 

It  was  through  his  leadership  and  his  gifts  that 
the  construction  of  the  Johnson  County  Memorial 
Hospital  was  made  possible. 

In  tribute  to  his  outstanding  work  in  the  practice 
of  medicine.  Dr.  Ball  was  named  General  Practitioner 
of  the  Year  in  1958  by  the  Texas  Medical  Associa- 
tion. On  the  50th  anniversary  of  his  graduation  from 
medical  school,  he  was  cited  by  the  University  of 
Tennessee  in  recognition  of  his  long  and  excellent 
service  to  mankind. 


USPHS  Grants  Give  Broader  Support 

A broader  form  of  financial  support  to  schools 
of  medicine,  dentistry,  osteopathy,  and  public  health 
is  advocated  in  a new  program  of  the  Public  Health 
Service,  according  to  Dr.  Luther  L.  Terry,  surgeon 
general.  Purpose  of  the  grants  is  to  provide  general 
support  on  a continuing  basis  for  research  and  re- 
search training  activities.  A distinguishing  feature 
of  the  grants  is  the  greater  freedom  allowed  the  re- 
cipient institutions  in  determining  the  specific  use  of 
the  funds,  as  compared  with  other  types  of  Public 
Health  Service  grants. 
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Measles  Vaccine  Study 
Reported  Favorable 

A favorable  result  on  the  performance  of  a killed- 
virus  measles  vaccine  during  a measles  epidemic  last 
May  in  Philadelphia  was  given  recently  to  the  Phil- 
adelphia Pediatric  Society. 

Six  clinicians  reported  that  measles  was  prevented 
in  all  children  receiving  three  doses  of  the  new  ex- 
perimental vaccine.  The  report  also  noted  that  re- 
actions were  "practically  nonexistent”.  The  vaccine 
was  developed  at  the  Eli  Lilly  pharmaceutical  firm 
in  Indianapolis,  which  announced  the  investigative 
results.  The  vaccine  is  not  yet  available  to  the  pub- 
lic since  it  is  still  under  study. 

The  investigators  vaccinated  a group  of  953  chil- 
dren from  six  months  to  six  years  old.  A control 
group  of  953  children  in  the  same  age  bracket  was 
observed  but  not  inoculated.  Of  21  cases  of  fever 
reported  as  a possible  side  effect  of  vaccination, 
seven  were  associated  with  infections  of  the  tonsils, 
the  ear,  and  the  upper  respiratory  tract,  the  physi- 
cians said.  The  remainder  were  considered  coinci- 
dental since  they  occurred  after  only  one  dose  of 
vaccine  and  since  they  were  confined  to  two  neigh- 
borhoods. 


National  Survey  of  Prothrombin 
Announced  by  Pathology  Group 

The  therapeutic  benefit  from  the  widespread  use 
of  anticoagulant  medication  makes  it  imperative 
that  prothrombin  measurements  be  reproducible  and 
that  similar  levels  be  used  consistently  in  this  coun- 
try. In  order  to  stimulate  interest  in  the  accuracy  and 
precision  of  prothrombin  measurements,  the  College 
of  American  Pathologists  will  conduct  a national 
survey. 

Those  who  wish  to  participate  in  the  prothrombin 
survey  may  do  so  by  applying  to  the  Committee  for 
Clinical  Pathology  Standards  of  the  College,  Pruden- 
tial Plaza,  Chicago  1.  In  addition  to  the  survey 
samples,  a critique  on  prothrombin  measurements 
containing  suggestions  for  increasing  the  reproduci- 
bility and  accuracy  will  be  sent  to  each  participant. 

Questions  concerning  prothrombin  calibration  and 
standards  may  also  be  directed  to  the  committee. 

Scott  and  White  Announces  Fellowships 

Fellowships  in  gastroenterology  now  are  available 
from  the  Scott  and  White  Clinic,  Scott  and  White 
Memorial  Hospital,  and  Scott,  Sherwood  and  Brind- 
ley Foundation  in  Temple.  Dr.  J.  Arnold  Bargen, 
Scort  and  White  Clinic,  Temple,  Texas,  can  provide 
complete  details  of  these  fellowships. 


Awards  Announced  For 
Original  Scientific  Articles 

Annual  awards,  totaling  $500,  have  been  estab- 
lished for  the  best  original  scientific  articles  pub- 
lished in  Southwestern  Medicine.  The  contest  for 
the  first  year  will  close  Sept.  1 so  that  the  1962 
awards  can  be  made  at  the  annual  meeting  of  the 
Southwestern  Medical  Association  Oct.  18-20  in  Al- 
buquerque, N.  Mex.  Future  contest  dates  will  run 
from  Sept.  1 to  Sept.  1 of  each  year.  Dr.  Louis  W. 
Breck,  managing  editor  of  the  journal,  announced. 

Awards  for  both  regional  and  national  divisions 
will  be  $100,  $75,  and  $50  for  first,  second,  and 
third  place  winners.  All  physicians  who  practice  in 
West  Texas,  Arizona,  New  Mexico,  Nevada,  and 
the  Mexican  States  of  Sonora  and  Chihuahua  are 
eligible  for  the  regional  awards.  Physicians  any- 
where in  the  United  States  outside  the  regional  area 
may  compete  for  the  national  awards.  The  contest 
was  reported  in  the  March  17,  1962,  issue  of  the 
Journal  of  the  American  Medical  Association. 

Health  Information  Foundation  To  Move 

In  order  to  enhance  and  broaden  its  program,  the 
Health  Information  Foundation  will  move  to  the 
University  of  Chicago  campus  about  April  30.  It  has 
been  located  in  New  York  City  since  1950,  when  it 
was  organized  as  a non-profit  corporation  by  leaders 
in  the  drug  industry. 

Under  the  terms  of  the  transfer,  the  program  of 
the  Foundation  will  be  operated  as  an  administrative 
unit  of  the  Graduate  School  of  Business  of  the  Uni- 
versity, but  its  activities  will  complement  the  present 
programs  of  other  University  divisions,  particularly 
in  the  biological  and  social  sciences. 

"Chicago  is  desirable  as  a location  in  giving  the 
Foundation  opportunity  for  greater  cooperation  with 
national  associations  in  the  health  field  that  have 
their  headquarters  there,  such  as  the  American  Medi- 
cal Association,  American  Hospital  Association,  and 
American  Dental  Association,”  said  Mr.  George  Bug- 
bee,  president  of  the  Foundation. 

Medical  Foundation  Program 

The  Southwestern  Medical  Foundation  is  accel- 
erating its  program  to  raise  the  levels  of  research-, 
teaching,  and  patient  care,  according  to  Karl  Hoblit- 
zelle,  president  of  the  board  of  trustees.  The  founda- 
tion’s program  is  made  possible  by  contributions 
from  individuals  and  corporations  through  cash  or 
properties,  bequests,  memorials,  life  insurance,  living 
trusts,  scholarships,  and  loan  funds.  Those  planning 
contributions  for  the  months  ahead  are  requested,  to 
consider  the  financial  needs  of  Southwestern  Medi- 
cal Foundation,  Mr.  Hoblitzelle  said. 
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Dr.  Titus  H.  Harris,  Galveston,  chairman  of  the 
Department  of  Neurology  and  Psychiatry,  Medical 
Branch,  was  named  "Boss  of  the  Year”  by  members 
of  the  Galveston  County  Chapter  of  the  National 
Secretaries  Association.  He  was  honored  for  his 
attributes  as  an  employer  and  for  his  professional 
and  civic  activities.  In  Fredericksburg,  Dr.  Lorence 
W.  Feller  received  the  "Boss  of  the  Year”  award  at 
the  annual  Junior  Chamber  of  Commerce  awards 
banquet. 

Dr.  Sam  King  of  Galveston  has  been  awarded  the 
Jeane  M.  Kempner  Scholarship  to  support  a year  of 
research  work  in  cardiology  at  the  University  of 
Colorado.  A fellowship  appointment  in  hematology 
at  the  University  of  California  Medical  School  has 
been  granted  Dr.  Carroll  C.  Jones,  also  of  Galveston, 
through  the  Eliza  and  Harris  Kempner  Fund. 

Dr.  Gilbert  H.  Fletcher,  head  of  the  Department 
of  Radiology  at  the  University  of  Texas  M.D.  An- 
derson Hospital  and  Tumor  Clinic  in  Houston,  as- 
sumed the  post  of  president  of  the  American  Radium 
Society  at  the  group’s  annual  meeting  April  3 in 
New  York  City. 

Dr.  ].  E.  Miller,  chief  radiologist  at  the  Baylor 
University  Medical  Center,  recently  was  awarded  the 
Marchman  Award  for  "outstanding  research  or  con- 
tribution to  the  advancement  of  medicine”  by  the 
Dallas  Southern  Clinical  Society.  The  award  was 
created  in  1941  and  named  in  honor  of  the  late  Dr. 
Oscar  Marchman,  Sr.,  first  president  of  the  society. 

Dr.  William  K.  Douglas,  flight  surgeon  who  ac- 
companied astronaut  John  H.  Glenn,  Jr.,  in  the  ele- 
vator to  see  that  he  was  properly  placed  in  the 
capsule  and  that  all  the  electric  monitors  attached  to 
his  body  were  working,  is  a 1948  graduate  of  the 
University  of  Texas  Medical  Branch. 

Dr.  John  Q.  McGivney,  Galveston,  is  the  recipient 
of  a plaque  in  appreciation  of  the  support  he  has 
given  the  Alpha  Kappa  Kappa  fraternity  during  his 
11  years  as  Primarius,  or  faculty  advisor. 

At  its  most  recent  meeting,  the  Texas  Society  of 
Pathologists  conferred  on  Drs.  Charles  Phillips, 
Houston,  and  T.  C.  Terrell,  Fort  Worth,  the  George 
T.  Caldwell  Award  for  outstanding  and  meritorius 
ser  dee  in  pathology  in  the  state  of  Texas. 

Dr.  and  Mrs.  M.  M.  Scurry,  Dallas,  and  Dr.  and 
Mrs.  Pruett  Watkms,  Austin,  joined  the  Flying  Long- 
horns II  tour  of  Europe,  sponsored  by  the  University 
of  Texas  Ex-Students  Association,  and  are  vacation- 
ing in  London,  Paris,  Venice,  Florence,  Rome,  and 
Sorrento.  The  tour  left  from  Houston  April  12,  and 
is  scheduled  to  return  April  29. 


Houstonian  Is  Honored 
For  Prevention  of  Blindness 

Dr.  Everett  L.  Goar,  noted  Houston  ophthalmolo- 
gist and  founder  of  the  Texas  Society  for  the  pre- 
vention of  Blindness,  has  won  the  1961  Leslie  Dana 
Gold  Medal  for  meritorious  work 
in  the  field  of  sight  conservation 
and  prevention  of  blindness. 

Dr.  Goar,  the  36th  recipient  of 
the  annual  international  award,  was 
named  today  by  the  St.  Louis  Soci- 
ety for  the  Blind  and  the  National 
Society  for  the  Prevention  of  Blind- 
ness who  cooperate  in  choosing  the 
winner  each  year.  He  was  cited  "for 
distinguished  service  in  developing 
and  promoting  the  lay  and  professional  movement 
for  the  prevention  of  blindness  and  sight  conserva- 
tion and  for  distinguished  service  in  practice,  teach- 
ing, and  research.” 

The  Leslie  Dana  Gold  Medal,  established  in  1925 
by  a prominent  St.  Louis  businessman  to  foster  the 
conquering  of  blindness  through  scientific  knowl- 
edge and  its  application,  will  be  presented  to  Dr. 
Goar  during  the  1962  annual  conference  of  the 
National  Society  for  the  Prevention  of  Blindness  in 
Indianapolis,  April  11-13. 

In  addition  to  organizing  the  Texas  Society  for 
the  Prevention  of  Blindness,  Dr.  Goar  was  a mem- 
ber of  the  board  of  directors  of  the  National  Society 
for  the  Prevention  of  Blindness  from  1952-1960. 
He  was  professor  of  ophthalmology  and  head  of  that 
department  at  Baylor  University  College  of  Medicine 
from  1943  to  1957,  and  during  this  era  was  head  of 
the  teaching  and  resident  programs  for  Hermann, 
Jefferson  Davis,  and  the  V.A.  Hospitals.  Dr.  Goar 
is  now  professor  emeritus,  Baylor  University  College 
of  Medicine. 


Dr.  Holden  Named  Head 
Of  Blood  Bank  Association 

Dr.  E.  Richard  Halden  of  Fort  Worth  succeeded 
to  office  of  president  of  the  South  Central  Associa- 
tion of  Blood  Banks  at  the  association’s  fourth  an- 
nual meeting  held  March  9-10  in  Fort  Worth. 

Other  officers  are  David  E.  Soules,  Ph.D.,  of  Dal- 
las, president-elect;  Dr.  Donald  A.  Sutherland  of 
Dallas,  vice-president;  Mrs.  Florence  Del  Prete  of 
Amarillo,  secretary;  and  1.  C.  Scott  of  Lafayette,  La., 
treasurer. 

Dallas  was  selected  as  the  site  for  the  1963  meet- 
ing. 
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AhAA  Fosters  Cooperation 
Between  Physicians  and  Clergy 

To  weld  the  efforts  of  religion  and  medicine,  the 
American  Medical  Association  has  instituted  a new 
Department  of  Medicine  and  Religion,  headed  by 
the  Rev.  Paul  B.  McCleave,  D.D.  Texas,  along  with 
eight  other  states,  has  been  selected  to  cooperate 
in  a pilot  study  to  help  determine  what  types  of 
programs  and  services  will  be  most  helpful  to,  and 
best  accepted  by,  physicians,  ministers,  and  the  gen- 
eral public. 

The  Texas  Medical  Association’s  Council  on  Pub- 
lic Relations  and  Public  Service  has  discussed  the 
new  program  with  the  Rev.  McCleave;  specific 
programs  will  be  tailored  to  meet  the  needs  of  the 
local  community  in  each  instance.  The  AMA  De- 
partment plans  to  act  as  a servicing  and  counseling 
body  for  state  and  local  county  medical  societies. 

Another  project  of  the  nev/  Department  will  be 
the  creation,  on  the  state  level,  of  leadership  teams 
of  physicians  and  clergymen.  These  teams  will  pre- 
sent theoretical  case  studies  to  various  medical  and 
religious  gatherings  to  show  how  teamwork  can  be 
utilized  for  better  medical  care. 

Dr.  McCleave  lists  two  other  key  functions  of 
his  Department:  the  encouragement  of  closer  rela- 
tions between  pastors  and  physician  members  of 
their  churches  to  discuss  health  and  spiritual  pro- 
grams, and  the  preparation  of  articles  and  editorials 
for  the  medical  and  religious  press. 

Dr.  McCleave  says  his  Department  also  plans  close 
liaison  with  hospital  chaplains,  mental  health  au- 
thorities, and  pastoral  clinical  training  centers,  fur- 
nishing any  assistance  it  can.  Similar  liaison  is 
planned  in  the  area  of  medical,  theological,  and 
nursing  school  curriculums. 

It  is  anticipated  that  the  pilot  studies  in  Texas 
will  begin  in  the  fall  and  winter  of  1962. 

Fallout  Estimate  Given  by  AEC 

Fallout  radiation  doses  coming  this  spring  from 
Russia’s  bomb  tests  will  be  below  levels  set  as  safe 
for  people  during  lifetime  exposures,  according  to 
an  official  of  the  Atomic  Energy  Commission. 

Gordon  M.  Dunning,  deputy  director  of  the  AEC’s 
Division  of  Operational  Safety,  said  the  Russians 
have  scattered  nearly  IV2  times  as  much  radioactive 
matter  around  the  world  as  the  U.  S.  and  Britain 


combined.  Russia’s  1961  test  series,  he  said,  produced 
energy  equal  to  about  120  megatons  ( 120  million 
tons)  of  TNT. 

According  to  the  scientist’s  report  in  a recent  issue 
of  the  Journal  of  the  American  Medical  Association, 
a rough  estimate  indicates  that  children  born  in 
1962  will  receive  a dose  to  the  bones  from  all  the 
tests  through  1961  amounting  to  one-fiftieth  of  the 
Federal  Radiation  Council’s  guide  for  a lifetime  ex- 
posiure.  About  40  per  cent  of  the  70-year  total  dose 
would  be  from  the  1961  Russian  tests.  The  whole 
body  exposure  of  these  children  will  be  about  one- 
eightieth  of  the  council’s  guide  figure  for  30  years. 
About  60  per  cent  of  this  exposure  would  be  from 
this  year’s  Russian  tests. 

The  scientist  also  estimated  that  the  one-year  dose 
to  the  thyroids  of  children  from  radioactive  iodine  in 
early  Soviet  fallout  last  fall  has  been  below  the  level 
proposed  by  the  radiation  council.  Total  exposure 
to  lungs  from  inhaling  this  early  fallout  "probably 
was  less”  than  daily  lung  exposure  from  naturally 
occurring  radioactive  materials  in  the  air,  the  sci- 
entist reported. 

Accidental  Deaths  in  U.S. 

Show  Decline  During  1961 

Accidental  deaths  during  1961  decreased  by  about 
1,500  from  the  I960  total,  the  Health  Information 
Foundation  reported  recently.  An  estimated  91,500 
Americans  died  in  accidents  last  year. 

In  a report  on  trends  in  accidental  deaths  and 
disability,  a spokesman  for  the  Foundation  noted 
that  "the  remarkable  stability  in  number  of  deaths 
from  accidental  injury  since  the  late  1930s  masks 
a considerable  decline  in  the  death  rate.  When  acci- 
dental deaths  are  measured  against  the  numbers  in 
our  growing  population,  it  is  evident  that  the  risk 
of  dying  from  accidental  injury  has  declined  sharp- 

ly”- 

In  recent  years,  accidents  consistently  have  ranked 
fourth  among  leading  causes  of  death,  exceeded  only 
by  such  major  illnesses  as  heart  disease,  cancer,  and 
cerebrovascular  lesions  ( mainly  cerebral  hemor- 
rhage), the  report  revealed. 

Motor  vehicle  accidents  account  for  a large  pro- 
portion of  accidental  deaths — 38,200  in  I960,  with 
a preliminary  estimate  of  some  38,000  for  1961. 

Accidents  in  the  home  caused  nearly  30  per  cent 
of  accidental  deaths  in  I960,  the  Foundation’s  report 
stated,  and  almost  half  of  the  home  accidents  te- 
sulted  from  falls,  primarily  involving  persons  65 
years  of  age  or  over. 

Declines  also  were  noted  in  fatal  accidents  on  the 
job,  non-motor  vehicle  accidents  in  public  places, 
and  airline  and  railroad  accident  fatalities. 
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County  Medical  Societies  Elect  Officers 


County  medical  societies  in  Texas  have  announced 
the  following  officers  for  1962: 

Bowie. — President-elect,  Dr.  John  G.  Calhoun, 
Texarkana;  vice-president.  Dr.  William  S.  Tyson, 
New  Boston;  secretary- treasurer.  Dr.  Laurence  L. 
Duncan,  Texarkana;  and  delegate.  Dr.  Charles  V. 
Binrliff,  Texarkana.  Dr.  Raymond  P.  Hughes,  Tex- 
arkana, took  over  the  duties  as  president. 

Brooks-Duval-Jim  Wells. — President,  Dr.  John  C. 
Turnham;  vice-president.  Dr.  Riley  N.  Riddle;  sec- 
retary-treasurer, Dr.  Richard  O.  Albert;  and  delegate. 
Dr.  Glenn  T.  Howard,  all  of  Alice. 

Cass-Marion. — President-elect,  Dr.  Jesse  M.  De- 
Ware,  III,  Jefferson;  vice-president.  Dr.  T.  K.  Nich- 
ols, Atlanta;  secretary-treasurer.  Dr.  J.  C.  O’Banion, 
Atlanta;  and  delegate.  Dr.  Vernon  B.  Glenn,  Jr.,  Lin- 
den. Dr.  Louise  N.  Wilcox,  Hughes  Springs,  took 
office  as  president. 

Colorado  Basin. — President,  Dr.  S.  F.  Supowit, 
Sweetwater;  secretary-treasurer.  Dr.  Thomas  F.  Hart- 
ley, Snyder;  and  delegate.  Dr.  Francis  N.  Hood,  Jr., 
Sweetwater. 

Comal. — President-elect,  Dr.  Donald  S.  Kennady; 
secretary-treasurer.  Dr.  Charles  E.  Berger;  and  dele- 
gate, Dr.  Arthur  W.  C.  Bergfeld,  all  of  New  Braun- 
fels. Dr.  Frederick  Frueholz,  Jr.,  of  New  Braunfels 
assumed  his  duties  as  president. 

Cooke. — President,  Dr.  Ira  L.  Thomas;  vice-presi- 
dent, Dr.  John  D.  Shea;  secretary-treasurer,  Dr.  How- 
ard S.  Davenport;  and  delegate.  Dr.  James  W.  Atchi- 
son, all  of  Gainesville. 

Coryell. — President,  Dr.  Kermit  R.  Jones;  vice- 
president,  Dr.  E.  E.  Lowrey;  secretary-treasurer.  Dr. 

O.  W.  Lowrey;  and  delegate.  Dr.  O.  W.  Lowrey,  all 
of  Gatesville. 

Dawson-Lynn-T  erry-Gaines-Y  oakum.  — President- 
elect, Dr.  Steve  E.  Hood,  Seminole;  vice-president. 
Dr.  Steve  E.  Hood,  Seminole;  secretary-treasurer.  Dr. 
Noah  W.  Stone,  Brownfield;  and  delegate.  Dr.  J. 
Vernon  McKay,  Lamesa.  Dr.  Keller  P.  Greenfield, 
Denver  City,  took  office  as  president. 

Henderson. — President,  Dr.  Nolen  D.  Geddie,  Jr., 
vice-president.  Dr.  Nolen  D.  Geddie,  Sr.;  secretary- 
rreasurer.  Dr.  Norris  E.  Holt;  and  delegate.  Dr. 
Norris  E.  Holt,  all  of  Athens. 

Kerr-Kendall-Gillespie-Bandera. — President,  Dr. 
Russell  E.  Guill;  secretary.  Dr.  William  C.  Byrd; 
treasurer.  Dr.  Barney  K.  Williams;  and  delegate.  Dr. 
Choice  B.  Matthews,  all  of  KerrviUe. 

Kimble-Mason-Menard-McCulloch . — President,  Dr. 
A.  W.  Hinchman,  Brady;  vice-president.  Dr.  James 

P.  Anderson,  Brady;  secretary-treasurer.  Dr.  H.  M. 
Westphal,  Menard;  and  delegate.  Dr.  H.  M.  Wesr- 
phal,  Menard. 
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Lamb  - Bailey  - Hockley  - Cochran.  — President,  Dr. 
Delman  J.  Stafford,  Littlefield;  vice-president.  Dr. 
Robert  J.  Harrison,  Levelland;  secretary-treasurer. 
Dr.  Ray  E.  Santos,  Muleshoe;  and  delegate.  Dr.  El- 
bert D.  Barnes,  Levelland. 

Milam. — President,  Dr.  Lawrence  E.  Selden,  Rock- 
dale; vice-president.  Dr.  Lawrence  E.  Hamilton,  Rog- 
ers; secretary-treasurer.  Dr.  Horace  B.  Halbert,  Jr., 
Rosebud;  and  delegate.  Dr.  Clifford  G.  Swift,  Cam- 
eron. 

Montgomery.  — President-elect,  Dr.  Walter  D. 
Wilkerson,  Jr.;  vice-president.  Dr.  Walter  D.  Wilker- 
son,  Jr.;  secretary-treasurer.  Dr.  M.  G.  Hutchins;  and 
delegate,  Dr.  Deane  L.  Sadler,  all  of  Conroe.  Dr. 
B.  E.  Powell  of  Conroe  took  office  as  president. 

Orange. — President,  Dr.  James  P.  Qoud;  vice- 
president,  Dr.  Arthur  R.  Watson;  secretary-treasurer. 
Dr.  George  L.  Eastman,  Jr.;  and  delegate.  Dr.  Rob- 
ert F.  Minkus,  all  of  Orange. 

Palo  Pinto-Parker-Y oung-Archer- Jack. — President- 
elect, Dr.  V.  O.  Rosser,  Jr.,  Graham;  vice-president, 
Dr.  William  A.  O’Quin,  Mineral  Wells;  secretary- 
treasurer,  Dr.  Jack  Jordan,  Jacksboro;  and  delegate. 
Dr.  Jack  L.  Eidson,  Weatherford.  Dr.  Paul  K.  Con- 
ner, Jacksboro,  became  president. 

Panola. — President-elect,  Dr.  Glen  R.  Johnson; 
vice-president.  Dr.  Glen  R.  Johnson;  secretary-treas- 
urer, Dr.  Kenneth  C.  Prince;  and  delegate.  Dr.  Wil- 
liam C.  Smith,  all  of  Carthage.  Dr.  Virgil  M.  Hol- 
land, Carthage,  took  over  the  office  of  president. 

Pecos  - Jeff  Davis  - Presidio  - Brewster. — President- 
elect, Dr.  Walter  H.  Stover,  Marfa;  vice-president. 
Dr.  John  W.  Pate,  Alpine;  secretary.  Dr.  J.  Dayle 
Lancaster,  Fort  Stockton;  treasurer.  Dr.  C.  E.  Oswalt, 
Jr.,  Fort  Stockton;  and  delegate.  Dr.  George  A.  Hoff- 
man, Fort  Stockton.  Dr.  John  C.  Hundley,  Fort  Stock- 
ton,  took  office  as  president. 

Red  River. — President-elect,  Dr.  Rex  L.  Edwards, 
Clarksville;  vice-president.  Dr.  Rex  L.  Edwards, 
Qarksville;  secretary-treasurer.  Dr.  Melvin  Marx, 
Jr.,  Clarksville;  and  delegate.  Dr.  Earl  E.  Brooks, 
Bogata.  Dr.  Charles  B.  Reed,  Clarksville,  assumed 
the  office  of  president. 

R eeves  - W ard  - W inkier  - Loving  -Culberson -Huds- 
peth.— President,  Dr.  Walter  O.  Rehmeyer,  Mona- 
hans; vice-president.  Dr.  Joe  D.  Heath,  Kermit;  sec- 
retary, Dr.  Donald  C.  Garrett,  Monahans;  and  dele- 
gate, Dr.  Harper  Peddicord,  Kermit. 

Runnels. — President,  Dr.  C.  T.  Rives,  Winters; 
vice-president.  Dr.  Charles  F.  Bailey,  Ballinger;  sec- 
retary-treasurer, Dr.  Henry  H.  McCreight,  Winters; 
and  delegate.  Dr.  J.  E.  Green,  Ballinger. 

San  Patricio- Aransas-Refugio. — President-elect,  Dr. 
Ernest  R.  Deitch,  Sinton;  vice-president.  Dr.  Rich- 
ard H.  Heard,  Refugio;  secretary- rreasurer.  Dr.  F. 
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Stanley  Ewing,  Sinton;  and  delegate,  Dr.  Melross  C. 
Rittiman,  Sinton.  Dr.  Boyce  Elliott,  Aransas  Pass, 
became  president. 

Shelby-San  Augustine-Sabine. — President,  Dr.  L.  S. 
Oates;  vice-president.  Dr.  James  P.  Bridges;  secretary- 
treasurer,  Dr.  W.  C.  Windham;  and  delegate.  Dr. 
Steve  Oates,  all  of  Center. 

Upshur. — President,  Dr.  Tedroe  J.  Ford,  Jr.;  vice- 
president,  Dr.  Hugh  M.  Ragland;  secretary.  Dr.  Mad- 
ison S.  Ragland;  and  delegate.  Dr.  T.  J.  Ford,  Jr., 
all  of  Gilmer. 

Walker-Madison-Trinity. — President-elect,  Dr.  Eu- 
gene M.  Addison,  Huntsville;  secretary-treasurer.  Dr. 
John  R.  Cook,  Trinity;  and  delegate,  Dr.  Eugene  M. 
Addison,  Huntsville.  Dr.  Sam  R.  Barnes,  Trinity, 
assumed  the  duties  of  president. 

Wilbarger. — President,  Dr.  Emory  D.  Hollar;  vice- 
president,  Dr.  F.  B.  Steele;  secretary-treasurer.  Dr. 
J.  J.  Slaugenhop;  and  alternate.  Dr.  J.  B.  Hardin,  all 
of  Vernon. 

Wood. — President,  Dr.  Ben  F.  Merritt,  Quitman; 
secretary.  Dr.  Roscoe  O.  Moore,  Mineola;  and  dele- 
gate, Dr.  Roscoe  O.  Moore,  Mineola. 

Texas  Public  Health  Association 
Supports  Vendor's  Care  Plan 

The  Texas  Public  Health  Association,  at  a general 
meeting  Feb.  14,  1962,  adopted  a resolution  oppos- 
ing the  plan  of  medical  care  for  the  aged  through 
Social  Security  and  supporting  the  new  vendor’s 
medical  care  program. 

The  resolution  read  as  follows: 

"WHEREAS:  the  Texas  Public  Health  Associa- 
tion has  noted  the  need  for  adequate  health  care  of 
the  aging  population  and — 

WHEREAS:  this  problem  is  now  being  met 
through  private  insurance  and  Kerr-Mills  federal 
legislation,  and — 

WHEREAS:  the  Texas  Department  of  Public 
Welfare  has  recently  started  a medical  care  program 
for  those  individuals  on  Old  Age  Assistance — 

THEREFORE,  Be  it  Resolved  that  the  Texas  Pub- 
lic Health  Association  go  on  record  as  opposed  to 
the  plan  of  medical  care  of  the  aged  through  Social 
Security  and  urge  the  support  of  the  Kerr-Mills 
legislation,  state  legislation  and  private  insurance. 

BE  IT  FURTHER  RESOLVED:  that  copies  of 
this  resolution  be  sent  to  the  American  Public 
Health  Association,  all  affiliated  members  of  APHA 
and  the  Texas  representatives  in  Congress.” 


Pamphlets  Aid  Families 
Of  Mental  Patients 

The  State  Department  of  Health  has  announced 
that  two  pamphlets  are  available  for  physicians’  per- 
sonal reference  in  counseling  families  of  patients 
with  mental  disease. 

"Mental  Illness — ^A  Guide  for  the  Family”  is 
written  by  Edith  M.  Stern,  and  has  been  tested  by 
the  Hogg  Foundation  for  Mental  Health  and  the 
Texas  Mental  Health  Association.  It  explains  the 
reasons  for  hospitalizing  patients  who  are  mentally 
ill,  and  gives  the  reasons  for  many  of  the  hospital 
regulations  which,  when  misunderstood,  may  be  up- 
setting to  the  patient  and  his  family. 

The  booklet  also  gives  practical  advice  about  how 
to  have  a patient  admitted  to  the  hospital,  how  to 
transport  him,  and  what  may  be  expected  on  arrival 
and  during  the  first  few  days.  It  emphasizes  that 
the  family  must  cooperate  with  hospital  personnel, 
and  discusses  visits,  letters,  discharge,  reorienting 
the  patient  into  family  and  community  life  after 
discharge,  and  continued  care. 

"When  a Parent  Is  Mentally  111:  What  To  Say 
To  Your  Child”  suggests  ways  of  dealing  with  the 
questions  and  the  emotional  reactions  of  children  of 
various  ages  when  confronted  by  mental  iUness  of 
a parent.  It  can  prove  invaluable  to  the  other  parent 
in  that  it  tells  what  type  of  reactions  may  be  ex- 
pected, and  emphasizes  the  need  for  explanations 
and  for  including  them  in  plans  or  readjustments 
so  that  they  may  feel  needed  and  loved. 

Physicians  may  obtain  single  copies  of  these  pam- 
phlets from  the  State  Department  of  Public  Health, 
Division  of  Mental  Health,  or  in  quantity  at  fifty 
cents  each  from  The  National  Association  for  Mental 
Health,  Inc.,  10  Columbus  Circle,  New  York  19- 


Wholesale  Drug  Prices  Decline 

Wholesale  prices  of  prescription  drugs  in  1961 
declined  over-all  for  the  third  straight  year,  the 
Firestone  Index  reveals.  John  M.  Firestone,  originator 
of  the  index  and  consultant  to  the  U.  S.  Bureau  of 
Labor  Statistics,  said  the  new  decline  brought  the 
index  to  89.7,  or  10.3  per  cent  below  the  base  num- 
ber of  100.0  for  1949. 


Haircuts  in  Fort  Wayne,  Ind.,  are  done  with  a 
difference.  Patrons  are  invited  to  strap  themselves 
to  the  barber  chair  to  experience  the  ease  and  com- 
fort of  using  automobile  safety  belts.  The  city’s 
safety  council  is  promoting  use  of  seat  belts,  and 
barbers  are  cooperating  by  providing  vivid  demon- 
strations for  their  "captive”  patrons. 
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Vendor's  Medical  Care  Program 


Physician's  Role  in  Nursing 
Home  Care  Phase  Explained 


Medically  required  nursing  care  in  an  approved 
nursing  home  is  one  phase  of  medical  care  under 
the  Medical  Assistance  Act  ( S.B.  79,  Acts  of  the 
57th  Texas  Legislature,  Regular  Session,  1961).  This 
Act  implemented  two  phases  of  medical  care  for 
recipients  of  Old  Age  Assistance  in  Texas  under 
the  federal  Kerr-Mills  Act. 

The  Texas  State  Department  of  Public  Welfare 
was  designated  as  the  administering  state  agency. 
Although  the  Department  chose  to  place  one  phase 
— hospital,  surgical,  and  medical — under  an  insured 
program  with  Blue  Cross  of  Texas,  it  retained  the 
complete  administration  of  the  nursing  home  care 
phase. 

In  launching  this  phase,  it  was  necessary  for  the 
Department  to  develop  criteria  and  standards  that 
would  insure  proper  classification  of  the  aged  recipi- 
ent-patient within  monetary  limits  as  to  the  care 
required,  and  to  assure  that  a facility  providing  such 
care  was  adequately  staffed  and  equipped  to  give 
such  services.  It  was  deemed  imperative  that  such 
services  must  be  provided  before  disbursement  of 
public  funds  could  be  made  legally. 

The  Texas  Medical  Association  was  consulted  in 
developing  criteria  and  standards  for  the  vast  new 
program  to  serve  the  aged,  as  were  the  nursing  home 
associations  and  other  appropriate  groups  and  indi- 
viduals. 

"Although  this  program  has  been  in  operation 
only  since  Jan.  1,  1962,  experience  has  already  shown 
us  that  the  physicians  are  giving  generously  of  their 
necessary  services  and  information,”  John  H.  Win- 
ters, Commissioner  of  Welfare,  reports.  "The  Wel- 
fare Department  has  cut  red  tape  to  a legal  mini- 
mum to  get  immediate  help  to  the  patient.  This 
nursing  home  care  program  demonstrates  how  mu- 
tual planning  and  cooperation  between  private  physi- 
cians and  a public  welfare  department  can  meet 
many  of  the  sociomedical  problems  of  our  needy 
aged.” 

Since  this  is  a medical  program,  it  is  designed  so 
that  the  physician  of  the  individual’s  choice  is  the 
key  person  to  determine  if  nursing  care  is  required, 
to  prescribe  and  describe  the  amount  and  kind  of 
care  needed,  and  to  provide  the  medical  staff  of  the 
Department  with  the  necessary  information.  A check 
sheet,  known  as  SDPW  Form  54,  was  made  as  simple 
as  passible  to  save  the  physician’s  time.  Armed  with 
this  information  and  the  field  staff’s  verification  that 


the  physician’s  orders  are  being  carried  out,  the  De- 
partment’s medical  staff  classifies  the  recipient-pa- 
tient for  one  of  three  types  of  care  for  which  the 
program  pays  different  amounts  to  the  nursing  home. 

This  classification  of  the  patient  and,  hence,  the 
amount  of  available  money  paid,  is  based  upon  the 
extent  of  nursing  care  needed,  the  skill  and  the 
time  required  to  give  it.  In  fairness  to  the  patient, 
the  nursing  home,  other  physicians,  and  the  tax- 
payer, it  is  necessary  for  the  family  doctor  to  de- 
scribe carefully  rhe  care  needed  for  the  individual. 
For  example,  the  term  "forced  fluids”  may  mean 
only  reminding  the  elderly  person  to  drink  a glass 
of  water  once  every  hour.  In  contrast,  it  could  refer 
‘ to  the  use  of  a gavage  tube  that  might  require  two 
nurses  30  minutes  to  insert.  Such  individual  varia- 
tions make  the  difference  in  determining  the  clas- 
sification, since  the  amount  of  care,  the  skill,  and 
the  time  required  may  vary  greatly. 

It  is  also  essential  that  the  physician  define  pre- 
cisely what  medicine  is  prescribed  and  by  whom  it 
may  be  given,  since  the  patient’s  classification  also 
is  contingent  upon  these  factors.  He  also  should  de- 
scribe any  difficulties  he  knows  or  suspects  may  be 
encountered  in  treatment.  Nursing  home  directors 
emphasize  their  need  for  specific  medical  instruc- 
tions because  of  possible  delay  before  the  doctor  sees 
the  director. 

In  some  instances,  the  physician  prescribes  no 
medicine,  but  expects  the  patient  to  be  turned  or 
exercised,  to  be  encouraged  ro  socialize,  or  to  be 
provided  other  preventive  services.  Such  required  or 
suggested  services  should  be  noted  on  SDPW  Form 
54,  so  that  the  Department’s  medical  staff  can  con- 
sider them  in  determining  the  nursing  home  staff 
time  required  for  a particular  person’s  care.  If  the 
physician  believes  his  instructions  are  not  being  fol- 
lowed, he  should  discuss  this  with  the  nursing  home 
director,  and/or  notify  the  Department. 

The  physician  also  plays  an  important  part  in  ex- 
pediting the  removal  of  a patient  from  the  hospital 
to  a nursing  home.  At  the  time  when  the  doctor  de- 
cides that  hospitalization  is  no  longer  necessary  but 
nursing  home  care  is  required,  it  is  helpful  if  he 
immediately  advises  the  family  or  the  hospital  ad- 
ministrator. This  is  true  even  though  the  physician 
may  believe  that  the  patient  is  not  ready  to  accept 
the  idea,  or  that  such  knowledge  may  adversely  af- 
fect his  medical  progress.  If  the  family  and  hospital 
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administrator  know  the  facts,  necessary  procedures 
can  be  instituted  so  that  the  nursing  home  grant 
becomes  effective  by  the  time  of  the  patient’s  trans- 
fer. 

The  Department  can  give  one-day  service  on  an 
individual  urgent  classification,  but  time  is  still 
needed  to  change  the  grant,  to  set  up  vendor  pay- 
ment, and  to  get  the  check  processed.  Too,  since  the 
patient  or  family  has  a choice  of  nursing  homes, 
time  is  an  important  factor  for  the  family  in  such 
selection. 

Although  the  recipient-patient  may  be  placed  in 
a nursing  home,  his  own  physician  continues  with 
his  care.  In  an  effort  to  assure  the  best  medical  care 
for  persons  who  do  not  have  their  own  doctor,  pa- 
tients are  encouraged  to  choose  their  own.  The  De- 
partment also  recommends  that  each  nursing  home 
have  a staff  physician  and  requires  that,  at  least,  the 
home  have  a medical  consultant  available  at  aU  times. 
Although  the  program  only  went  into  effect  Jan.  1, 
1962,  it  is  already  apparent  that  the  physicians  who 
go  into  these  homes  are  responsible  for  raising  the 
standards  of  care  through  help  to  the  director  in 
improved  chart  keeping,  in  better  sterilization,  and 
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Music  as  an  integrated  part  of  psychotherapy  has 
been  recognized  since  the  days  of  Hippocrates  in 
400  B.C.  when  he  took  his  mental  patients  to  the 
temple  to  listen  to  music.  Aristotle  described  music 
as  an  "emotional  catharsis”.  In  the  13th  Century  the 
Arabs  had  established  music  rooms  in  their  hospitals. 
Our  own  American  Indian  medicine  men  used  music 
with  their  herbs;  they  had  a song  for  every  disease. 
In  folklore,  legends,  myths,  fairy  tales  and  religious 
writings  we  find  music  has  played  an  important 
role  in  the  emotional,  cultural  and  spiritual  life  of 
all  peoples. 

Below  is  a bibliography  of  materials  available  on 
the  interaction  of  music  and  medicine. 

Alvin,  J.;  Music  Therapy  and  the  Cerebral  Palsied 
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in  general  medical  efficiency.  Such  help  and  guid- 
ance by  the  doctor  is  of  paramount  importance  to 
a good  and  progressive  nursing  home  care  program. 

In  summary,  the  nursing  care  program  for  persons 
receiving  Old  Age  Assistance  is  Texas’  way  of  im- 
plementing a phase  of  the  Kerr-Mills  Act.  Admin- 
istered by  the  State  Department  of  Public  Welfare, 
the  program  is  designed  to  assure  such  basic  patient 
protections  as  free  choice  of  physician,  free  selection 
of  nursing  home,  medical  need  determined  by  a 
physician,  all  treatment  under  supervision  and  in- 
structions of  a physician,  individualization  of  medi- 
cal treatment,  and  equal  public  services  to  persons 
qualifying  for  equal  need.  The  physician  must  certify 
his  patient’s  need  for  care  and  medicine  and  make 
the  extent  and  kind  of  this  need  known  to  the  De- 
partment’s medical  staff,  who  classify  the  patient  for 
one  of  three  levels  of  care  needed.  Payment  is  based 
upon  this  classification,  together  with  the  classifica- 
tion of  the  nursing  home  chosen.  The  physician  must 
be  careful  in  giving  instructions  to  the  nursing  home 
staff  for  the  individualization  of  prescribed  treat- 
ment, and  he  must  maintain  responsibility  for  and 
control  of  the  medical  care  of  his  patient. 
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New  York,  Maternity  Center  Association,  1962. 

Meites,  S.,  and  Faulkner,  W.  R.:  Manual  of  Prac- 
tical Micro  and  General  Procedures  in  Clinical 


Chemistry,  Springfield,  111.,  Charles  C Thomas,  1962. 

Mortiz,  A.  R.,  and  Heiberg,  D.  S.:  Trauma  and 
Disease,  Brooklyn,  Central  Book  Co.,  1959. 

Owen,  J.  K.:  Modern  Concepts  of  Hospital  Ad- 
ministration, Philadelphia,  W.  B.  Saunders,  1962. 

Poison,  C.  J.,  and  Tattersall,  R.  N.:  Clinical  Toxi- 
cology, Philadelphia,  J.  B.  Lippincott,  1959. 

Shambaugh,  G.  E.:  Surgery  of  the  Ear,  Phila- 
delphia, W.  B.  Saunders,  1959. 

Shultz,  G.  D.:  It’s  Time  You  Knew,  Philadelphia, 
J.  B.  Lippincott,  1955. 

Transactions  of  the  American  Ophthalmological 
Society,  1961,  Toronto,  American  Ophthalmological 
Society,  1962. 

Wershub,  L.  P.:  The  Human  Testis:  A Qinical 
Treatise,  Springfield,  111.,  Charles  C Thomas,  1962. 

Wesolowski,  S.  A.:  Evaluation  of  Tissue  and  Pros- 
thetic Vascular  Grafts,  Springfield,  111.,  Charles  C 
Thomas,  1962. 

Year  Book  of  Ear,  Nose  and  Throat,  1961-62, 
Chicago,  Year  Book  Medical  Publishers,  1962. 


Newly  Acquired  Films 

VITAMINS  AND  SOME  DEFICIENCY  DISEASES, 
sound,  color,  35  minutes,  1955.  D-83 

Approved  by  the  American  College  of  Surgeons, 
this  film  is  presented  in  two  sections;  one  deals  with 
vitamins  A,  C,  D,  E and  K,  the  other  with  the  vita- 
min B complex.  Laboratory  scenes  demonstrate  de- 
ficiencies in  experimental  animals.  Among  the  clin- 
ical deficiencies  shown  are  cheilosis,  scurvy,  rickets, 
pellagra  and  vitamin  K deficiency.  Suitable  for  show- 
ing to  medical  and  dental  students,  nurse  training 
classes,  student  nurses  and  similar  paramedical 
groups. 

MEDICAL  CARE  FOR  ADOLESCENTS,  sound, 
color,  29  minutes,  1961.  D-84 

'This  film  dramatizes  the  need  of  broad  under- 
standing by  parents  and  of  special  approaches  by 
physicians  if  the  adolescent  is  to  receive  the  full 
benefit  of  modern  medical  care  during  the  years 
when  he  is  too  old  to  be  treated  as  a child  and  too 
young  to  assume  the  responsibilities  of  an  adult. 
Certain  conditions  are  thought  to  be  particularly 
associated  with  the  health  patterns  of  the  adolescent: 
growth  problems,  acne,  obesity,  nutritional  defici- 
ency and  so  on.  But  there  is  no  such  specialty  as 
teen-age  medicine.  There  is  only  the  practice  of 
good  medicine  among  teen-agers.  'The  important 
thing  is  that  the  adolescent’s  characteristics  be  un- 
derstood, his  needs  recognized,  and  a climate  created 
which  fosters  the  practice  of  good  medicine  because 
it  encourages  the  patient  in  this  in-between  age 
group  to  be  receptive  to  the  physician’s  effort  to 
help  him. 
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Gifts  to  the  Library 

Dr.  Paul  W.  Barker,  Austin,  567  journals. 

Dr.  R.  Allwyn  Cooper,  Austin,  186  journals. 

Dr.  C.  M.  Darnall,  Austin,  106  journals. 

Dr.  William  L.  DeGinder,  Austin,  4 journals. 

Mrs.  Orville  Egbert,  El  Paso,  73  journals. 

Dr.  Robert  G.  Farris,  Austin,  77  journals,  20 
pamphlets. 

Rev.  and  Mrs.  J.  F.  Hardie,  Austin,  379  journals, 
88  books. 

Dr.  Henry  Hilgartner,  Austin,  96  journals. 

Mrs.  G.  Robert  Elugman,  Gladewater,  1 journal. 

Mr.  Ray  Hurst,  Austin,  115  journals. 

Dr.  Samuel  N.  Keys,  Jr.,  Austin,  77  journals,  49 
books. 

Dr.  John  K.  Kirby,  Austin,  22  journals. 

Dr.  James  E.  Kreisle,  Austin,  5 books. 

Dr.  Matthew  F.  Kreisle,  Jr.,  Austin,  35  journals. 

Sister  Leander,  Austin,  1 box  Edinburgh  Stereo- 
scopic Atlas  of  Anatomy. 

Dr.  Georgia  Legetr,  Austin,  20  journals. 

Mrs.  H.  J.  Leon,  Austin,  7 journals. 

Dr.  Thomas  R.  McElhenney,  Austin,  120  journals. 

Dr.  Albert  Pattillo,  Austin,  45  journals. 

Mrs.  Quincy  Belle  Snow,  Midland,  243  books. 

Mr.  Mardell  Ward,  Austin,  28  journals. 

Dr.  B.  O.  White,  Austin,  23  journals. 

A Doctor  Looks  at  Life 

Witten  Booth  Russ,  M.D.,  235  pages,  ed.  2. 

$3.75.  San  Antonio.  The  Naylor  Company,  1961. 

Dr.  Witten  Booth  Russ  has  done  the  medical  pro- 
fession, and  especially  the  doctors  of  Texas,  a great 
service  by  recording  his  addresses,  essays,  letters, 
and  testimonials  in  book  form.  These  have  been 
written  during  the  last  51  years. 

This  is  contemporary  history  of  Texas  medicine 
by  a man  who  helped  to  make  it.  Dr.  Russ  is  one 
of  the  great  forces  in  Texas  medicine  and  is  now 
one  of  our  elder  statesmen.  He  has  given  a lifetime 
of  service  to  his  country,  community,  and  medicine, 
and  seems  to  have  had  an  immense  amount  of  fun 
doing  it. 

As  Dr.  Russ  has  grown  older  his  thoughts  have 
become  more  penetrating,  though  his  vitriolic  barks 
have  lost  none  of  their  original  effectiveness. 

This  book  forms  an  excellent  companion  volume 
to  Dr.  Pat  Ireland  Nixon’s  "A  History  of  the  Texas 
Medical  Association,  1853-1953.”  Dr.  Nixon,  inci- 
dentally, wrote  the  introduction  to  Dr.  Russ’  book. 

The  first  essay,  "The  Old  and  the  New  State 
Association,”  was  the  presidential  address  delivered 
by  Dr.  Russ  in  1910.  This  is  just  as  fresh  today  as 
when  it  was  delivered  51  years  ago. 

Dr.  Russ  is  an  iconoclast  and  his  writings  show 


that  he  is  a clear  thinker  and  has  definite  opinions. 
Whether  you  agree  with  him  or  not,  he  will  make 
you  think. 

There  are  so  many  "pearls”  in  this  book  that  the 
reviewer  heartily  recommends  it  as  a bedside  com- 
panion which  can  be  picked  up  at  anytime  for  a 
few  moments  of  pleasant  reading.  If  you  do  not  see 
yourself  in  this  book,  you  will  see  your  friends. 

The  style  is  excellent,  and  Dr.  Russ  makes  his 
points  with  a sly  humor. 

His  testimonial  to  Dr.  Holman  Taylor  was  deliv- 
ered Dec.  4,  1947.  Immediately  following  the  ban- 
quet at  which  the  testimonial  was  given.  Dr.  Tay- 
lor died  upon  the  speakers’  platform  from  a heart 
attack;  it  was  a dramatic  moment  that  will  never  be 
forgotten  by  those  present. 

This  is  not  dry  history,  but  fresh  contemporary 
thought.  To  sum  up,  it  is  an  excellent  book  by  a 
great  physician,  scholar,  philosopher,  and  humani- 
tarian. 

Thank  you.  Dr.  Russ,  for  writing  this  book. 

— William  M.  Crawford,  M.D.,  Fort  Worth. 

Obstetrics 

J.  P.  Greenhill,  M.D.,  F.A.C.S.,  F.I.C.S.  (Flon.), 
Senior  Attending  Obstetrician  and  Gynecologist,  The 
Michael  Reese  Hospital;  Obstetrician  and  Gynecolo- 
gist, Associate  Staff,  The  Chicago  Lying-in  Hospital; 
Attending  Gynecologist,  Cook  County  Hospital;  Pro- 
fessor of  Gynecology,  Cook  County  Graduate  School 
of  Medicine.  1052  pages.  Philadelphia,  W.  B.  Saun- 
ders Company,  I960. 

This  is  an  excellent  revision  of  one  of  the  best 
text  books  and  reference  books  in  obstetrics,  that  of 
Dr.  Jack  B.  Lee.  The  book  is  well  organized  so  it 
can  be  easily  read  and  understood.  The  chapters  are 
logically  arranged  in  their  sequence  and  are  indexed 
to  make  it  a ready  reference  book. 

The  book  is  divided  into  two  parts:  1.  The  Psy- 
chology of  Reproduction,  Pregnancy,  Labor  and  the 
Puerperium;  and  11.  The  Pathology  of  Pregnancy, 
Labor  and  the  Puerperium.  It  covers  the  entire  field 
of  obstetrics  from  ovulation  and  conception  to  re- 
suscitation of  the  newborn. 

The  number  of  illustrations  have  been  increased 
and  their  quality  improved.  The  text  has  been 
brought  up  to  date  and  it  is  well  written. 

This  is  a valuable  book  for  the  library  of  the 
medical  student  or  the  practitioner  of  obstetrics. 

— ^Henry  C.  McGrede,  Jr.,  M.D.,  Longview. 

Your  Mind  Can  Make  You  Sick  or  Well 

Curt  S.  Wachtel,  M.D.,  New  York  City.  244 
pages.  $4.75.  Englewood  Cliffs,  N.J.,  Prentice-Hall, 
Inc.,  1959. 

Dr.  Wachtel  explores  ways  in  which  the  powers 
of  the  mind  can  bring  health  and  well-being. 
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Cancer  Chemotherapy 

The  Staff  of  the  University  of  Texas,  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  Texas  Medical 
Center,  Houston,  under  the  direction  of  R.  Lee 
Clark,  Jr.,  M.D.,  D.Sc.  (Hon.).  253  pages.  $10.50. 
Springfield,  111.,  Charles  C Thomas,  1961. 

Insofar  as  the  reviewer  is  aware,  this  is  the  first 
publication  of  its  kind  in  this  country. 

The  modes  of  administration  discussed  are:  sys- 
temic, treatment  by  isolated  perfusion  technique, 
administration  of  drugs  as  an  adjuvant  to  surgery 
and  administration  of  drugs  as  an  adjuvant  to  radio- 
therapy. 

Historically,  the  application  of  medicines  to  ul- 
cerating tumors  is  described  in  Egyptian  Papyoi.  Of 
comparatively  recent  origin  are  alkylating  agents, 
such  as  nitrogen  mustard,  first  used  by  Fall  in  1942. 
Erlich,  the  founder  of  chemotherapy,  had  recognized 
unique  features  of  alkylating  agents  45  years  before 
they  were  used  by  Schmidt  against  cancer. 

The  following  are  some  of  the  chemotherapeutic 
agents  used  against  cancer: 

1.  Alkylating  agents. — Nitrogen  mustard  was  first 
used  against  Hodgkin’s  disease  by  Endicott  in 
1957.  Others  now  used  are  triethylenemelamine 
(TEM),  triethelenethiophosphoramide  (thio- 
TEPA)  and  methane. 

2.  Antimetabolite  chemotherapy. — Remissions  in 
leukemia  were  obtained  by  Farber  et  al.  ( 1947- 
48 ) . Others  now  used  are  the  folic  acid  anta- 
gonists, the  most  effective  of  which  are  the  4- 
amino  derivatives  of  folic  acid.  Aminopterin  and 
methotrexate  were  used  by  Endicott  in  1957.  Pu- 
rine antagonists  affect  nucleic  acid  synthesis  in 
neoplastic  cells  and  an  effective  anti-purine  com- 
pound has  been  6-mercaptopurine. 

3.  Cell  poisons. — Urethan  has  been  used  effective- 
ly against  multiple  myeloma,  colchicine  against 
acute  and  chronic  leukemia.  Demecolcin  in  cases 
of  myeloid  leukemia  has  caused  regression  in 
cases.  Actinomycin  D has  been  observed  to  cause 
regression  of  pulmonary  metastases  of  Wilms’  tu- 
mor and  actinomycin  C has  caused  regression  of 
Hodgkin’s  disease  and  other  types  of  lymphomas. 
Mitomycin  C has  been  observed,  by  Jones,  to  have 
chemotherapeutic  activity  and  effect  in  chronic 
granulocytic  leukemia,  lymphosarcoma,  Hodgkin’s 
disease,  rhabdomyosarcoma  and  carcinoma  of  the 
breast. 

4.  Hormones. — 'The  regulation  of  gonadotrophic 
hormones  has  proved  effective  in  the  treatment  of 
malignant  disease  of  the  breast  and  prostate,  to- 
gether with  their  metastatic  deposits.  Adrenocor- 
ticotrophic  hormones  (cortisone,  ACTH)  have 
benefitted  some  patients  with  diseases  of  the  lym- 
phatic system. 

Hyman,  Merriam  and  Forrest  report  that  TEM 


reduced  the  amount  of  radiation  therapy  necessary 
in  the  treatment  of  retinoblastoma.  5-Fluorouracil, 
Cytoxan  and  others  are  other  drugs  reported  to  en- 
hance the  effect  of  radiation. 

In  connection  with  surgery,  systemic,  local  and 
regional  chemotherapeutic  agents  are  being  used. 
Some  of  the  drugs  now  under  use  and  investigation 
are:  Methyl-bis  ( B-chloroethyl ) , amine  hydrochlor- 
ide nitrogen  mustard,  phenylalamine  mustard 
(PAM  in  .01  per  cent  in  melanoma),  Chloropactin, 
Thio-TEPA,  chlorambucil,  and  so  forth. 

Dr.  Grant  Taylor  addressed  the  Travis  County 
Medical  Society  on  this  subject  on  April  17,  1962. 

— Joe  C.  Rude,  M.D.,  Austin. 

A Primer  of  Electrocardiography 

George  E.  Burch,  M.D.,  F.A.C.P.,  Henderson  Pro- 
fessor of  Medicine,  Tulane  University  School  of 
Medicine;  Physician-in-Ghief,  Tulane  Unit,  Charity 
Hospital;  Consultant  in  Cardiovascular  Diseases, 
Ochsner  Clinic,  Ochsner  Foundation  Hospital,  Vet- 
erans Administration  Hospital;  Visiting  Physician, 
Touro  Infirmary;  Consultant  in  Medicine,  Hotel 
Dieu,  Illinois  Central  Hospital,  New  Orleans;  and 
Travis  Winsor,  M.D.,  F.A.C.P.,  Assistant  Qinical 
Professor  of  Medicine,  University  of  Southern  Cal- 
ifornia Medical  School;  Direcror,  Heart  Research 
Foundation,  Los  Angeles;  Junior  Attending  Physi- 
cian, Los  Angeles  County  Hospital;  Staff  Member  St. 
Vincent’s  Hospital,  Los  Angeles,  ed.  4.  293  pages.  $5. 
Philadelphia,  Lea  & Febiger,  I960. 

Following  the  plan  of  the  first  edition,  the  authors 
retained  the  fundamental  nature  of  the  monograph 
in  this  fourth  edition.  Advances  in  electrocardiog- 
raphy not  of  value  to  the  beginner  have  not  been 
included.  Discussions  of  right  and  left  bundle  branch 
block  and  right  and  left  ventricular  hypertrophy 
have  been  extended.  The  influence  of  quinidine  on 
the  electrocardiogram  has  been  presented.  New  illus- 
trations have  been  added  and  the  appendix  tables 
modified.  The  student  is  advised  to  extend  his 
studies  once  this  monograph  has  been  mastered. 

Sight:  A Handbook  for  Laymen 

Roy  O.  Scholz,  M.D.,  Ophthalmologist,  The  Johns 
Hopkins  Hospital,  Ophthalmologist-in-Charge,  Out- 
Patient  Department,  The  Johns  Hopkins  Hospital. 
166  pages.  $3.50.  Garden  City,  New  York,  Double- 
day and  Company,  Inc.  I960. 

This  is  the  third  in  the  Layman’s  Handbook 
Series.  It  will  be  helpful  not  only  to  patients,  but  to 
their  families,  teachers  and  employers. 

Dr.  Scholz  is  a physician  with  vast  experience  and 
professional  dedication,  who  is  willing  to  explain 
factual  information  for  laymen  in  clear,  understand- 
able language.  Thirteen  line-cut  diagrams  add  to  the 
description  of  the  many  parts  of  the  eye,  the  devia- 
tions in  structure,  and  eyeglass  lenses  to  correct  de- 
fective vision. 
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Nerve  Endings  in  Normal 
And  Pathologic  Skin 

R.  K.  WiNKELMANN,  M.D.,  Ph.D.,  Section  of  Der- 
matology, Mayo  Clinic,  Rochester,  Minn.  195  pages. 
$7.50.  Springfield,  111.,  Charles  C Thomas,  I960. 

The  author  states  that  this  book  represents  an 
effort  to  record  a complete  pattern  of  nerve  endings 
in  the  skin  of  man.  He  points  out  the  difficulty  in 
dealing  with  sensation  in  terms  of  cutaneous  recep- 
tion alone.  The  one  sure  way  of  accomplishing  such 
a task  is  to  deal  directly  with  the  anatomic  structures 
that  receive  the  stimulus  and  with  those  pathways 
which  transmit  the  impulse  centrally  from  the  skin. 

Dr.  Winkelmann  has  done  a remarkable  job  in 
this  monograph.  He  records  his  own  work  and  the 
works  and  views  of  many  anatomists  in  clear  and 
concise  terms.  Much  of  the  confusing  terminology 
I of  sensory  nerve  endings  is  explained  and  eliminated. 
There  are  more  than  400  references.  The  illustra- 
tions are  mostly  photographs  and  are  excellent  by  any 
standard. 

The  first  two  chapters  are  the  introduction  and 
the  methods,  staining,  histochemical  and  photo- 
graphic, employed  in  the  study  of  sensory  nerve 
endings.  Following  are  chapters  on  dermal  and  hair- 
follicle  nerve  networks,  the  mucocutaneous  end- 
organ,  the  Meissner  corpuscle,  the  Vater-Pacini  cor- 
puscle, the  sensory  end-organ  of  lower  mammals, 
specialized  nerve  endings,  innervation  of  special  re- 
gions of  skin,  and  the  autonomic  nervous  system. 
The  chapter,  "Nerves  in  Cutaneous  Diseases”,  shows 
how  meager  knowledge  is  in  this  field.  The  author 
comments  on  the  great  need  for  more  study  on  the 
relationship  between  nerves  and  diseases  of  the  skin. 
There  is  an  appendix  dealing  with  fixation  and 
staining  techniques  of  nerve  tissue. 

This  book  will  be  of  primary  interest  to  the 
anatomist,  the  histologist,  the  physiologist  and  the 
dermatologist. 

— William  C.  King,  M.D.,  Austin. 

Hope  Deferred 

Jeanette  Seletz.  546  pages.  New  York,  Vantage 
Press,  1959. 

"Hope  Deferred”  is  the  story  of  a country  boy 
who  became  a doctor.  The  author,  who  had  done 
some  premedical  work,  gained  her  background  ma- 
terial in  hospital  staff  meetings,  medical  forums, 
and  American  Medical  Association  conventions 
which  she  attended,  with  medical  students.  She  is 
able  to  give  you  a realistic  picture  of  Jone  Brent  as 
he  progresses  from  awed  student  to  dedicated  intern 
and  on  to  skilled  neurosurgeon.  The  author  offers 
it  as  a tribute  to  "the  true  physician”. 


Executives'  Health  Secrets 

William  P.  Shepard,  M.D.,  Former  Medical  Direc- 
tor of  the  Metropolitan  Life  Insurance  Company.  268 
pages.  $4.95.  New  York,  The  Bobbs-Merrill  Com- 
pany, Inc.,  1961. 

Dr.  Shepard  puts  forth  seven  basic  rules  for  the 
executive  to  follow: 

Have  a good  doctor.  These  are  not  times  to  be 
niggardly  on  medical  advice  and  care. 

Understand  yourself.  If  executives  were  more  sure 
of  what  they  wanted  and  of  their  qualifications  for 
getting  ahead,  there  would  be  fewer  headaches,  few- 
er ulcers,  and  fewer  heart  attacks. 

Learn  what  makes  you  tick.  An  executive  should 
know  something  about  what  makes  the  body  func- 
tion as  well  as  it  does. 

Make  the  best  of  what  you  have.  None  of  us  is 
born  perfect. 

Learn  to  prefer  moderation  to  excesses.  This  is 
the  one  rule  for  modern  healthful  living. 

Learn  to  set  yourself  a realistic  pace. 

Finally — have  fun!  There  is  no  sin  in  having 
healthful  fun. 


Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas,  U.S.A. 

Gentlemen; 

The  research  library  of  the  Instimte  of  Ex- 
perimental Medicine  and  Surgery  of  the  Uni- 
versity of  Montreal  has  suffered  extensive 
losses  owing  to  destruction  by  fire. 

In  attempting  to  rebuild  our  library,  we 
should  like  to  enlist  the  assistance  of  the  read- 
ers of  the  Texas  State  Journal  of  Medicine  and 
ask  them  to  send  us  all  available  reprints  of 
their  work,  especially  those  dealing  with  en- 
docrinology and  stress. 

At  the  same  time,  we  wish  to  point  out  that 
our  permanent  mailing  list  also  was  destroyed, 
hence  we  shall  be  able  to  send  reprints  of  our 
own  publications  only  to  those  of  yout  readers 
who  write  for  them. 

We  would  be  most  grateful  for  the  help  of 
Texas  physicians. 

Yours  sincerely, 

/s/  Hans  Selye 

Hans  Selye,  Professor  and  Director 
Institute  of  Experimental  Medicine 
and  Surgery,  University  of  Mon- 
treal, P.O.  Box  6128,  Montreal  26, 
Canada. 
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DR.  LEON  LO  BELLO 


RECENT 

DEATHS 


DR.  L.  LO  BELLO 

Dr.  Leon  Cecil  LoBello,  Dallas  internist,  died  in 
a hospital  there  on  Feb.  12,  1962.  He  was  51.  Last 
year  he  retired  from  active  practice  because  of  ill 
health. 

Born  in  Waco,  Aug.  23,  1910,  he  was  the  son  of 
N.  J.  and  Frances  Perella  LoBello.  He  attended 
public  schools  in  Bryan,  Texas,  and  was  an  honor 
student  at  the  University  of  Texas.  He  received  the 
M.D.  degree  from  Baylor  University  College  of 
Medicine  in  1935.  The  following  two  years  Dr.  Lo- 
Bello spent  at  St.  Paul’s  Hospital  in  Dallas  first  as 
an  intern  and  then  as  a resident. 

On  Sept.  1,  1937,  he  began  the  practice  of  in- 
ternal medicine  in  Dallas.  This  practice  was  inter- 
rupted for  five  years,  1941  to  1946,  because  of 
World  War  II,  when  Dr.  LoBello  served  as  a major 
in  the  Army  Medical  Corps  at  Brooke  Army  Medical 
Hospital,  Fort  Sam  Houston,  Texas. 

He  was  a member  of  the  American  Medical  As- 
sociation, Texas  Medical  Association,  Dallas  County 
Medical  Society,  Southern  Medical  Association,  Dal- 
las Southern  Qinical  Association,  and  Alpha  Omega 
Alpha  medical  fraternity. 

He  was  a member  of  Christ  the  King  Catholic 
Church. 

His  hobbies  were  traveling  and  the  theatre. 

Survivors  incude  his  mother;  a sister,  Mrs.  Vin- 
cent Parrino;  and  a brother.  Kola  LoBello;  all  of 
Dallas. 


DR.  A.  L.  BORCHARDT 

Dr.  Alvin  Lee  Borchardt,  56,  Vernon  physician 
and  surgeon,  died  in  a Fort  Worth  hospital  on  Jan. 
13,  1962,  after  a brief  illness.  Cause  of  death  was 
systemic  lupus  erythematosus. 

Dr.  Borchardt  was  born  Dec.  4,  1905,  in  Plano, 


Texas.  His  parents  were  Fred  Carl  and  Bessie  Mo- 
dina  (Greer)  Borchardt,  longtime  residents  of 
Crowell,  Texas. 

Dr.  Borchardt  graduated  from  Crowell  High 
School  and  received  his  bachelor  of  arts  degree  in 
1927  from  Simmons  University  (now  Hardin-Sim- 
mons  University)  in  Abilene. 

He  graduated  from  Baylor  University  College  of 
Medicine  in  Dallas  in  1931  and  served  as  an  intern 
at  Jefferson  Davis  Hospital  in  Houston  the  follow- 
ing year.  He  completed  his ’residency  in  surgery  in 
Houston  in  St.  Joseph’s  Infirmary  in  1932-1933.  He 
did  postgraduate  work  at  Lubbock  General  Hospital 
in  1933-1934. 

In  1934  he  entered  general  practice  at  Vernon, 
continuing  there  until  his  death.  He  served  as  physi- 
cian and  surgeon  for  the  Fort  Worth  and  Denver 
railroad  lines  for  many  years. 

A member  and  past  president  of  the  Wilbarger 
County  Medical  Society,  he  was  also  a member  of 
the  American  Medical  Association,  the  Texas  Medi- 
cal Association,  American  Academy  of  General  Prac- 
tice, Texas  Academy  of  General  Practice,  the  Century 
Club  of  American  Academy  of  General  Practice,  and 
Phi  Beta  Pi  medical  fraternity. 

He  was  active  in  civic  affairs,  having  served  as 
president  of  the  Hillcrest  Country  Club,  the  Green- 
belt  Golf  Association,  and  the  Vernon  Quarterback 
Club.  He  was  a cubmaster  for  many  years  in  the 
Scout  organization  and  was  a member  of  the  Vernon 
Optimist  Club. 

He  was  co-owner  and  director  of  the  Vernon 
Clinic  Hospital  and  a director  of  the  Waggoner 
National  Bank. 

He  was  a member  of  the  First  Methodist  Church 
of  Vernon. 

In  I960,  Dr.  Borchardt  received  the  Citizens  Dis- 
tinguished Service  Award  in  Vernon.  He  will  be 
listed  in  the  Marquis  Who’s  Who  in  the  South  and 
Southwest,  vol.  8,  1962  edition. 

Dr.  Borchardt  was  the  author  of  "Treatment  of 
Trichomonas  Vaginitis”  which  was  published  in  the 


I 


13th  District  Society  and  Tarrant  County  Medical 
Society  brdletins. 

On  Oct.  1,  1932,  he  married  Miss  Ruth  Franks  of 
Galveston  in  Houston. 

Dr.  Borchardt’s  hobbies  were  golf,  hunting,  and 
horticulture. 

Survivors  include  his  wife;  two  sons,  Alvin  Lee 
Borchardt,  Jr.,  of  Miami,  Fla.,  and  Dan  Keith 
Borchardt  of  Plant  City,  Fla.;  two  foster  daughters, 
Mrs.  Joe  Ann  Price  of  Wichita  Falls  and  Miss  Jane 
Hunt,  sophomore  student  in  the  University  of  Texas; 
four  brothers,  Henry  Borchardt,  Floyd  Borchardt, 
John  Borchardt,  and  Fred  Borchardt,  all  of  Crowell; 
and  four  sisters,  Mrs.  Faye  Evelyn  Bell  and  Mrs. 
Jean  Campbell  of  Crowell,  Mrs.  Virgie  Morgan  of 
Elkins,  Ark.,  and  Mrs.  Betty  Stewart  of  Houston; 
and  three  grandchildren. 

DR.  C H.  BOWYER 

Dr.  Charles  Henry  Bowyer,  general  practitioner 
and  surgeon,  died  Dec.  8,  1961,  at  his  home  in 
Brownsville.  He  was  86.  A doctor  in  Milwaukee, 
Wis.,  for  38  years  before  moving  to  Texas,  he  be- 
gan practice  in  Los  Fresnos  (Cameron  County)  in 
1948. 


education  at  Teeswater,  and  then  moved  to  Michigan 
where  he  was  employed  by  Kellogg  Corporation  for 
several  years.  He  entered  Battle  Creek  College,  Battle 
Creek,  Mich.,  and  graduated  in  1905.  He  graduated 
in  medicine  from  Marquette  University  Medical 
School  at  Milwaukee,  Wis.,  in  May,  1909.  Through- 
out his  medical  career.  Dr.  Bowyer  took  numerous 
postgraduate  and  refresher  courses. 

He  was  a member  of  the  Seventh  Day  Adventist 
Church. 

His  hobbies  were  collecting  U.  S.  stamps,  relics, 
and  tending  bees. 

In  1906  Dr.  Bowyer  married  the  former  Eliza- 
beth T.  Parfitt  of  New  London,  Wis.  She  died  in 
1942.  He  married  the  former  Ruby  Strem  of  Fertile, 
Minn.,  in  1947. 

She  survives,  as  do  two  daughters,  Mrs.  Dawson 
Ostoich  of  West  Covina,  Calif.,  and  Mrs.  Kenneth 
Deedan  of  Wadsworth,  111.;  two  sons,  John  H. 
Bowyer  of  Brownsville,  and  Dr.  Charles  M.  Bowyer 
of  San  Pedro,  Calif.;  16  grandchildren;  12  great- 
grandchildren; and  two  sisters,  Mrs.  H.  Underhill 
of  Makawa,  Saskatchewan,  and  Mrs.  Margaret  Mc- 
Leonon  of  Mindemoya,  Manitoulin  Island,  Ontario. 


DR.  J.  E.  L REVELEY 


DR.  C.  H.  BOWYER 


In  1961  he  was  elected  to  honorary  membership 
in  Texas  Medical  Association  which  he  had  joined 
through  the  Cameron- Willacy  Counties  Medical  So- 
ciety upon  moving  to  Texas.  He  was  also  a mem- 
ber of  the  American  Medical  Association. 

Dr.  Bowyer  was  born  Sept.  12,  1875,  in  Teeswater, 
Ontario,  Canada,  the  son  of  Henry  and  Margaret 
(Husseck)  Bowyer.  He  received  his  preliminary 

Volume  58,  APRIL,  1962 


Dr.  James  Edward  Lawson  Reveley  died  at  a San 
Antonio  hospital  Jan.  23,  1962.  He  had  been  ill  for 
the  past  two  years. 

Dr.  Reveley  began  the  general  practice  of  medi- 
cine in  San  Antonio  in  1937.  Prior  to  that  time  he 
had  been  an  instructor  in  clinical  pathology  at  the 
Medical  College  of  the  State  of  South  Carolina, 
Charleston,  during  the  year  1936-1937. 

He  was  born  July  31,  1911,  in  Little  Rock,  Ark. 
His  parents  were  Samuel  L.  and  Sarah  O.  (McCrack- 
en) Reveley.  He  received  his  preliminary  education 
in  San  Antonio,  attended  the  University  of  Texas 
in  Austin  for  four  years,  and  received  his  M.D.  de- 
gree at  the  University  of  Texas  Medical  Branch  in 
Galveston  in  1935.  He  interned  at  Roper  Hospital  in 
Charleston,  S.C. 


He  was  a member  of  the  American  Academy 
of  General  Praaice,  the  American  Medical  Associa- 
tion, the  Texas  Medical  Association,  and  the  Bexar 
County  Medical  Society. 

He  belonged  to  the  Methodist  church. 

His  hobbies  were  hunting  and  fishing. 

On  June  22,  1935,  Dr.  Reveley  and  Miss  Loree 
Louise  Klein  of  Marion,  Texas,  were  married  at 
Floresville,  Texas. 

Mrs.  Reveley  survives  as  do  three  children,  Ralf 
Lawson  Reveley  of  Covina,  Calif.,  James  E.  L.  Rev- 
eley and  Sarah  Beth  Reveley  of  San  Antonio;  a 
brother,  Hugh  P.  Reveley,  M.D.,  Kerrville;  and  four 
sisters,  Mrs.  D.  R.  Faulk  and  Mrs.  M.  Gonzalez  of 
San  Antonio,  Mrs.  George  Carr  of  Port  Isabel,  and 
Mrs.  Gilbert  McAllister  of  Austin. 


DR.  B.  G.  YEAGER 

Dr.  Ben  Gibson  Yeager,  superintendent  of  the 
Wichita  Falls  State  Hospital,  died  of  a heart  attack 
in  a Wichita  Falls  hospital  Jan.  10,  1962. 

He  was  a psychiatrist  whose  field  of  endeavor 
was  that  of  mental  hospital  administration.  He  had 
been  superintendent  of  the  Wichita  Falls  State  Hos- 
pital since  1951,  coming  there  from  the  Los  Angeles, 
Calif.,  Veterans  Administration  Center  where  he  was 
chief  of  professional  services  and  hospital  administra- 
tor. A graduate  of  Baylor  University  College  of 
Medicine,  Dallas,  in  1934,  Dr.  Yeager  entered  the 
field  of  psychiatry  in  1939  when  he  joined  the 
United  States  Veterans  Administration  and  served 
as  chief  of  the  acute  and  continued  treatment  serv- 
ices for  psychiatric  patients. 


DR.  BEN  G.  YEAGER 


Dr.  Yeager  served  at  two  different  times  in  the 
U.  S.  Army,  attaining  the  rank  of  major.  He  served 
from  1935  to  1939  and  again  during  World  War 
II  from  1942  to  1945. 

He  was  born  at  Mineral  Wells,  Texas,  Oct.  27, 
1908.  His  parents  were  Ben  A.  and  Ruby  (Kearns) 
Yeager.  He  attended  public  school  in  Mineral  Wells, 
Austin  College  in  Sherman,  and  the  University  of 
Texas  in  Austin.  Following  his  graduation  from 
medical  school  he  interned  at  St.  Vincent’s  Hospital 
in  Los  Angeles. 

On  Oct.  18,  1935,  at  Lone  Pine,  Calif.,  he  mar- 
ried Miss  Beth  Pierson  of  San  Pedro,  Calif. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  American  Psychiatric  Association,  the 
Texas  Neuropsychiatric  Association,  and  the  Texas 
Medical  Association  through  the  Wichita  County 
Medical  Society. 

He  was  a member  of  the  Fain  Memorial  Presby- 
terian Church  of  Wichita  Falls  and  of  the  South- 
west Lions  Club. 

Survivors  include  his  wife;  one  son,  William  R. 
Yeager  of  Wichita  Falls;  three  brothers,  R.  L.  Yea- 
ger of  Amarillo,  W.  C.  Yeager,  and  H.  K.  Yeager, 
both  of  Dallas;  a sister,  Mrs.  J.  C.  Shockey  of 
Sulphur  Springs;  and  his  mother,  Mrs.  Ben  A.  Yea- 
ger of  Mineral  Wells. 


DR.  J.  E.  ADAMS 

Dr.  Joseph  Edward  Adams,  Kilgore  general  prac- 
titioner, died  there  Feb.  17,  1962,  at  the  age  of  74. 
Cause  of  death  was  cancer.  He  had  been  ill  since 
September,  1955. 

Dr.  Adams  had  practiced  medicine  in  Kilgore 
since  1919.  He  was  one  of  the  operators  of  the 
former  Kilgore  Memorial  Hospital  for  many  years. 
With  the  establishment  of  Roy  H.  Laird  Memorial 
Hospital,  Dr.  Adams  served  as  its  first  chief  of  staff 
and  remained  on  its  staff  as  long  as  he  lived. 

He  also  was  in  the  cattle  business. 

He  was  interested  in  Kilgore’s  public  schools  and 
served  as  president  of  the  school  board  several  years. 

Dr.  Adams  was  a member  of  the  Baptist  Church. 
He  was  active  in  Masonic  work  and  was  a member 
of  Danville  Masonic  Lodge  No.  101,  Chapter  No. 
449  of  R.A.M.,  Kilgore  Council  No.  366  of  R.  & 
S.  M.,  Kilgore  Commandery  No.  104  and  the  Mos- 
lah  Shrine  Temple  in  Fort  Worth. 

Dr.  Adams  was  born  April  11,  1887,  in  Beckville, 
Texas.  His  parents  were  Henry  B.  and  Kate  (Ben- 
nett) Adams.  He  attended  high  school  at  Tatum, 
Texas,  and  received  the  bachelor  of  science  degree 
from  what  is  now  Texas  Agricultural  and  Mechani- 
cal College,  Bryan,  Texas,  in  1907.  He  received 
his  M.D.  degree  from  the  University  of  Tennessee 
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College  of  Medicine  in  Memphis  in  1913.  He 
served  an  internship  at  St.  Joseph’s  Hospital  and 
Charity  Hospital  in  Memphis. 

During  World  War  I he  served  as  regimental 
surgeon  in  the  army  and  saw  duty  overseas  as  a 
major. 

Dr.  Adams  practiced  medicine  in  Clayton,  Texas, 
for  five  years  before  the  war.  After  the  war  he 
established  his  practice  in  Kilgore. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  and  the 
Gregg  County  Medical  Society  which  he  had  served 
as  president  and  secretary. 

In  1946  he  married  Miss  Sarah  Ellisor  of  New 
Waverly,  Texas,  in  Pasadena,  Texas. 

Dr.  Adams  is  survived  by  his  wife;  a son,  Joe 
Adams,  Jr.,  of  Kilgore;  a daughter,  Mrs.  Jack  Gates, 

Los  Angeles,  Calif.;  five  brothers.  Jack,  Ed,  Walker, 
and  Millard  Adams,  all  of  Beckville,  Texas,  and 
Raymond  Adams,  Santa  Paula,  Calif.;  and  one  sis- 
ter, Mrs.  Robert  Suggs,  Santa  Paula,  Calif.  DR.  J.  E.  ADAMS 


Coming  Meetings 


.American  Medical  Association,  Chicago.  June  24-28,  1962.  Dr. 
F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago  10,  Exec.  Vice- 
Pres. 

Texas  Medical  Association,  Austin,  May  12-15,  1962.  C.  L.  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


April 

American  Academy  of  Pediatrics.  New  York,  April  30-May  2.  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  &ec. 
Dir. 

American  Association  for  Thoracic  Surgery,  St.  Louis,  April  16-18, 
1962.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Proctologic  Society.  Miami,  Fla.,  April  30-May  3.  1962. 

Dr.  N.  D.  Nigro,  7815  East  Jefferson.  Detroit  1,  Sec. 

Southwest  Allergy  Forum,  Memphis,  April  14-17,  1962.  Dr.  D. 
Goltmann,  Lebenheur  Children’s  Hospital,  848  Adams  Avenue, 
Memphis,  Tenn. 

May 

American  Association  of  Genito-Urinary  Surgeons,  Skytop,  Pa.,  May 
9-11,  1962.  Dr.  W.  J.  Engel,  2020  E.  93rd.  Cleveland  6.  Sec. 
American  Association  of  Plastic  Surgeons,  Del  Monte,  Calif.,  May 
6-9,  1962.  Dr.  T.  D.  Cronin,  6615  Travis.  Houston  25,  Sec. 
American  Gynecological  Society,  Hot  Springs,  Va.,  May  31-June  2. 

1962.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
International  College  of  Surgeons,  U.  S.  Chapter,  Chicago,  May  14- 
18,  1962.  Dr.  W.  E.  James.  1540  N.  State  Parkway,  Chicago, 
Sec. 

Texas  Air-Medics  Association,  Austin,  May  12-13,  1962.  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Austin,  May  13, 
1962.  Dr.  Elizabeth  Gentry,  1313  Sabine,  Austin,  Sec. 


Texas  Chapter,  American  Academy  of  Pediatrics,  Austin,  May  14, 
1962.  Dr.  W.  W.  Kelton,  Jr.,  108  W.  30th.  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Austin,  May 
13,  1962.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 
Texas  Dermatological  Society,  Austin,  May  14,  1962.  Dr.  D.  S. 

Blair.  1609  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Diabetes  Association,  Austin.  May  13.  1962.  Dr.  John  W. 

Chriss,  2436  Morgan.  Corpus  Christi,  Sec. 

Texas  Industrial  Medical  Association,  Austin,  May  13.  1962.  Dr. 

R.  E.  Joyner,  Box  471,  Texas  City,  Sec. 

Texas  Neutopsychiatric  Association,  Austin,  May  12.  1962.  Dr. 

E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Austin,  May  14-15,  1962.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E..  Paris,  Sec. 

Texas  Orthopedic  Association,  Austin,  May  14,  1962.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Austin,  May  14-15,  1962.  Dr. 

Louis  E.  Adin,  Jx.,  3707  Gaston,  Dallas,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Austin,  May  13, 
1962.  Dr.  O.  Selke,  Medical  Professional  Bldg.,  Houston,  Sec. 
Texas  Society  of  Anesthesiologists,  Austin,  May  12,  1962.  Dr.  E.  L. 

Slataper,  Medical  Towers,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Austin,  May  12,  1962. 
Dr.  L.  Levy,  Ft.  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Austin,  May 
13,  1962.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Pathologists.  Inc.,  Austin,  May  14,  1962.  Dr. 

V.  A.  Stembtidge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Austin,  May  11-12,  1962.  Dr. 

R.  O.  Brauer,  6615  Travis,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Austin,  May  15. 

1962.  Mrs.  W.  B.  Ruggles,  3701  Stratford,  Dallas,  Sec. 

Texas  Traumatic  Surgical  Society.  Austin.  May  13.  1962.  Dr.  J.  C. 
Long,  805  W.  8th,  Plainview,  Sec. 


National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 
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American  Academy  of  Dermatology.  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester.  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5. 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas. 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedia,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn.,  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Cancer  Society,  New  York,  Oct.  22-26,  1962.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19.  Sec. 

American  College  of  Allergists.  Mr.  E.  Bauers,  2160  Rand  Tower, 
Minneapolis,  Exec.  Vice-Pres. 

American  College  of  Chest  Physicians,  Chicago,  June  21-25,  1962. 

Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11.  Exec.  Dir. 
American  College  of  Gastroenterology,  Chicago.  Oct.  28-31,  1962. 

Mr.  D.  Weiss,  33  W.  60th.  New  York  23.  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson.  79  W.  Monroe.  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians.  Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine, 
Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C.  Stronach,  20  N.  Wacker, 
Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Qinical  Conference,  Atlantic  City. 

Oa.  15-19,  1962.  Dr.  W.  E.  Adams.  40  East  Erie,  Chicago.  Sec. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  New 
York.  Aug.  27-31.  1962.  Dorothea  C.  Augustin.  30  N.  Michi- 
gan, Chicago  2,  Exec.  Sec. 

American  Dermatological  Association.  Dr.  Wiley  M.  Sams,  308  In- 
graham Bldg.,  Miami  32,  Sec. 

American  Heart  Association.  Cleveland,  Oct.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10.  Sec. 

American  Hospital  Association.  Chicago,  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  18-20,  1962. 

Dr.  M.  D.  Yahr,  710  W.  168th.  New  York  32.  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oct.  15-19, 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists.  New  York,  Oct.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago.  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11.  Mgr. 

American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29.  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.  Mr.  H.  E. 

Northam,  185  N.  Wabash,  Chicago  1.  Exec.  Dir. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell. 

Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy.  Ph.D.,  2927  Maple,  Dallas  4.  Sec. 

Southern  Medical  Association,  Miami  Beach.  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oa.  7-9.  1962.  Dr. 

Sullivan  Bedell.  1103  Barrs  St..  Jacksonville.  Fla.,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin.  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Regional  Cancer  Conference.  Mrs.  I.  F.  Ball.  Westchester 
House,  Fort  Worth.  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oa.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon.  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard,  544  Pasteur 
Bldg.,  Oklahoma  City  3,  Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Sec. 


State 

Texas  Academy  of  General  Praaice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson.  1905  N.  Lamar.  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett.  Jr..  2609  19th,  Lubbock.  Sec. 

Texas  Association  for  Mental  Health.  Mrs.  L.  Marcus,  3525  Arrow- 
head, Dallas,  Sec. 


Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage.  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Division,  American  Cancer  Society.  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Proaologic  Society.  Dr.  T.  Melton.  636  Hermann  Professional 
Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Barmon,  1217  West  Cannon.  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  Saq  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association.  Dr.  J.  Kemper,  6655  Travis,  Hous- 
ton, Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Surgical  Society.  Dr.  W.  B.  King,  Jr..  2320  Columbus  Ave., 
Waco,  Sec. 

Texas  Tuberculosis  Association.  Mrs.  J.  R.  Walton,  Jr.,  1407  An- 
drews Hwy.,  Midland,  Sec. 

Texas  Urological  Society.  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso.  Sec. 


• . 

1 


District 

First  Distria  Sociay.  Dr.  G.  L.  Black,  1501  Arizona,  El  Paso,  Sec. 

Second  Distria  Society.  Dr.  Broadway  Broadrick,  Box  111,  Big 
Spring,  Sec. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson.  2308 
W.  8th,  Amarillo.  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr.,  3154  Reid 
Drive,  Corpus  Christi,  Sec. 

Seventh  Distria  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Eighth  Distria  Society.  Dr.  H.  Davis,  120  Barracuda,  Galveston, 
Sec. 

Ninth  Distria  Society. 

Tenth  Distria  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  Distria  Sociay.  Tyler,  Spring,  1962.  Dr.  F.  Verheyden. 
400  S.  Ragsdale,  Jacksonville.  Sec. 

Twelfth  Distria  Society.  Waco,  January,  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic.  Temple,  Sec. 

Thirteenth  Distria  Sociay.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves,  Naples.  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-l, 
Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference.  Dr.  C.  M.  Cole,  1421 
Medical  Arts  Bldg.,  Dallas,  Sec. 

New  Orleans  Graduate  Medical  Assembly.  Dr.  Mannie  D.  Paine,  Jr., 
1430  Tulane  Ave.,  New  Orleans  12.  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 

Lee,  1300  8th.  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  29-31,  1962. 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City 
2.  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Mrs.  Maria  P. 

Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  18-20, 
1962.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 
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Dr.  George  W.  Waldron 

Dr.  George  W.  Waldron  of  Houston  has  achieved 
rank  in  three  aspeas  of  professional  endeavor:  as  a 
surgeon,  as  a teacher,  and  as  a leader  of  organized 
medicine.  The  97  th  president  of  the  Texas  Medical 
Association  is  a man  widely  known  in  the  medical 
world. 

His  prowess  as  a surgeon  has  long  been  recognized. 
Four  major  Houston  hospitals  have  named  him  to 
head  their  staffs  during  his  25  years’  practice  there. 
He  has  served  as  chief  of  surgery  at  St.  Joseph’s  Hos- 
pital and  St.  Luke’s  Episcopal  Hospital  and  as  presi- 
dent of  the  Methodist  Hospital  staff.  He  is,  and  has 
been  since  1948,  chief  of  surgery  at  Hermann  Hospital. 

Last  year,  a group  of  Houston  doaors  who  smdied 
under  Dr.  Waldron  formed  an  organization.  Named 
the  George  W.  Waldron  Surgical  Society,  its  purpose 
is  "to  cultivate  and  promote  knowledge  and  advance- 
ment of  ideals  of  practice  of  surgery  as  exemplified  by 
Dr.  Waldron.’’ 

As  a teacher  of  physicians.  Dr.  Waldron  holds  the 
position  of  clinical  professor  of  surgery  at  both  Baylor 
University  College  of  Medicine  (since  1948)  and  the 
University  of  Texas  Postgraduate  School  (since  1950). 
He  is  the  author  of  35  published  medical  papers. 

A member  of  25  local,  state,  and  national  medical 
groups.  Dr.  Waldron  has  held  many  positions  of  lead- 
ership. 

He  has  made  a significant  contribution  to  the  Texas 
Medical  Association  over  the  years,  principally  in  the 
realm  of  scientific  medicine.  He  was  a member  of  the 
Council  on  Scientific  Work  for  seven  years,  and  served 
on  the  Committee  on  Memorial  Services  for  three 
years.  He  has  served  as  a delegate  to  the  House  of 
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Delegates  for  the  past  ten  years.  He  was  sec- 
retary-treasurer for  the  South  Texas  Distria 
Medical  Society  for  three  years.  In  addition,  he 
has  served  the  Association  as  a member  and 
chairman  of  various  reference  committees. 

Dr.  Waldron  served  as  president  of  the  Har- 
ris County  Medical  Society  in  1950,  of  the 
Houston  Surgical  Society  in  I960,  and  of  the 
Texas  Surgical  Society  in  1953.  For  the  last 
nine  years  he  has  been  governor  of  the  Amer- 
ican College  of  Surgeons  and  was  its  repre- 
sentative to  President  Eisenhower’s  National 
Safety  Council.  He  is  now  chairman  of  the 
American  College  of  Surgeons  advisory  com- 
mittee for  Northeast  Texas. 

He  was  certified  in  1940  by  the  American 
Board  of  Surgeons. 

Among  other  medical  organizations  to  which 
he  belongs  are  Texas  Traumatic  Surgical  So- 
ciety, Southwestern  Surgical  Congress,  South- 
ern Surgical  Association,  American  College  of 
Chest  Physicians,  Association  of  American 
Physicians  and  Surgeons,  and  International  So- 
city  of  Surgery.  He  is  a director  of  the  Ameri- 
can Thyroid  Association. 

Social  and  civic  organizations  of  which  Dr. 
Waldron  is  a member  include  Nu  Sigma  Nu 
medical  fraternity,  Kiwanis  Club,  River  Oaks 
Country  Club,  Houston  Club,  Forest  Club, 
Allegro,  Doctor’s  Club,  and  the  Houston 
Chamber  of  Commerce. 

He  has  served  his  church,  Palmer  Memorial 
Episcopal  of  Houston,  as  a vestryman  and  sen- 
ior warden,  and  is  a former  president  of  the 
Houston  Episcopal  Churchmen’s  Association. 

In  accepting  the  office  of  president-elect  of 
Texas  Medical  Association  in  April,  1961,  Dr. 
Waldron  jokingly  told  members  of  the  House 
of  Delegates  that  previous  presidents  were  say- 
ing he  would  have  a fine  time  during  the  next 
two  years  with  his  hobby,  which  is  travel.  Indi- 
cations are  that  he  will  traverse  the  state  many 
times.  The  immediate  past  president,  Dr.  Har- 
vey Renger,  reports  having  traveled  40,000 
miles  in  carrying  out  his  official  duties,  and 
the  mileage  of  his  predecessor,  Dr.  May  Owen, 


was  recorded  as  more  than  30,000  miles. 

Born  June  21,  1904,  in  Santa  Barbara, 
Calif.,  Dr.  Waldron  is  the  son  of  the  late 
Robert  George  and  La  Vera  (Van  Kirk)  Wal- 
dron of  Rochester,  Minn.  He  received  his  pre- 
liminary education  in  Rochester  and  attended 
the  Rochester  Junior  College.  In  1926,  he  was 
graduated  with  a bachelor  of  science  degree 
from  the  University  of  Minnesota,  Minneapo- 
lis; and  in  1929,  he  was  graduated  with  the 
medical  degree  from  the  University  of  Minne- 
sota Medical  School,  where  in  his  senior  year 
he  received  the  Roland  E.  Cutts  Award  for 
Research  in  Experimental  Surgery. 

Following  his  internship  at  Garfield  Memo- 
rial Hospital  in  Washington,  D.C.,  from  July, 
1928,  until  June,  1929,  he  was  a fellow  in 
surgery  at  the  Mayo  Foundation  for  Medical 
Education  and  Research  at  Rochester,  serving 
there  from  July,  1929,  until  October,  1934. 

From  1934  until  1936,  Dr.  Waldron  was 
the  senior  medical  officer  in  charge  of  U.S. 
Engineers  Ft.  Peck  Hospital,  Ft.  Peck,  Mont., 
where  he  married  Miss  Rosalind  Deakyne  on 
April  24,  1935.  She  died  April  17,  1949.  Their 
one  son,  George  Van  Kirk  Waldron,  is  now 
stationed  at  Hamilton  Air  Force  Base  in  Cal- 
ifornia. 

In  January,  1937,  he  entered  the  praaice  of 
general  surgery  in  Houston. 

Dr.  Waldron  married  the  former  Miss  Olivia 
Morgan  of  Houston  and  Los  Angeles  on  Aug. 
23,  1950. 

An  enthusiastic  sports  fan,  Dr.  Waldron  en- 
joys watching  football,  baseball,  basketball, 
golf,  and  tennis. 

Those  who  have  observed  his  work  of 
"raising  young  surgeons”  report  that  he  is  a 
kind  and  gentle  person,  yet  one  who  firmly 
insists  that  a job  be  done  right.  His  philosophy 
toward  work  is  reflected  in  a favorite  com- 
ment, "There  is  no  such  thing  as  'I  can’t’.  It 
is  just  'I  won’t’.” 

It  has  been  observed  that  Dr.  Waldron’s 
surgical  trainees  always  call  him  "Chief”.  The 
name  is  applicable  for  this  man  as  a surgeon. 
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as  a teacher,  and  now  as  head  of  the  8,632 
members  of  the  Texas  Medical  Association. 

The  Modern  Spa: 
Health  or  Hokum 

When  the  word  spa  is  heard  by  present  day 
physicians,  it  is  received  with  remarkably  di- 
vergent reactions — from  one  extreme  of  an- 
tagonism, through  a middle  phase  of  complete 
indifference,  to  the  other  extreme  of  great 
enthusiasm.  This  may  be  true  of  many  forms 
of  therapy,  but  spa  therapy  has  the  most 
"blurred  image”  in  medicine  today. 

Why?  There  are  several  reasons: 

1.  In  the  United  States,  there  are  no  spas 
directly  connected  with  medical  schools,  as 
is  the  case  in  Europe. 

2.  There  is  no  research  in  spa  therapy  in 
the  United  States  that  is  of  any  great  value. 

3.  Many  spas  have  been  operated  by  non- 
medical personnel,  including  chiropractors 
and  masseurs.  These  spas  without  adequate 
medical  supervision  have  created  the  most 
unfavorable  image. 

4.  Spas  supervised  by  physicians  have 
been  greatly  restricted  in  their  advertising 
and  promotion,  because  of  the  fact  that  they 
do  have  ethical  medical  supervision. 

5.  The  operators  of  some  spas,  unfortu- 
nately, have  made  extravagant  and  unsub- 
stantiated claims  as  to  the  benefits  which 
would  accrue  to  the  individual  patient. 
According  to  the  Association  of  American 

Spas,  "A  spa  is  an  institution  or  place  which 
gives  major  attention  to  the  use  of  climatic  and 
other  natural  therapeutic  resources,  including 
mineral  waters,  in  the  treatment  or  rehabilita- 
tion of  the  individual.  Hydrotherapy  is  prac- 
ticed; there  is  emphasis  on  dietary  control; 
there  is  organized  recreation  and  supervised 
exercise.  All  of  the  above  is  under  the  super- 
vision of  a physician  or  physicians  who  are 
members  in  good  standing  of  their  respective 
county  medical  societies.” 


Many  doaors  may  wonder  in  what  way  their 
patients  can  benefit  from  visiting  a spa.  Clin- 
ically, they  have  all  seen  how  patients  can  be 
benefited  by  a change  in  environment.  The 
spa  provides  this  change  in  a pleasant,  resort 
atmosphere. 

Since  the  spa  experience  is  a living  experi- 
ence, the  factors  of  dietary  control  and  dietary 
education  are  important;  this  is  why  many 
obese  people  can  lose  weight.  In  spas,  there  is 
the  opportunity  to  practice  group  dynamics  in 
motivating  such  persons  toward  better  eating 
habits. 

A social  program  is  important,  not  only  to 
occupy  the  patient’s  leisure  time,  but  also  to 
show  him  positive  values  in  improving  social 
relationships.  Mild  depression  and  anxiety,  oc- 
curring in  chronic  disease,  are  often  helped 
remarkably  by  participation  in  a positive,  con- 
structive, recreational  program. 

Hydrotherapy  includes  hot  tub  baths,  hot 
packs,  whirlpool  baths,  and  pools  for  swim- 
ming and  exercise.  The  use  of  water,  a strong 
point  of  spa  therapy,  improves  circulation,  re- 
lieves pain  and  stiffness,  and  promotes  a gen- 
eral feeling  of  well  being,  as  most  physicians 
recognize.  Since  most  arthritic  patients  benefit 
from  hydrotherapy,  spas  attract  a large  number 
of  patients  with  this  condition.  Also,  in  all 
well-run  spas,  there  is  a supervised  therapeutic 
exercise  program  for  general  physical  condi- 
tioning, for  specific  muscular  re-education,  for 
overcoming  deformities,  and  for  preventing  de- 
formities in  the  future. 

As  one  of  the  projects  of  the  Committee  on 
Spas,  brochures  on  spa  therapy  have  been  col- 
lected. They  are  kept  in  the  Memorial  Library 
of  the  Texas  Medical  Association  for  the  use  of 
physicians  who  would  like  further  information 
on  specific  spas  and  their  facilities.  Only  those 
institutions  that  are  supervised  by  physicians 
who  are  in  good  standing  in  their  medical  so- 
cieties and  who  are  members  of  the  Association 
of  American  Spas  are  included  in  this  file. 

Well  operated,  well  supervised  spas  are  lo- 
cated in  Safety  Harbor,  Fla.;  Miami,  Fla.;  Hot 
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Springs,  Ark.;  White  Sulphur  Springs,  W.  Va.; 
Saratoga  Springs,  N.  Y.;  and  Marlin. 

The  American  spa  today  is  carrying  on  many 
of  the  traditions  of  spas  all  over  the  world,  but 
with  a difference.  Spokesmen  for  the  modern 
spas  do  not  attempt  to  make  extravagant 
claims  for  its  mineral  water  or  other  natural 
resources,  but  advocate  that  these  resources  be 
used  with  up-to-date  methods  of  physical  medi- 
cine and  internal  medicine.  They  attempt  to 
cooperate  more  closely  with  other  physicians 
than  ever  before.  In  this  way  the  spa  is  able 
to  be  of  better  service  to  those  who  can  benefit 
from  the  forms  of  therapy  it  offers. 

— Neil  Buie,  M.D.,  Marlin,  Texas, 
Chairman,  Committee  on  Spas, 
Texas  Medical  Association. 


Medical  Careers 

This  time  of  year,  many  high  school  young 
people  are  giving  attention  to  the  future,  try- 
ing to  choose  a lifetime  career.  In  the  past  it 
was  considered  unnecessary  to  recruit  brilliant 
young  men  and  women  for  medicine  or  the 
paramedical  fields;  in  the  past  year,  however, 
the  Texas  Medical  Association  has  decided  to 
exert  effort  in  this  direction.  Last  year  the 
House  of  Delegates  formed  a Committee  on 
Medical  Careers.  Our  state  association  is  not 
alone  in  its  efforts;  many  other  state  societies 
are  doing  the  same  thing. 

Members  of  the  Committee  believe  that  each 
physician  should  make  an  effort  to  encourage 
the  right  young  men  and  women  to  enter  the 
field  of  medicine.  As  readers  of  this  editorial 
know  from  personal  experience,  most  physi- 
cians have  been  motivated  to  enter  medicine 
by  physician  friends,  including  family  doctors, 
or  others  closely  associated  with  medicine.  In 
recent  years  doctors  have  busied  themselves  in 
acquainting  their  patients  with  the  threats  of 
socialism  in  government,  and  many  of  them 
have  failed  to  pass  on  to  youth  that  spark  of 
enthusiasm  for  the  medical  profession  which 


they  hold  so  dear.  This  can  and  should  be  done. 
Every  doctor  knows  a bright  young  high  school 
student,  but  how  many  have  taken  the  time 
to  speak  to  him  about  the  prospects  of  his 
studying  medicine?  It  is  little  things  such  as 
this  which  inspire  young  people.  What  young- 
ster would  not  be  thrilled  to  talk  about  his 
future  plans  with  his  own  family  doctor?  What 
boy  or  girl  would  not  be  inspired  as  he  or  she 
looks  through  the  microscope  in  a pathologist’s 
office  or  tours  a shining  new  hospital? 

Members  of  the  Committee  believe  that  a 
little  time  spent  with  these  young  people  would 
pay  a great  dividend  in  the  future.  They  have 
sent  a partial  list  of  premedical  students  in 
various  colleges  and  universities  in  the  state 
to  all  county  medical  societies.  It  is  hoped  that 
doctors  will  take  it  upon  themselves  to  see  and 
encourage  those  on  the  list  who  live  in  their 
respective  communities  in  the  direction  of  a 
medical  career.  It  also  is  hoped  that  some  will 
assume  the  responsibility  of  talking  to  their 
high  school  friends,  offering  them  similar  en- 
couragement. 

— Albert  McCulloh,  M.D.,  Brady, 
Chairman,  Committee  on  Medical 
Careers,  Texas  Medical  Association. 


Salt  Adds  to  Shelf  Life 
Of  Oral  Polio  Vaccine 

A.  simple  salt  added  to  oral  poliomyelitis  vaccine 
can  cut  the  cost  and  simplify  the  technique-  of  mass 
immunization,  Dr.  Joseph  L.  Melnick,  professor  of 
virology  and  epidemiology  at  Baylor  University  Col- 
lege of  Medicine,  reported  in  a recent  issue  of  Medi- 
cal World  News. 

Dr.  Melnick  developed  the  new  "stabilizer,”  a 
solution  of  magnesium  chloride,  which  permits  vac- 
cine to  be  kept  at  room  temperature  for  three  to 
four  weeks.  Untreated  vaccine  must  be  preserved  at 
— 20  degrees  Centigrade,  shipped  in  dry  ice,  and 
thawed  with  special  equipment.  Its  shelf  life  after 
thawing  is  only  one  week.  Stabilized  vaccine  already 
has  been  used  successfully  to  prevent  a polio  epi- 
demic in  Israel,  Dr.  Melnick  reported.  Given  to 
250,000  children  earlier  this  year,  the  vaccine  pro- 
duced antibody  responses  equaling  those  of  non- 
stabilized  vaccine. 
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The  Needy  Aged: 

How  Needy? 


The  proponents  of  socialism  have  told  us  many 
times  of  the  medical  and  health  care  needs  of  the 
aged,  but  they  have  not  disclosed  that  of  the  more 
than  16,000,000  Americans  aged  65  and  over — 

More  than  10,500,000  receive  social  security 
checks. 

More  than  1,000,000  get  veterans’  pensions. 

About  1,000,000  receive  railroad  or  civil  serv- 
ice pensions. 

Approximately  1,300,000  receive  cash  bene- 
fits from  private  pension  plans. 

Four  million  are  employed,  or  are  the  wives 
of  employed  persons. 

One  million  receive  income  from  annuities 
that  have  been  privately  purchased. 


About  half  the  aged  have  incomes  from  rents,  divi- 
dends, or  interest.  Furthermore,  almost  three-fourths 
of  couples  who  are  drawing  social  security  benefits 
also  own  their  own  homes,  about  nine-tenths  of 
which  are  mortgage  free.  The  median  net  worth  of 
social  security  beneficiaries  rose  71  per  cent  during 
the  six  year  period  1951-1957.  Liquid  assets  of  per- 
sons over  65  are  the  highest  in  any  age  group  and 
have  increased  the  most  rapidly;  those  over  65  have 
the  lowest  indebtedness  of  any  age  group. 

In  some  instances  major  medical  care  requires 
heavy  expenditures  whether  the  patient  is  young  or 
old.  Factors  such  as  those  just  mentioned,  however, 
when  placed  in  apposition  to  continued  exhortations 
of  the  governmental  socialist  that  all  who  are  over 
65  are  unable  to  care  for  their  own  needs,  demon- 
strate the  degree  of  misinformation  that  has  delib- 
erately been  perpetrated  in  America.  Amid  the  con- 
fusing testimony  that  is  given  whenever  this  matter 
is  discussed,  it  becomes  not  only  interesting,  but 
imperative,  to  review  the  work  of  investigators  who 
ostensibly  are  not  prejudiced  in  investigating  this 
age  group.  Two  such  reports  which  have  received 
very  little  attention  provide  a wealth  of  relevant  in- 
formation not  found  in  other  sources. 

The  Emory  University  Study. — In  a I960  study  of 
the  aged  and  aging  by  the  Department  of  Sociology 
at  Emory  University,  it  was  pointed  out  that  present 
stereotypes  of  the  aged  are  inacctuate.  The  typical 
person  over  65  years  of  age,  the  investigators  stated, 
reports  his  health  as  good  or  fair,  is  in  as  good  or 
better  financial  condition  than  before  retirement,  has 
substantial  assets,  has  frequent  contact  with  his  chil- 
dren, has  a religious  affiliation,  and  strenuously 
maintains  his  independence.  The  picture  of  the  el- 
derly individual  based  on  these  findings  is  a direct 
contradiction  to  the  stereotype  which  the  Department 
of  Flealth,  Education,  and  Welfare  has  attempted  to 
foist  on  the  American  people  since  the  present  fed- 
eral administration  assumed  office  in  1961. 

The  sample  obtained  by  the  Emory  University 
group  is  in  close  agreement  with  Bureau  of  the 
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Census  estimates  of  age  distribution,  marital  status, 
and  religious  preference  of  a sample  obtained  re- 
cently. Comparisons  with  relevant  findings  of  other 
studies  also  show  a close  similarity  in  results.  This 
point  should  not  be  forgotten,  since  proponents  of 
social  security  medical  care  have  attempted  to  dis- 
credit the  Emory  University  group  report  as  being 
nonrepresentative.  During  the  four  weeks  preceding 
the  questioning  period  of  the  smdy,  two-thirds  of 
those  interviewed  had  neither  seen  nor  talked  with 
a doctor  in  regard  to  their  health,  and  only  7 per 
cent  had  needed  household  help.  Twenty-eight  per 
cent  were  planning  to  see  a doctor  during  a two 
week  period  after  they  were  questioned. 

Probably  the  single  most  important  factor  ascer- 
tained in  this  study  was  the  response  to  the  ques- 
tion: "Do  you  have  any  medical  needs  now  that  are 
not  being  taken  care  of?”  To  it,  92  per  cent  of  those 
queried  said,  "No”.  The  reasons  given  for  the  un- 
filled medical  needs  by  the  remaining  8 per  cent  are 
extremely  enlightening.  Financial  reasons  were  con- 
sidered the  least  important  reason  of  all.  Some  re- 
spondents stated  that  although  a certain  operation  or 
artificial  aid  had  been  recommended,  another  doc- 
tor or  a friend  had  advised  against  it  as  not  being 
worth  the  risk  or  trouble. 

Only  3.6  per  cent  of  the  respondents  in  this  study 
had  spent  more  than  $100  on  medical  care  for  them- 
selves or  their  spouses  during  the  month  preceding 
the  interview.  The  term  "medical  care”  in  this  study 
incorporated  not  only  medical  fees,  but  hospital 
charges,  drug  bills,  and  appliances. 

This  study  involved  housing  needs  as  well.  Less 
than  one-fourth  of  those  questioned  chose  govern- 
ment housing,  even  in  case  of  great  need.  One  inter- 
viewer, a trained  sociologist,  reported  that  in  his 
rural  sample,  the  mere  suggestion  of  housing  by  the 
state  or  federal  government  as  a possibility  provoked 
fright  in  many  instances.  Certainly  the  architects  of 
socialism  on  the  banks  of  the  Potomac  have  delib- 
erately ignored  the  possibility  that  their  suggestions 
might  provoke  fright. 

The  University  of  Michigan  Study. — A later  smdy 
of  noninstimtionalized  aged  persons,  reported  in  De- 
cember, 1961,  was  done  by  the  Survey  Research 
Center,  Instimte  for  Social  Research,  University  of 
Michigan.  Authors  of  the  report  are  James  Morgan 
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Table  1. — Income  as  a Percentage  of  Budget  Standard 
of  16,700,000  Persons  Aged  62  or  Older  (University  of 
Michigan  Study). 

85%  or  More  <85% 

Financial  Category  of  Budget  of  Budget 

Persons  with  less  than  $5,000 
savings  and  no  health 


insurance  (7,900,000) 

Persons  with  less  than  $5,000 

41% 

59% 

savings  but  with  health 
insurance  ( 5 ,000,000 ) 

72% 

28% 

Persons  with  more  than  $5,000 

savings,  both  with  and  without 
health  insurance  (3,800,000) 

81% 

19% 

and  Martin  David;  contributors  to  the  design  and 
analysis  of  the  survey  were  Wilbur  J.  Cohen  and 
Harvey  Brazer.  The  study  was  supported  by  funds 
from  the  Ford  Foundation  and  by  the  Offices  of 
Education  and  of  Vocational  Rehabilitation,  both  of 
the  Department  of  Health,  Education,  and  Welfare. 
A book  to  be  published  this  summer  by  McGraw- 
Hill,  "Income  and  Welfare  in  the  United  States”, 
will  describe  the  complete  study. 

The  primary  purpose  of  the  survey  was  to  collect 
data  on  determinants  of  income  distribution  in  the 
United  States  and  to  study  factors  affecting  families 
with  low  incomes.  Some  material  from  this  study  was 
given  in  July,  1961,  before  the  Sub-Committee  on 
Retirement  Income  of  the  Special  Committee  on 
Aging  of  the  U.  S.  Senate. 

It  is  difficult  to  make  direct  comparisons  with 
other  surveys  since  the  subjects  were  divided  into 
two  groups:  those  representing  the  10,600,000  per- 
sons in  the  United  States  who  are  aged  55  through 
61  and  those  representing  the  16,700,000  persons  in 
the  United  States  who  are  62  and  older.  Never- 
theless, some  enlightening  statistics  (Tables  1 and 
2)  were  obtained  by  this  group  of  investigators. 
Each  adult’s  or  adult  couple’s  money  and  nonmoney 
income  was  compared  to  estimated  budget  needs  of 
an  adult  or  adult  couple  with  the  same  employment 
status  and  number  in  family.  The  budget  estimates 


Table  2. — Status  of  20,700,000  Persons  Over  Age  55 
with  Less  than  $5,000  Savings  (University  of  Michigan 
Study). 


Health 

Insurance 

No  Health 

Insurance 

62  and 

62  and 

55-61 

Older 

55-61 

Older 

(%) 

(%) 

(%) 

(%) 

Have  living 
children 

Live  with 

88 

81 

80 

76 

relatives 

24 

22 

41 

36 

Have  a spouse 

81 

63 

69 

48 

Have  an  employed 

spouse 

43 

14 

35 

6 

Are  employed 
Live  alone  and 

70 

24 

47 

15 

are  employed 

10 

7 

9 

4 

Classify  themselves 

as  disabled 

19 

31 

29 

44 

are  those  used  by  the  Community  Council  of  Great- 
er New  York  as  a basis  for  administering  assistance 
to  needy  families  in  New  York  City.  For  an  elderly 
retired  couple  the  estimated  budget  is  nearly  $600 
less  than  the  $3,044  budget  allowed  by  the  Bureau 
of  Labor  Statistics  for  aged  couples  in  the  area. 

The  U.  S.  Public  Health  Service  this  past  January 
issued  a statement  (Table  3)  on  insurance  coverage 
in  a sample  of  75,000  households  comprising  245,000 
persons  of  all  ages.  From  figures  such  as  these  and 


Table  3. — Hospital  Insurance  Coverage  in  Sample  of 
75,000  Households  Comprising  245,000  Persons  of  All 
Ages  (U.  S.  Public  Health  Service  Report). 


Age  Category 

Hospitalization  Covered 
Three-Fourths 
In  Part  or  More 

Persons  over  65 

Over  50% 

30.3% 

Persons  over  65  with 

annual  income  of 

less  than  $2,000 

39.6% 

All  ages 

68% 

the  ones  derived  from  the  University  of  Michigan 
survey,  one  ascertains  that  the  "needy  aged”  are 
neither  as  needy  nor  in  as  bad  physical  health  as  they 
have  been  pictured.  Perhaps  a partial  explanation  is 
that  older  people  have  problems  other  than  health. 
Sometimes  an  elderly  person  appears  ill  because  of 
isolation,  and  the  patient,  his  family,  or  others  may 
think  he  requires  care  in  a hospital  or  nursing  home. 

In  a society  such  as  ours,  it  has  long  been  recog- 
nized as  fundamental  that  each  member  must  first 
of  all  seek  to  solve  his  own  problems.  His  integrity 
and  his  dignity  spring  from  his  sense  of  independ- 
ence and  his  recognition  of  personal  responsibility. 
Second  to  his  own  responsibility — and  only  to  that — 
is  the  responsibility  of  the  family  members  toward 
one  another.  Of  course,  there  are  problems  beyond 
the  capacity  of  the  individual  and  his  family,  and 
local  and  state  welfare  agencies  have  been  established 
to  deal  with  such  problems.  American  medical  prac- 
titioners have  never  in  the  past  denied,  and  do  not 
now  deny,  their  obligation  toward  the  small  per- 
centage of  Americans  who  are  truly  medically  indi- 
gent. Historically,  physicians  have  encouraged,  sup- 
ported, and  administered  such  medical  care. 

The  Kerr-Mills  Act,  passed  by  the  last  Congress, 
has  provided  the  mechanism  by  which  objections  to 
the  King-Anderson  type  of  legislation  can  be  an- 
swered. It  is  my  opinion  that  the  Kerr-Mills  type  of 
legislation,  given  an  adequate  opportunity,  will  prove 
its  effectiveness  to  a degree  that  will  obviate  the 
need  for  further  federal  intervention.  The  King- 
Anderson  bill  not  only  would  fail  to  do  what  it  is 
purported  to  do,  but  it  would,  in  effect,  hamstring 
present  legislative  machinery. 

— James  H.  Sammons,  M.D.,  Highlands,  Texas, 
Councilor,  Ninth  District, 

Texas  Medical  Association. 


326 


TEXAS  State  Journal  of  Medicine 


^v;;  »•* 

1801  North  Lamar  Boulevard  • Austin,  Texas  • GReenwood  7-6704 


More  Representation  in  the  AMA 

As  your  President,  my  first  desire  is  to  emphasize  the  importance  of 
everyone  maintaining  an  active  membership  in  the  American  Medical  As- 
sociation. Besides  the  obvious  purpose  of  helping  physicians  practice 
better  medicine  and  making  certain  that  the  public  gets  the  best  health 
care  available,  the  national  association  presents  the  cumulative  force 
of  the  medical  profession.  That  power  begins  with  the  individual  phy- 
sician, gathers  momentum  in  county  and  state  medical  societies,  and 
emerges  full  strength  in  the  national  organization.  At  that  level  doc- 
tors can  effectively  combat  the  challenge  of  increasing  legislative 
and  political  pressures  which  are  pushing  us  toward  a socialized  state. 

In  our  struggle  to  preserve  the  nation's  unsurpassed  system  of  medi- 
cal care  and  the  stature  of  an  honored  profession,  our  greatest  asset 
is  the  individual  physician  who  is  well  informed,  concerned  about  his 
profession,  and  actively  involved  in  all  its  affairs.  It  is  just  as 
much  your  duty  as  a physician  to  participate  in  the  affairs  of  your 
profession  at  the  national  level  as  it  is  your  duty  as  a citizen  to  vote 
in  national  elections.  The  failure  of  some  to  participate,  either  from 
lack  of  interest  or  lack  of  agreement  with  certain  high  official  ac- 
tiops,  is  deplorable. 

Many  Texas  physicians  have  expressed  concern  in  regard  to  policies  ex- 
pressed by  the  AMA.  They  should  realize  that  the  organization  is  a fed- 
eration of  state  medical  societies.  Its  policies  represent  the  majority 
views  expressed  by  physicians  who  are  duly  elected  by  their  constitu- 
ent state  societies.  I,  too,  am  concerned  and  thoroughly  believe  that 
Texas  physicians  can  achieve  a stronger  voice  by  participating  in  the 
AMA  and  by  electing  delegates  who  reflect  their  views. 

Currently,  Texas  sends  eight  delegates,  each  with  one  vote,  to  the 
AMA's  meetings.  If  we  can  add  231  regular  or  dues-exempt  AMA  members, 
we  will  qualify  for  a ninth  delegate.  Such  representation  in  the  na- 
tional association's  House  of  Delegates  would  assure  us  of  ranking  no 
lower  than  sixth  among  the  delegations  from  the  50  states.  Adequate 
voting  strength  is  most  important,  as  was  evidenced  at 
the  AMA  meeting  in  Denver  last  November,  when  all  five 
resolutions  introduced  by  the  Texas  delegates  were  ap- 
proved by,  and  made  official  policies  of,  the  national 
association.  Sufficient  local  strength,  properly  used, 
is  fully  effective  at  the  national  level. 

My  colleagues,  while  we  are  fighting  for  our  rights  as 
physicians  and  for  the  preservation  of  medicine,  no  doc- 
tor should  surrender  his  independence  by  isolated  indif- 
ference. I urge  each  of  you  to  participate  enthusiasti- 
cally in  your  American  Medical  Association  activities. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


Dedicated  to 
Miss  Ruth  Trahan 

M iss  Anna  Ruth  Trahan,  Managing  Edi- 
tor of  the  Texas  State  Journal  of  Medicine 
since  July  5,  I960,  was  killed  in  an  automobile 
accident  near  Brenham  on  April  29,  1962. 
This  issue  of  the  Journal  is  dedicated  to  her 
memory. 

Miss  Trahan,  under  whose  leadership  the 
Journal  merited  three  top  awards  in  1961,  had 
succeeded  the  late  Harriet  Cunningham,  with 
whom  she  had  served  as  an  editorial  assistant 
from  1949  until  1953. 

In  September,  1961,  the  Mid-Continent  Conference  of  Industrial  Editors 
awarded  the  Journal  a first  place  position  in  the  category  of  promoting  the 
goals  of  Texas  Medical  Association  and  a third  place  in  general  achievement. 
In  addition,  during  that  year  the  Journal  was  listed  among  the  "top  ten”  pub- 
lications judged  for  excellence  of  format  by  Mr.  Otto  Eorkert  at  the  State  Medi- 
cal Journal  Conference  in  Chicago. 

Prior  to  returning  to  Austin  as  editor  of  the  Journal,  Miss  Trahan  had 
served  as  associate  editor  at  the  Medical  Arts  Publishing  Foundation  in  Houston 
and  as  assistant  editor  of  The  Heart  Bulletin  of  the  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston. 

A registered  nurse,  she  was  a graduate  of  St.  Joseph’s  School  of  Nursing, 
Houston,  and  was  in  the  Nurse  Corps  of  the  U.S.  Navy  from  1943  to  1946, 
serving  as  a lieutenant  (j.g.).  She  was  a member  of  the  Naval  Reserve  and 
held  the  rank  of  lieutenant  commander. 

Born  in  Vinton,  La.,  on  Oct.  2,  1920,  Miss  Trahan  was  graduated  as  vale- 
dictorian of  her  class  at  Vinton  High  School  in  1937.  Following  her  nurse  train- 
ing and  military  service  she  attended  the  University  of  Texas  from  which  she  was 
graduated  in  1949  with  honors  with  the  degree  of  Bachelor  of  Journalism.  She  was 
a member  of  Theta  Sigma  Phi  fraternity  for  women  in  journalism. 

In  addition  to  her  professional  work.  Miss  Trahan  had  also  engaged  in  ama- 
teur theatrical  work  and  did  volunteer  work  for  handicapped  individuals.  She 
was  a member  of  St.  Austin’s  Catholic  Church. 

Survivors  include  her  parents,  Mr.  and  Mrs.  O.  J.  Trahan  of  Vinton,  La., 
three  brothers,  Ted  Trahan  of  Rosenberg,  L.  R.  Trahan  of  La  Marque,  J.  R.  Trahan 
of  Maplewood,  La.,  and  one  sister,  Mrs.  Clarence  Sharpe  of  Houston,  and  several 
nieces  and  nephews. 

Rosary  services  and  requiem  mass  were  read  in  Houston.  Burial  was  at  For- 
est Park  Cemetery,  Houston. 


MISS  RUTH  TRAHAN 
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Etiology  and  Pathogenesis 
Of  Acquired  Hypofibrinogenemia 

KAMAL  G.  ISHAK,  M.D. 


HERE  IS  AN  old  saying  that  "a  man’s  blood 
turns  to  water”  following  fear,  anxiety  or  stress. 
The  ancients  probably  never  suspected  how  close  to 
the  truth  they  were,  for  it  has  been  shown  that 
accelerated  fibrinolysis  of  the  blood  may  be  a part 
of  the  body’s  "alarm  reaction”. 

It  is  best,  before  embarking  upon  a review  of  a 
subject  which  has  voluminous  literature,  to  define 
hypofibrinogenemia  (fibrinogenopenia).  Hypofibri- 
nogenemia means  the  diminution  of  circulating  fi- 
brinogen below  its  normal  concentration.  If  the  fi- 
brinogen level  falls  below  a certain  critical  level, 
hemorrhagic  manifestations  will  accrue.  The  term 
"afibrinogenemia”  means  absence  of  detectable  fi- 
brinogen in  the  circulating  blood. 

The  level  of  fibrinogen  in  healthy  individuals 
varies  from  200  to  400  mg.  per  100  ml.  plasma.^  The 
fibrinogen  level  in  healthy  individuals  greatly  ex- 
ceeds normal  requirements.  Clinical  bleeding  caused 
by  hypofibrinogenemia  occurs  only  when  the  protein 
level  of  plasma  is  approximately  one-fifth  the  nor- 
mal content  or  less.^ 

The  various  clinical  and  experimental  conditions 
associated  with  acquired  hypofibrinogenemia  are 
listed  in  Table  1.  Conditions  accompanied  by  fibrino- 
lysis also  have  been  incorporated  into  this  table. 

Theoretically,  hypofibrinogenemia  may  occur  as  a 
result  of  one  or  a combination  of  the  following 
mechanisms: 

1.  Intravascular  coagulation  with  depletion  of  the 
circulating  fibrinogen  (increased  utilization). 

2.  Activation  of  the  fibrinolytic  enzyme  system 
with  enzymatic  proteolysis  of  fibrinogen  and  fibrin 
(increased  destruction). 

3.  Deficient  synthesis  of  fibrinogen. 

This  review  lists  conditions  associated  with 
hypofibrinogenemia  and  explains  mechanisms 
which  produce  it.  Obstetric  aspects  are  dis- 
cussed. The  role  of  fibrinolysis  in  hemorrhage 
is  outlined,  as  is  deficiency  of  fibrinogen. 


TTie  possibility  also  exists  of  a reduction  of  cir- 
culating fibrinogen  by  its  reaction  with  macromole- 
cules. Ricketts^^®  and  Fletcher  and  others^®®  have 
reported  the  in  vitro  combination  of  fibrinogen  with 
dextran  and  other  macromolecules.  Carbone  and  as- 
sociates^®^ have  studied  the  hemostatic  defect,  char- 
acterized by  a prolonged  bleeding  time,  in  normal 
subjects  following  infusions  of  dextran.  In  subjects 
who  received  from  1,000  to  1,500  ml.  of  dextran,  the 
fibrinogen  levels  decreased  from  400-500  mg.  to 
200-300  mg.  per  100  ml.  of  plasma.  The  same 
workers  also  reported  two  patients  in  whom  a ten- 
dency to  bleed  developed  following  dextran  infu- 
sions. Scott^®^  has  warned  against  the  use  of  dextran 
in  obstetric  patients  who  may  already  be  suffering 
from  hypofibrinogenemia,  since  it  can  exert  an  un- 
favorable effect  on  the  coagulation  mechanism. 

In  addition  to  an  acmal  reduction  or  depletion  of 
circulating  fibrinogen,  a qualitative  defect  in  fibrin- 
ogen interfering  with  its  conversion  to  fibrin  has 
been  observed  in  cases  of  multiple  myeloma.^^^'^^® 
Recently  a hemorrhagic  disorder  which  occurred 
during  labor  and  which  affected  both  mother  and 
fetus  was  described  by  Baker  and  Jacob.^®®  All  stages 
of  coagulation  were  normal  until  time  for  the  fibrin- 
ogen to  form  fibrin.  The  authors  postulated  either 
that  there  was  some  abnormality  of  the  fibrinogen 
molecule  or  that  an  "anticoagulant”  was  acting  dur- 
ing this  stage. 

Since  many  of  the  conditions  associated  with  hypo- 
fibrinogenemia may  involve  one  or  more  of  the 
three  main  mechanisms  cited,  attempts  to  group  them 
according  to  pathogenesis  and  etiology  are  only 
partially  successful.  The  approach,  of  necessity,  is 
more  clinically  oriented. 

Complications  of  Pregnancy  and  Childbirth 

'The  physiologic  changes  occurring  in  blood  coagu- 
lation factors  during  pregnancy,  labor,  and  puer- 
perium  must  be  considered.  As  early  as  1922,  Foster 
and  Whipple^'^®  observed  variations  in  blood  fibrin 
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Table  1. — Conditions  Associated  With  Hypofibrinogenemia. 


8.  Injections  of  large  dose  of  plasma  fraaion 

J 185 


I.  Pregnancy,  Childbirth  and  Complications: 

1.  Antepartum.”"*^ 

2.  Normal  delivery.”"*'” 

3.  Amniotic  fluid  embolism.'^""'* 

4.  Abruptio  placentae,  with  or  without  pre- 
eclampsia and  eclampsia.*’  “ 

5.  Fetal  death  in  utero,  with  or  without  iso- 
immunization.*’ ”’  **’ 

6.  Toxemia  and  eclampsia.**’ 

7.  Spontaneous,  induced,  septic,  or  criminal  abor- 
tion 

8.  Placenta  previa.*'”’””’”'’ 

9.  Retained  products  of  conception.”’  *'”’  ”” 

10.  Rupture  of  uterus.”’  ”** 

1 1 . Postpartum  hemorrhage.”’  ”” 

12.  Cesarean  section.*'”' 

13.  Ectopic  pregnancy.”” 

14.  Hydatidiform  mole.””’  ®* 

15.  Pregnancy  with  associated  diseases:  hyperten- 
sion,”” hepatitis,””’  **’  ””  thrombotic  thrombocy- 
topenic purpura,*”  and  leukemia.*”’  ”” 

1 6.  Pregnancy  and  trauma.””’  ”* 

II.  Shock  and  "Stress”  Associated  with  trauma,  hem- 
orrhage, surgery,  burns.”’  ””"*”* 

III.  Carcinoma  of  prostate,  pancreas,  stomach, 
lung  ””’  **”’ 

IV.  Diseases  of  the  liver.””’  **’  ***"*”” 

V.  Hematologic  disorders : 

1.  Leukemias  and  lymphomas.*”’ 

2.  Multiple  myeloma.*** 

3.  Macroglobulinemia  of  Waldenstrom.**”"*** 

4.  Polycythemia  vera.”’  *”*’  ***”"***” 

5.  Acquired  hemolytic  anemia.*”* 

6.  Thalassemia  major.**” 

7.  Blood  and  plasma  transfusion  reaaions.*””"*”* 


VI.  Miscellaneous  conditions: 

1.  Fibrinolysis  following  exercise,  emotional 
stress,  fear,  or  injeaions  of  Adrenalin.””’  *”*’ 

186-191 

2.  Fibrinolysis  following  ischemia.*”” 

3.  Fibrinolysis  following  electroshock  therapy.*”” 

4.  Fibrinolysis  following  roentgen-ray  therapy.*”” 

5.  Tuberculosis.*”*’  *”*■  *”” 

6.  Sarcoidosis.*”” 

7.  Septicemia.”” 

8.  Varicella.*”* 

9.  Scarlatina.*””’*”” 

10.  Necrotizing  angiitis  with  massive  thrombo- 
ses.””” 

11.  Fibrinolysis  in  ACTH  and  cortisone  adminis- 
tration.*”” 

12.  Dextran  infusions.””* 

VII.  Experimental: 

1.  Hypothermia.”””’ 

2.  Thermal  injury.””* 

3.  Injection  of  thromboplastic  substances.”®’  ”®’ 

4.  Extirpation  of  liver,  or  hepatic  necrosis  caused 
by  phosphorus,  chloroform,  carbon  tetrachlor- 
ide.””*"””” 

5-  Peptone  and  anaphylactic  shock.*®”'  ””* 

6.  Generalized  Shwartzman  reaaion.””” 

7.  Injeaion  of  snake  venom.””” 

8.  Ionizing  radiation.””* 

9.  Injections  of  nicotinic  acid.*””’  *”* 

10.  Injections  of  bacterial  pyrogens.*””’  ”®’  ””” 

11.  Injections  of  activators  of  fibrinolysin  or  of 
fibrinolysin  in  animals  and  man.”®”’ 

12.  Injeaions  of  acetyl  choline.””* 

13.  Injections  of  serotonin.””® 


values  during  pregnancy.  Studies  of  the  fibrinogen 
levels  of  36  nonpregnant  women  by  Pritchard^®'^ 
showed  an  average  level  of  294  mg.  per  100  ml.  of 
plasma;  the  levels  were  50  per  cent  higher  during 
normal  pregnancy.  This  increased  concentration  of 
fibrinogen  has  been  reported  by  many  others.®®®"®^^ 
Tavert®^®  has  shown  an  increase  of  prothrombin  (77 
per  cent  above  normal  adult  values)  for  parturient 
women.  Ratnoff  and  others®®®  also  have  observed  an 
increase  in  the  concentration  of  prothrombin,  but 
the  clotting  time,  platelet  counts,  thrombin  time,  and 
clot  lysis  times  were  normal.  It  also  has  been  shown 
that  an  elevation  of  proconvertin®^®’®^'^  as  well  as  of 
plasma  thromboplastin  component®^®  occurs  during 
pregnancy. 

Rapid  fibrinolysis  several  hours  post  parrum  was 
noted  by  Ratnoff  and  his  co-workers®®®  in  1954.  In- 
creased concentrations  of  profibrinolysin  and  anti- 
fibrinolysin  have  been  reported  during  pregnancy.®^® 
Gilman  and  others®^^  and  Naidoo  and  others®^®  have 
shown  a significant  decrease  in  plasma  fibrinolytic 
activity  during  the  early  months  of  pregnancy;  it 
remained  low  until  the  second  stage  of  labor,  but 
there  was  a significant  increase  to  control  levels 
within  the  first  24  hours  after  delivery.  Biezenski®^® 
believes  that  the  decrease  in  spontaneous  fibrinolytic 


activity  in  late  pregnancy  and  labor  is  attributable 
to  an  actual  reduction  in  the  circulating  active  lytic 
enzyme,  and  that  it  is  not  associated  with  a change 
in  antifibrinolytic  activity. 

The  physiologic  significance  of  alterations  in  the 
coagulation  factors  and  the  fibrinolytic  enzyme  sys- 
tem during  pregnancy,  labor,  and  the  puerperium  is 
not  known,  but  it  is  important  to  be  cognizant  of 
them  when  the  hemorrhagic  disorders  of  pregnancy 
and  childbirth  are  being  investigated. 

Among  reported  instances  of  fibrinogenemia,  more 
than  one-half  develop  during  the  acute  profound  dis- 
orders peculiar  to  pregnancy.®®® 

Amniotic  Fluid  Infusion  (Embolism). — ^The  occa- 
sional presence  of  placental  elements  within  pul- 
monary vessels  of  women  who  die  during  the  puer- 
perium was  well  known  to  European  pathologists 
for  many  years.®®^  Recently,  Douglas  and  others®®® 
have  demonstrated  syncytiotrophoblast  in  the  cir- 
culating blood  of  pregnant  women  from  the  eight- 
eenth week  to  term,  and  have  shown  that  it  appears 
to  be  a normal  process  in  pregnancy.  Pulmonary 
syncytial  giant  cell  embolism  as  a cause  of  maternal 
death  during  the  third  trimester  of  pregnancy  has 
been  reported.®®®  Meyer®®^  described  the  first  case 
of  amniotic  fluid  embolism;  however,  the  classical 
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studies  of  Steiner  and  Lushbaugh^®®  established  the 
disease  as  a definite  dinicopathologic  entity.  Since 
then,  a number  of  cases  have  been  reported.  In  1957, 
Tuller^®  reviewed  the  literature  and  found  64  cases, 
to  which  he  added  one  of  his  own,  which  was  asso- 
ciated with  hypofibrinogenemia.  Barno  and  Free- 
man^® found  the  incidence  to  be  one  per  37,323 
live  births  in  Minnesota;  Steiner  and  Lushbaugh®®® 
however,  had  previously  reported  the  mcidence  to 
be  one  per  8,000  confinements. 

The  predisposing  factors  in  amniotic  fluid  embo- 
lism include  uterine  tetany  or  exceptionally  strong 
uterine  contractions,  meconium  in  the  amniotic  fluid, 
intrauterine  death  of  fetus,  an  oversized  fetus,  and 
advanced  maternal  age.®®’ 

Clinically,  amniotic  fluid  infusion  is  associated 
with  sudden  profound  shock  during  or  soon  after 
labor,  chills  or  a feeling  of  cold,  and  restlessness  with 
apprehension.  Dyspnea,  cyanosis,  and  chest  pain 
may  be  present.  Acute  cor  pulmonale  follows  the 
sudden  obstruction  to  the  peripheral  pulmonary  vas- 
culature ®®’ 

The  most  noticeable  changes  are  observed  micro- 
scopically; besides  pulmonary  edema  there  is  wide- 
spread embolism  of  the  small  pulmonary  arteries, 
arterioles,  and  capillaries  by  particulate  amniotic  ma- 
terial. This  includes  epithelial  squames,  lanugo,  ver- 
nix  caseosa,  and  mucus  from  meconium  contamina- 
tion.®”’ ®®’  ®®”’  255-261  According  to  Schneider,®”®’  ®”® 
there  is  no  evidence  of  fibrin  deposition. 

Amniotic  embolism  sometimes  is  associated  with 
hemorrhagic  manifestations,  but  the  exact  incidence 
of  this  superimposed  complication  is  not  known. 
The  symptoms  of  hemorrhagic  shock  are  superim- 
posed upon  those  of  the  obstetric  shock  as  a result 
of  amniotic  embolism.®®”  Postpartum  bleeding  is 
common  and  severe,  the  blood  fails  to  clot,  and 
ecchymoses  and  petechiae  are  present;  bleeding  may 
involve  mucous  membranes.®’ 

Many  theories  have  been  advanced  regarding  the 
pathogenesis  of  hypofibrinogenemia  associated  with 
amniotic  embolism.  Steiner  and  Lushbaugh®®®  noted 
that  four  of  their  patients  had  postpartum  hemor- 
rhage, but  apparently  they  did  not  realize  its  signifi- 
cance. At  that  time  they  believed  that  maternal  death 
in  amniotic  embolism  per  se  was  the  result  of  ana- 
phylactoid shock  combined  with  the  mechanical 
blockage  of  the  pulmonary  vasculature.  Ratnoff  and 
Vosburgh^®  reported  the  first  case  of  documented 
afibrinogenemia  in  this  condition.  Later  Weiner  and 
Reid^^’  ^®  advanced  the  concept  that  the  entrance  of 
thromboplastic  substances  into  the  maternal  circula- 
tion causes  intravascular  coagulation  and  consequent 
defibrination,  resulting  in  incoagulability  of  the 
blood.  Landing®”^  believes  that  amniotic  fluid  enters 
the  maternal  circulation  only  by  way  of  uterine  or 


placental  vessels  opened  abnormally,  as  in  placenta 
accreta,  cesarean  section,  rupture  of  the  uterus,  par- 
tial retention  of  placenta,  and,  possibly,  premature 
separation  of  placenta.  The  thromboplastin-infusion 
fibrin-depletion  theory  is  schematically  represented 
in  Fig.  1 and  2. 

Amniotic  fluid,  as  well  as  placental  and  decidual 
tissue,  causes  thromboplastic  activity,  and  the  intra- 
venous injection  of  thromboplastic  materials  into 
experimental  animals  causes  intravascular  coagula- 
tion.®”®’ 264-267  Large  doses  of  thromboplastin  injected 
intravenously  into  dogs  leads  to  irreversible  destruc- 
tion or  utilization  of  platelets  and  fibrinogen.®”®  The 
administration  of  amniotic  fluid  causes  more  severe 
symptoms  if  the  animal  has  previously  been  sensi- 
tized.®”'^ 

Hunter  and  others®””  performed  experiments  on 
two  bitches.  The  dogs  were  infused  with  their  own 
amniotic  fluid;  in  one  instance  the  amniotic  fluid 
was  clear,  whereas  in  the  other  it  was  heavily  stained 
with  meconium.  Both  animals  survived  and  exhibited 
no  tendencies  toward  abnormal  bleeding.  In  experi- 
mental meconium  embolism,  which  Schneider®®”’  ®'^” 
considers  analogous  to  human  amniotic  embolism,  a 
powerful  heparin-like  anticoagulant  is  released  into 


ration  with  amniotic  membrane  break;  amniotic  fluid 
is  infused  with  each  uterine  contraction. 
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Amniotic  fluid  Placenta 

\ / 

Thromboplastin 

1 

Maternal  circulation 

Fibrinogen  Fibrin 

/ \ 

Intravascular  fibrin  deposit  ""  Retroplacental  clot 


Afibrinogenemia 

Fig.  2.  Possible  sequence  of  events  in  amniotic  em- 
bolism is  diagrammed. 

the  circulation  causing  incoagulability  of  the  blood; 
subsequently  this  was  found  to  be  heparin.  This  has 
led  Schneider^®®  to  postulate  that  the  release  of  anti- 
coagulant in  the  shock  of  amniotic  embolism  could 
be  a significant  factor  in  hemorrhage  attending  this 
complication  (Fig.  5). 

Abul-Haj  and  Kamm^^  believe  that  most  placental 
and  amniotic  materials  owe  their  thromboplastic  ac- 
tivity to  a high  hyaluronate  content,  and  that  because 
of  the  systemic  hormonal  sensitization  of  ground 
substances  in  pregnancy,  intravascular  clotting  and/or 
leakage  of  plasma  proteins  occurs,  causing  depletion 
of  fibrinogen. 

Fibrinolysis  appears  to  be  of  little  significance  in 
amniotic  fluid  infusion,^®^  but  Schneider^®^  conceded 
that  it  may  occur.  Albrechtsen  and  others^’^’  have 
demonstrated  fibrinolysis  in  patients  with  amniotic 
fluid  infusion.  Phillips^®  believes  that  although  intra- 
vascular coagulation  may  occur  in  the  initial  phases  of 
obstetric  accidents,  the  most  probable  mechanism  for 
the  depletion  of  fibrinogen  is  its  removal  due  to 
hydrolysis  by  a fibrinogenolytic  enzyme. 

Abruptio  Placentae. — Dieckmann^®  first  demon- 
strated that  in  abruptio  placentae,  fibrinogen  may  be 
reduced  to  a concentration  predisposing  to  bleeding, 
though  a case  of  fatal  hemorrhage  previously  had 
been  reported  as  being  caused  by  this  condition.^® 

This  is  the  most  serious  complication  of  pregnancy 
accompanied  by  bleeding.^®^  It  is  a common  compli- 
cation; the  incidence  varies  from  1 per  85  to  1 per 
250  deliveries.'^^  In  one  series,  the  incidence  of  hypo- 
or  afibrinogenemia  in  abruptio  placentae  was  62.5 


per  cent;®^  in  another  it  was  23  per  cent.®®  Severe 
hypofibrinogenemia,  when  it  occurs,  frequently  may 
develop  within  six  hours  following  the  onset  of 
symptoms  of  abruptio  placentae.®^  Prior  to  rupture 
of  the  membranes  only  a small  quantity  of  dark 
fluid  may  be  passed  per  vaginum.  Skin  purpura  soon 
appears,  however,  and  hematemesis  and  melena  may 
occur.  As  the  membranes  rupture,  vaginal  bleeding 
becomes  extremely  severe.^®^  Occasional  cases  of 
patients  with  a total  lack  of  fibrinogen  (afibrino- 
genemia) have  been  reported.^'^’  ®'^  Abruptio 

placentae  may  or  may  not  be  associated  with  tox- 
emia.^®’ 

Most  patients  who  die  from  premature  separation 
of  the  placentae  do  so  from  exsanguinating  hemor- 
rhage, whereas  the  remainder  succumb  following 
ischemic  renal  and  pituitary  damage  and  necrosis.®® 
Moloney  and  others®'^  were  the  first  to  employ  fibri- 
nogen (Cohn  Fraction  I)  with  hysterectomy  in  the 
treatment  of  fibrinogenemia.  Their  patient  recovered. 

Concomitant  with  hypofibrinogenemia,  other 
blood  factors  may  be  altered.  In  1950,  Weiner  and 
others®®  found  a decreased  fibrinogen  concentration 
and  prothrombin  activity  in  cases  of  abruptio  pla- 
centae, and  demonstrated  a circulating  fibrinolysin. 
In  addition.  Page  and  co-workers®®  showed  a variable 
reduction  of  AC  globulin,  which  was  later  confirmed 
by  the  work  of  Johnson  and  others.®®  There  also 
may  be  a decrease  in  platelets.^®’  ®®’  ®^ 

The  thromboplastin-infusion,  fibrinogen-depletion 
theory  has  been  invoked  in  the  pathogenesis  of  ab- 
ruptio placentae.®®’  ®®’  ®®’  ®®’  ^®’  In  1950,  Schnei- 
der2'?i  showed  that  by  inducing  placental  trauma  in 
rabbits,  several  of  the  late  complications  of  preg- 
nancy could  be  reproduced,  including  liver  necrosis; 
one  of  his  animals  died  from  disseminated  fibrin 
pulmonary  thromboembolism.  Later  Schneider®® 
showed  that  disseminated  fibrin  deposition  was  the 
result  of  intravascular  coagulation;  this  caused  oc- 
clusion of  the  arterial  circulation,  and  the  lungs  were 
the  most  profoundly  affected  organ.  Of  all  the  dif- 
ferent types  of  uteroplacental  separation,  abruptio 
placentae  is  best  suited  for  autoextraction  of  tissue 
thromboplastin  into  the  maternal  circulation®®®’  ®'^® 
(Fig.  3 and  4).  For  the  views  of  Schneider®®®  regard- 
ing abruptio  placentae  and  amniotic  embolism,  see 
Fig.  5. 

Fibrinolysis  has  been  reported  repeatedly  in  pa- 
tients with  abruptio  placentae.^®’  ®®’  ®®’  ^®’  ^®’  ®®’  ®®’  ®^ 
Phillips  and  collaborators,^®  in  studying  10  cases  of 
afibrinogenemia  (including  five  cases  of  premature 
separation)  found  small  but  significant  levels  of 
fibrinolytic  and/or  fibrinogenolytic  aaivity  in  most 
of  them.  It  was  suggested  that  the  proteolytic  activ- 
ity may  be  partly  responsible  for  the  low  levels  of 
fibrinogen.  This  was  reaffirmed  in  a subsequent  pub- 
lication by  Phillips.^®  ' 
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Fig.  3.  Illustration  gives  a comparison  of  hem- 
atoma formed  in  different  uteroplacental  sepa- 
rations. 

a.  Placenta  previa:  Hemorrhage  escapes 
through  cervix  and  therefore  cannot  serve  as 
vehicle  for  autoextraction. 

b.  Abruptio  placentae:  Because  hemorrhage 
is  arterial  in  origin,  there  is  an  expanding 
force.  Likely  path  of  escape  is  into  the  ma- 
ternal lake,  from  whence  blood  is  returned  to 
the  maternal  circulation.  Blood  of  hematoma 
may,  therefore,  serve  as  vehicle  for  autoextrac- 
tion from  decidua. 

c.  Simple  marginal  separation:  Mild  revealed 
bleeding  is  likely,  and  appreciable  return  of 
blood  from  hemorrhage  to  maternal  circula- 
tion is  improbable. 

d.  Marginal  sinus  rupture:  Revealed  hemor- 
rhage is  likely  to  be  brisk.  Mechanics  of  hem- 
orrhage are  similar  to  those  of  simple  marginal 
separation,  and  are  poorly  adapted  to  auto- 
extraction. 


Toxemias  of  Pregnancy. — In  toxemia  of  pregnancy 
there  may  be  acute,  massive  intravascular  hemolysis 
with  hemoglobinemia,  hemoglobinuria,  and  nephron 
nephrosis.'^'^’  Pritchard  and  others*®  described 

three  cases  of  eclamptogenic  toxemia  of  pregnancy 
complicated  by  hemoglobinemia,  hemoglobinuria, 
thrombocytopenia,  prolonged  clotting  time,  and  de- 
layed clotting  of  a mixture  of  plasma  and  thrombin. 
In  one  case,  there  was  abnormally  rapid  fibrinolysis 
before  delivery.  Fibrinolysis  also  has  been  observed  by 
orhers.'^'^’ 

The  alterations  in  the  clotting  mechanism  in 
eclampsia  may  be  the  result  of  intravascular  coagula- 
tion and/or  activation  of  the  fibrinolytic  mechanism 
of  the  blood.  The  intravascular  fibrin  deposition  in 
the  arterioles  and  capillaries  is  held  responsible  for 
necrosis  and  hemorrhage  in  eclampsia,  bilateral  renal 
cortical  necrosis,  and  pimitary  necrosis  associated 
with  pregnancy.'^®’  McKay  and  others'^®  suggest 
that  the  mechanism  behind  fibrin  deposition  is  simi- 
lar to  that  in  the  generalized  Shwartzman  phenome- 
non. In  some  cases  the  source  of  the  "toxin”  may  be 
bacterial,  whereas  in  other  cases,  especially  those 
associated  with  toxemia,  it  may  be  similar  to  the 
"menstrual  toxin”  of  Smith®'^^  and  Smith,®’^^  and 
Schneider.®’^®’  ®'^’^  However,  the  existence  of  a "men- 
strual toxin”  has  been  disputed.®’^*  Schneider®’^® 
showed  experimentally  that  the  lethal  effect  of  tissue 
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extracts,  especially  placental  extracts,  depends  on  the 
intravascular  clotting  by  thromboplastin,  and  postu- 
lated that  thromboplastin  might  be  the  cause  of  tox- 
emia. Pritchard  and  others,*®  in  contrast,  believe  that 
an  immunologic  process  is  involved. 

The  Syndrome  of  Fetal  Death  in  Utero. — ^The  in- 
cidence of  fetal  death  in  utero  has  been  given  as 
1.22  per  cent  and  1.03  per  cent  in  two  large  series 
of  deliveries.®*®’  ®*^  In  1950,  Weiner  and  collabora- 
tors®'^ reported  three  patients  with  coagulation  defects 
associated  with  intrauterine  death  from  Rh-isosensi- 
tization.  The  fibrinogen  levels  in  two  of  their  pa- 
tients were  30  and  35  mg.  per  100  ml.  plasma. 
Anti-Rh  titers  of  1:64  and  1:256  respectively  were 
detected  in  the  maternal  blood  during  pregnancy. 
Fibrinogen  was  administered  to  these  patients,  and 
they  recovered,  though  homologous  serum  hepatitis 
developed  in  one.  Another  case  was  reported  by 
Ratnoff  and  others,®*  but  in  their  patient,  hypofibri- 
nogenemia  persisted  for  four  and  one-half  weeks. 
Schneider’s  case  had  both  Rh-isoimmunization  and 
abruptio  placentae,  but  the  former  condition  ante- 
dated the  latter.®^ 

Several  weeks  usually  elapse  after  fetal  death  in 
utero  before  hypofibrinogenemia  and  bleeding  oc- 
Qjj.  71,  75, 281  jjj  report  on  100  women  who  were 
delivered  of  dead  fetuses,  Pritchard  found  that  one 
of  four  women  who  retained  a fetus  in  utero  for 
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Fig.  4.  Elements  of  placental  separation  are  illustrated. 


five  or  more  weeks  developed  potentially  dangerous 
hypofibrinogenemia.'^®  As  in  other  types  of  obstetric 
hemorrhage,  thromboplasric  material  (from  the  auto- 
lyzed  tissues)  enters  rhe  maternal  circulation  and 
initiates  clotting  with  consequent  defibrination.'^^’ 
Besides  the  low  fibrinogen  levels,  there  are  de- 
creased concentrations  of  prothrombin,  labile  factor, 
and  platelets,  which  are  believed  to  be  secondary  to 
the  intravascular  coagulation.'^^’  Fibrinolysis  also 
has  been  found  in  some  instances.^®’ 

Ashworth  and  Stouffer^®’  believe  that  when 
fetal  death  occurs  in  utero,  the  cause  of  maternal 
fibrinogen  depletion  is  the  local  deposition  of  fibrin 
within  the  intervillous  spaces  of  the  placenta. 


Fibrinolysis  and  Hypofibrinogenemia 

Fibrinolysis  is  the  aseptic  dissolution  of  fibrinogen 
and  fibrin,  brought  about  by  activation  of  the  pro- 
teolytic enzymes  of  the  plasma.  Usually  complete 
dissolution  takes  days  or  weeks,  bur  it  may  be  so 
accelerated  by  natural,  pathologic,  or  experimental 
mechanisms  that  it  occurs  within  a few  hours  or 
minutes.®®  In  addition  to  the  proteolysis  of  fibrinogen 
and  fibrin,  plasmin  (fibrinolysin)  can  digest  proac- 
celerin,  antihemophilic  globulin,  prothrombin,  plas- 
ma thromboplastin  ( Christmas  factor ) , rhe  firsr  com- 


ponenr  of  complement,  ACTH,  glucagon,  and  soma- 
totropin, all  of  which  may  be  present  in  the  circu- 
lating plasma.®®’  2®®  Important  contributions  to  the 
literature  on  fibrinolysis  are  those  of  MacFarlane 
and  Pilling,2®2  MacFarlane  and  Biggs, and  As- 
trup,^®^’  2®®  Mullertz,^®®  Phillips  and  Skrodelis,®^  Al- 
brechtsen,®®'^  Sherry  and  others,^®®  and  Sawyer  and 
others.^®® 

In  fibrinolysis,  an  enzyme  precursor,  plasminogen 
( profibrinolysin ) is  transformed  into  the  active  pro- 
tease plasmin  (fibrinolysin).  This  conversion  in- 
volves the  loss  of  a peptide  moiety.^®®  Activation 
may  be  spontaneous  (cause  unknown),  or  it  can  be 
induced  by  chloroform,  trypsin,  and  tissue  activa- 
tors.®®^ Streptokinase  is  believed  to  be  the  most  po- 
tent activator  of  the  fibrinolytic  enzyme  system.®®® 
Urine,  ®®^’  ®®®  human  blood,  milk,®®®  tears,®®^  saliva,®®® 
prostatic  fluid,  and  semen®®'^’  296-298  contain  en- 
zymatically acting  activators.  A survey  of  a variety 
of  animal  tissues  shows  fibrinolysokinase  activity  to 
be  widely  distributed,  with  lung,  uterus,  and  a num- 
ber of  other  tissues  giving  good  yields.®®®  The  "large 
granular”  and  "microsome”  (Claude)  fractions  par- 
ticularly show  this  activity.®®®  The  fibrinolytic  activ- 
ity of  tissues,  secretions,  and  transudates  has  been 
extensively  reviewed  by  Albrechtsen.®®'^  The  physio- 
logic function  of  the  activators  in  body  secretions  is 
not  fully  understood;  they  are  believed  to  protect 
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the  organism,  at  least  to  a certain  degree,  against 
the  formation  of  coagula  obstructing  the  excretory 
ducts.^*® 

Apparently  there  exist  in  the  organism  two  mech- 
anisms for  producing  fibrinolytic  activity.  The  first 
consists  of  an  interaction  between  plasminogen  and 
an  activator  released  from  injured  tissue  (the  tissue 
activator).  This  process  is  locally  bound  to  tissue 
since  the  tissue  activator  is  found  in  the  insoluble 
tissue  proteins. 

The  second  mechanism  changes  a proactivator  in 
blood  to  an  activator.  This  is  a soluble  compound 
which  can  be  formed  rapidly,  probably  by  means  of 
a lysokinase  in  certain  tissues.  The  blood  activator  is 
carried  in  the  blood  stream  to  all  organs  of  the  body. 
The  local  process  probably  is  concerned  with  tissue 
repair  and  resorption  of  local  fibrin  deposits.^®^  Re- 
cently, Sawyer  and  collaborators,  using  an  isotopic 
clot  assay  method,  have  shown  that  the  thrombolytic 
activity  of  plasma  from  normal  adults,  and  from 
individuals  with  disease,  is  caused  primarily  by  the 
presence  of  plasminogen  activator.^®® 

The  mechanism  of  inhibition  is  complicated;  there 
are  a specific  antiplasmin  (antifibrinolysin)  and  in- 
hibitory compounds  against  the  activators  and  lyso- 
kinases.®®^  Norman®®®  believes  that  there  is  an  "im- 
mediate” inhibitor  of  plasmin  which  migrates  with 
the  aipha-2  globulins,  and  a "slow”  inhibitor  which 
migrates  with  the  alpha- 1 globulins.  According  to 
Ungar  and  Damgaard®®^  the  rate  of  inactivation  of 
fibrinolysin  by  antifibrinolysin  is  controlled  by  the 
pituitary  (ACTH)  and  the  adrenal  (cortisone) 


glands,  and  they  suggest  that  this  action  is  mediated 
by  splenic  factors  (splenin  A and  splenin  B)  of 
opposite  effect. 

Kwaan  and  others^®®’  have  presented  experi- 

mental evidence  that  fibrinolytic  activity  of  the  blood 
is  derived  from  the  walls  of  blood  vessels,  mainly  in 
capillaries  and  smaller  veins.  Ischemia,  and  intra- 
venous injections  of  Adrenalin,  acetyl  choline,  and 
serotonin  effect  rapid  fibrinolysis;  the  effects  of 
Adrenalin  and  acetyl  choline  can  be  prevented  by 
the  injection  of  atropine.  These  investigators  have 
concluded  that  a cholinergic  effector  mechanism  is 
concerned  in  the  fibrinolysis  observed  within  veins. 

The  physiologic  activity  of  fibrinolysin  and  its 
occurrence  in  disease  is  briefly  outlined  in  Table  2. 
Processes  which  are  as  yet  of  questionable  relation- 
ship are  indicated. 

The  physiologic  role  of  fibrinolysis  is  too  broad 
a topic  to  be  covered  in  this  review;  the  articles  of 
MacFarlane  and  Biggs, Astrup,®®^’  Albrecht- 
sen,®®"^  Fearnley,®®®  and  Ratnoff  and  Donaldson®®® 
provide  reference  material.  The  hemorrhagic  disor- 
ders of  pregnancy  and  childbirth  associated  with  fi- 
brinolysis require  no  further  comment.  Of  the  re- 
maining conditions  accompanied  by  enhanced  fi- 
brinolytic activity,  only  those  of  clinical  interest  will 
be  mentioned. 

Fibrinolysis  in  Stress  and  the  Alarm  Reaction. — ^In 
1937,  MacFarlane  observed  complete  clot  lysis  of 
postoperative  clots  within  24  hours  in  22  of  29  pa- 
tients.®® Later®®  it  was  shown  that  fibrinolysis  oc- 
curred not  only  after  surgical  operations  but  immedi- 
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Fig.  5.  Fibrination  occurring  in  obstetric  shock  of 
abruptio  placentae  is  delineated,  showing  inhibiting 
effect  from  shock  of  amniotic  fluid  embolism  upon 
blood  coagulation  and  fibrination.  Inhibitor  suffi- 
ciently potent  to  inhibit  complete  coagulation  of 
drawn  blood  in  test  tube  is  present  during  obstetric 


shock  of  amniotic  embolism.  Similar  inhibiting  effect 
is  present  in  dog's  blood  during  shock  of  experi- 
mental meconium  embolism,  and  is  identified  as  hep- 
arin. Unusually  large  amounts  of  thrombin  are  re- 
quired to  produce  coagulation  in  the  presence  of  this 
inhibitor. 
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Table  2. — Physiologic  Activities  of  Pibrinolysin  and.  Its  Occurrence  in  Disease. 


I.  Physiologic  Role  of  the  Fibrinolytic  Enzyme  Sys- 
tem: 

A.  The  fibrinolytic  enzyme  system  of  the  blood 

(spontaneous  fibrinolysis)  d®"- 

1.  Normal  diurnal  variations^®®' 

2.  Acceleration  of  fibrinolysis  after  exer- 
cised®®’^®® 

3.  Acceleration  of  fibrinolysis  after  deliv- 
ery.®®°' 

4.  ? Dissolution  of  intravascular  clots.®®*’  ®°'’' 
800 

5.  I Funaioning  homeostatic  mechanism  op- 
posed to  coagulation.®®® 

6.  ? Regulation  of  plasma  fibrinogen  lev- 

805,  306 

7.  ? Role  in  immune  defenses  of  the  body.*®’ 

8.  ? Equilibrium  between  protein  breakdown 
and  synthesis.*®’ 

B.  Fibrinolytic  activity  of  normal  tissues.®®’ 

1.  Tissue  repair.®®* 

2.  Resorprion  of  local  fibrin  deposits.®®* 

3.  Lysis  of  fibrin  deposits  in  alveoli  of  new- 
borns.®®* 

4.  Fibrinolytic  artivity  of  normal  endometri- 
um and  its  relation  to  fluidity  of  men- 
strual blood.®®*'  ®®® 

C.  Fibrinolytic  artivity  of  secretions  and  body 

fluids.®®’ 

1.  Urine  (urokinase).®®*’®®® 

2.  Milk.®®® 

3.  Tears.®®* 

4.  Saliva.®®® 

5.  Prostatic  fluid  and  semen.®®’’ 

II.  Fibrinolysis  in  stress  and  the  alarm  reaction: 

1.  Stress,  anxiety,  fear,  and  other  emo- 
tions 


III.  Acceleration  of  fibrinolysis  in  disease  states: 

1.  Pregnancy  and  its  complications. 

2 Surgery  loe-ns,  125-127,  1*5 

3.  Trauma.®®’  *“’  *®®’  *®®’  *®’ 

4.  Flemorrhage.*®’  *®® 

5.  Extensive  burns.*®® 

6.  Blood  and  plasma  transfusions.*®®"*®® 

7.  Acute  infections.*®* 

8.  Sarcoidosis.*®® 

9.  Diseases  of  the  liver.**®’  *“’  *®®’  *®®’  *®*-*®® 

10.  Thalassemia  major.*’® 

11.  Polycythemia  -vera.*’® 

12.  Leukemias  and  lymphomas.*®’"*’* 

13.  Multiple  myeloma.*** 

14.  Carcinoma.®®’  *®’"*®*’  *®®"*®®’  *®®-***’  **®’  ®** 

15.  ACTH  and  cortisone.**® 

16.  Roentgen-ray  therapy.**® 

17.  Electroshock  therapy.*®® 

IV.  Therapeutic  induction  of  fibrinolysis: 

1.  Treatment  of  thromboembolic  diseases.®**" 
820 

V.  Fibrinolysis  after  death:®®* 

1.  Use  in  collection  of  cadaver  blood  for 
transfusion.®®* 

VI.  Experimental  induction  of  fibrinolysis: 

1.  Injection  of  Adrenalin.*®®"*®*’®®* 

2.  Injection  of  acetyl  choline.®®* 

3.  Injection  of  nicotinic  acid.*®*’  *®* 

4.  Injection  of  serotonin.®®® 

5.  Injection  of  bacterial  pyrogens.*®*’  ®®®’  ®®* 

6.  Injections  of  streptokinase,  streptokinase- 
streptodornase,  and  plasmin  in  animals®®®" 
®®®  and  man.®®*"®®* 

7.  Peptone  and  anaphylactic  shock.**®’  ®®* 

8.  Incompatible  blood  transfusion.*®® 

9.  Ischemia.*®® 

10.  Thermal  injury.®®* 

11.  Ionizing  radiation.®®* 


ately  before  them  in  half  of  the  cases  studied.  Sev- 
enty control  subjects,  studied  simultaneously,  did  not 
sho'w  fibrinolysis.  At  that  time,  MacFarlane  and 
Biggs  postulated  that  the  activation  of  the  proteo- 
lytic system  of  normal  blood  was  part  of  the  "alarm 
reaction’’  described  by  Selye,  and  that  both  premedi- 
cation drugs  and  fear  of  impending  operation  caused 
this  activation  in  some  cases.  It  was  not  believed  that 
traumatic  shock  was  a major  factor  in  determining 
fibrinolysis.®®  Lackner  confirmed  these  findings,  but 
in  addition,  he  noted  fibrinolysis  in  emotional  up- 
sets not  associated  with  operation,  such  as  air  raid 
warnings,  anxiety  states,  and  thyrotoxicosis.  Bilateral 
extirpation  of  the  adrenals  in  rabbits  was  found  to 
produce  fibrinolysis.^®^  Biggs  and  others’^®®  also 
found  fibrinolysis  to  be  associated  with  exercise,  fear, 
and  the  injection  of  Adrenalin.  These  findings  have 
been  confirmed  by  other  workers.^®'^'^®®’ 

Whether  or  not  accelerated  fibrinolysis  during 
surgery,  trauma,  shock,  and  childbirth  can  be  lumped 
together  under  "stress”  and  the  "alarm  reaction”  is 
controversial.  Moreover,  the  physiologic  significance 
of  the  activation  of  the  fibrinolytic  enzyme  system 
of  the  blood  during  stress  is  unknown. 


Fibrinolysis  in  Miscellaneous  Conditions. — Fibri- 
nolysis has  been  repeatedly  noted  before,  during, 
and  after  diverse  types  of  operations.'^’  ®®’  ®*’  ®®’  ^®^" 
104, 107-110, 112-118, 120, 125-127, 143, 145  jvlost  of  the  re- 
potted cases  of  hemorrhage  with  fibrinolysis  have 
been  associated  with  pulmonary^®’  117, 127  qj- 

prostatic  surgery.®®’  ^^®’  Activation  of  the 

fibrinolytic  enzyme  system  during  surgery  may  be 
caused  by  the  entrance  into  the  circulation  of  lyso- 
kinases  or  tissue  activators,  which  can  activate  plas- 
minogen, or  by  proteolytic  enzymes  not  requiring 
previous  activation.^®^ 

Fibrinolysis  has  been  observed  in  severe  hemor- 
rhagic shock  and  in  shock  accompanying  extensive 
burns.^®®’  ^®^  Tagnon  and  co-workers  induced  hemor- 
rhagic shock  in  dogs,  and  in  addition  to  fibrinolysis 
they  noted  a progressive  decrease  of  fibrinogen  and 
prothrombin.^®®  Hidalgo  and  collaborators  found  that 
extensive  tissue  damage  in  rabbits  resulted  in  a sig- 
nificant diminution  of  plasma  fibrinogen  within  six 
hours.^®®  What  part  the  pituitary-adrenocortical- 
splenic  axis  plays  in  fibrinolysis  caused  by  shock  is 
imperfectly  understood. 

Plasma^®®’  and  blood^®^’  transfusion  reac- 
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dons  have  been  associated  with  fibrinolysis.  The  for- 
mer condition  has  occurred  in  patients  with  paroxys- 
mal nocturnal  hemoglobinuria.^*®’  Blood  transfu- 
sion reactions  accompanied  by  fibrinolysis  have  oc- 
curred with  incompatible^**’  ^**  and  compatible^*®’  ^*^ 
blood;  the  latter  has  been  described  in  hemolytic 
disease,  terminal  cancer,  and  paroxysmal  nocturnal 
hemoglobinuria.^*^ 

Enhanced  fibrinolytic  activity  also  has  been  re- 
ported in  many  unrelated  conditions. 

Fibrinolysis  in  Hepatic  Disease. — ^The  earliest  re- 
port of  increased  fibrinolysis  in  hepatic  disease  is 
that  of  Goodpasture  in  1914,  who  described  it  in 
cirrhosis  of  the  liver.^^*  Witte  and  Dirnberger^** 
studied  the  potential  fibrinolytic  activity  of  129  pa- 
tients suffering  from  various  liver  disorders;  they 
found  it  especially  low  in  hepatitis.  In  hepatic  dys- 
function, Stefanini  noted  elevated  fibrinolytic  activity 
in  addition  to  decreased  plasma  labile  factor  activity 
and  hypofibrinogenemia.^®®  Enhanced  fibrinolysis  in 
cirrhosis  of  the  liver  also  has  been  reported  by 
Kwaan  and  others,  but  these  researchers  found  no 
relationship  between  the  severity  of  the  cirrhosis  and 
the  intensity  of  fibrinolysis.  Splenectomy  and  the 
administration  of  Adrenalin  and  corticotropin  inten- 
sified fibrinolysis  in  patients  with  cirrhosis  of  the 
liver.^®*  All  of  the  60  patients  with  hepatic  disease, 
especially  those  with  acute  hepatitis,  studied  by 
DeNicola  and  Soardi^®^  exhibited  a definite  increase 
of  fibrinolytic  activity.  Apparently  carcinoma  of  the 
liver  is  not  accompanied  by  a significant  increase  of 
fibrinolysis.^®*’  ^®^  The  enhancement  of  fibrinolysis 
probably  is  not  of  importance  in  the  bleeding  ten- 
dency observed  in  hepatic  disease,  as  will  be  seen 
later. 

Fibrinolysis  in  Malignant  Disease. — Hypofibrino- 
genemia  and/or  fibrinolysis  have  been  reported  in 
patients  with  carcinoma  of  the  prostate,^**’  ^*^’  ^**’ 
130, 132-138, 140-144  pancteas,’^*®’  ’^*®’  ^^®  stomach  ^*®’  ^*® 
j gallbladder,^*®  and  lung.^*'^’  ^*®’  ^^®  Hypofibrinogen- 
[ emia  in  a patient  with  metastatic  carcinoma  of  the 
i prostate  was  first  reported  by  Marder  and  others.^** 
j Since  the  liver  function  of  the  patient  seemed  ade- 
quate, Marder  and  others  suggested  that  fibrinogen 
I production  may  have  been  halted  by  disturbances  in 
‘ extrahepatic  tissues,  possibly  in  the  myeloid  system. 
! McKay  and  others^*^  reported  a case  of  fibrinogeno- 
i penia  in  a patient  with  cancer  of  the  pancreas,  and 
I;  believed  that  intravascular  fibrin  deposition  was  the 
I cause. 

Tagnon  and  his  collaborators  clearly  implicated 
j fibrinolysis  as  the  cause  of  hemorrhagic  manifesta- 
I tions  in  cancer  of  the  prostate.^**'^*®  These  workers 
j found  some  fibrinolysis  in  a series  of  48  patients,  but 
! they  could  not  establish  any  satisfactory  association 
between  fibrinolysis  and  different  clinical  and  lab- 
oratory data,  including  the  serum  acid  phosphatase. 


With  fibrinolysis  there  was  a deficiency  of  fibri- 
nogen and  prolongation  of  prothrombin  time;^*®  the 
latter  was  caused  by  a deficiency  of  AC  globulin  as 
well  as  prothrombin.^*®  Tagnon  and  others  believe 
that  prostatic  fibrinolysin  digests  fibrinogen,  fibrin, 
AC  globulin,  and  prothrombin.  The  administration  of 
estrogenic  hormones  to  their  patients  caused  fibrino- 
lysis to  disappear  and  corrected  the  fibrinogen  and 
prothrombin  factors.^*®  Later  Phillips  and  Skrode- 
lis^^*  showed  that  stilbestrol  caused  a rise  of  fibrino- 
gen, free  and  total  profibrinolysin,  and  inhibitor  lev- 
els in  two  patients  with  cancer  of  the  prostate.  Lom- 
bardo^^®  found  cortisone  and  corticotropin  to  be  of 
value  in  increasing  circulating  antienzyme  in  the 
fibrinolysis  following  prostatic  surgery.  Later  he  used 
a parenteral  preparation  of  seven  per  cent  n-butyl 
alcohol  with  0.002  per  cent  toluidine  blue  in  isotonic 
sodium  chloride  solution  in  the  prophylaxis  and 
treatment  of  patients  with  fibrinolysis.^^*’ 

Frick^*®  believes  that  the  depletion  of  clotting  fac- 
tors in  metastatic  cancer  is  attributable  to  intravascu- 
lar coagulation,  as  well  as  to  proteolysis.  Rapaport 
and  Chapman^  ^*  reported  a case  of  metastatic  car- 
cinoma of  the  prostate  with  hypofibrinogenemia,  as- 
sociated first  with  bleeding  and  then  with  hyper- 
coagulability of  the  blood.  In  their  opinion,  this  sug- 
gested intravascular  clotting  rather  than  fibrinolysis. 

An  interesting  in  vitro  study  of  the  fibrinolytic 
activity  of  200  tumors  was  made  by  Cliffton  and 
Grossi.*®®  Most  breast  carcinomas  had  no  significant 
lytic  or  activator  properties,  whereas  sarcomas  showed 
a high  degree  of  inherent  fibrinolytic  activity. 

Observations  on  fibrinolysis  in  leukemia  and  lym- 
phomas are  scanty,  but  fibrinolysis  has  been  reported 
in  acute  myelogenous  leukemia,^®'^  acute  and  chronic 
leukemia,^®*’  ^®®  and  in  lymphomas.^®®  In  a case  of 
lymphoma  with  hypofibrinogenemia  but  no  fibrino- 
lysis, the  fibrinogen  level  rose  to  normal  after  treat- 
ment with  cortisone  and  nitrogen  mustard.^"^®  Fibri- 
nolysis has  rarely  been  associated  with  multiple  mye- 
loma.i’^^ 

Therapeutic  Induction  of  Fibrinolysis. — ^Artificial 
fibrinolysis  has  been  induced  experimentally  by  in- 
travenous injections  of  the  activators,  streptokinase 
and  streptokinase-streptodornase,***’  **®  or  by  injec- 
tions of  plasmin.**^’  **®  The  application  of  these  ex- 
perimental findings  to  man**'^'**®  and  their  subse- 
quent use  in  the  therapy  of  thromboembolic  disease 
followed,*^®"**®  and  promises  to  be  of  value.  Fearn- 
ley*02  jjas  postulated  that  spontaneous  fibrinolysis 
indicates  existence  of  a functioning  homeostatic 
mechanism  opposed  to  coagulation,  and  that  it  may 
be  possible  in  the  future  to  enhance  it  pharmaco- 
logically, rather  than  to  stimulate  it  directly. 

Fibrinolysis  After  Death. — Sudden  death  in  a 
healthy  person  causes  rapid  lysis  of  the  blood.  This 
phenomenon  has  been  observed  repeatedly  for  many 
years.  It  has  been  utilized  in  Russia  to  collect  cadaver 
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blood  for  purposes  of  transfusion.®^^  The  fibrinolytic 
activity  of  hiunan  blood  after  various  modes  of 
death  has  been  studied  of  Mullertz,®®^  who  stressed 
the  importance  of  anoxia  in  the  activation  process. 


Deficient  Production  of  Fibrinogen 

Accumulated  experimental  and  clinical  data  indi- 
cates that  the  liver  is  the  main  organ  involved  in 
the  production  of  fibrinogen.  Evidence  for  fibrinogen 
synthesis  in  other  organs  such  as  the  lung,  bone 
marrow,  reticuloendothelial  system,  and  intestine  is 
not  well  substantiated.  The  fibrinogen  and  prothrom- 
bin deficiencies  in  tuberculosis  are  believed  to  result 
from  the  involvement  of  the  lung,  which  is  thought 
by  some^®^  to  be  the  main  source  of  these  proteins. 
Hypofibrinogenemia  accompanying  destruction  of 
the  bone  marrow  by  metastatic  carcinoma  has  been 
cited  as  evidence  for  the  synthesis  of  fibrinogen  by 
that  organ.^®®  The  publications  of  Bennike  and  Mul- 
lertz^®®  and  of  Stefanini  and  Damashek^®^  contain 
a discussion  on  the  formation  of  fibrinogen  in  organs 
other  than  the  liver. 

In  severe  parenchymal  hepatic  disease  there  is  di- 
minished production  of  fibrinogen,  as  well  as  other 
factors  of  the  coagulation  mechanism,  with  conse- 
quent hemorrhagic  manifestations.  As  early  as  1914, 
Whipple^^'^  showed  that  acute  liver  injury  and 
chronic  liver  disease  were  associated  with  very  low 
fibrinogen  levels.  Others^^®’  ^®®’  ^®^  have 

reported  hypofibrinogenemia  in  a variety  of  hepatic 
disorders.  Extensive  tuberculous  involvement  of  the 
liver,  with  low  fibrinogen  levels,  has  been  noted 
occasionally.’^®^’  ’®®  Fanconi®®®  has  described  a func- 
tional deficiency  (fibrinasthenia)  in  a hemorrhagic 
diathesis  of  newborn  infants,  which  he  subsequently 
ascribed  to  hepatic  cirrhosis.®®’ 

Stefanini  and  Petrillo’®®  have  found  that  about  15 
per  cent  of  patients  with  liver  dysfunction  show 
spontaneous  hemorrhagic  symptoms  as  a result  of 
abnormalities  of  some  plasmatic  and  vascular  factors 
of  hemostasis.  They  reported  that  hypofibrinogen- 
emia is  an  almost  constant  sign  of  liver  dysfunction, 
though  it  is  never,  per  se,  responsible  for  the  hemor- 
rhagic manifestations.  The  critical  level  below  which 
hemorrhage  is  likely  to  occur  is  60  mg.  per  100  ml. 
of  plasma.  The  authors  also  found  that  diminished 
prothrombin  activity  and  increased  capillary  fragility 
were  the  cause  of  hemorrhagic  manifestations  in  50 
per  cent  of  the  cases.*  In  reviewing  his  records  over 
a period  of  10  years,  Stefanini  found  only  three  cases 
of  yellow  atrophy  of  the  liver  in  which  the  fibrino- 


*These percentages  are  based  on  a series  of  30  patients. 


gen  level  was  below  60  mg.  per  100  ml.  of  plasma, 
and  in  which  bleeding  occurred. 

A low  platelet  count,  prolonged  bleeding  time, 
positive  tourniquet  test,  and  reduction  of  plasma  anti- 
hemophilic globulin  and  stable  and  labile  factors, 
are  also  found  in  parenchymal  hepatic  disease.  The 
hemostatic  dysfunction  in  obstructive  jaundice  and 
parenchymal  hepatic  disease  differs  in  that  in  the 
former,  the  defect  is  caused  by  lack  of  absorption  of 
vitamin  K,  whereas  in  the  latter,  the  liver  is  unable 
to  synthesize  the  plasma  proteins  at  a normal  rate.’®’ 

Experimentally,  severe  hepatic  damage  has  been 
induced  by  chloroform,’’’®’  ®®®’  ®’®’  ®'’®  phosphorus,’’’®’ 
®®’’  and  carbon  tetrachloride®’®  intoxication,  with 
reduction  of  the  fibrinogen  concentration.  It  has  been 
shown  that  chloroform  destroys  antiplasmin,  thus 
releasing  plasmin,  which  then  acts  on  fibrinogen.®® 
Partial  or  total  extirpation  of  the  liver  has  been 
found  to  cause  reduction,  or  total  absence,  of  fibri- 
nogen.®’^’ ®’®  Some  workers  have  found  no  change 
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soon  after  hepatectomy,  but  have  noted  an  absence 
of  fibrinogen  regeneration  in  the  absence  of  the 
liver.®’®  Nolf®’®’  ®®®  has  found  a progressive  decrease 
in  fibrinogen,  together  with  fibrinolysis,  after  total 
removal  of  the  liver  and  the  intravenous  injection  of 
peptone.  Rapid  formation  of  fibrinogen  has  been 
observed  after  defibrination  of  experimental  ani- 
mals.®®®’ ®’®’  ®’®  Ligation  of  the  hepatic  and  splenic 
arteries  has  been  associated  with  a slight  but  notice- 
able reduction  in  the  regeneration  of  fibrinogen 
following  complete  defibrination,  whereas  ligation 
of  the  intestine  delays  regeneration.®’®  Experimental 
jaundice  has  been  found  to  be  without  effect  on  the 
plasma  fibrinogen.®’’’  These  experimental  works,  as 
well  as  clinical  observations,  have  caused  most  au- 
thorities to  regard  the  liver  as  the  major  organ  in- 
volved in  the  synthesis  of  fibrinogen. 


Summary 

A table  listing  the  various  conditions  associated 
with  hypofibrinogenemia  is  presented. 

There  are  three  possible  mechanisms  by  which 
hypofibrinogenemia  may  be  produced: 
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a.  Increased  utilization  or  consumption  of  fibrino- 
gen following  intravascular  coagulation. 

b.  Increased  destruction  of  fibrinogen  (fibrino- 
lysis) by  enzymatic  proteolysis. 

c.  Deficient  synthesis  by  the  liver  and  possibly 
other  organs. 

These  may  occur  singly  or  in  combination.  Quali- 
tative defects  in  the  fibrinogen  molecule,  as  well  as 
the  combination  of  fibrinogen  with  macromolecules, 
may  interfere  with  blood  coagulation. 

Hypofibrinogenemia  associated  with  the  compli- 
cations of  pregnancy  accounts  for  more  than  one- 
half  of  the  reported  cases.  The  most  important 
complications  of  pregnancy  which  may  be  accom- 
panied by  hypofibrinogenemia  and  hemorrhagic 
manifestations  are  abruptio  placentae,  fetal  death  in 
utero,  anmiotic  fluid  infusion,  and  the  toxemias  of 
pregnancy. 

A brief  discussion  of  fibrinolysis,  with  a list  of 
the  known  alterations  in  health  and  disease,  is  pre- 


sented. Fibrinolysis  may  play  an  important  role  in 
hemorrhage  associated  with  extensive  tissue  trauma 
or  destruction,  including  surgical  operations.  It  ap- 
pears to  be  the  main  mechanism  responsible  for 
hemorrhage  occurring  in  metastatic  carcinoma  of  the 
prostate,  or,  less  commonly,  of  other  organs. 

Deficient  production  of  fibrinogen  occurs  clinical- 
ly in  severe  parenchymal  hepatic  disease,  though  it 
rarely  is  the  main  deficiency  accounting  for  hemor- 
rhage. 

^ Dr.  Ishak,  Baylor  University  Medical  Center,  Dallas  10. 

A complete  list  of  references  may  be  obtained  from  the 
author  on  request. 
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$300,000  Color  Test  Program 
To  Be  Financed  by  Drug  Industry 

A $300,000  two-year  public  service  project  to  make  animal  tests  on  dyes 
that  give  drugs  their  identifying  colors  will  be  undertaken  by  the  prescription 
drug  industry. 

Financed  by  26  member  firms  of  the  Pharmaceutical  Manufacturers  Associa- 
tion, the  program  will  test  seven  key  colors.  Since  1938  the  government  has 
certified  the  safety  of  every  batch  of  dyes  used  in  food,  drugs  and  cosmetics, 
but  a 1958  revision  of  the  federal  food  and  drug  laws  sets  up  new  and  com- 
prehensive safety  tests  for  color  additives.  It  in  effect  disqualifies  all  color  addi- 
tives now  in  use,  in  spite  of  the  fact  that  all  of  these  had  been  tested  for 
safety  during  previous  years. 

Protection  of  the  patient  is  the  primary  function  of  color  in  drugs.  By  color- 
coding their  capsules,  tablets  and  liquids,  drug  makers  help  doctors,  nurses  and 
pharmacists  ensure  that  each  patient  receives  the  intended  medicine  in  the 
proper  dosage  form. 

Size  and  complexity  of  the  program  are  illustrated  by  the  number  of  test 
animals  involved — 1,460  rats  and  180  dogs.  Each  animal  will  be  subjected  to 
more  than  100  times  normal  human  exposure  to  the  test  colors.  The  dogs  will 
become  so  valuable  they  are  being  insured  for  $20,000  each  during  the  two-year 
feeding  experiment. 

Colors  that  pass  all  tests  will  probably  be  safer  than  common  table  salt. 
When  testing  is  complete,  petitions  will  be  filed  with  the  government  for  cer- 
tification of  the  reproven  dyes.  The  animal  work  for  each  basic  color  will  cost 
about  $60,000,  and  the  filing  fee  for  each  petition  is  $2,600. 

Once  the  colors  are  certified,  the  btdk  of  the  work  will  have  been  done 
as  a public  service  by  the  drug  firms,  so  that  other  industries  or  individuals  will 
be  able  to  file  petitions  to  use  these  colors  in  their  products  without  having  to 
repeat  the  animal  safety  tests. 
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HOSE  in  the  field  of  law  enforcement  and  public 

safety  have  a great  deal  in  common  with  those 
who  are  engaged  in  the  healing  arts,  for  the  basic 
mission  of  personnel  in  both  fields  is  to  protect  the 
lives  and  property  of  the  people  they  serve.  Probably, 
however,  many  workers  in  both  professions  fail,  from 
day  to  day,  to  realize  just  how  closely  related  their 
endeavors  are,  and  how  much  they  could  benefit  by 
giving  greater  attention  to  the  other  profession’s 
problems  and  needs. 

I shall  attempt  to  document  the  massive  problem 
of  public  safety  which  is  apparently  inherent  in  our 
modern  transportation  system.  In  your  profession  as 
in  mine,  I am  sure,  cold,  hard  figures  compiled  by 
the  calculators  have  a way  of  going  in  one  eye  or 
ear — and  out  the  other.  In  spite  of  this,  however, 
it  is  part  of  the  job  of  both  of  our  professions  to 
try  constantly  to  inform  the  motoring  public  of  the 
magnitude  of  the  tragedy  of  death,  suffering,  and 
economic  loss  on  the  streets  and  highways.  Although 
there  is  no  way  to  determine  whether  the  message 
is  getting  across,  an  information  program  is  obvi- 
ously essential.  Our  product  is  public  safety,  and  it 
has  long  since  been  determined  that  no  product  of 
any  kind  can  be  sold  without  advertising. 

Our  transportation  system  expands  with  the  prog- 
ress of  Texas  and  the  nation.  During  I960  2,254 
persons  were  victims  of  motorcide  in  Texas.  (This 
term  means  the  killing  of  another  human  being  or 
of  one’s  self  through  the  operation  of  a motor  ve- 
hicle, and  usually  as  the  result  of  negligence  or  of 
wanton  carelessness. ) The  traffic  mortality  rate  repre- 
sents a large  segment  of  human  life.  Visualize,  for 
example,  a crowd  of  2,254  people  in  a large  ball- 
room. 

The  other  day  the  corridors  of  the  headquarters 
building  of  the  Department  of  Public  Safety  in  Aus- 


tin were  filled  with  nearly  200  visiting  Boy  Scouts. 
As  familiar  as  I am  with  the  traffic  figures,  it 
nevertheless  shocked  me  to  realize  that  nearly  this 
many  Texans  are  killed  in  traffic  crashes  every 
month. 

Only  by  comparisons  such  as  these  can  the  magni- 
tude of  the  tragedy  of  traffic  deaths  be  appreciated. 
I fear  too  many  persons  are  inclined  only  to  see  or 
hear  the  figures  and  to  think  that  little  can  be  done 
about  them.  Yet,  by  comparison  with  other  years, 
I960  was  a "good”  one  for  traffic  safety  in  Texas. 
The  death  rate  on  the  streets  and  highways  for  the 
number  of  miles  traveled  was  the  lowest  on  record, 
and  was  considerably  below  the  national  average. 
In  I960,  199  fewer  persons  died  in  traffic  accidents 
than  in  1959-  That’s  a crowd  about  as  large  as  the 
group  of  Scouts  who  recently  visited  our  Depart- 
ment’s headquarters. 

Indeed,  this  eight  per  cent  reduction  in  traffic 
deaths  in  I960  is  heartening.  For  it  proves  that 
something  can  be  done  about  the  loss  of  life  because 
of  motorcide  in  Texas.  The  Department’s  records 
indicate  that  without  a doubt,  the  greatest  single 
factor  in  reducing  traffic  deaths  is  for  the  driving 
public  to  obey  the  safety  laws  and  regulations.  This 
must  be  so,  for  in  almost  every  fatal  accident  at 
least  one  violation  is  involved. 

Death  is  not  the  only  tragedy  of  the  highways. 
Injury  and  economic  loss  represent  a heavy  toll,  as 
well.  Is  it  not  difficult  to  comprehend  that  13  of 
every  1,000  Texans  were  injured  in  traffic  accidents 
during  I960?  Nearly  130,000  persons  were  hurt — a 
number  almost  equal  to  the  entire  population  of 
Lubbock.  In  addition,  the  economic  loss  represents 
approximately  $350,000,000.  This  means  that  every 
minute  $664  goes  down  the  drain,  mostly  as  the 
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Those  who  are  charged  with  the  duty  and 
responsibility  of  traffic  management  and 
of  the  public  safety  problem  which  it  pre- 
sents need  the  skilled  thinking  and  co- 
operation of  members  of  the  medical  profes- 
sion in  improving  the  traffic  safety  con- 
ditions of  Texas. 


result  of  carelessness  or  of  inability  to  handle  a motor 
vehicle  properly! 

Yes,  the  traffic  toll  and  its  ramifications  amount 
to  a major  disaster;  yet,  too  many  people  accept  it 
as  commonplace  and  as  something  about  which 
nothing  can  be  done. 

Three  Basic  Ingredients 

There  are  three  basic  ingredients  involved  in  the 
problem  of  traffic  accidents:  roads,  vehicles,  and 
people.  The  records  show  that  relatively  few  acci- 
dents are  caused  by  road  defects  and  vehicle  defects. 
Perhaps  it  shouldn’t  be  said  that  most  of  the  trouble 
is  caused  by  "defective  people’’  but,  in  a sense  this 
is  true.  The  major  causes  for  these  accidents  which 
exact  such  a heavy  toll  are  human  "defects”  such  as 
driving  too  fast  for  conditions,  driving  while  drink- 
ing, wrongfully  assuming  the  right-of-way,  and  driv- 
ing on  the  wrong  side  of  the  road.  Last  year,  60  per 
cent  of  the  fatal  highway  accidents  outside  city 
limits  involved  only  one  vehicle;  in  other  words, 
there  was  no  "other  guy”  to  blame  in  most  cases. 

To  attempt  to  delve  into  the  reasons  for  all  of 
these  human  actions  that  result  in  mishaps  seems  a 
staggering  task  with  little  hope  for  enlightenment.. 
With  so  much  at  stake,  however,  it  behooves  all 
who  might  be  in  a position  to  improve  the  situation 
to  probe  deeply  for  reasons  and  remedies. 

In  traffic  accident  investigation,  police  seek  to 
find  what  happened  in  an  accident,  how  it  happened, 
and  why  it  happened.  Most  accidents  are  caused  by 
driver  deficiencies.  In  accident  investigations,  the 
driver,  the  vehicle,  and  the  environment,  including 
the  roadway,  are  examined.  In  the  driver’s  examina- 
tion, an  attempt  is  made  to  determine  if  a deficiency 
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in  his  natural  ability,  in  his  acquired  capability,  or 
in  his  character  caused  the  accident. 

Particularly  with  relation  to  natural  ability,  clear 
statements  are  needed  from  medical  authorities  con- 
cerning the  minimal  physical  qualifications  required 
for  driving  so  that  adequate  control  standards  may 
be  adopted  and  applied.  In  regard  to  character,  which 
deals  with  attitudes  and  emotions,  psychologists  and 
psychiatrists  should  help  to  establish  minimal  stand- 
ards of  maturity  and  stability  to  be  required  in 
qualifying  drivers  to  operate  powerful  machines  and 
to  share  the  public  highways  with  others. 

Of  particular  significance  to  members  of  the 
medical  profession  are  four  sets  of  circumstances 
which  may  influence  the  natural  ability,  the  acquired 
capability,  and  the  character  of  the  driver.  These 
are:  (1)  poisons,  including  alcohol,  narcotics,  and 
carbon  monoxide;  (2)  medicines,  including  anti- 
histamines, insulin,  barbiturates,  and  benzedrine; 
(3)  disease,  including  epilepsy,  heart  disease,  dia- 
betes, and  insanity;  and  (4)  fatigue,  which  includes 
exhaustion,  tension,  and  monotony. 

In  accident  investigation,  the  officer  is  particularly 
interested  in  ascertaining  if  any  of  these  circum- 
stances are  present  in  drivers.  Driving  under  the 
influence  of  alcohol  or  drugs,  which  includes  medi- 
cines that  would  impair  ability  to  drive,  is  forbidden 
by  law. 

Law  enforcement  officers  particularly  need  from 
the  medical  profession  endorsement  of  the  percent- 
age of  blood  alcohol  proclaimed  by  scientists  as 
the  amount  which  will  produce  impairment  in  a 
driver.  In  addition,  in  their  treating  of  patients, 
physicians  need  to  emphasize  the  effect  that  certain 
drugs  might  have  on  the  individual’s  ability  to  drive. 

It  is  the  highway  patrolman’s  responsibility  to  de- 
tect in  drivers  pertinent  defects  in  behavior  and  to 
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take  immediate  action  to  prevent  that  behavioral 
defect  from  causing  an  accident  or  from  impeding 
traffic.  To  do  this,  he  stops  the  existence  of  the 
defect  at  the  moment,  remedies  it  if  it  is  of  a tempo- 
rary nature,  and  takes  steps  to  prevent  its  repetition 
by  prosecution  and  penali2ation  if  it  is  in  the  nature 
of  a law^  violation. 

In  law  enforcement,  the  same  things,  in  general, 
are  needed  from  members  of  the  medical  profession 
as  in  accident  investigation.  These  are;  minimal 
physical  and  mental  standards  for  drivers,  special  at- 
tention by  all  practitioners  to  the  effect  on  driving 
ability  of  drugs  used  in  treatments,  endorsement  of 
accepted  percentages  of  blood  alcohol  that  cause 
impairment  of  driving  ability,  endorsement  of  the 
Department  of  Public  Safety’s  methods  to  test  blood 
alcohol,  and  public  information  programs  by  medical 
organizations  giving  facts  pertinent  to  traffic  safety. 

The  crux  of  the  problem  of  joint  action  between 
the  Department  and  the  medical  profession  for  great- 
er traffic  safety  can  be  illustrated  by  an  actual  inci- 
dent. In  1958,  the  Department  revamped  its  recruit 
training  program  and  scheduled  a session  on  the 
various  aspects  of  drivers  with  medical  problems. 
A physician  agreed  to  help  instruct.  Admitting  the 
need  for  assisrance,  he  sought  the  advice  of  some  of 
his  fellow  physicians.  After  several  unrewarding  con- 
ferences, he  was  referred  to  the  National  Safety 
Council  which,  in  turn,  referred  him  to  the  Traffic 
Institute  of  Northwestern  University.  The  Traffic 
Institute,  unaware  of  all  that  had  gone  before,  re- 
ferred him  to  the  Texas  Department  of  Public 
Safety.  The  doctor  and  the  Department  have  been 
working  together  on  this  problem  ever  since.  They 
are  still  looking  for  opportunities  for  assistance,  as 
from  this  conference. 

Certain  current  driver  licensing  activities  touch 
upon  the  field  of  medicine.  For  example,  on  the 
original  license  application  form,  the  applicant  is 
required  to  answer  questions  pertinent  to  his  basic 
physical  and  mental  qualifications  to  drive  a motor 
vehicle.  An  applicant  who  has  been  a patient  in  a 
hospital  or  orher  institution  for  mental  ills,  epilepsy, 
"spells”,  dizziness,  seizures  or  similar  disorders,  al- 
coholism, or  drug  addiction  must  present  a certifi- 
cate from  the  hospital  or  institution  showing  that 
he  has  been  discharged  or  cured.  An  applicant  who 
has  been  subject  to  any  of  these  disorders  but  who 
has  not  been  a patient  in  a hospital  or  institution 
must  present  a statement  from  a competent  medical 
authority  certifying  his  ability  to  drive  safely. 

If,  during  testing  and  questioning,  information 
indicating  that  the  applicant  has  a serious  heart  con- 
dition, severe  diabetes,  or  any  other  similar  type  of 
disability  or  ailment  is  elicited,  he  is  not  licensed 
until  he  has  been  examined  by  a medical  authority, 
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who  must  submit  a statement  relative  to  the  appli- 
cant’s ability  to  drive  safely.  In  addition  to  the  ques- 
tions asked  regarding  physical  disabilities,  a separate 
visual  acuity  test  is  always  given.  Applicants  who 
do  not  meet  definite  standards  are  referred  to  spe- 
cialists for  complete  examinations,  which  are  re- 
ported to  the  Department  on  special  forms  for  this 
purpose.  Based  upon  physicians’  statements  as  re- 
quired and  information  obtained  in  the  Department’s 
own  tests,  applicants  may  be  restricted  in  their  driv- 
ing to  areas  or  conditions  under  which  the  task  may 
be  performed  in  a reasonably  safe  manner. 

In  an  effort  to  determine  continued  competence  of 
the  driver  for  renewal  of  license,  the  Department 
requires  a statement  from  the  applicant  that  there 
has  been  no  major  change  in  his  physical  or  mental 
condition  subsequent  to  the  date  on  which  his  license 
was  last  issued.  Recently  a procedure  has  been  in- 
augurated whereby  the  examining  officer  notes  on 
the  original  application  form  in  special  cases  that 
the  applicant  should  be  re-examined  for  each  re- 
newal of  license.  In  such  cases  the  licensee’s  file  is 
flagged  in  headquarters;  shortly  before  the  expira- 
tion of  his  driving  permit,  he  is  reminded  that  he 
must  submit  to  re-examination  before  his  license 
can  be  renewed.  Depending  upon  the  applicant’s 
condition,  an  examination  by  a physician  may  or 
may  not  be  required.  In  addition,  applicants  who 
have  undergone  changes  that  may  have  affected 
driving  ability  may  be  restricted  when  their  licenses 
are  renewed. 

In  the  interim  between  original  examination  and 
renewal  of  license,  several  control  actions  may  be 
taken.  A petition  may  be  filed  for  suspension  of  the 
driver’s  license  if  he  is  incapable  of  driving  a motor 
vehicle.  The  license  is  automatically  suspended  by 
a conviction  on  the  charge  of  driving  while  under 
the  influence  of  alcohol  or  narcotics.  A finding  by 
a court  that  a licensee  is  insane,  "feeble  minded,”  a 
habitual  drunkard,  or  an  epileptic,  or  that  he  is 
addicted  to  the  use  of  narcotics,  requires  a revoca- 
tion of  license.  In  cases  in  which  problems  are  indi- 
cated but  in  which  there  is  insufficient  evidence  for 
definite  action,  investigations  are  made  and  inter- 
views held  with  the  licensee  to  determine  the  appro- 
priate corrective  action,  such  as  suspension  of  license. 
Many  of  these  cases  are  of  such  a nature  that  the 
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Department  must  rely  upon  information  and  advice 
supplied  by  a member  of  the  medical  profession  in 
determining  their  proper  disposition. 

For  some  time,  throughout  the  country,  there  has 
been  considerable  discussion  of  proposals  that  would 
require  physicians  to  report  on  the  apparent  driving 
ability  of  their  patients  affected  by  physical  or  men- 
tal conditions.  In  the  absence  of  such  required  re- 
porting and  of  the  Department’s  inability  to  conduct 
periodic  re-examinations  of  all  drivers,  many  factors 
about  the  average  licensed  driver  are  not  known. 
For  example,  the  number  of  drivers  with  unfavorable 
medical  reports  or  infirmities  is  not  known,  nor  is 
the  number  who  may  be  taking,  by  prescription  or 
self- treatment  tranquilizers,  sedatives,  antihistamines, 
or  other  drugs  which  affect  driving  ability.  The  De- 
partment is  unaware  of  how  many  applicants  with 
significant  changes  in  driving  ability  sign  the  license 
renewal  statements  with  little  regard  for  their  pro- 
visions. Likewise,  it  is  not  known  how  many  swear 
to  the  original  application  with  little  regard  for 
its  provisions,  furnishing  no  accurate  information  on 
previous  medical  history. 

To  insure  the  original  and  continuing  fitness  of 
drivers,  many  suggestions  have  been  offered.  These 
include  periodic  examination  of  all  drivers,  periodic 
medical  examination  of  all  drivers,  required  reporting 
by  physicians  of  conditions  affecting  driving  abilities, 
elimination  of  license  renewals  by  mail,  and  greater 
attention  to  the  problem  of  safe  driving  ability  in 
the  individual  physician-patient  relationship. 


Recommendations 

The  following  suggestions  are  worthy  of  immedi- 
ate exploration  and  development  by  members  of  the 
Texas  Medical  Association; 

1.  That  the  physician  advise  all  seriously  handi- 
capped and  unqualified  patients  to  discontinue  driv- 
ing. 

2.  That  personal  attention  to  individual  driving 
skill  be  given  by  all  physicians,  not  only  to  set  an 
example  of  leadership  by  professional  groups  but 
also  to  sustain  the  individual  physician’s  interest  in 
the  problem. 

3.  That  increased  educational  activities  and  pub- 
licity on  the  medical  aspects  of  safe  driving  be  con- 
ducted by  medical  associations. 

4.  That  study  be  given  to  the  pros  and  cons  of 
required  reporting  of  certain  types  of  diseases  and 
conditions  by  physicians  and  agreement  reached  on 
final  recommendations. 

5.  That  the  topic  of  traffic  safety  continue  to  be 
placed  on  the  agenda  of  medical  meetings  to  create 
and  sustain  the  interest  of  an  ever-growing  number 
of  physicians  who  must  contend  with  the  problem  of 
repairing  and  treating  accident  victims. 

6.  That  every  physician  become  familiar  with  the 
"Medical  Guide  for  Physicians  in  Determining  Fit- 
ness to  Drive,”  a 1959  publication  of  the  American 
Medical  Association. 

I Col.  Garrison,  Texas  State  Department  of  Public  Safety, 
Austin. 


PHS  Reports  Safe  Strontium  Level 

The  top  federal  radiation  officer  said  that  based  on  available  evidence,  it  is 
highly  unlikely  that  protective  measures  will  be  necessary  in  the  months  ahead 
to  reduce  intake  of  radioactive  strontium  in  the  United  States. 

Dr.  Donald  R.  Chadwick,  chief  of  the  Division  of  Radiological  Health  of 
the  Public  Health  Service,  said  that  both  strontium  89  and  strontium  90  levels 
are  expected  to  increase  during  the  next  several  months,  but  that  they  should 
not  reach  levels  which  would  necessitate  protective  measures  to  limit  their  intake. 

Federal,  state,  and  local  officials  responsible  for  protecting  the  public  against 
radiation  hazards  must  remember  that  there  are  also  possible  health  hazards  in- 
volved in  proposed  countermeasures.  This  is  particularly  true  for  any  measure 
which  might  interfere  with  the  availability  to  consumers  of  an  important  food 
supply. 

Dr.  Chadwick  said  the  ion  exchange  process  for  removing  strontium  from 
milk  is  very  promising,  but  at  its  present  state  of  development  and  in  view  of 
present  and  foreseeable  levels  of  radioactive  strontium,  its  widespread  use  is  not 
justified. 
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HYPOPLASTIC  ANEMIA 

Associated  with  Chloramphenicol  Therapy 


ELLORAMPHENICOL  administration  as  a causa- 
tive factor  in  hematopoietic  intoxication  has 
been  described  with  increasing  frequency  in  studies 
based  on  both  clinical  experience  and  experimental 
observations.^'®’  By  January,  1961,  the 

American  Medical  Association  Council  on  Drugs  had 
tabulated  144  cases  of  pancytopenia  associated  with 
administration  of  chloramphenicol  alone  or  in  con- 
junction with  other  drugs.^'^ 

Conversely,  chloramphenicol  is  a broad-spectrum 
antibiotic  providing  life-saving  therapy  in  many  se- 
vere infections.  These  two  opposing  potentialities 
require  critical  appraisal  so  that  usefulness  of  the 
agent  can  be  objectively  and  safely  established.  Al- 
though the  number  of  patients  who  have  received 
chloramphenicol  is  large,  pancytopenia  has  developed 
in  only  a small  percentage.  Among  the  latter  group, 
the  history  often  indicates  that  the  infection  treated 
is  either  minor  or  attributable  to  a microorganism 
not  sensitive  to  chloramphenicol.  Six  such  cases  have 
been  studied  in  this  clinic. 


Pancytopenia  as  a result  of  the  administra- 
tion of  chloramphenicol  has  been  reported 
with  increasing  frequency  in  recent  years. 
Despite  the  life-saving  quality  of  the  drug 
in  certain  cases,  the  clinician  should  ascer- 
tain that  the  severity  of  infection  justifies 
the  potential  hazard  of  therapy  and  that  the 
microorganism  involved  is  sensitive  to  the 
drug. 


Case  Reports 

Case  1. — A 6 year  old  girl  was  hospitalized  Oct.  12, 
1953,  for  evaluation  of  easy  bruising  and  anemia.  During 
the  latter  part  of  February,  1953,  the  patient  had  the  first 
of  a series  of  respiratory  traa  infeaions.  She  was  treated 
with  immune  globulin  and  oxytetracycline  suspension.  On 
March  9,  1953,  she  was  given  chloramphenicol  suspension, 
250  mg.  every  four  hours  for  three  days,  and  she  received 
125  mg.  every  six  hours  for  four  days  thereafter.  On  March 
13,  1953,  acute  purulent  otitis  media  was  diagnosed,  and 
the  patient  was  treated  with  Gantrisin,  0.5  Gm.  every  six 
hours  for  six  days.  On  April  18,  1953,  mumps  developed. 

When  the  patient  returned  to  school,  her  classmates 
noted  that  she  had  many  bruises.  In  May,  1953,  she  was 
examined  at  a hospital  and  a diagnosis  of  "impending 
aplastic  anemia”  was  made.  She  received  several  blood 
transfusions  at  that  time.  Other  medications  given  before 
her  admission  to  John  Sealy  Hospital  included  oral  peni- 
cillin (mouth  ulcers  and  fever  blisters  developed  after 
this  therapy),  iron,  and  various  vitamin  preparations.  At 
the  age  of  eight  months,  the  patient  had  been  treated  at 
John  Sealy  Hospital  for  thallium  poisoning,  with  complete 
recovery. 

On  admission,  the  patient  appeared  pale  and  in  no 
acute  distress.  Numerous  ecchymoses  were  seen.  One  small, 
nontender,  left  axillary  node  was  palpated.  Findings  in  the 
rest  of  the  physical  examination  were  negative. 

For  easy  comparison,  laboratory  data  during  the  period 
of  observation  are  given  in  Table  1. 

Results  of  a direct  Coombs’  test  were  negative.  Serum 
bilirubin  and  fecal  urobilinogen  studies  were  normal.  Bone 
marrow  aspiration  Oct.  13,  1953,  showed  a hypocellular 
marrow  with  few  young  myeloid  and  erythroid  elements. 
Praaically  no  megakaryocytes  were  seen.  The  marrow  was 
considered  to  be  diagnostic  of  hypoplastic  anemia. 

The  child  was  given  ACTH  gel,  80  units  daily  and 
cortisone  100  mg.  daily.  Bone  marrow  examinations  in  the 
following  weeks  showed  only  slight  improvement,  with  an 
increase  in  myeloid  and  erythroid  elements,  but  not  in 
megakaryocytes.  Because  of  the  lack  of  platelet  response  to 
therapy,  spleneaomy  was  done  Nov.  23,  1953.  Cortisone 
and  ACTH  medications  were  continued  after  splenectomy 
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and  pronounced  improvement  of  the  marrow  was  noted. 
Platelet  counts  improved  although  no  count  of  more  than 
75,000  was  obtained.  There  was  definite  clinical  improve- 
ment. 

In  January,  1954,  administration  of  ACTH  was  tapered 
off  and  cortisone  was  reduced  gradually  to  50  mg.  daily. 
Shortly  after  this  reduction  in  dosage  the  clinical  and  lab- 
oratory findings  previously  described  reappeared.  The  dos- 
age of  ACTH  and  cortisone  was  increased,  and  improve- 
ment of  the  patient’s  condition  followed.  At  the  time  of 
her  discharge  on  Feb.  4,  1954,  after  transfusion  with  500 
cc.  of  whole  blood  the  blood  count  data  in  Table  1 were 
reported. 

The  patient  was  dismissed  to  be  cared  for  by  the  refer- 
ring physician,  with  the  following  recommendations;  corti- 
sone 100  mg.  daily.  AC'TH  gel  80  units  every  other  day, 
ascorbic  acid  100  mg.  three  times  daily,  potassium  chloride 
one  Gm.  three  times  daily,  benzathine  penicillin  G intra- 
muscularly every  ten  to  twelve  days,  and  Gantrisin  0.5  Gm. 
every  8 hours.  Since  her  discharge,  she  has  been  seen  three 
times  in  John  Sealy  Hospital  Hematology  Clinic. 

Bone  marrow  study  on  April  5,  1954,  suggested  slight 
improvement  with  scattered  islands  of  active  erythropoiesis. 
All  stages  of  myelocytic  development  and  megakaryocytes 
were  present  but  scarce.  Bone  marrow  study  on  July  30, 
1956,  showed  little  change  from  the  previous  aspiration. 


On  June  1,  1961,  peripheral  blood  examination  yielded 
the  data  shown  in  Table  1. 

Case  2. — ^The  patient,  an  11  year  old  white  girl,  was 
admitted  to  John  Sealy  Hospital  July  7,  1955.  She  was  in 
fairly  good  health  until  March,  1955,  when  it  was  observed 
that  she  tired  easily,  her  friends  began  to  remark  about 
her  pallor,  and  she  had  epistaxes.  She  bruised  easily  and 
her  gums  often  bled  after  she  brushed  her  teeth.  For  seven 
to  eight  months  before  admission  the  patient  had  com- 
plained of  pain  behind  the  knees,  accentuated  by  exercise. 
Other  symptoms  included  abdominal  bloating,  constipation, 
exercise  intolerance,  occasional  dysuria  and  frequency  of 
urination,  and,  for  one  month  prior  to  admission,  low 
grade  fever.  She  also  gave  a history  of  frequent  infections 
of  the  upper  respiratory  traa  during  the  winter  before 
admission. 

Several  drugs  had  been  prescribed  during  the  year  prior 
to  admission,  including  5 per  cent  sulfadiazine  ointment 
in  April,  1954;  Terramycin,  Coricidin  pediatric,  Benylin 
expertorant  in  January,  1955;  and  Terramycin  in  March, 
1955.  In  June,  1955,  the  patient  had  received  Iberol, 
vitamin  B12,  and  folic  acid.  In  November,  1954,  she  had 
been  given  fifteen  100  mg.  capsules  of  chloramphenicol  for 
a kidney  infection.  The  patient  had  received  extensive  sul- 
fonamide therapy  for  a kidney  infection  four  years  before 
onset  of  the  present  illness. 


Table  1. — Laboratory  Data  in  Case  1. 


Determination 

10/12/53 

2/4/54 

Date 

4/5/54 

7/30/56 

6/1/61 

Hemoglobin  (Gm./lOO  cc.) 

8.8 

12.4 

12.1 

10.6 

13.2 

Red  blood  cells  (per  cu.  mm.) 

2,550,000 

2,970,000 

2,970,000 

2,910,000 

4,210,000 

Leukocytes  (per  cu.  mm.) 

2,300 

8,500 

6,200 

2,500 

Polymorphonuclear  leukocytes  ( % ) 

16 

30 

18 

19 

45 

Stab  cells  (%) 

4 

3 

4 

5 

1 

Lymphocytes  ( % ) 

72 

61 

69 

57 

40 

Eosinophils  (%) 

5 

1 

6 

Monocytes  ( % ) 

3 

5 

8 

15 

8 

Metamyelocytes  (%) 

1 

1 

2 

Lymphoblasts  (%) 

1 

Platelets 

55,770 

49,000 

12,000 

5,000 

362,060 

Reticulocytes  ( % ) 

1.7 

1.2 

8.4 

4.6 
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HYPOPLASTIC  ANEMIA  — Koch  et  al.  — continued 

On  admission,  the  patient  was  pale  and  in  no  acute  dis- 
tress. Physical  examination  findings  were  essentially  nega- 
tive except  for  a barely  palpable  spleen.  The  following 
laboratory  results  were  obtained  on  admission;  hemoglobin 
3.8  Gm.  per  100  cc.;  red  blood  cells  950,000  per  cubic 
millimeter;  white  blood  cells  2,900  per  cubic  millimeter 
with  13  per  cent  polymorphonuclear  leukocytes,  8 per  cent 
stab  cells,  1 per  cent  metamyelocytes,  72  per  cent  lympho- 
cytes, 6 per  cent  monocytes;  and  1,900  platelets.  Results  of 
a direct  Coombs’  test  were  negative. 

On  examination,  the  bone  marrow  was  hypocellular. 
Erythroid  and  myeloid  elements  were  scarce  and  no  mega- 
karyocytes were  seen.  There  were  occasional  foci  of  lym- 
phocytes. 

From  July,  1955,  until  her  death  on  Sept.  8,  1955,  the 
patient  received  numerous  transfusions  and  the  following 
drugs;  ACTH,  vitamin  B12,  Menadione,  pyridoxine  hydro- 
chloride, ascorbic  acid,  and  various  antibiotics  (penicillin, 
oxytetracycline,  and  tetracycline).  The  hospital  course  was 
continuously  downhill.  Splenectomy  was  considered  but 
was  refused  by  the  child’s  parents.  The  bone  marrow  and 
peripheral  blood  counts  showed  no  improvement.  Termi- 
nally, blood  in  the  stools  and  urine,  and  widespread  pe- 
techial and  ecchymotic  lesions  developed.  The  week  before 
death  spiked  high  fever  developed  and  the  patient  became 
dyspneic.  Despite  intensive  antibiotic  therapy,  she  died  on 
Sept.  8,  1955.  Autopsy  was  not  performed. 

Case  3. — ^An  8 year  old  white  girl  was  admitted  to  John 
Sealy  Hospital  Aug.  7,  1955,  with  anemia  and  easy  bruising 
which  had  been  evident  for  about  a month.  The  patient 
had  been  seen-  at  another  hospital  in  July,  1955,  and  the 
parents  had  been  told  that  she  had  "hypoplastic  anemia”. 

The  child  had  had  several  severe  infections  of  the 
respiratory  tract  during  the  winter  before  admission.  She 
had  received  six  capsules  of  chloramphenicol  in  Decem- 
ber, 1954,  after  treatment  with  penicillin,  Gantrisin,  and 
erythromycin  had  failed  to  produce  improvement.  The  child 
was  given  chloramphenicol  again  in  May,  1955,  dose  un- 
known. 

On  admission,  the  patient  appeared  chronically  ill  and 
had  petechial  and  ecchymotic  areas  over  the  entire  body. 
The  liver  and  spleen  were  not  palpable.  Laboratory  data 
were  as  follows;  hemoglobin  12  Gm.  per  100  cc.;  white 
blood  cell  count  900  per  cubic  millimeter  with  2 per  cent 
polymorphonuclear  leukocytes,  94  pet  cent  lymphocytes, 
and  2 per  cent  monocytes.  The  urine  was  bloody. 

Bone  marrow  studies  Aug.  8,  1955,  showed  moderately 
hypocellular  marrow,  but  islands  of  active  marrow  elements 
were  seen.  Myeloid  elements  were  decreased  in  number 
and  showed  some  toxic  granulation.  There  appeared  to  be 
a relative  increase  in  lymphocytes,  and  only  an  occasional 
megakaryocyte  was  seen.  Reticulum  cells  were  increased  in 
number.  Bone  marrow  aspiration,  repeated  Aug.  11,  was 
described  as  hypocellular.  All  marrow  elements  were  re- 
duced. There  was  a relative  increase  in  lymphocytes.  The 
marrow  picture  was  thought  to  be  compatible  with  a diag- 
nosis of  hypoplastic  anemia.  Platelet  and  leukocyte  counts 
and  hemoglobin  values  continued  to  be  low  throughout  the 
course. 

Treatment  consisted  of  multiple  blood  transfusions,  and 
administration  of  ACTH,  Menadione,  nicotinamide,  vitamin 
C,  cobalt  chloride,  hydrocortisone,  and  various  antibiotics 
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( tetracycline,  Gantrisin,  erythromycin,  and  penicillin ) . On 
Sept.  16,  1955,  the  patient  underwent  splenectomy. 

There  was  no  improvement  in  the  periheral  blood  pic- 
ture after  the  operation.  Bleeding  and  infection  were  almost 
impossible  to  control.  Terminally,  abdominal  ileus,  high 
fever,  and  evidence  of  pneumonia  developed.  The  patient 
became  dyspneic  and  the  systolic  blood  pressure  level  tould 
not  be  maintained  above  60  despite  administration  of 
transfusions  and  1 -norepinephrine.  The  patient  died  Sept. 
21,  1955.  At  autopsy  bleeding  into  the  peritoneal  cavity, 
acute  gastric  ulcer  with  massive  hemorrhage  of  the  gastro- 
intestinal tract,  and  pulmonary  hemorrhage  were  noted. 
Death  was  attributed  to  hemorrhage  into  the  lungs  and 
gastrointestinal  traa. 

Case  4. — A 4 year  old  white  boy  was  admitted  to  John 
Sealy  Hospital  Jan.  18,  1956,  for  pallor,  anorexia,  and  easy 
bruising.  Family  history  was  significant  in  that  a paternal 
uncle  had  had  severe  anemia  at  age  6 and  a maternal  aunt 
had  a history  of  anemia.  About  13  months  before  admis- 
sion, pronounced  swelling  at  the  angle  of  the  left  jaw  was 
noted;  it  did  not  respond  to  penicillin  therapy.  The  patient 
was  treated  with  chloramphenicol  with  good  results.  During 
the  year  prior  to  admission  he  had  received  chlorampheni- 
col therapy  on  four  or  five  occasions,  from  one  to  three 
days  each  time,  for  "colds”.  He  also  had  had  penicillin  for 
otitis  media  two  months  before  admission.  About  three 
months  prior  to  admission  the  patient  had  received  a 
sulfonamide  for  boils.  Also,  sulfonamide  therapy  had  been 
given  about  two  years  previously  for  an  infeaion  of  the 
upper  respiratory  tract.  After  therapy,  hematuria  had  de- 
veloped. 

In  December,  1955,  the  patient  was  noted  to  be  pale, 
anorexic,  tired,  and  irritable,  and  many  bruises  were  seen. 
The  hemoglobin  level  was  8 Gm.  per  100  cc.  Vitamin  K 
and  iron  were  given  orally.  On  Dec.  31,  1955,  the  hemo- 
globin level  was  less  than  3 Gm.  per  100  cc.  The  patient 
was  hospitalized,  was  given  transfusions,  and  was  treated 
for  bronchopneumonia.  He  was  discharged,  improved,  on 
Jan.  5,  1956,  with  a hemoglobin  level  of  12.5  Gm.  per 
100  cc.  The  symptoms  returned  shortly  afterward  and  the 
child  was  readmitted.  The  positive  physical  findings  in- 
cluded several  ecchymoses  on  the  extremities,  a small  con- 
junctival hemorrhage  of  the  left  eye,  and  a hematoma  on 
the  right  arm.  The  liver  was  palpable  two  cm.  below  the 
right  costal  margin,  and  the  spleen  was  barely  palpable. 

Laboratory  studies  on  the  latest  admission  were  as  fol- 
lows; hemoglobin  8.2  Gm.  per  100  cc.;  white  blood  cells 
28,600  per  cubic  millimeter  with  4 per  cent  polymorpho- 
nuclear leukocytes,  2 per  cent  metamyelocytes,  1 per  cent 
myelocyte  C,  1 per  cent  eosinophils,  88  per  cent  lympho- 
cytes, 1 per  cent  prolymphocytes,  1 per  cent  lymphoblasts, 
2 per  cent  monocytes;  and  28,600  platelets. 

The  bone  marrow  aspiration  showed  a hypocellular  mar- 
row. Marrow  clumps  were  composed  chiefly  of  reticulum 
cells,  lymphocytes,  plasma  cells  with  a few  myeloid,  and 
erythroid  elements  which  showed  extreme  toxic  granula- 
tion. Numerous  mast  cells  were  noted  within  the  marrow 
clumps. 

Treatment  included  administration  of  ACTH  gel,  predni- 
sone, oxytetracycline,  ascorbic  acid,  and  potassium  chloride, 
and  repeated  blood  transfusions.  The  patient’s  blood  picture 
showed  no  improvement,  and  he  died  Jan.  30,  1956. 
Terminally,  he  complained  of  headache,  and  there  was  a 
spiking  high  fever.  At  autopsy  the  following  were  noted; 
hypoplastic  marrow,  mild  pneumonitis,  cardiomegaly,  and 
hepatomegaly.  Death  was  attributed  to  intracerebral  and 
subdural  hemorrhage. 

Case  5. — ^The  patient,  an  8 year  old  white  male,  was 
admitted  to  the  hospital  Jan.  7,  1961,  for  evaluation  of 
anemia.  The  patient  had  been  well  until  September,  I960, 
when  fatiguability  had  been  noted.  This  was  not  pro- 
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nounced  until  the  last  of  December,  I960,  when  an  infec- 
tion of  the  upper  respiratory  tract  developed  and  the  pa- 
tient was  noticed  to  bruise  easily.  Examination  showed  a 
hemoglobin  level  of  6.3  Gm.  per  100  cc.,  and  a few  days 
later,  5 Gm.  per  100  cc. 

The  pharmacist  in  the  patient’s  home  town  had  filled 
four  prescriptions  for  a liquid  preparation  of  chlorampheni- 
col, two  ounces  each,  at  different  times  during  the  year 
prior  to  admission  (twice  in  January,  I960,  once  in  July, 
I960,  and  the  last  time  on  Nov.  30,  I960).  There  was 
no  history  of  any  other  drug  intake  or  of  exposure  to  toxic 
substances.  The  patient  had  had  episodes  of  "yellowing  of 
the  skin”  several  times  a year  since  birth.  The  episodes 
were  not  associated  with  any  constitutional  disorders.  There 
was  also  a questionable  history  of  easy  bruising  since 
birth.  The  remainder  of  the  past  history  and  of  the  family 
history  was  negative. 

On  admission,  the  patient  was  pale  and  had  old  bruises 
on  his  left  arm  and  both  thighs,  but  he  was  in  no  acute 
distress.  He  was  not  jaundiced,  and  the  physical  examina- 
tion was  essentially  normal  with  neither  liver  nor  spleen 
being  palpable. 

Laboratory  data  on  admission  were  as  follows : hemo- 
globin 5 Gm.  per  100  cc.;  white  blood  cells  4,700  per 
cubic  millimeter,  with  13  per  cent  polymorphonuclear  leu- 
kocytes, 4 per  cent  stab  cells,  1 per  cent  metamyelocytes, 
1 per  cent  eosinophils,  75  per  cent  lymphocytes,  6 per  cent 
monocytes.  There  were  5 per  cent  reticulocytes  and  45,000 
platelets. 

Bone  marrow  study  on  Jan.  9,  1961,  showed  a hypo- 
cellular  marrow  consisting  mostly  of  stroma,  fibroblasts,  a 
few  reticulum  cells,  and  lymphocytes.  In  a few  islands  of 
aaive  regeneration  there  was  erythroid  stimulation  with 
a few  myeloid  elements.  A few  megaloblasts  demonstrated 
vacuolization.  This  marrow  was  considered  to  be  consistent 
with  a diagnosis  of  severe  hypoplastic  anemia.  Other  studies 
obtained  during  the  patient’s  24  day  period  of  hospitaliza- 
tion included:  normal  chest  roentgenogram,  three  negative 
lupus  erythematosus  preparations,  negative  direct  Coombs’ 
test  result,  and  normal  serum  bilirubin  determination. 
Hemoglobin  electrophoresis  on  Jan.  10,  1961,  revealed 
89  per  cent  A hemoglobin  and  11  per  cent  F hemoglobin. 

The  patient  was  given  triamcinolone  and  testosterone 
propionate,  10  mg.  sublingually  five  times  daily.  He  re- 
ceived one  unit  of  whole  blood.  After  three  days,  triamci- 
nolone therapy  was  discontinued  and  the  patient  was  given 
prednisone.  An  infection  of  the  respiratory  tract  responded 


to  antibiotic  therapy.  The  patient 
with  little  evidence  of  improvement 

Table  2. — Laboratory  Data 

responded  clinically, 
in  peripheral  blood 

in  Case  6. 

Determination 

4/9/61 

Date 

4/20/61 

7/12/61 

Hemoglobin 

(Gm./lOO  cc. ) 

9.8 

8.5 

7.2 

Red  blood  cells 

(per  cu.  mm.) 

3,380,000 

3,210,000 

Leukocytes 

(per  cu.  mm.) 

3,950 

6,100 

6,200 

Polymorphonuclear 

leukocytes  ( % ) 

17 

34 

43 

Stab  cells  ( % ) 

2 

2 

10 

Metamyelocytes  ( % ) 

1 

Eosinophils  ( % ) 

1 

Lymphocytes  ( % ) 

70 

61 

42 

Monocytes  ( % ) 

9 

3 

5 

Reticulocytes  ( % ) 

6 

2.6 

4.6 

Platelets 

27,040 

77,000 

80,000 

picture,  to  this  therapy,  and  he  was  discharged  on  Jan.  31, 
1961,  on  the  above  regimen. 

After  discharge,  he  was  seen  twice  in  the  hematology 
clinic;  his  last  visit  was  May  11,  1961.  There  was  no  es- 
sential change  in  the  blood  picture,  and  he  died  at  home 
shortly  after  the  last  clinic  visit. 

Case  6. — A 43  year  old  white  woman  was  admitted  to 
John  Sealy  Hospital  April  9,  1961.  The  patient’s  present 
illness  had  existed  since  December,  I960,  when  she  had 
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received  chloramphenicol,  250  mg.  four  times  daily,  for 
six  days  for  pneumonia.  There  was  no  history  of  other 
drug  therapy.  In  January,  1961,  the  patient  took  chlor- 
amphenicol 250  mg.  four  rimes  a day  for  three  days  for 
a "cold”.  In  March,  1961,  she  took  chloramphenicol  250 
mg.  four  times  a day  for  one  and  one  half  days  for  a 
similar  illness.  On  March  2,  1961,  the  patient  first  noted 
an  eruption  on  the  lower  part  of  the  legs  which  was  di- 
agnosed as  petechial;  other  complaints  included  weakness 
and  a low  grade  fever.  Therapy  consisted  of  one  whole 
blood  transfusion  and  one  "platelet  transfusion”.  Past  his- 
tory and  family  history  were  noncontributory. 

On  admission,  the  patient  was  pale  and  had  petechiae 
covering  both  lower  legs.  She  appeared  in  no  acute  distress. 
There  was  no  adenopathy  or  hepatosplenomegaly.  The  rest 
of  the  physical  examination  was  negative.  Laboratory  data 
are  shown  in  Table  2. 

The  anemia  was  normocytic  normochromic.  Appearance 
of  the  bone  marrow  was  compatible  with  the  diagnosis  of 
aplastic  anemia.  The  marrow  cells  were  toxic,  and  many 
of  the  myelocytes  containing  intracytoplasmic  and  intra- 
nuclear vacuoles.  Another  marrow  study  done  ten  days 
later,  just  before  discharge,  showed  no  change.  Other 
laboratory  studies,  including  urinalysis,  liver  function 
studies,  direct  Coombs’  test,  and  quantitative  fecal  urobili- 
nogen, were  within  normal  limits. 

Therapy  consisted  of  prednisone,  20  mg.  per  day,  and 
sublingual  testosterone  propionate,  50  mg.  a day.  During 
the  13  day  hospitalization  period,  the  patient  improved 
clinically  and  no  new  purpuric  areas  appeared.  Although 
the  marrow  showed  no  improvement,  the  peripheral  count 
demonstrated  some  response  to  therapy  ( Table  2 ) . The 
patient  was  discharged  on  the  regimen  previously  described. 
Since  discharge,  she  has  improved  clinically.  No  transfu- 
sions have  been  required.  The  blood  count  data  on  July  12, 
1961,  are  given  in  Table  2. 


Discussion 

Since  1911,  organic  compounds  which  have  a 
benzene  ring  and  an  attached  amino  or  nitro  group 
have  been  known  to  suppress  bone  marrow  mamra- 
tion.^®  Smadel  suggested  that,  since  chloramphenicol 
was  of  this  group,  it  might  have  toxic  effects  on  the 
hematopoietic  system.^®  The  drug  was  commercially 
available  for  approximately  two  years,  when  the 
first  survey  of  bone  marrow  abnormalities  was  re- 
ported.® In  1954,  Welch,  Servis,  and  Kerlain  con- 
ducted another  survey  and  suggested  that  the  low 
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reported  incidence  of  blood  dyscrasias  indicated  a 
sensitivity  phenomenon  rather  than  a toxic  effect.^^ 
The  experience  previously  reported  and  the  experi- 
ence in  this  clinic  support  the  concept  that  at  least 
two  effects  may  be  operative.  There  appears  to  be  a 
direct  toxic  effect  which  can  suppress  any  or  all  of 
the  marrow  elements.  This  is  dose-dependent  and 
is  usually  reversible.  The  second  type  of  reaction  is 
probably  a hypersensitivity  phenomenon.  It  is  not 
dose-dependent,  and  is  usually  irreversible  causing 
death. 

Chloramphenicol  has  been  used  as  a therapeutic 
agent  in  diseases  other  than  infections.^’  ’’  Krakoff 
and  associates  reported  no  therapeutic  success  with 
the  drug  in  various  carcinomas;'^  however,  bone  mar- 
row changes  similar  to  those  herein  reported  were 
noted.  Specifically,  the  decrease  in  hemoglobin  leu- 
kocytes and  the  vacuolization  of  the  granulocytic 
elements  of  the  marrow  during  therapy  were  de- 
scribed. These  changes  disappeared  after  administra- 
tion of  the  drug  ceased.  An  interesting  feature  is 
the  disappearance  of  the  myeloblasts  and  young  mye- 
locytes during  administration  of  chloramphenicol. 
These  cells  returned  soon  after  the  drug  was  dis- 
continued. This  might  reflect  the  toxic  effect  which 
certain  drugs  have  on  metabolically  active  cells. 
Symptoms  of  nausea,  vomiting,  and  mental  aberra- 
tions which  developed  either  abated  or  ceased  after 
the  drug  was  stopped,  suggesting  that  these,  too, 
were  toxic  effects.  None  of  the  previously  reported 
oral  lesions  were  observed  in  the  cases  reported  here- 
in. In  our  clinic,  one  patient  with  acute  myeloblastic 
leukemia,  resistant  to  treatment  with  6-mercaptopur- 
ine,  was  treated  with  chloramphenicol  12  Gm.  daily 
for  ten  days.  Although  marrow  suppression  ensued 
and  myeloblasts  disappeared  from  the  peripheral 
blood,  leukemic  cells  did  return  promptly  following 
discontinuance  of  this  drug.  No  clinical  benefit  ac- 
crued to  the  patient. 

The  universality  of  the  toxic  effects  chlorampheni- 
col exerts  on  the  marrow  is  borne  out  by  the  ex- 
perimental observations  of  Saidi,  Wallerstein,  and 
Aggeler,  who  demonstrated  that  this  drug  definitely 
impeded  erythropoiesis  in  anemias  associated  with 
iron  defiicency,  infection,  and  pernicious  anemia.^® 
Although  the  mechanism  of  action  of  chlorampheni- 
col is  poorly  understood,  its  effects  on  the  hemato- 
poietic system  are  too  short-lived  and  its  side-effects 
are  too  violent  to  be  of  therapeutic  benefit  in  neo- 
plastic disease.  Should  a sensitivity  phenomenon 
occur  in  the  course  of  such  a trial,  the  results  could 
be  disastrous. 


Summary 

In  six  cases  of  hypoplastic  anemia  following  ad- 
ministration of  chloramphenicol,  this  phenomenon 
was  not  dose-dependent,  and  was  completely  or  par- 
tially irreversible  in  aU  but  one  patient. 

In  none  of  the  six  patients  were  there  absolute 
indication  to  justify  chloramphenicol  administration 
initially. 
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External  Cardiac  Massage 

PAUL  R.  ELLIS,  JR.,  M.D. 


ARDIAC  ARREST  is  a well-recognized  emer- 
gency requiring  prompt  and  appropriate  man- 
agement for  successful  resuscitation.  In  the  past,  in- 
ternal or  direct  heart  massage  was  the  procedure  of 
choice  and  resulted  in  the  survival  of  many  patients 
with  cardiac  arrest.  Recently,  however,  a new  method 
of  massage  has  been  developed  in  which  the  chest 
remains  closed  and  the  heart  is  compressed  by  ex- 
ternal pressure  on  the  chest  wall.^’  The  relative 
merits  of  this  technique  and  its  significance  in  the 
management  of  cardiac  arrest  are  considered. 

Internal  Heart  Massage 

Internal  or  direct  heart  massage  has  certain  dis- 
advantages which  limit  its  application.  The  most 
significant  is  the  need  for  thoracotomy  to  gain  access 
to  the  heart,  which  requires  the  presence  of  a physi- 
cian who  must  have  a knife  and  be  willing  to  open 
the  chest.  Even  under  optimal  conditions  the  pro- 
cedure of  opening  the  chest  is  time-consuming;  only 
three,,  or  four  minutes  of  circulatory  occlusion  can 
be  tolerated  before  cerebral  damage  occurs.  Further- 
more, the  hasty  thoracotomy  which  is  necessary  may 
result  in  accidental  injury  to  the  lungs  or  heart, 
especially  when  a knife,  rather  than  scissors,  is  used 
to  open  the  pleura.  Once  the  chest  has  been  opened, 
a pneumothorax  is  produced  which  adds  to  the  ven- 
tilatory problem  and  makes  positive  pressure  ventila- 
tion necessary.  In  addition,  massage  of  the  heart  may 
cause  damage  to  the  myocardium®  and  prolonged 
massage  reportedly  has  caused  rupture  of  the  ven- 
tricle.® 

External  Heart  Massage 

The  method  of  external  massage  was  recently  de- 
veloped and  described  by  Drs.  Kouwenhoven,  Jude, 
and  Knickerbocker  of  Johns  Hopkins  University 
School  of  Medicine.^’  Perfection  of  this  technique 
followed  the  development  of  external  methods  of 
restoring  normal  rhythm  to  the  heart  utilizing  the 
external  pacemaker^®  and  defibrillator.®  Prior  to  the 
development  of  this  equipment,  thoracotomy  was 
required  not  only  to  facilitate  massage  but  also  to 
apply  electrodes  to  the  heart  to  restore  normal 
rhythm. 

The  advantages  of  external  heart  massage  are 


many.  Probably  the  most  significant  feature  is  that 
the  procedure  does  not  require  special  equipment  or 
unusual  skill.  This  method  can  be  utilized  anywhere 
that  there  is  a firm  surface  for  support  of  the  patient 
and  by  anyone  familiar  with  the  technique.  In  con- 
trast to  the  open  approach,  the  chest  wall  remains 
intact  thereby  avoiding  the  ventilatory  problems  of 
pneumothorax.  Furthermore,  the  hazards  of  cutting 
the  heart  or  lungs  during  rapid  thoracotomy  are 
avoided  and  injury  to  the  heart  during  massage  is 
less  likely.  As  for  effectiveness,  animal  experiments 
have  demonstrated  that  equally  good  blood  pressure 
may  be  maintained  with  this  method  as  compared 
to  the  direct  massage.^®  Clinical  experience  substanti- 
ates the  adequacy  of  the  method.^’ 

Undesirable  features  to  the  method  of  closed  mas- 
sage should  be  considered.  In  contrast  to  the  open 
technique,  the  heart  is  not  visualized  and  it  is  neces- 
sary to  obtain  an  electrocardiogram  to  determine 
whether  arrest  or  fibrillation  has  occurred.  Delay 
while  this  equipment  is  being  obtained  may  make  it 
more  difficult  eventually  to  restore  normal  rhythm 
to  the  heart.  Another  disadvantage  of  external  mas- 
sage is  the  hazard  of  internal  injury  as  a result  of 
vigorous  compression  of  the  thoracic  cage.^®  Frac- 
tured ribs  are  not  uncommon  and  rupture  of  the 
liver  and  spleen  has  occurred.  Nevertheless,  these 
undesirable  features  are  relatively  insignificant  when 
they  are  compared  to  the  many  advantages,  and  it 
seems  reasonable  to  consider  external  heart  massage 
the  procedure  of  choice  to  restore  circulation  follow- 
ing cardiac  arrest. 

Management  of  Cardiac  Arrest 

Management  of  cardiac  arrest  may  be  considered 
in  two  phases.  The  first  phase  is  directed  toward 

The  development  of  external  heart  massage 
is  a significant  advancement  in  treatment 
for  cardiac  arrest.  Utilization  of  this  method 
in  an  organized  hospital  program  should 
result  in  significant  improvement  in  the  sur- 
vival rate  following  unexpected  cardiac 
arrest. 
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the  restoration  of  circulation  and  ventilation  to 
maintain  viability  of  the  brain  and  other  vital  organs. 
This  must  be  accomplished  within  three  or  four 
minutes  or  irreversible  cerebral  damage  will  occur. 

The  second  phase  is  that  of  restoration  of  normal 
cardiac  rhythm.  Once  circulation  and  ventilation  have 
been  restored,  the  extreme  emergency  is  over  and 
time  may  be  taken  to  diagnose  the  type  of  ar- 
rhythmia and  to  select  carefully  the  appropriate  treat- 
ment. Too  often  the  distinction  between  the  two 
phases  of  treatment  is  not  recognized  and  the  ur- 
gency of  the  first  phase  is  carried  into  the  second 
phase,  resulting  in  the  inappropriate  selection  of 
drugs  to  restore  normal  rhythm.  Restoration  of  the 
normal  rhythm  usually  requires  specific  measures 
such  as  electrical  defibrillation  and  intracardiac  drugs. 
Too  often,  external  heart  massage  has  been  aban- 
doned after  a brief  interval  with  the  comment  that 
"the  heart  never  came  back”,  when  actually  no  direct 
effort  had  been  made  to  restore  normal  rhythm. 

Phase  1.  Restoration  of  circulation  and  ventilation. 
External  heart  massage  is  the  method  of  choice  for 
quickly  restoring  circulation.  This  is  accomplished 
with  the  patient  supine  and  on  a firm  surface.  The 
heels  of  the  hands  are  placed  on  rhe  sternum,  one 
on  top  of  the  other,  and  pressure  is  applied  to  com- 
press the  heart  against  the  vertebrae.  The  hands 
should  be  placed  just  cephalad  of  the  xiphoid  proc- 
ess, and  sufficient  pressure  is  applied  to  displace  the 
sternum  posteriorly  3 or  4 cm.  The  rate  of  massage 
usually  recommended  is  approximately  60  times  per 
minute,  although  more  rapid  massage  may  be  bene- 
ficial occasionally.  It  is  extremely  important  to  evalu- 
ate the  effectiveness  of  the  massage  by  palpating 
the  pulse.  The  technique  should  be  varied  to  obtain 
the  maximal  pulse  volume.  When  adequate  person- 
nel is  available,  one  member  of  the  team  should  con- 
stantly check  the  pulse  to  assure  adequate  restoration 
of  circulation. 

Respiratory  exchange  should  also  be  maintained, 
utilizing  mouth  to  mouth  or,  preferably,  mouth  to 
airway  breathing.  It  has  been  demonstrated  that  the 
technique  of  external  heart  massage  does  not  provide 
an  adequate  tidal  volume  for  ventilatory  exchange.^^ 
If  only  one  individual  is  present,  the  massage  may 
be  temporarily  interrupted  every  15  to  20  seconds  to 
quickly  inflate  the  lungs.  When  two  persons  are 
available,  one  should  maintain  respiratory  exchange 
while  the  other  performs  external  massage.  If  resusci- 
tation is  initiated  before  significant  cerebral  hypoxia 
occurs,  spontaneous  respirations  may  ensue  although 
these  efforts  are  frequently  inadequate  and  may  re- 
quire assistance.  Intermittent  positive  pressure  ma- 
chines available  in  most  hospitals  are  usually  ade- 
quate for  respiratory  supplement,  although  the  pa- 
tient should  be  examined  frequently  for  evidence  of 
gastric  dilation  as  a result  of  air  being  forced  through 
the  esophagus.  Tracheal  intubation  may  be  advisable 


when  the  patient  is  unresponsive,  and  oxygen  should 
be  administered  in  all  cases. 

Phase  2.  Restoration  of  cardiac  rhythm. — An  elec- 
trocardiogram is  necessary  to  determine  whether  the 
cardiac  arrest  or  ventricular  fibrillation  is  present. 
Ideally,  an  electrocardiogram  monitor  with  an  oscillo- 
scope screen  should  be  utilized  to  facilitate  long 
periods  of  observation.  Once  the  specific  arrhythmia 
is  determined,  the  proper  means  of  resuscitation  may 
be  selected.  In  true  cardiac  arrest,  external  massage 
which  restores  coronary  blood  flow  may  result  in 
spontaneous  resumption  of  a heartbeat.  When  this 
does  not  occur  after  a reasonable  interval  of  adequate 
massage  and  ventilation,  drugs  should  be  used  to 
stimulate  the  heart.  Adrenalin  and  calcium  chloride 
are  most  useful  and  may  be  injected  directly  into  a 
chamber  of  the  heart,  percutaneously.  The  author’s 
experience  with  the  pacemaker  in  cardiac  arrest  has 
not  been  favorable.  The  heart  usually  failed  to  re- 
spond with  an  adequate  contraction. 

Ventricular  fibrillation  generally  requires  an  elec- 
trical shock  to  restore  normal  rhythm.  With  external 
defibrillation,  440  volts  or  more  are  necessary.  The 
internal  defibrillators  currently  available  in  most 
hospitals  will  not  produce  adequate  voltage  for  the 
external  technique.  Combined  internal  and  external 
defibrillators  are  available  from  several  commercial 
companies.  Furthermore,  an  internal  unit  may  be 
converted  to  the  combined  type  or  external  type  by 
the  addition  of  a low-impedance  transformer.  Experi- 
ence has  shown  that  it  is  usually  necessary  to  restore 
tone  to  the  heart  before  defibrillation  can  be  accom- 
plished successfully.  Poor  tone  is  detached  in  the 
electrocardiogram  by  a decrease  in  electrical  activity 
with  the  formation  of  broad  flat  waves  on  tracing. 
With  massage  and  restoration  of  coronary  blood 
flow  there  should  be  an  increase  in  tone  as  character- 
ized by  an  increase  in  electrical  activity.  If  tone  re- 
mains poor  and  defibrillation  is  unsuccessful  after  a 
reasonable  interval,  the  massage  may  be  supple- 
mented with  drugs.  Administration  of  dilute  con- 
centrations of  Adrenalin  (2-3  cc.  of  1:10,000  con- 
centration) often  restores  tone  and  facilitates  de- 
fibrillation. When  fibrillation  is  active  and  the 
heart  tone  seems  good,  Pronestyl  is  sometimes  useful 
to  decrease  irritability  and  may  facilitate  defibrilla- 
tion. 

Vasopressors  are  helpful  in  maintaining  vascular 
rone  and  should  be  administered  through  a venesec- 
tion. The  most  potent  and  useful  pressor  agent  to 
prevent  hypotension  is  Levophed.  This  drug  may 
cause  necrosis  of  the  skin  and  slough  with  extravasa- 
tion into  the  tissue,  and  should  be  administered  only 
through  catheters  inserted  in  a venesection,  prefer- 
ably in  the  groin  or  upper  extremity. 

When  restoration  of  normal  cardiac  rhythm  is  un- 
successful, the  question  arises  of  when  to  abandon 
resuscitation  efforts.  Patients  have  survived  several 
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hours  of  massage,  and  persistence  was  often  the  key 
to  success.  However,  if  the  pupils  remain  fully  di- 
lated and  fixed  after  respiration  and  circulation  have 
been  artificially  restored  for  15  to  20  minutes,  it  is 
probably  safe  to  assume  that  irreversible  brain  dam- 
age has  occurred.  Efforts  may  then  be  discontinued. 

When  restoration  of  normal  rhythm  is  successful, 
additional  external  massage  may  be  necessary  to  sup- 
port the  circulation.  The  author  and  his  co-workers 
recently  restored  normal  rhythm  as  demonstrated  by 
electrocardiography  but  when  external  massage  was 
discontinued  the  rate  slowed,  the  QRS  complexes 
widened,  and  arrest  occurred.  It  was  found  that  by 
supporting  cardiac  output  with  closed  chest  mas- 
sage, the  electrocardiogram  tracing  returned  to  nor- 


mal, an  indication  of  adequate  coronary  blood  flow. 
The  patient  in  this  case  is  of  special  interest  since 
he  recovered  completely,  although  external  massage 
was  required  for  more  than  two  hours. 

Patients  who  have  been  resuscitated  successfully 
should  be  observed  carefully  with  an  electrocardio- 
gram monitor  for  evidence  of  recurrent  arrest.  Ex- 
perience has  shown  that  the  patient  who  has  had  an 
arrest  is  most  likely  to  have  a recurrence.  When  cir- 
culation has  been  restored  but  cerebral  damage  is 
apparent,  general  body  hypothermia  of  31  to  33  C. 
for  two  or  three  days  seems  to  offer  protection  from 
subsequent  cerebral  edema.  Complete  recovery  fol- 
lowing obvious  central  nervous  System  damage  has 
been  reported.^^ 


Organized  Hospital  Program  for 
Management  of  Cardiac  Arrest 


Until  the  development  of  the  technique  of  external 
heart  massage,  management  of  cardiac  arrest  was  re- 
stricted to  physicians.  If  a doctor  were  not  present 
or  could  not  be  located  quickly  to  open  the  chest,  the 
patient  remained  untreated  and  died.  With  the  intro- 
duction of  external  heart  massage,  however,  anyone 
familiar  with  the  technique  is  capable  of  initiating 
resuscitation.  Thus,  serious  consideration  must  be 
given  to  the  question  of  who  is  to  be  taught  and 
authori2ed  to  use  this  new  method. 

The  American  Heart  Association  has  been  under- 
standably conservative  in  its  recommendations  in 
this  regard.  A memorandum^®  from  this  organization 
published  shortly  after  introduction  of  the  procedure 
recommends  that  instructions  in  the  technique  of  ex- 
ternal massage  be  limited  to  physicians  until  its  mer- 
its have  been  further  evaluated. 

Obviously,  it  would  be  ideal  if  a physician  were 
present  in  each  case  of  cardiac  arrest.  Unfortunately, 
however,  this  is  not  possible,  especially  in  cases  of 
cardiac  arrest  occurring  outside  the  operating  room. 
Usually  the  first  person  to  detect  the  arrest  is  a 
nurse,  and  the  chance  that  she  can  locate  a physician 
within  three  minutes  is  unlikely.  In  such  a situation 
there  are  two  alternatives:  (1)  to  do  nothing  and 
allow  irreversible  cerebral  hypoxia  to  develop  or  ( 2 ) 
to  permit  nurses  to  initiate  resuscitation. 

In  further  consideration  of  this  problem,  questions 
arise  as  to  how  often  non-physicians  would  make  an 
error  in  diagnosis  and  institute  massage  in  someone 
who  had  simply  lost  consciousness,  and  if  this  oc- 
curred, what  harm  would  be  done.  In  answer  to  the 
first  question,  it  seems  unlikely  that  a mistaken  diag- 
nosis will  be  made  often  if  adequate  instructions 
are  given  in  the  detection  of  arrest.  The  findings  of 
cardiac  arrest  are  essentially  those  of  death  which 
all  nurses  can  recognize.  If  there  is  a mistaken  diag- 
nosis and  a patient  with  a normal  heart  should  un- 


dergo external  massage,  would  serious  harm  be  done? 
Probably  not,  for  the  massage  would  not  likely  inter- 
fere with  cardiac  output  and  the  greatest  risk  would 
be  from  the  trauma  to  the  chest  wall  and  internal 
organs. 

Therefore,  nurses  must  be  an  essential  part  of  a 
hospital  program  of  management  of  cardiac  arrest. 
It  is  extremely  important,  however,  that  considerable 
time  and  effort  be  spent  properly  training  such  per- 
sonnel and  that  a definite  program  for  the  manage- 
ment of  cardiac  arrest  be  organized.  The  nurse  re- 
sponsibility would  only  be  one  of  immediate  resusci- 
tation, with  maintenance  of  respiratory  exchange  and 
external  heart  massage  until  the  physician  arrives  and 
can  take  over  the  management.  The  nurse,  then,  can 
be  of  great  assistance  to  the  physician  in  obtaining 
the  necessary  equipment  and  drugs. 

A clearly  defined  hospital  program  which  outlines 
each  step  in  the  management  of  cardiac  arrest  is 
essential,  especially  in  cases  of  cardiac  arrest  that 
occur  outside  the  operating  room  where  equipment 
may  be  difficult  to  locate  and  personnel  are  less 
familiar  with  emergency  procedures.  The  first  step 
would  be  the  detection  of  the  arrest,  usually  by  the 
nurse,  who  would  initiate  treatment.  A firm  surface 
is  necessary  for  adequate  massage,  and  this  may  be 
obtained  by  moving  the  patient  to  a firm  carriage 
or  to  the  floor.  An  alternate  procedure  which  has 
been  effective  is  to  place  a broad  board  between  the 
patient  and  the  mattress.  Boards  for  this  purpose 
should  be  kept  in  a convenient  location  on  each  hos- 
pital division.  If  an  additional  nurse  is  available,  she 
should  maintain  ventilation  by  mouth  to  airway 
breathing.  An  emergency  call  should  go  out  to  the 
most  available  physicians.  In  a large  hospital  with 
house  staff  continuously  on  duty,  help  usually  can  be 
obtained  quickly  with  an  emergency  call  over  the 
public  address  system.  It  is  desirable  to  have  a code 
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system  which  will  indicate  to  aU  physicians  that  a 
cardiac  arrest  has  occurred  without  alarming  the  pa- 
tients and  visitors.  The  call  for  "Dr.  Heart,  STAT” 
has  worked  satisfaaorily  in  the  program  at  the  au- 
thor’s hospital.  The  room  number  or  exact  location 
of  the  area  where  arrest  has  occurred  should  also  be 
given  with  the  stat  call. 

The  next  step  in  the  program  is  for  the  physician 
to  assume  the  responsibility  of  management.  Obvi- 
ously, he  must  have  complete  knowledge  of  the 
methods  of  resuscitation,  and  it  is  strongly  recom- 
mended that  all  house  staff  members  receive  con- 
siderable training  and  instruction  in  this  regard.  The 
physician  should  first  confirm  that  adequate  ventila- 
tion and  circulation  are  being  maintained.  He  should 
next  evaluate  the  patient  to  determine  if  resuscitation 
is  feasible  and  indicated.  Obviously,  patients  with 
incurable  malignant  tumors  and  other  hopeless  con- 
ditions could  not  or  should  not  be  resuscitated.  Many 
such  cases  can  probably  be  eliminated  initially  by 
nurses  who  know  that  a specific  patient’s  condition 
is  hopeless  and  therefore  resuscitation  is  not  indi- 
cated. However,  nurses  should  be  encouraged  to 
proceed  with  massage  when  they  are  in  doubt,  and 
in  such  cases  the  final  decision  is  to  be  made  by  the 
physician. 

This  particular  program  has  been  in  operation  for 
four  months  at  Baylor  University  Medical  Center. 
During  this  interval  seven  patients  have  been  re- 
suscitated after  unexpected  cardiac  arrest  utilizing 
the  external  massage  technique.  In  several  cases  the 
arrest  was  first  detected  by  a nurse  who  instituted 
external  heart  massage.  Four  of  the  seven  patients 
subsequently  recovered  and  were  doing  well  at  the 
time  this  report  was  written.  Three  patients  died 
several  hours  or  days  after  initially  successful  resus- 
citation. These  were  patients  who  had  massive  myo- 
cardial infarction  and  in  whom  adequate  cardiac 
output  could  not  be  maintained  after  restoration  of 
normal  rhythm.  Probably  successful  resuscitation  in 
the  four  surviving  patients  can  be  attributed  to  the 
technique  of  external  heart  massage  and  its  prompt 
utilization  by  the  person  first  detecting  cardiac  arrest. 

The  program  in  effea  at  this  medical  center  would 
certainly  not  be  applicable  in  all  hospitals.  However, 
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some  organized  plan  can  be  devised  for  any  medical 
unit,  regardless  of  size,  utilizing  this  new  and  worth- 
while technique.  Such  a program  should  greatly  im- 
prove the  survival  rate  following  unexpected  cardiac 
arrest. 

Summary 

The  development  of  external  heart  massage  has 
been  a significant  advancement  in  the  treatment  of 
cardiac  arrest.  Two  of  the  greatest  advantages  of  this 
technique  are  its  simplicity  and  the  faa  that  only 
two  hands  and  adequate  knowledge  are  required  to 
restore  the  circulation.  The  many  disadvantages  and 
risk  of  thoracotomy  are  avoided.  Furthermore,  the 
procedure  seems  at  least  equally  as  effective  in  re- 
storing circulation  as  internal  massage.  Therefore, 
external  heart  massage  should  become  the  procedure 
of  choice  in  management  of  cardiac  arrest.  An  or- 
ganized program  utilizing  external  massage  is  recom- 
mended for  all  hospitals.  It  seems  certain  that  this 
new  technique,  properly  utilized,  will  significantly 
improve  the  survival  rate  of  patients  with  unexpected 
cardiac  arrest. 


Addendum 

Since  initial  submittal  of  this  manuscript  an  addi- 
tional eight  patients  have  been  resuscitated.  Of  these, 
four  recovered  to  leave  the  hospital,  making  a total 
of  eight  longtime  survivors.  It  should  be  emphasized 
that  with  the  exception  of  one  ail  these  arrests  oc- 
curred outside  the  operating  room. 
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Symbiotic  Gangrene 

R.  B.  GRAMMER,  M.D. 


' YMBIOTIC  gangrene  or  synergistic  progressive 
baaerial  gangrene  is  a comparatively  rare  dis- 
ease. A probable  case  was  reported  in  1909  and  two 
others  in  1924,  but  it  was  not  until  1926  that  Brew- 
er and  Meleny  discovered  the  etiology  of  the  condi- 
tion. 

They  conclusively  demonstrated  by  animal  inocula- 
tion that  the  disease  was  caused  by  a microaerophilic 
nonhemolytic  streptococcus  in  combination  with  a 
Staphylococcus  aureus.  Animals  were  injeaed  with 
these  organisms  separately  with  only  a mild  reaction 
occurring  in  each  case,  but  when  the  two  baaeria 
were  injected  simultaneously  into  an  animal,  a large 
fungating  ulcer  typical  of  symbiotic  gangrene  was 
produced.  Several  other  investigators  have  confirmed 
the  experiments.  Other  bacteria  have  been  impli- 
cated with  the  microaerophilic  nonhemolytic  strepto- 
coccus, but  the  streptococcus  was  present  in  every 
case.  Cases  have  been  reported  involving  Bacillus 
coli,  Proteus  vulgaris,  and  Aerobacter  aerogenes. 

The  lesion  of  symbiotic  gangrene  is  described  by 
most  authors  as  being  a chronic  slowly  progressive 
ulcerative  skin  lesion.  Actually,  the  pathologic 
change  begins  in  the  subcutaneous  fat.  The  skin  then 
undergoes  necrosis  because  of  inadequate  blood  sup- 
ply. Consequently  infection  always  occurs  before 
skin  necrosis.  The  center  of  the  lesion  is  ulcerated 
and  shaggy  in  appearance  and  is  usually  gray  in 
color.  Peripheral  to  the  center  is  a raised  purplish 
area,  and  the  leading  margin  of  the  lesion  is  a bright 
erythematous  zone.  The  lesions  are  always  associated 
with  much  pain  and  usually  a low  grade  fever. 

Obtaining  cultures  is  difficult  and  often  inaccu- 
rately done.  The  microaerophilic  nonhemolytic  strep- 
tococcus is  always  foimd  under  the  erythematous 
forward  edge  of  the  lesion  whereas  the  Staphylo- 
coccus aureus  or  other  contributing  bacteria  is  found 
in  the  ulcerated  area.^’  ® 

For  many  years,  treatment  of  patients  with  the 
condition  consisted  of  wide  excision  with  subsequent 
aeration  of  the  wound.  More  recently,  all  of  the  anti- 
biotics have  been  tried,  and  there  has  been  some 
success  associated  with  the  use  of  some  of  them.^ 
By  far  the  most  impressive  of  these  drugs  is  baci- 
tracin. Several  investigators  report  widespread  ul- 
cerated areas  which  were  healed  completely  with  the 
use  of  bacitracin  alone.®*  ® Likewise,  some  were 
healed  only  with  surgical  excision  plus  bacitracin. 


A case,  however,  has  been  reported  in  which  baci- 
tracin apparently  had  no  effect. 

Two  cases  are  presented  of  a different  clinical 
picture  from  that  usually  described  in  the  literature. 
The  author  believes  that  both  cases  are  in  the  clin- 
ical and  bacteriological  realm  of  symbiotic  gangrene, 
although  the  culture-taking  technique  in  the  first 
case  apparently  was  poor.  Both  cases  were  acute, 
and  in  the  latter  case  particularly,  the  amount  of 
tissue  destroyed  was  enormous. 

Case  Reports 

Case  1. — A 50  year  old  white  woman  was  seen  first  on 
Oct.  31,  1959.  Her  chief  complaint  was  vaginal  bleeding, 
which  had  been  present  three  days.  The  bleeding  was 
painless  and  of  small  amount.  There  were  no  other  symp- 
toms. Past  history  was  negative  except  that  20  years  previ- 
ously she  had  had  radium  treatment  for  menorrhagia  fol- 
lowed by  cessation  of  bleeding  until  the  present  illness. 
Physical  examination  was  negative  except  for  the  presence 
of  a left  ovarian  cyst  the  size  of  a grapefruit. 

The  patient  was  operated  upon  Nov.  2,  1959,  at  which 
time  the  pelvis  was  observed  to  be  normal  with  the  ex- 
ception of  a large  solid  mmor  of  the  left  ovary.  The  tumor 
was  removed  intact  and  bilateral  salpingectomy,  right 
oophorectomy,  complete  hysterectomy,  and  appendectomy 
were  performed.  A frozen  section  of  the  tumor  was  sugges- 
tive of  granulosa  cell  tumor,  but  the  final  pathologic  report 
indicated  adenocarcinoma  of  the  ovary,  grade  I or  11. 

Immediate  postoperative  convalescence  was  normal  with 
the  exception  of  a low  grade  fever  which  started  on  the 
second  postoperative  day  and  which  varied  between  99  and 
101  F.,  but  which  was  generally  below  100  F.  About  the 
fifth  day  she  complained  of  pain  in  the  region  of  the  in- 
cision. Inspection  of  the  wound  revealed  nothing  abnormal. 

On  Nov.  9,  seven  days  postoperative,  the  sutures  were 
removed  and  one  small  pus  pocket  was  found  in  the  line 
of  the  incision.  This  same  day  diarrhea  developed.  The  pain 
by  this  time  had  become  severe.  On  Nov.  11,  the  wound 
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was  dressed  and  the  ulcerated  area  appeared  slightly  larger. 
By  Nov.  15,  the  ulcer  had  enlarged  more,  and  a wide 
erythematous  margin  existed  around  the  lesion,  extending 
up  and  down  the  incision  and  laterally  on  each  side.  On 
Nov.  16,  the  infection  had  spread  and  a clinical  diagnosis 
of  symbiotic  gangrene  was  made. 

Meanwhile  the  patient  was  treated  for  diarrhea  with 
Kaopectate,  paregoric,  Donnagel  with  Neomycin  Sulfate, 
Furoxone,  and  Combiotic,  administered  individually  and 
in  combination.  The  diarrhea  continued  unabated. 

On  Nov.  16,  in  the  operating  room  under  general  anes- 
thesia, a wide  excision  of  the  anterior  abdominal  wall  was 
made.  The  incision  extended  one  to  two  inches  beyond 
the  erythematous  diamond-shaped  lesion  to  the  fascia  with 
the  skin  and  subcutaneous  tissue  being  removed  completely. 
Evidence  of  infeaion  was  present  down  to  the  fascia,  par- 
ticularly along  the  line  of  the  previous  incision.  Activated 
zinc  peroxide  powder  was  placed  over  the  raw  wound. 

The  pathologic  report  showed  that  the  abdominal  wall 
tissue  had  skin  ulceration  around  the  surgical  incision  line 
with  undermining  abscess  formation  beneath  the  epidermis. 

Aerobic  and  anaerobic  cultures  taken  from  the  wound 
at  the  time  of  operation  failed  to  show  any  growth  a few 
days  later.  Unformnately,  no  cultures  were  taken  from 
under  the  erythematous  border. 

The  wound  was  dressed  daily.  The  first  few  times  it  was 
necessary  to  anesthetize  the  patient  with  Pentothal  Sodium, 
but  later  the  Duke  Inhalator  with  Trilene  was  used  success- 
fully, with  the  patient  giving  herself  the  anesthetic.  Dress- 
ings were  changed  in  her  room  using  sterile  technique. 
The  wound  was  cleansed  with  hydrogen  peroxide  and 
dressed  with  activated  zinc  peroxide  or  Furacin.  Each  day 
the  wound  was  saturated  with  pus  until  Neosporin  powder 
(polymyxin  B Sulfate4,  bacitracin,  and  Neomycin  SulfatCi) 
was  used.  The  result  of  this  change  was  startling.  The  first 
day  after  application  of  this  drug,  the  wound  was  almost 
free  of  pus.  With  continued  use  of  Neosporin,  it  became 
clean  in  only  a few  days. 

The  diarrhea  continued  for  some  time  in  spite  of  num- 
erous changes  in  drug  therapy.  Stool  cultures  were  negative 
except  for  yeast-like  organisms.  In  addition  to  the  previ- 
ously mentioned  drugs,  Declomycin,  Chloromycetin,  Myco- 
statin,  dilute  hydrochloric  acid,  Lactinex,  and  Arobon  were 
administered  at  various  times.  Diarrhea  finally  subsided. 
Since  the  wound  was  perfectly  clean,  the  patient  was  re- 
mrned  to  the  operating  room  on  Dec.  9,  and  a split  thick- 
ness skin  graft  was  placed  over  the  entire  granulating  sur- 
face. Results  of  the  graft  were  excellent.  The  diarrhea  did 
not  recur. 

During  hospitalization  the  patient  had  2,000  cc.  of 
blood.  She  was  dismissed  from  the  hospital  Dec.  19,  1959, 
in  good  condition  and  in  excellent  spirits. 

This  patient  has  since  been  seen  in  the  office  at  inter- 
vals, and  she  appeared  well  and  said  that  she  felt  well. 
The  depressed  defect  in  the  abdominal  wall  had  shrunk  to 
approximately  half  the  size  of  the  original  wound  at  the 
time  of  excision. 

Case  2. — A white  housewife,  age  34,  the  mother  of  two 
children,  was  seen  first  on  Nov.  23,  1959.  She  complained 
of  low  back  ache,  which  had  been  present  some  time;  a 
"knot”  on  the  end  of  the  coccyx  of  one  day’s  duration; 
and  a headache  of  the  same  duration.  She  had  had  uni- 
lateral oophorectomy,  bilateral  salpingeaomy,  and  supra- 
vaginal hystereaomy  seven  and  one  half  years  previously, 
and  had  had  a ruptured  peptic  ulcer  repaired  three  years 
before. 

The  patient  was  a plump  white  woman  weighing  178 
pounds  with  temperature  of  100  F.  and  blood  pressure  of 
134/84  mm.  of  mercury.  She  did  not  appear  acutely  ill, 
but  apparently  had  considerable  pain  in  the  region  of  the 
rectum.  There  was  a patch  of  aaive  hidradenitis  suppura- 


tiva in  the  left  axilla.  Heart  and  lung  findings  were  nega- 
tive, and  the  abdomen  was  normal  except  for  postoperative 
scars.  During  examination  of  the  spine  pain  was  elicited 
on  palpation  over  the  coccyx.  There  was  no  swelling.  A 
normal  cervix  was  observed  at  pelvic  examination.  The 
remaining  ovary  was  not  palpable.  Rectal  examination  was 
accompanied  by  considerable  pain,  but  findings  were  other- 
wise negative.  She  was  sent  home  and  Empirin  #3  was 
prescribed. 

Two  days  later  she  returned  stating  that  her  headache 
was  worse  and  that  the  area  around  the  rectum  was  more 
painful  and  was  swollen.  Temperature  was  101.2  F.  There 
was  slight  perirectal  redness  on  the  right,  which  was  ten- 
der without  fluctuation.  A peri-rettal  abscess  was  believed 
to  be  developing,  and  the  patient  was  sent  to  the  hospital. 
On  admission,  urinalysis  was  negative  except  for  the  pres- 
ence of  trichomonas  organisms.  Hemoglobin  was  13.2  Gm., 
white  blood  cell  count  24,100  with  1 eosinophil,  21  stab 
cells,  67  segmented  cells,  10  lymphocytes,  and  1 monocyte. 
Hematocrit  level  was  40  volumes  per  cent. 

The  temperature  was  101.6  F.;  pulse  rate  100;  and  res- 
piratory rate,  22.  On  Nov.  26,  1959,  her  condition  was 
about  the  same.  On  Nov.  27,  the  perirectal  redness  had 
increased,  but  there  was  still  no  fluctuation.  Pain  had  be- 
come intense,  requiring  Demerol  in  large  doses.  On  Nov. 
28,  fluctuation  was  present.  With  use  of  the  Duke  Inhalator 
and  Novocain  infiltration,  the  abscess  was  incised,  and  a 
tremendous  amount  of  watery  greenish  yellow  pus  was 
evacuated,  which  had  a typical  B.  coli  odor.  Temperature 
was  103  F.  On  Nov.  29,  the  temperature  was  still  102  to 
103  F.  The  redness  had  spread  to  the  left  buttock.  Below 
the  previous  incision  on  the  right  was  an  ulcerated  area 
surrounded  by  a few  black  gangrenous  areas.  At  this  time, 
the  diagnosis  of  symbiotic  gangrene  appeared  most  prob- 
able. 

The  patient  was  taken  to  the  operating  room  on  this 
date  and  colostomy  was  performed  on  the  left  side.  Then 
she  was  placed  in  the  lithotomy  position  and  a wide  ex- 
cision of  all  infected  tissue  was  performed.  The  entire 
perineal  area  and  most  of  the  buttocks  were  excised  with 
the  greater  part  of  the  surgery  on  the  right  side.  Infeaion 
extended  deep  into  the  perianal  area,  past  the  ischial  spines 
and  anteriorly  behind  the  pubis.  All  the  tissue  was  traversed 
with  abscesses  and  sinus  tracts.  The  necrotic  tissue  was 
removed  as  completely  as  possible,  leaving  the  recmm 
dangling  with  about  a four  inch  stem  and  no  support  ex- 
cept for  the  rectovaginal  fascia.  Numerous  side  traas  were 
found  to  follow  blood  vessels  and  nerves  wherever  there 
was  any  fat.  These  were  disseaed,  leaving  a wide  and 
deep  wound,  which  was  cleansed  with  hydrogen  peroxide. 
Aaivated  zinc  peroxide  powder  was  applied,  followed  by 
saline-peroxide  gauze  packs.  The  patient  received  three 
pints  of  blood  during  the  operation.  The  following  day  she 
looked  fairly  well.  With  use  of  Pentothal  Sodium  anesthesia, 
the  wound  was  dressed;  hydrogen  peroxide  and  activated 
zinc  peroxide  were  employed  as  medication.  To  dress  the 
wound,  it  was  necessary  to  do  part  while  she  was  lying  on 
her  back,  then  to  turn  her  over  in  bed  to  do  the  other 
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side.  From  this  date  until  she  left  the  hospital,  the  wound 
was  dressed  daily.  All  who  attended  her,  including  the 
anesthetists,  used  sterile  gowns,  gloves,  masks,  caps,  and 
shoes  with  each  dressing.  By  the  end  of  her  hospitaliza- 
tion, this  procedure  had  become  a physical  as  well  as  a 
mental  strain  on  everyone.  For  a time  Pentothal  Sodium 
was  used  as  the  anesthetic  agent,  but  this  was  changed 
later  to  Vinethene  because  of  fear  of  liver  damage.  During 
this  period  the  patient  was  given  Aureomycin  intramuscu- 
larly and  Kantrex  intravenously.  Her  pain  was  severe,  re- 
quiring tremendous  doses  of  analgesics.  As  might  be  ex- 
peaed,  her  condition  remained  critical  during  this  period. 

By  Dec.  9,  infection  extended  into  the  right  inguinal 
region  and  the  patient  was  taken  back  to  surgery.  A wide 
excision  of  the  infected  tissue  was  made,  extending  down 
to  the  external  oblique  fascia. 

At  the  Dec.  10  dressing  there  was  infeaion  in  the  right 
gluteus  maximus  muscle;  the  major  part  of  this  muscle 
was  excised  after  the  patient  had  been  given  anesthesia  in 
her  room. 

On  Dec.  14,  all  skin  and  fat  over  the  left  deltoid  muscle 
was  excised.  On  Dec.  15  all  skin  and  fat  over  the  right 
deltoid  was  excised,  including  some  muscle,  because  of 
new  areas  of  gangrene  where  she  had  received  most  of  her 
injeaions.  All  this  time  the  patient’s  condition  was  pre- 
carious. She  had  fever  and  anorexia.  She  was  given  two 
or  more  intravenous  feedings  daily.  On  Dec.  23,  in  her 
room,  about  two  inches  of  infected  skin  and  fat  were  re- 
moved from  over  the  upper  part  of  the  right  buttock. 

Cultures  taken  at  the  original  operation  showed  an- 
aerobic nonhemolytic  streptococci,  alpha  hemolytic  Strepto- 
coccus fecalis,  and  coagulase  negative  hemolytic  Staphy- 
lococcus aureus.  The  anaerobic  streptococci  were  sensitive 
to  penicillin,  erythromycin.  Achromycin,  Aureomycin,  Ter- 
ramycin,  Chloromycetin,  Cathomycin,  triple  sulfa,  Altafur, 
and  dihydostreptomycin  and  were  resistant  to  Kantrex. 
The,  staphylococci  were  sensitive  to  penicillin,  erythro- 
mycin, Achromycin,  Aureomycin,  Terramycin,  and  Chloro- 
mycetin; they  were  resistant  to  dihydrostreptomycin,  Alta- 
fur, Kantrex,  triple  sulfa,  and  Cathomycin. 

The  patient  was  known  to  be  sensitive  to  penicillin  and, 
except  for  this  drug,  she  received  most  available  antibiotics. 
At  various  times  and  frequently  in  combination,  she  was 
given  Chloromycetin,  Altafur,  triple  sulfa,  Mycostatin,  Ilo- 
sone.  Achromycin,  Spontin,  and  Syncillin.  The  last-named 
drug  was  given  in  twice  the  recommended  dosage,  and 
many  of  the  other  drugs  were  given  in  large  dosages. 

Neosporin  powder  was  finally  utilized  as  the  primary 
dressing  for  the  wounds,  and  almost  immediately  the  in- 
fection abated  somewhat.  The  patient,  however,  continued 
to  be  toxic  and  lethargic,  and  had  fever.  She  had  lost 
considerable  weight. 

On  Dec.  28,  all  drugs  she  was  taking  were  discontinued. 
Bacitracin  was  then  started;  20,000  units  were  given  every 
six  hours  intramuscularly  in  the  lateral  thigh.  The  improve- 
ment noted  in  the  patient  the  following  day  was  remark- 
able. She  appeared  less  toxic  and  the  wounds  were  much 
cleaner.  Even  her  facies  was  improved.  From  this  time 
until  she  was  dismissed  from  the  hospital,  the  wounds 
were  treated  daily  with  Neosporin  powder,  and  bacitracin 
therapy  was  continued.  Because  of  the  reported  nephrotoxic 
qualities  of  bacitracin,  nonprotein  nitrogen  level  determina- 
tion and  urinalysis  were  ordered  occasionally.  They  re- 
mained normal. 

During  hospitalization  she  received  8,000  cc.  of  blood. 
Improvement  was  rapid  during  this  period,  and  by  Dec. 
31,  all  wounds  were  clean.  The  patient’s  general  condi- 
tion and  her  appetite  had  improved  greatly. 

On  Jan.  6,  I960,  because  of  the  large  hospital  bill  she 
had  accumulated,  the  patient  was  transferred  to  a charity 
hospital  for  skin  grafting.  Deltoid  and  perineal  areas  were 


grafted.  She  was  released  from  the  hospital  but  returned 
in  July,  I960,  for  a successful  colostomy  closure. 

She  visited  the  author  in  the  office  several  times  after- 
ward, the  latest  time  on  Nov.  10,  I960.  She  was  walking 
with  only  a slight  limp  although  she  had  only  a part  of 
one  gluteus  maximus  muscle.  She  felt  fine  and  had  gained 
weight  to  148  pounds.  The  colostomy  scar  was  well 
healed.  The  site  of  the  right  inguinal  excision  was  merely 
a straight  line.  The  perineum  was  completely  healed  except 
for  a raw  area  the  size  of  a match  head  posterior  to  the 
reaum.  The  vagina  and  cervix  were  normal,  but  there  was 
a small  hole  through  the  right  labia  majora.  The  rectum 
appeared  and  felt  normal  except  that  it  extended  out 
about  two  inches.  Bowel  control  was  normal.  Essentially 
no  scar  remained  on  the  left  buttock,  but  there  was  a 
depressed  scar  3 by  8 inches  on  the  right  buttock.  The 
patient’s  mental  attitude  was  excellent,  and  she  was  able 
to  take  care  of  her  children. 

Summary 

The  author  believes  strongly  that  elective  surgery 
should  not  be  performed  on  any  patient  who  has 
an  intercurrent  type  of  infection,  particularly  skin 
lesions  such  as  furuncles.  The  first  patient  had  en- 
terocolitis and  the  second,  hidradenitis  suppurativa. 
The  relationship  of  these  conditions  to  symbiotic 
gangrene  is  suspicious. 

Pain  out  of  proportion  to  the  existing  lesion 
should  always  arouse  suspicion  of  impending  symbi- 
otic gangrene. 

The  response  to  bacitracin  of  both  patients  was 
dramatic,  and  almost  miraculous  in  the  second.  Sen- 
sitivity tests  should  be  performed  before  any  type  of 
treatment  is  initiated,  but  bacitracin  should  be 
started  locally  and  parenterally  while  results  of  the 
sensitivity  tests  are  pending.  Such  tests  are  not  in- 
fallible. Bacitracin  therapy  should  be  continued  for 
at  least  three  or  four  days,  and  if  the  condition  seems 
to  progress,  another  antibiotic  should  be  used.  Sur- 
gery should  be  performed  before  the  disease  gets  out 
of  bounds. 

If  bacitracin  therapy  had  been  started  immediately 
in  the  first  case,  the  patient  would  probably  have 
escaped  surgical  extirpation  of  the  lesion.  The  au- 
thor believes  that  the  destructive  process  in  the 
second  case  could  have  been  arrested  much  sooner 
had  bacitracin  been  started  earlier. 

The  author  acknowledges  and  deeply  appreciates  the  help 
of  Drs.  Harold  Shelly  and  O.  P.  Griffin  for  their  assistance 
with  these  cases. 

REFERENCES 

1.  Beard,  D.  D.:  Symbiotic  Gangrene,  M.J.  Australia  1:742 
(May  5)  1956. 

2.  Marcus,  Raphael:  Progressive  Bacterial  Synergic  Gangrene  of 
Legs,  Brit.  M.J.  1:1230  (June  7)  1952. 

3.  Meleney,  F.  L.,  et  al.:  Systemic  Bacitracin  in  Treatment  of 
Progressive  Baaerial  Synergistic  Gangrene,  Ann.  Surg.  131:129 
(Feb.)  1950. 

4.  Smith,  J.  G.,  Jr.:  Progressive  Baaerial  Synergistic  Gangrene; 
Report  of  Case  Treated  with  Chloramphenicol,  Ann.  Int.  Med. 
44:1007  (May)  1956. 

5.  Wooldridge,  W.  E.,  and  Hogeboom,  G.:  Progressive  Baaerial 
Synergistic  Gangrene,  Arch.  Dermat.  and  Syph.  67:56  (Jan.)  1953. 

I Dr.  Grammer,  1400  Eighth  Ave.,  Fort  Worth  4. 


Volume  58,  MAY,  1962 


355 


WAYMAN  B.  NORMAN,  M.D. 


N SUCCESSFUL  treatment  of  epistaxis,  much  de- 
pends on  mutual  respect  and  understanding  be- 
tween doctor  and  patient.  Many  individuals  will  al- 
low bleeding  from  the  vagina  or  intestinal  tract  until 
they  are  in  a state  of  profound  anemia  or  even  shock. 
Indeed,  they  sometimes  do  this  without  consulting 
a physician.  If  these  same  persons  have  a profuse 
nosebleed,  they  frequently  are  frightened  far  more 
than  is  warranted  by  the  seriousness  of  the  illness. 

Because  of  this  unusual  emotional  response,  the 
doctor  must  be  a veritable  Gibraltar  of  strength. 
Whether  he  feels  secure  or  not,  the  doctor  should 
positively  assure  the  patient  that  presently  all  will 
be  well.  The  techniques  herein  recorded  can  relieve 
the  physician  of  many  annoying  and  frustrating  mo- 
ments. 

Anatomically,  the  nose  is  richly  supplied  with 
blood  from  only  two  basic  sources^  ( Fig.  1 ) ; 


Fig.  1.  These  are  the  two  major  sources  of  blood 
in  the  nose.  The  anterior  and  posterior  ethmoid  ar- 
teries arise  from  the  ophthalmic  artery.  The  spheno- 
palatine artery  and  its  descending  branches  arise 
from  the  internal  maxillary  artery. 


1.  The  internal  carotid  artery  gives  off  the 
ophthalmic  branch  immediately  after  piercing  the 
dura  and  arachnoid  on  the  medial  side  of  the  anterior 
clinoid  process.  The  ophthalmic  artery  enters  the 
orbit  through  the  optic  foramen,  and  later  passes 
medially  near  the  ethmoid  bone.  At  this  point,  the 
anterior  and  posterior  ethmoid  arteries  arise.  The 
posterior  ethmoid  artery,  which  is  small  and  rela- 
tively unimportant,  traverses  the  posterior  ethmoid 
canal  and  supplies  the  posterosuperior  part  of  the 
nasal  cavity.  The  more  important  anterior  ethmoid 
artery  (Fig.  2)  passes  through  the  anterior  ethmoid 
foramen  into  the  anterior  cranial  fossa  and  crosses 
the  cribriform  plate  to  the  nasal  slit  of  the  ethmoid, 
where  it  descends  to  supply  the  anterosuperior  part 
of  the  nasal  cavity.  Surgically,  the  anterior  ethmoid 
artery  is  found  by  following  the  sumre  line  between 
the  ethmoid  and  frontal  bones  in  the  medial  wall  of 
the  orbit  (Fig.  3). 

2.  The  external  carotid  artery  gives  rise  to  the 
internal  maxillary  artery,  from  which  spring  the  large 
sphenopalatine  artery  and  descending  palatine 
branches.  The  external  carotid  artery  also  gives  rise 
to  the  smaller  superior  labial  and  lateral  nasal  ar- 
teries. Surgically,  the  external  carotid  artery  is  found 
by  incising  along  the  anterior  border  of  the  sterno- 
mastoid  muscle  at  the  level  of  the  upper  border  of 
the  thyroid  cartilage.  Ligation  usually  is  done  be- 
tween the  superior  thyroid  and  lingual  branches. 

The  relationship  between  headache  and  epistaxis 
was  noticed  by  Hippocrates,®  who  observed  that 
epistaxis  was  likely  to  occur  in  patients  whose  head- 
ache was  accompanied  by  dimness  of  vision,  flashes 
of  light,  and  tension  of  the  hypochondrium.  Even 
today,  folk  medicine,®  such  as  the  application  of  cold 
water  or  vinegar  to  the  forehead,  is  commonly  used 
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The  patient  with  epistaxis  usually  is  extremely 
frightened,  and  the  doctor  must  give  con- 
tinuous reassurance.  Practical  instructions  for 
treatment  are  given;  they  can  save  many  frus- 
trating moments  for  doctor  and  patient  alike. 


in  the  home  treatment  of  nosebleed.  Ancient  medical 
history  is  surprisingly  vague  as  to  the  actual  treat- 
ment of  severe  nosebleeds;  however,  in  1868,  Pilz  of 
I Breslau  reported  600  cases  of  common  carotid  liga- 
f tion  for  cure  of  nasal  bleeding.^ 

This  paper  is  based  on  326  consecutive  cases  of 
epistaxis  observed  during  an  eight  year  period. 

Of  the  109  patients  in  whom  posterior  bleeding 
i was  present,  87  were  treated  by  using  the  Fox  nasal 


Fig.  2.  This  view  from  above  shows  the  ophthalmic 
artery  and  the  points  at  which  the  anterior  and  pos- 
terior ethmoid  branches  arise. 


balloon  and  anterior  pack;  22  were  treated  with  a 
posterior  lambs’  wool  pack  and  an  anterior  petrola- 
tum impregnated  gauze  pack.  Of  this  group,  97  were 
men  (median  age,  58)  and  12  were  women  (medi- 
an age,  37).  Only  one  posterior  hemorrhage  was 
severe  enough  to  necessitate  external  carotid  ligation. 

Admittedly,  nearly  90  per  cent  of  patients  with 
anterior  hemorrhage  will  be  seen  in  the  general 
practitioner’s  office,  whereas  the  otolaryngologist 


Anterior  Ethmoid 
Artery 


Fron+o-ethmoid 

suture  line 

, Posterior  Ethmoid 

l^’Tl^wArtery 

Fig.  3.  The  fronto-ethmoid  suture  line  is  indicated. 
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Table  1. — Causes  of  Epistaxis. 

I.  General  causes^* 

A.  High  arterial  pressure 

1.  Arteriosclerosis 

2.  Chronic  interstitial  nephritis 

3.  Violent  exertion 

4.  Extreme  heat 

5.  Barotrauma 

a.  Flying 

b.  Scuba  diving 

B.  High  venous  pressure 

1.  Mitral  stenosis 

2.  Emphysema 

3.  Bronchitis 

4.  Whooping  cough 

' 5.  Mediastinal  tumors 

6.  Neck  tumors 

C.  Abnormal  blood  states 

1.  Anemia,  pernicious  and  aplastic 

2.  Thrombocytopenic  purpura 

3.  Leukemia 

4.  Measles  and  scarlatina 

5.  Rheumatic  fever 
II.  Local  causes: 

A.  Trauma: 

1.  Excessive  nose  blowing  and  traumatic 
abrasion 

2.  Physical  injury 

3.  Surgical  procedures 

B.  Multiple  telangiertasis 
1.  Idiopathic  rupture 

C.  Nasal  crusting 

1.  Enlarged  adenoids 

2.  Atrophic  rhinitis 

3.  Rhinitis  sicca 

4.  Septal  perforation 

D.  Foreign  bodies 

E.  Tumors 

F.  Acute  allergic  and  infectious  rhinitis 


will  see  a large  portion  of  the  patients  with  posterior 
hemorrhage.  The  anterior  septal  bleeding  area  was 
first  described  by  an  American  surgeon,  James  L. 
Little;  however,  Kiesslebach’s  name  still  is  applied 
by  many  people.^^  Of  217  patients  who  had  anterior 
bleeding,  102  were  male  and  115  were  female.  All 
ages  were  represented,  with  only  a slight  predomi- 
nance of  children.  Almost  all  of  the  143  cases  which 
were  easily  controlled  with  acid  treatment  were  in 
children.  The  more  difficult  cases  were  in  adults.  Of 
these,  65  required  electrocautery  and  9 required  tight 
anterior  packs. 


Techniques  of  Treatment 

Medical  literature  encompasses  many  scholarly 
articles  discussing  the  treatment  of  choice  in  severe 
epistaxis,®’  is-it  many  well-trained  physi- 

cians enter  practice  with  only  a general  idea  of  these 
techniques. 

The  patient’s  home  is  no  place  to  attempt  treat- 
ment. He  should  be  brought  immediately  to  the  of- 
fice or  emergency  room.  An  excellent  source  of  light 


is  a must;  a goose  neck  lamp  and  head  mirror,  or  a 
bright  electric  head  light  are  best.  Spot  suction  is 
equally  important.  A water  suction  apparatus  mount- 
ed on  the  wall  near  the  patient’s  chair  is  clean,  quiet, 
and  dependable.  Many  handy  suction  tips  are  avail- 
able. Bayonet  forceps,  nasal  specula,  tongue  blades, 
cotton,  a topical  anesthetic  such  as  tetracaine  hydro- 
chloride (2  per  cent  Pontocaine),  Adrenalin  1:1000, 
or  lidocaine  hydrochloride  (Xylocaine  1 per  cent 
with  epinephrine),  petrolatiun  impregnated  one-inch 
gauze,  and  hydrogen  peroxide  should  be  readily 
available. 

After  the  patient  is  reassured,  the  physician  at- 
tempts to  find  the  source  of  the  bleeing.  A firm 
clot  usually  is  found  filling  the  nares  on  the  side 
that  first  started  bleeding.  This  must  be  removed  by 
.spot  suction.  Both  children  and  adults  should  be 
shown  that  the  suction  is  not  a needle,  but  a gentle 
"vacuum  cleaner”.  Following  removal  of  the  anterior 
clot,  the  physician  should  be  prepared  with  an  emesis 
basin  for  the  frequent  sudden  gagging  out  of  a 
nasopharyngeal  clot.  The  nose  is  then  inspected,  and 
if  a small  anterior  bleeding  vessel  is  found  on  the 
septum,  a mental  note  is  made  of  its  exact  location. 
Anesthetization  is  begun.  Here,  particularly  with  chil- 
dren, one  must  remember  that  the  patient  may  have 
been  told  that  the  bleeding  vessel  will  be  burned. 
He  should  be  reassured  that  the  tetracaine  soaked 
pledget  of  cotton  is  numbing  medicine.  After  a 
wait  of  two  to  three  minutes,  the  pack  is  removed 
and  simple  acid  cautery  can  be  done.  Often  the 
bleeding  continues  when  the  first  pack  is  removed 
and  in  that  event,  a pack  saturated  with  Adrenalin, 
1:1000,  and  tetracaine  is  again  inserted.  After  a few 
minutes,  a tiny,  firm  wisp  of  cotton  is  prepared 
on  a copper  wire,  and  the  child  is  reassured  that 
this  is  not  a needle  but  a "baby  Q-tip”.  The  anes- 
thetic pledget  then  is  sucked  dry  and  the  cotton  is 
separated  from  the  septum  almost  to  the  bleeding 
point.  The  small  cauterizing  applicator  is  moistened 
with  full  strength  trichloracetic  acid,  and  the  anes- 
thetizing cotton  is  gently  nudged  backward  with  the 
acid  cauterizing  as  it  goes.  In  the  event  that  bleeding 
continues  after  this  procedure,  the  child’s  nose  is 
packed  firmly  with  a cotton  pledget  moistened  with 
hydrogen  peroxide.  This  is  left  in  overnight  and 
the  acid  cautery  can  be  performed  easily  in  a dry 
field  the  following  day. 

The  overnight  peroxide  pack  seldom  is  necessary 
for  adults  because  of  the  ease  of  electrocoagulation. 
After  lidocaine  with  epinephrine  is  instilled  in  the 
mucosa  around  the  vessel,  electrocoagulation  can  be 
done  painlessly.  Individual  preference  and  skill  must 
dictate  which  kind  of  electrocoagulation  to  use.  In 
the  event  that  electrocoagulation  is  unsuccessful,  a 
tight  petrolatum  impregnated  gauze  pack  is  accordion 
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pleated  into  the  nose.  This  pack  is  left  for  five  or 
six  days  and  is  then  removed. 


Tumors 


Tumors  should  be  considered  a possibility  when 
anterior  bleeding  occurs.  Under  no  circumstances 
should  electrocoagulation  be  performed  on  a tumor 
before  biopsy.  It  is  true  that  hemangiomas  frequently 
are  seen  on  the  septum,  but  melanoma  of  the  septum 
also  is  a bluish  tumor. 

A typical  hemangioma  was  seen  when  Mrs.  I.L.J.,  a 
44-year-old  white  patient,  experienced  repeated  minor 
epistaxis.  After  a month,  she  consulted  a physician, 
who  found  the  lesion  and  referred  her  to  the  author 
for  treatment.  A pedunculated,  bluish  tumor  ema- 
nated from  the  left  nasal  septum  in  a high,  anterior 
position.  Under  local  anesthesia,  the  lesion  was  re- 
moved, and  the  briskly  bleeding  base  was  thoroughly 
cauterized  electrically  (Fig.  4). 

In  another  case,  a hemangioma  arose  more  pos- 
teriorly on  the  septum.  Mrs.  I.O.C.  was  a 24-year-old 


Fig.  4.  This  photomicrograph  shows  a section  from 
a benign  pedunculated  hemangioma.  Histologic  ex- 
amination showed  the  tissue  to  be  part  of  a poly- 
poid mass  covered  in  part  by  respiratory  epithelium 
and  in  part  by  an  atrophic  squamous  epithelium. 
The  stroma  was  somewhat  fibrotic  and  contained 
large  and  small  masses  of  capillaries.  The  endotheli- 
um of  the  capillaries  was  benign. 


housewife  who  was  five  months  pregnant.  Her  his- 
tory was  epistaxis  of  one  week’s  duration.  A bluish, 
sesssile  mass  was  seen  and  was  removed  with  use  of 
a local  anesthetic.  The  base  was  cauterized  electri- 
cally. 

One  rare,  benign  tumefaction  in  the  author’s  series 
proved  to  be  rhinosporidiosis. 


Posterior  Epistaxis 

Among  otolaryngologists,  great  variation  is  noted 
in  the  handling  of  posterior  epistaxis.  Some^  are  en- 
thusiastic about  intravenous  conjugated  estrogens 
(Premarin)  to  the  extent  that  they  allow  a patient 
to  bleed  500  cc.  while  waiting  for  the  hormone  to 
act.  Others®’  tie  the  arterial  supply  with  little  provo- 
cation. It  is  hoped  that  the  simple  regimen  described 
will  benefit  both  the  terrified  patient  and  the  over- 
worked physician. 

Posterior  bleeding  is  most  often  seen  in  elderly 
men;  although  it  may  be  arterial  bleeding  from  the 
back  of  the  septum,  it  more  commonly  is  flowing 
in  a steady  stream  from  just  underneath  the  posterior 
end  of  the  inferior  turbinate.  If  the  bleeding  point 
can  be  seen  clearly,  it  can  be  cauterized;  however, 
packing  usually  is  required.  The  only  items  of  equip- 
ment not  noted  previously  are  Fox  nasal  balloons 
and  postnasal  packs.  The  patient  must  be  strongly 
reassured  immediately,  because  he  already  has  dis- 
covered that  this  is  not  an  ordinary  nosebleed. 

'The  nose  is  sprayed  with  a vasoconstrictor  and  a 
topical  anesthetic,  after  which  a thorough  search 
is  made  for  the  bleeding  site.  Frequently  bleeding  is 
so  profuse  as  to  make  location  impossible  except  to 
an  approximate  point.  It  is  possible  to  ascertain 
which  side  is  bleeding,  and  a Fox  nasal  balloon 
should  be  placed  in  that  side  immediately.  The  bleed- 
ing side  then  is  packed  with  a topical  anesthetic. 
Proper  placement  of  the  balloon  stops  the  flow  of 
blood  down  the  throat  and  the  patient  relaxes.  The 
inexperienced  operator  may  become  adept  in  the 
tricky  placement  of  the  balloon  by  practicing  on  pa- 
tients who  are  under  anesthesia  for  adenoid  surgery. 
These  balloons  should  be  used  once  and  discarded. 
The  author  has  seldom  had  a new  balloon  burst,  but 
this  happens  almost  routinely  if  an  old  balloon  is 
used. 

While  he  is  waiting  for  the  anesthetic  pack  to 
become  effective,  the  physician  may  determine  the 
balloon’s  adequacy  by  examining  the  throat  for  naso- 
pharyngeal blood  flow.  If  the  balloon  is  efficient, 
the  anesthetic  pack  is  removed  and  an  anterior  one- 
inch  petrolatum  impregnated  gauze  pack  is  accordion 
pleated  into  the  nose.  Care  must  be  taken  to  avoid 
rupturing  the  balloon  with  bayonet  forceps.  A small 
amount  of  tape  secures  the  external  parts  of  the 
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balloon  on  the  face.  In  the  patient  whose  naso- 
pharynx is  very  large,  or  in  whom  bleeding  is  pro- 
fuse, a postnasal  pack  of  lambs’  wool  or  gauze  is 
used  rather  than  the  balloon.  Among  patients  who 
have  been  treated  with  both  balloons  and  postnasal 
packs,  unsolicited  testimony  strongly  suggests  that 
for  comfort,  the  balloon  is  superior. 

As  soon  as  the  immediate  emergency  has  passed, 
a conference  should  be  held  with  the  patient  and 
his  family.  They  should  be  told  to  expect  a small 
amount  of  blood  to  come  through  the  pack  or  around 
the  balloon  every  six  or  eight  hours  for  about  three 
days,  after  which  time  an  odor  should  commence. 
They  also  should  be  told  that  a little  blood  might 
run  up  the  tear  duct  and  out  the  eye,  and  also  that 
it  is  far  better  to  leave  the  pack  in  a day  too  long 
than  to  remove  it  a day  too  soon.  The  bleeding 
point  may  be  demonstrated  with  a picture.  If  these 
matters  are  frankly  discussed  early  in  the  case,  much 
fear  and  disappointment  may  be  avoided.  The  pa- 
tient is  placed  in  a semirecumbent  position  and 
given  a soft  diet,  an  antibiotic,  and  a tranquilizer. 
Reserpine  (Serpasil)  is  used  to  reduce  the  blood 
pressure  if  necessary.  'The  pack  and  balloon  are  left 
in  the  nose  for  six  or  seven  days. 

In  the  group  of  patients  treated  in  this  manner, 
not  one  case  of  otitis  media  developed. 

In  only  one  case  was  it  necessary  to  tie  the  ex- 
ternal carotid  artery.  The  patient’s  bleeding  was  pro- 
fuse despite  tight  posterior  and  anterior  packing. 
When  it  became  necessary  to  take  further  action 
to  preserve  life,  the  external  carotid  artery  was  li- 
gated with  umbilical  tape  with  use  of  a local  anes- 
thetic. 'The  course  was  uneventful. 


Practical  instructions  are  given  to  help  young 
practitioners  and  otolaryngologists  cope  with  the 
common  and  unpleasant  malady  of  epistaxis.  Particu- 
lar emphasis  is  placed  on  the  doctor-patient  rela- 
tionship in  the  achievement  of  relief. 
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Urinary  Tract  Infection 


F.  A.  Bashour,  M.D., 


This  is  the  second  in  a series  of  clinicopathologic  confer- 
ences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  Dr.  Bashour  is  of  the  Department  of  Medi- 
cine, and  Drs.  Fallis  and  Ashworth  are  of  the  Department 
of  Pathology  of  that  institution.  The  case  report  is  from 
Parkland  Memorial  Hospital. 

History. — 63  year  old  white  male  cab  driver  had 
been  in  good  health  until  one  month  before  the 
present  illness,  when  chills,  fever,  nocturia,  frequency, 
hesitancy,  dysuria,  and  decreased  size  of  the  urinary 
stream  had  developed.  Shortly  afterward,  the  patient 
had  been  admitted  to  a hospital  for  these  complaints. 
Blood  pressure  and  heart  size  were  normal,  the  heart 
rate  was  normal  with  occasional  premature  auricular 
and  ventricular  contraaions,  and  the  prostate  gland 
was  tender.  The  electrocardiogram  was  reported  to 
be  compatible  with  diagnosis  of  an  old  posterior 
myocardial  infarction.  Laboratory  findings  were  with- 
in normal  limits. 

The  patient  left  the  hospital  against  medical  ad- 
vice because  of  pain  induced  by  the  rectal  examina- 
tion. During  the  next  week  he  received  treatment 
consisting  of  an  injection  of  penicillin  and  bed  rest. 
Symptoms  subsided,  and  the  patient  returned  to 
work,  only  to  have  a recurrence  of  chills  and  fever 
one  week  prior  to  admission  to  a second  hospital. 
Also  the  urinary  symptoms  had  returned.  Three  days 
before  admission  the  patient  had  been  found  un- 
conscious, but  he  awakened  within  a short  time  and 
was  apparently  normal.  Two  days  later  he  had  visited 
a clinic,  where  he  had  received  another  penicillin  in- 
jection. At  that  time  a nurse  reported  that  she  had 
felt  a fast,  irregular  pulse.  There  was  no  history  of 
chest  pain,  hypertension,  dyspnea,  hemoptysis,  spu- 
tum production,  weight  loss,  or  edema.  The  patient 
was  an  abstainer  from  alcohol,  but  had  been  a heavy 
smoker  for  30  years.  The  family  history  was  non- 
contributory. 


and  B.  D.  Fallis,  M.D. 


Physical  Examination. — On  admission,  the  patient 
was  observed  to  be  well  developed,  obese,  and  stup- 
orous, with  a driven  shallow  respiration  of  45/min. 
He  favored  the  orthopneic  position.  Blood  pressure 
was  100/60  mm.  of  mercury,  and  temperature  was 
normal.  There  was  no  cyanosis  or  venous  distention 
in  the  neck.  Funduscopic  examination  showed  ar- 
terial narrowing  and  arteriovenous  nicking.  There 
was  an  increase  in  the  anteroposterior  diameter  of 
the  chest,  and  both  lung  fields  were  hyper-resonant. 
Basilar  moist  inspiratory  rales  were  present  bilater- 
ally. The  inspiratory  phase  was  equal  to  that  of  ex- 
piration with  symmetrical  expansion.  The  area  of 
cardiac  dullness  was  widened  to  the  left  and  right. 
The  point  of  maximal  impulse  was  not  palpable. 
The  heart  tones  were  slightly  distant,  with  A2^P2- 
The  apical  rate  was  irregular  at  180,  with  a pulse 
deficit  of  50.  All  peripheral  pulses  were  strong. 
Pulsus  alternans  was  present,  but  there  was  no  para- 
doxical pulse.  There  was  no  hepatomegaly.  On  rectal 
examination,  the  prostate  was  moderately  enlarged, 
boggy,  and  tender.  There  was  no  clubbing  or  periph- 
eral edema.  The  neurologic  examination  was  unre- 
markable except  for  the  clouded  sensorium. 


Prostatic  gland  tenderness,  a short  period  of 
unconsciousness,  signs  of  left  ventricular 
failure  and  of  an  acute  pericardial  lesion — 
these  were  the  chief  manifestations  in  the 
case  of  a 63  year  old  white  male  cab  driver 
who  died  36  hours  after  he  was  admitted 
to  the  hospital.  Autopsy  findings  indicated 
the  probable  sequence  of  events  and  estab- 
lished the  cause  of  death. 
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Fig.  1.  Electrocardiogram  made  the  first  hospital  day  shows  atrial  fibrillation;  ST  elevation 
in  leods  I,  II,  Vs,  Ve;  Q in  lead  III,  and  low  QRS  voltage. 


Laboratory  and  Koentgeno graphic  Data. — ^Venous 
pressure  was  10  cm.;  the  circulation  time  determina- 
tion was  unreliable.  In  the  electrocardiogram,  the 
ST  segment  was  elevated  in  leads  I,  II,  III,  AVF, 
and  V4-V6.  Arterial  PO2  was  80  mm.  of  mercury, 
and  arterial  oxygen  saturation  95  per  cent.  A test  for 
blood  salicylates  gave  negative  results. 

On  anteroposterior  and  lateral  roentgenograms  of 
the  chest,  the  following  were  noted:  enlarged  cardiac 
silhouette,  questionable  enlargement  of  the  aortic 
arch,  atelectasis,  and  slight  pulmonary  congestion. 
No  pleural  fluid  was  evident. 

Examination  of  the  cerebrospinal  fluid  gave  nega- 
tive results  except  for  protein  level  of  75  mg.  per 
100  cc.  The  hemoglobin  level  was  14.3  Gm.  per  100 
cc.;  hematocrit  reading  48  per  cent;  and  sedimenta- 
tion rate  20  mm.  per  hour  (Westergren).  The  white 
blood  cell  count  was  19,000,  with  a shift  to  the  left. 

Urinalysis  data  were  as  follows:  green,  specific 
gravity  1.015,  and  trace  of  albumin;  the  urine  was 
loaded  with  white  blood  cells.  Escherichia  coli  or- 
ganisms were  present  in  the  urine  culture.  The  Was- 
sermann  test  result  was  negative. 


Blood  chemistry  data  were  as  follows:  blood  lurea 
nitrogen  52  mg.  per  100  cc.;  glucose  225  mg.  per 
100  cc.  (during  intravenous  infusion);  carbon  di- 
oxide combining  power  14.4  mEq./L.;  sodium  130 
mEq./L.;  potassium  4.4  mEq./L.;  protein  A/G  ratio 
3.6/2.2;  calcium  8.6  mg./lOO  cc.;  phosphorus  6.0 
mg./ 100  cc.;  serum  glutamic  oxalacetic  transaminase 
39  units  per  cc.;  serum  glutamic  pyruvic  transami- 
nase 15.3  units  per  cc.;  bilirubin  2.2  mg./lOO  cc.; 
alkaline  phosphatase  5.9  Bodansky  units,  and  pro- 
thrombin time  100  per  cent  of  normal.  Blood  cul- 
tures obtained  at  four  different  times  gave  negative 
results. 

Course. — The  patient  was  digitalized  within  the 
first  12  hours  with  Cedilanid,  0.8  mg.,  and  digi toxin, 
0.3  mg.,  after  which  the  apical  rate  decreased  to  120, 
basilar  rales  disappeared,  the  pulse  deficit  was  abol- 
ished, and  the  blood  pressure  rose  to  130/70  mm. 
However,  respiration  continued  as  before,  and  the 
patient  lapsed  into  a coma.  Chloromycetin  and  peni- 
cillin were  given  intravenously.  At  the  18th  hour, 
intermittent  paroxysms  of  ventricular  tachycardia 
ensued,  and  symptoms  of  profound  shock  appeared. 
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Fig.  2.  Electrocardiogram  made  the  morning  of  second  hospital  day  is  essentially  the  same  as  Fig.  1,  except 
for  ventricular  premature  beats. 


Fig.  3.  Electrocardiogram  leads  II  (bottom)  and  III  (top)  made  on  afternoon  of  second  hospital  day  just  before 
death  consists  of  short  runs  of  ventricular  tachycardia. 
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Fig.  4.  External  surface  of  the  heart.  Shaggy  layer 
of  fibrinopurulent  exudate  covers  the  epicardium. 


a pleuropericardial  friction  rub  was  heard  for  the 
first  time  just  before  the  symptoms  of  shock  were 
noted.  Pronestyl,  400  mg.,  and  Aramine  were  given 
intravenously  during  a four  hour  period,  which  re- 
stored the  blood  pressure  levels  to  normal  and  abol- 
ished ventricular  tachycardia.  The  patient  appeared 
improved  temporarily,  but  symptoms  of  shock  soon 
returned,  and  he  died  at  the  end  of  the  36th  hour. 
The  temperature  had  risen  to  105  F.  rectally  in  the 
terminal  phase.  Venous  pressure  reading  at  the  30th 
hour  was  13  cm.  with  no  hepato jugular  reflex.  A 
chest  roentgenogram  made  then  showed  no  changes 
from  earlier  films.  The  pleuropericardial  friction 
rub  had  appeared  and  disappeared  several  times 
during  the  last  eight  hours  of  life. 

Clinical  Discussion;  Dr.  Bashour 

Up  to  one  month  before  his  death  the  patient  had 
been  asymptomatic  and  leading  an  active  life.  Clin- 
ical manifestations  of  his  illness  can  be  subdivided 
into  three  distinct  phases,  that  may  be  related  etio- 
logically.  The  first  phase  consists  of  an  acute  lower 
urinary  tract  infection  for  which  treatment  was  in- 
adequate. The  second  phase,  which  prompted  admis- 


sion to  the  hospital,  was  historically  ill-defined;  the 
protocol  indicates  that  it  was  initiated  by  the  appear- 
ance of  an  irregular  peripheral  pulsation.  The  last 
phase  of  the  clinical  course  revolved  around  the 
events  preceding  death,  which  occurred  after  presum- 
ably successful  therapy. 

Early  in  the  course  of  illness,  the  patient  had  chills 
and  fever  and  complained  of  dysuria,  increased  fre- 
quency of  micturition,  and  decreased  size  of  the 
urinary  stream.  These  symptoms,  coupled  with  the 
findings  of  an  enlarged  smooth  prostate,  suggest 
that  obstructive  uropathy  and  urinary  tract  infection 
were  secondary  to  hypertrophy  of  the  prostate,  in- 
stead of  to  renal  calculi  or  simple  acute  pyelonephri- 
tis. The  prostate  was  exquisitely  tender;  presumably 
the  patient  objected  vehemently  to  rectal  examina- 
tion. This  important  physical  finding  suggests  an 
inflammatory  process  in  the  prostate,  such  as  pros- 
tatic abscess  with  or  without  prostatic  calculi. 

During  the  urinary  tract  infection  the  patient  was 
inadequately  treated.  The  bacterial  agent  is  usually 
a gram-negative  bacillus,  insensitive  to  penicillin.  A 
broad-spectrum  antibiotic  should  have  been  admin- 
istered, preferably  Aureomycin.  Nevertheless,  symp- 
toms subsided  temporarily,  recurring  prior  to  the 
final  hospital  admission. 

At  the  time  of  admission,  the  laboratory  findings 
indicated  a urinary  tract  infection  (E.  coli  was 
grown  from  the  urine),  but  findings  on  physical 
examination  were  those  of  left  ventricular  failure: 
orthopnea,  bilateral  basilar  rales,  and  pulsus  alter- 
nans.  The  last-named  sign  is  a manifestation  of 
diminished  myocardial  contractility.  There  was  no 
evidence  of  right  ventricular  failure;  the  venous 
pressure  was  normal. 

Left  ventricular  failure  may  have  been  caused  by 
acute  myocardial  infarction.  The  patient,  however, 
denied  recent  symptoms  of  angina  pectoris.  The  nor- 
mal values  of  serum  glutamic  oxalacetic  transami- 
nase and  of  serum  glutamic  pyruvic  transaminase  do 
not  necessarily  exclude  myocardial  infarction,  as  only 
one  determination  of  each  was  made.  Serum  trans- 
aminase levels  increase  six  to  12  hours  after  and 
subside  three  to  four  days  after  the  onset  of  acute 
myocardial  infarction.  A normal  level  can  be  ob- 
tained either  before  or  after  these  time  limits.  The 
electrocardiogram  showed  auricular  fibrillation,  a 
diffuse  injury  pattern  in  limb  leads  I,  II,  III,  AVF, 
V4-V6,  and  low  QRS  voltage.  These  electrocardio- 
graphic findings  were  not  diagnostic  of  myocardial 
infarction  but  also  could  not  exclude  it.  The  diag- 
nostic significance  of  Q3,  as  an  indication  of  acute 
myocardial  necrosis  in  the  present  episode,  is  dim- 
inished because  it  was  present  in  a previous  tracing. 
The  electro-cardiographic  findings  could  best  be  ex- 
plained on  the  basis  of  acute  pericarditis. 

In  contrast,  left  ventricular  failure  might  be  the 
result  of  rapid  ventricular  response  after  the  estab- 
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Fig.  5.  Photomicrograph  of  epicordium  (X  115).  In  upper  third  of  picture,  there  is  a shaggy  layer  of  fibrin 
with  neutrophilic  leukocytes;  in  the  middle  third  is  a layer  of  granulation  tissue  with  many  capillaries  and 
abundant  ground  substance.  Part  of  the  epicardial  adipose  tissue  is  visible  at  lower  right. 


lishment  of  auricular  fibrillation.  In  an  already  dis- 
eased heart,  a rapid  heart  rate  will  decrease  the  dia- 
stolic rest  of  the  ventricles,  increase  their  work,  di- 
minish their  perfusion  and  their  oxygen  supply,  and 
ultimately  cause  left  ventricular  failure.  Digitaliza- 
tion was  successfully  accomplished,  which  resulted 
in  a decreased  ventricular  rate.  In  spite  of  this  initial 
success  in  therapy,  the  patient  succumbed  to  his  ill- 
ness, in  a state  of  shock. 

As  already  stated,  the  electrocardiogram  was  in- 
dicative of  an  acute  pericardial  lesion.  This  finding 
was  further  substantiated  by  an  easily  detected  fric- 
tion rub.  In  an  acute  myocardial  infarction,  especial- 
ly of  the  anterior  wall,  a fine  friction  rub  can  be 
detected  by  an  experienced  physician,  but  an  easily 
heard  or  loud  fricrion  rub  is  usually  diagnostic  of 
acute  pericarditis.  This  pericardial  lesion  could  either 
be  caused  by  an  infection  (bacterial  or  viral)  or 
could  be  the  so-called  post-myocardial  infarction  or 
Dressler’s  syndrome.  This  latter  diagnosis  is  excluded 
in  the  absence  of  anticoagulant  therapy  coupled  with 
a history  of  myocardial  infarction.  Viral  pericarditis 
rarely  causes  such  a toxic  and  critical  condition,  as 
pointed  out  in  the  protocol,  and  this  possibility  is 
therefore  unlikely.  The  best  possibility  would  be 
bacterial  invasion  of  the  pericardium.  The  original 


bacterial  infection,  in  this  case,  would  be  in  the  uri- 
nary tract. 

As  stressed  by  the  clinical  summary,  the  final 
episode  was  heralded  by  paroxysmal  ventricular  tach- 
ycardia. How  could  this  terminal  episode  be  related 
to  acute  bacterial  pericarditis?  And  aside  from  peri- 
carditis, what  could  have  produced  a state  of  shock 
in  this  patient? 

Shock  caused  by  pericarditis  is  usually  the  result  of 
cardiac  tamponade  secondary  to  the  rapid  accumula- 
tion of  pericardial  effusion.  At  this  time,  the  venous 
pressure  would  rise  to  high  levels.  In  this  patient, 
systemic  venous  pressure  was  slightly  elevated  (13 
cm.  citrate);  this  would,  therefore,  exclude  cardiac 
tamponade.  Furthermore,  pericarditis  seldom  pro- 
duces ventricular  tachycardia.  One  would  therefore 
assume  that  shock  was  not  the  result  of  pericarditis. 

Was  shock  bacteremic  in  origin?  This  possibility 
should  be  considered,  especially  when  there  is  a 
gram-negative  bacterial  infection.  The  four  blood 
cultures  were  sterile,  and  clinical  manifestations  of 
bacteremic  shock  are  dissimilar  to  the  clinical  events 
in  the  present  case.  It  could  be  assumed  that  bac- 
teremic or  endotoxic  shock  was  not  the  immediate 
cause  of  death  but  that  it  might  have  precipitated 
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Fig.  6.  Cut  surface  of  lateral  wall  of  left  ventricle. 
Upper  arrow  indicates  cut  surface  of  thrombosed 
circumflex  branch.  Lower  arrow  indicates  pale  myo- 
cardial infarct  in  lateral  wall  of  ventricle. 

the  third  possibility,  acute  myocardial  infarction. 
Ventricular  tachycardia  followed  by  shock  is  not  an 
infrequent  early  complication  of  acute  myocardial 
infarction.  Except  for  these  clinical  features  of  the 
terminal  episode,  it  would  be  difficult  to  substanti- 
ate such  a diagnosis  from  the  clinical  summary. 

In  summary,  this  patient  had  a urinary  tract  infec- 
tion and  possibly  prostatic  abscess  prior  to  his  last 
hospital  admission.  On  admission,  left  ventricular 
failure  was  evident.  This  could  best  be  explained  on 
the  basis  of  the  rapid  ventricular  response  in  atrial 
fibrillation.  In  addition,  acute  bacterial  pericarditis 
presumably  developed.  The  fatal  outcome  was  prob- 
ably caused  by  acute  myocardial  infarction,  which 


Autopsy  Findings:  Dr.  Fallis 

resulted  in  ventricular  tachycardia,  shock,  and  death. 

Autopsy  diagnoses  were  acute  prostatitis,  acute  . 
pericarditis,  acute  coronary  arteritis  with  thrombosis, 
and  acute  myocardial  infarction.  The  prostate  gland 
was  moderately  enlarged  and  contained  an  abscess  3 
cm.  in  diameter,  which  was  filled  with  thick  yellow 
pus.  The  remaining  prostatic  tissue  contained  a few 
hyperplastic  nodules,  but  there  were  no  calculi.  There 
was  no  cystitis  or  pyelonephritis. 

The  pericardial  sac  contained  300  cc.  of  brown, 
turbid  fluid.  The  epicardium  and  pericardium  were 
covered  by  a thick  layer  of  shaggy,  yellow,  fibrino- 
purulent  exudate.  This  exudate  was  adherent  to  the 
epicardium  and  could  not  be  peeled  away.  On  micro- 
scopic study,  acute  fibrinopurulent  inflammation  ' 
with  beginning  organization  in  its  deeper  parts  was 
seen.  Duration  of  this  condition  was  estimated  at 
ten  days  to  two  weeks.  Culture  of  the  pericardial 
fluid  showed  E.  colt. 

The  circumflex  branch  of  the  left  coronary  artery 
contained  a recent  occlusive  thrombus  2 cm.  long. 
This  coronary  thrombus  was  firm,  purple,  and  gran- 
ular. On  microscopic  examination,  the  acute  peri^ 
carditis  had  involved  the  wall  of  the  left  circumflex 
branch,  and  the  mural  thrombus  had  affected  a seg- 
ment of  the  vessel  which  was  the  site  of  acute  sup- 
purative arteritis.  There  was  only  slight  coronary 
arteriosclerosis,  without  ulceration  or  significant  nar- 
rowing. Except  for  the  thickened  epicardium,  the 
heart  was  of  normal  size.  In  the  lateral  wall  of  the  • 
left  ventricle,  corresponding  to  the  area  supplied  by 
the  occluded  coronary  artery,  there  was  an  acute 
transmural  myocardial  infarct.  In  the  diseased  re- 
gion, the  cut  surface  of  the  myocardium  was 
yellowish-gray,  firm,  dry,  and  slightly  friable.  Micro- 
scopic study  showed  fresh  coagulation  necrosis  of  \ 
the  myocardial  fibers,  pyknotic  and  partly  karyor-  : 
rhectic  neutrophils,  and  no  granulation  tissue.  Special 
stains  revealed  a few  colonies  of  gram-negative  ba- 
cilli in  the  necrotic  myocardial  tissue  caused  by  f 
secondary  infection  of  the  devitalized  tissue.  From  i 
its  gross  and  microscopic  features,  the  myocardial  ■, 
infarct  was  estimated  to  be  5 days  old;  it  presum-  f| 
ably  had  occurred  at  the  time  of  the  transient  un- 
consciousness (cerebral  ischemia  caused  by  hypoten- 
sion).  There  were  no  old  infarcts.  ( 

The  sequence  of  events  in  this  patient  apparently  ; 
was  as  follows:  (1)  acute  prostatitis  with  one  or  ‘ 
more  episodes  of  bacteremia,  (2)  acute  hematogen-  y 
ous  bacterial  pericarditis,  (3)  extension  of  peri-  I 
carditis  into  the  circumflex  branch  of  the  left  cor- 
onary artery,  causing  arteritis  and  thrombosis,  and 
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Fig.  7.  Photomicrograph  of  circumflex  branch  of  left  coronary  artery  (X  32).  Lower  half  of  circumference  of 
thp  vessel  is  thickened  by  an  arteriosclerotic  plaque;  in  right  lower  part  of  the  vessel  is  an  intramural  abscess. 
Lumen  is  partly  filled  with  a recent  thrombus;  elsewhere  the  thrombus  completely  occludes  the  lumen. 


(4)  acute  myocardial  infarction.  The  terminal  event 
was  ventricular  arrhythmia  induced  by  the  myocardi- 
al infarct. 

Coronary  arteritis  and  thrombosis  is  an  uncom- 
mon complication  of  acute  bacterial  pericarditis.  The 
presence  of  the  myocardial  infarct  explains  the  ven- 
tricular arrhythmia  and  shock  which  were  compli- 
cations of  pericarditis  in  this  case. 


Major  Pathologic  Diagnoses 

1.  Acute  suppurative  prostatitis. 

2.  Acute  and  organizing  fibrinopurulent  peri- 
carditis due  to  E.  coli. 

3-  Acute  arteritis  with  thrombosis  of  circumflex 
branch  of  left  coronary  artery. 

4.  Acute  myocardial  infarct. 


Traffic  Death  Rates  Drop 

Figures  indicate  that  the  number  of  traffic  deaths  per  100,000,000  miles  has 
decreased  during  the  past  three  years.  Below  is  a chart  showing  a few  of  the 
pertinent  statistics  which  have  been  compiled  by  the  Statistical  Bureau  of  the 
Department  of  Public  Safety. 


Total 

No.  Fatal 

Total  No. 

Number 

Deaths  per 
Miles  100,000,000 

Economic 

Year 

Fatalities 

Accidents 

Accidents 

Injured 

Driven  miles 

Loss 

1959 

2,453 

2,026 

340,158 

139,845 

46,052,601,723  5.3 

$381,781,000 

1960 

2,254 

1,842 

312,242 

127,980 

46,352,734,855  4.9 

350,022,500 

1961 

2,314 

1,899 

324,149 

132,570 

47,937,315,761  4.8 

356,112,000 
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AtAA's  Chicago  Meeting 


Medicine  in  the  Atomic  Age 


A broad,  generalized  session  that  covers  everything 
in  medicine  is  the  aim  of  the  American  Medical 
Association’s  Council  on  Scientific  Assembly,  and 
the  111th  Annual  Meeting  June  24-28  in  Chicago 
gives  promise  of  doing  exactly  that. 

For  the  program,  which  will  follow  the  theme, 
"Medicine  in  the  Atomic  Age”,  the  21  sections  con- 
centrating on  the  medical  specialties  are  pooling  their 
talents  and  resources  to  bring  the  top  men  in  the 
nation  to  deliver  papers  in  areas  such  as  nuclear 
medicine,  mental  health,  tissue  transplantation,  in- 
flammatory and  ulcerative  diseases  of  the  small  in-- 
testine,  inhalation  therapy,  clinical  cardiology  and 
anticoagulant  therapy,  and  diagnostic  problems  and 
exfoliative  cytologic  methods. 

To  be  held  in  Chicago’s  new  $34,000,000  con- 
vention center,  McCormick  Place,  the  meeting  will 
include  more  than  200  eminent  scientists  in  the 
Multiple  Disciplinary  Research  Forum;  eight  gen- 
eral programs,  never  before  scheduled,  by  the  com- 
bined specialties;  more  than  700  exhibits;  and  live 
color  TV  and  motion  picture  premieres  to  introduce 
surgical  innovations. 

McCormick  Place,  located  on  Lake  Michigan  at 
23rd  Street,  is  a horizontal  structure  three  blocks 
long,  a block  wide,  and  equal  in  space  facilities  to 
a 10  story  building.  The  air  conditioned  "city”  is 
fully  equipped  to  handle  30,000  people  per  hour  as 
they  visit  the  exhibit  area,  which  is  roughly  as  large 
as  six  football  fields.  Other  areas  of  McCormick 
Place  feature  spacious  meeting  rooms,  theaters,  at- 
tractive restaurants,  lounges,  shops,  and  colorful 
promenades. 

Exhibitors  are  welcoming  the  convenient  arrange- 
ment whereby  a train  of  railroad  cars  can  run  inside 
the  exhibit  area  of  the  building  on  a special  spur  for 
unloading  equipment. 


The  1962  meeting  will  be  the  first  in  recent  his- 
tory in  which  it  will  be  possible  to  house  the  entire 
meeting  under  one  roof.  There  are  45,700  hotel 
rooms  in  the  central  Chicago  area,  plus  more  than 
100  hotels  in  and  around  the  city. 

Physicians  may  make  room  reservations  by  writ- 
ing to  the  Chicago  Convention  Bureau,  Suite  900, 
134  North  LaSalle  Street,  Chicago  2.  A doctor  may 
register  in  advance  for  the  meeting  by  sending  his 
name,  address,  name  of  his  state  medical  association, 
and  specialty  interest  to:  Circulation  and  Records 
Department,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago  10. 

Nuclear  Medicine 

The  American  Medical  Association  and  the 
Atomic  Energy  Commission  will  be  joint  sponsors 
of  a special  joint  meeting  on  Nuclear  Medicine  at 
the  AMA  convention.  "The  nuclear  age  already  has 
begun  to  bring  many  changes  and  innovations  to 
the  practice  of  medicine,”  said  Dr.  Samuel  P.  New- 
man of  Denver,  chairman  of  the  AMA’s  Council 
on  Scientific  Assembly.  '"The  program  of  the  special 
joint  meeting  at  the  Chicago  meeting  is  designed 
to  enable  the  physician  in  practice  to  bring  his 
knowledge  of  available  nuclear  diagnosis  and  therapy 
up-to-date,”  Dr.  Newman  said. 

Fresh  Pathology 

Specimens  of  unusual  pathology  will  be  brought 
in  each  morning  from  hospitals  and  laboratories  in 
the  Chicagoland  area.  Specimen  collections  have 
now  begun  and  they  will  be  quick  frozen  to  preserve 
them  until  the  convention  opens. 

Each  specimen  will  be  labeled.  Serving  as  demon- 
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strators  will  be  the  pathologists  who  collected  the 
specimens. 

They  will  explain  specific  tissue  pathology  to  the 
visiting  physicians  from  all  over  the  country  as  they 
step  up  to  the  exhibit.  For  each  piece  of  tissue, 
the  demonstrating  pathologist  has  a file  card  to 
which  he  can  refer.  The  card  carries  all  the  neces- 
sary diagnostic  information  about  the  patient  and 
his  condition,  whether  living  or  dead. 

The  fresh  tissue  exhibit,  which  evolves  from  a 
pathology  exhibit  first  shown  at  a Columbus,  Ohio, 
session  of  the  American  Medical  Association  in  1899, 
has  only  one  purpose:  to  teach  the  physician. 

Organ  and  Tissue  Transplant  Progress 

Progress  of  medical  science  in  replacing  defective 
organs  and  tissues  with  healthy  "spare  parts”  taken 
from  donors  will  be  reviewed  and  evaluated  in  a 
half-day  session  devoted  to  experimental  surgery 
and  research  in  biochemistry  and  immunology. 

Much  of  the  program  will  deal  with  the  kidney, 
an  organ  eminently  suited  for  transplantation.  The 
elective  surgical  removal  of  one  kidney  involves  a 
definite  although  minimal  risk,  and  the  surgical  con- 
nection of  the  blood  vessels  of  the  donated  kidney 
to  the  vessels  of  the  recipient  is  generally  not  pro- 
hibitively difficult. 

Also,  there  will  be  discussions  of  many  general 
problems  associated  with  transplantation  of  organs 
and  bone. 

Nutrition  and  Diet 

Infant  and  child  nutrition,  lipid  metabolism,  obes- 
ity, nutrition  in  medical  practice,  and  food,  fat,  and 
fallout  will  be  under  intense  review  and  discussion 
during  the  111th  Annual  Meeting  of  the  American 
Medical  Association  in  Chicago,  June  24-28. 

A special  weeklong  Nutrition  and  Diet  Confer- 
ence and  Exhibit,  prepared  by  the  AMA  Council  on 
Foods  and  Nutrition,  will  be  open  in  McCormick 
Place  to  all  physicians.  Following  each  segment  of 
the  program,  the  eminent  researchers  in  clinical  nu- 
trition who  will  serve  as  panelists  and  staff  the 
exhibit  will  be  on  hand  to  discuss  their  presentations 
with  visiting  physicians. 

Bloodless  Brain  Surgery 

A bloodless  form  of  brain  surgery  that  relieves 
once-hopeless  cases  of  tremor  and  rigidity  will  be 
described  by  Dr.  Irving  S.  Cooper,  director  of  the 
department  of  neurologic  surgery,  St.  Barnabas  Hos- 
pital for  Chronic  Diseases,  New  York  City.  He  will 
summarize  his  10-year  investigation,  comprising 
2,000  consecutive  cases. 


He  will  document  his  results  by  disease,  showing, 
for  example,  that  it  is  now  possible  to  abolish  park- 
insonism tremor  and  rigidity  in  properly  selected  pa- 
tients with  better  than  an  80  per  cent  chance  of 
lasting  success  and  with  a risk  of  less  than  1 per  cent. 

Dr.  Cooper’s  technique,  recently  modified,  util- 
izes freezing  to  minus  200  degrees  centigrade  as  a 
surgical  tool  instead  of  an  ordinary  scalpel. 

Using  liquid  nitrogen  delivered  with  an  insulated 
cannula,  he  freezes  small  areas  deep  within  the  brain 
to  stop  permanently  the  tremor  and  rigidity  associ- 
ated with  a number  of  diseases. 


Woman's  Auxiliary 

A special  program  for  all  doctors’  wives — featur- 
ing a report  on  current  affairs  in  the  nation’s  capital 
and  tips  on  "guarding  your  husband’s  health” — will 
be  presented  during  the  39th  annual  convention  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association. 

More  than  2,000  Auxiliary  members  and  other 
physicians’  wives  are  expected  to  attend. 

The  Auxiliary  House  of  Delegates  will  convene 
June  25  and  will  adjourn  June  27.  Meetings  will  be 
devoted  to  reports  and  discussions  of  Auxiliary  ac- 
tivities. 

The  annual  tea  honoring  the  president,  Mrs.  Har- 
lan English  of  Danville,  111.,  and  the  president-elect, 
Mrs.  William  G.  Thuss  of  Birmingham,  Ala.,  will 
be  held  June  25. 

For  the  first  time.  Auxiliary  members  will  have 
an  opportunity  to  display  their  original  works  of 
art  in  a special  Auxiliary  Art  Exhibit.  Awards  will 
be  given  in  four  categories — oils,  watercolors,  draw- 
ings, and  sculpture. 

A full  schedule  of  sightseeing  tours,  coke  parties, 
swimming  parties,  and  other  activities  will  be  ar- 
ranged throughout  the  week  for  the  teen-age  mem- 
bers of  A.M.A.  families. 

All  Auxiliary  members,  their  guests  and  guests 
of  physicians  attending  the  A.M.A.  annual  meeting 
may  participate  in  the  social  functions  and  attend 
the  Auxiliary  general  meetings. 

See  Your  AMA  In  Action 

Physicians  and  their  wives  are  invited  to  tour  the 
Association’s  headquarters  at  535  North  Dearborn 
Street  during  the  week  of  the  A.M.A.’s  annual  meet- 
ing in  Chicago. 

Located  just  north  of  Chicago’s  Loop,  this  hand- 
some nine-story  newly-remodeled  building  will  be 
open  for  inspection.  Special  guided  tours  will  be 
conducted  from  9 a.m.  to  4 p.m.  Monday,  June  25, 
through  Friday,  June  29. 
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Chest  Physicians  Plan  June  Meeting 


The  American  College  of  Chest  Physicians  will 
hold  its  five-day , annual  meeting  in  Chicago,  June 
21-25. 

The  program  will  include  postgraduate  seminars, 
open  forums,  a cine  symposium,  round  table  lunch- 
eon sessions,  and  motion  pictures,  and  will  cover 
such  topics  as  management  of  the  tuberculous  pa- 
tient with  drug-resistant  organisms,  underwater  phys- 
iology, incompetent  cardia,  chest  roentgenology,  car- 
diopulmonary trauma,  histoplasmosis,  congenital 
heart  disease,  and  postoperative  care  in  cardiac  sur- 
gery. 

The  highlight  of  the  social  program  will  be  the 
annual  presidents’  banquet  on  June  24,  at  which  the 
College  Gold  Medal  will  be  awarded  to  a physician 
for  meritorious  achievement  in  the  field  of  chest 
diseases.  On  the  same  evening  the  annual  convoca- 
tion will  be  held  and  certificates  of  fellowship  in  the 
College  will  be  awarded  to  100  physicians. 

On  June  25  there  will  be  a joint  meeting  of  the 
American  College  of  Chest  Physicians  and  the 


American  Medical  Association  at  McCormick  Place, 
Chicago’s  new  convention  center.  This  program  will 
include,  in  addition  to  the  regular  scientific  sessions, 
six  round  table  luncheon  sessions  and  will  be  con- 
cerned with  such  topics  as  surgical  treatment  of 
acquired  cardiovascular  diseases,  special  problems  in 
diseases  of  the  chest,  and  inhalation  therapy. 

The  always  popular  fireside  conferences,  long  a 
feature  of  the  Chest  Physicians  meetings,  will  again 
be  part  of  the  joint  meeting  with  the  AMA.  Among 
the  topics  to  be  included  in  the  30  round  table 
discussion  sessions  are  bronchial  carcinoma,  allergic 
bronchitis  and  allergic  pneumonitis,  screening  tests 
for  emphysema,  indications  for  cardiac  surgery  in  the 
first  year  of  life,  impending  myocardial  infarction, 
esophageal  problem  cases,  and  the  smoking  contro- 
versy. 

Additional  information  may  be  obtained  by  writ- 
ing Mr.  Murray  Kornfeld,  Executive  Director,  Amer- 
ican College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11. 


Disaster  Medical  Care 
Conference  Scheduled 

The  10th  annual  National  Conference  on  Disaster 
Medical  Care,  sponsored  by  the  Council  on  National 
Security  of  the  American  Medical  Association,  will 
be  held  June  23  in  Chicago. 

The  one-day  meeting  precedes  the  opening  of 
AMA’s  111th  Annual  Meeting.  "Community  Pre- 
paredness for  Emergencies”  will  be  the  theme. 

The  program,  consisting  of  three  sections,  was 
developed  and  will  be  presented  by  the  Division 
of  Health  Mobilization  of  the  U.  S.  Public  Health 
Service.  Dr.  Luther  L.  Terry,  Surgeon  General,  will 
deliver  the  keynote  address,  "Preparedness  at  the 
Community  Level”. 

Additional  information  may  be  obtained  by  writ- 
ing the  Department  of  National  Security,  American 
Medical  Association,  535  N.  Dearborn,  Chicago  10. 

CARE  and  MEDICO  Merger  Announced 

Merger  of  CARE  and  MEDICO,  in  a move  to  cut 
administrative  costs  and  reduce  the  number  of  ap- 
peals, was  announced  recently  in  Medical  W odd 
News.  Last  year  MEDICO  dispensed  about  $2,000,- 
000  worth  of  drugs  and  supplies  and  now  has  20 
medical  teams  working  abroad.  CARE  gave  $53,- 
000,000  in  material  last  year  and  currently  operates 
in  32  foreign  countries. 


Western  Cardiac  Conference 
Planned  May  28-30  in  Denver 

Twenty-three  speakers  will  participate  in  the  10th 
Western  Cardiac  Conference  to  be  held  May  28-30 
in  Denver,  Colo. 

The  American  College  of  Cardiology  Scientific 
Sessions  will  follow  the  Cardiac  Conference.  Regis- 
trations will  be  accepted  for  both  sessions  from  all 
physicians. 

For  further  information,  write  Colorado  Heart 
Association,  1636  Logan  Street,  Denver  3. 


New  Health  Organization  Directory  Published 

A new  health  directory.  Health  Organizations  of 
the  United  States  and  Canada:  National,  State  and 
Regional,  has  been  published  by  the  Graduate 
School  of  Business  and  Public  Administration  at 
Cornell  University. 

The  bound  volume  is  the  first  complete  and  up 
to  date  directory  of  voluntary  associations,  profes- 
sional societies,  and  other  groups  concerned  with 
health,  medical,  hospital,  pharmaceutical,  and  related 
fields.  Consisting  of  196  pages,  the  directory  is  $10. 
It  is  available  from  the  Publications  Section  of  the 
University,  Ithaca,  N.  Y. 
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County  Medical  Societies  Elect 

County  medical  societies  in  Texas  have  announced 
the  following  officers  for  1962: 

Camp -Morris -Titus. — President,  Dr.  James  F.  Lee, 
Daingerfield;  vice-president.  Dr.  Percy  A.  Rietz, 
Pittsburg;  secretary-treasurer.  Dr.  James  S.  Leeves, 
Naples;  and  delegate.  Dr.  James  E.  Ball,  Mount 
Pleasant. 

Gregg. — President,  Dr.  George  R.  Hugman,  Jr., 
Gladewater;  vice-president.  Dr.  Howard  E.  Lebus, 
Gladewater;  secretary-treasurer.  Dr.  Ray  Hudspeth, 
Gladewater;  and  delegate.  Dr.  Ralph  C.  Crawford, 
Longview. 

DeWitt. — President,  Dr.  A.  E.  Mgebroff,  Yoakum; 
vice-president.  Dr.  David  H.  Watson,  Yoakum;  sec- 
retary-treasurer, Dr.  Oscar  E.  Hall,  Jr.,  Cuero;  and 
Dr.  Frank  A.  Prather,  Cuero,  delegate. 

Rx  From  Bulgaria 

A prescription  written  in  Bulgarian  stumped  Alva- 
rado druggists  only  temporarily.  It  was  presented  by 
a native  of  Alvarado  on  behalf  of  a relative  who  lives 
in  Bulgaria,  and  was  for  a heart  medicine  that  can- 
not be  obtained  there.  Since  neither  pharmacist  at 
the  Alvarado  store  could  read  Bulgarian,  they  sent  the 
prescription  'to  a national  drug  firm  in  New  York 
for  trartsliation.  Soon  the  medicine  was  on  its  way  via 
airmail  from  Texas  to  Bulgaria.  The  incident  was 
reported  in  Texas  Pharmacy. 

Dallas  Group  To  Assist  Elderly 

A Citizens  Commission  for  Action  on  Aging  has 
been  established  in  Dallas  to  assist  the  elderly  with 
health  needs  and  related  problems  of  housing,  recre- 
ation, and  other  factors,  according  to  the  AMA 
News. 

Dr.  Milford  O.  Rouse  of  Dallas  reported  at  the 
Southern  Medical  Association’s  annual  meeting  that 
an  unnamed  foundation  has  agreed  to  subsidize  the 
18-month  initial  project. 

International  Medical  Assembly  Elects 

Dr.  William  M.  Center,  San  Antonio,  is  the  new 
president-elect  of  the  International  Medical  Assembly 
of  Southwest  Texas;  he  was  elected  in  March.  Other 
officers  are  Drs.  John  C.  Parsons,  president;  James 

L.  Mims,  Jr.,  vice-president;  Col.  William  Nichol, 

M. C.,  second  vice-president;  Bernard  T.  Fein,  secre- 
tary-treasurer; and  W.  E.  Strozier,  S.  Perry  Post,  and 
John  C.  Meadows,  new  members  of  the  board  of 
directors. 


Texas  Medical  Assistants 
Plan  Fifth  Convention 

Galveston  is  the  chosen  locale  of  the  fifth  annual 
session  of  the  Texas  Medical  Assistants  Association. 
Members  of  the  Galveston  County  Medical  Assistants 
Society,  under  the  chairmanship  of  Helen  Kirk 
Lauve  and  Patricia  Knox,  will  serve  as  hostesses  for 
the  June  7-10  meet. 

'The  weekend  activities  will  begin  with  a moon- 
light boat  ride,  include  the  formality  of  installation 
of  new  officers,  and  conclude  with  a presentation  by 
Dr.  Leo  Starry  of  Oklahoma  whose  "The  Holy 
Shroud”  will  be  featured  at  the  Sunday  morning 
breakfast.  Those  participating  in  educational  panels 
will  be:  Mr.  Robert  H.  Albright,  Medical-Dental- 
Hospital  Bureau,  Galveston;  Dr.  Howard  O.  Smith, 
Marlin;  Mr.  William  P.  Strube,  Jr.,  Houston,  Chris- 
tian Anti-Communism  League;  Mr.  C.  Dean  Davis, 
Austin;  and  Dr.  John  R.  Derrick,  Galveston,  who 
will  give  a demonstration  of  open  heart  surgery  as 
part  of  a tour  of  the  University  of  Texas  Medical 
Branch.  Dr.  C.  Denton  Kerr,  Houston,  will  serve 
as  master  of  ceremonies  and  Mrs.  Judy  Coleman, 
Dallas,  vice-president  of  the  American  Association 
of  Medical  Assistants  will  serve  as  installing  officer. 

The  TMAA  has  made  continued  progress  since 
Bexar,  Dallas,  and  Travis  Counties  formed  its  nu- 
cleus five  years  ago.  There  are  now  18  affiliated 
counties.  Mrs.  Mary  B.  Moran,  Houston,  president 
of  TMAA,  chose  "Progress  Through  Unity”  as  her 
convention  theme.  In  1961-1962,  the  counties  of 
Nacogdoches,  Nueces,  Lamar-Delta,  and  Smith  have 
been  added. 

Mrs.  Mildred  Crawford,  San  Antonio,  will  be  in- 
stalled as  president. 


Texas  Reverses  Trend 

While  a steady  decrease  in  attendance  at  annual 
conventions  has  been  reported  by  many  state 
medical  societies  and  other  professional  and  trade 
associations,  Texas  Medical  Association  has  re- 
versed the  trend. 

Presently,  the  Texas  Annual  Sessions  are  at- 
tracting about  1,700  physicians  annually,  approxi- 
mately 22  per  cent  of  the  membership.  Total 
attendance,  including  the  Woman’s  Auxiliary,  ex- 
hibitors, medical  students,  and  guests,  has  been 
exceeding  3,400. 

Credited  with  the  continuing  increase  is  the 
quality  of  the  scientific  program  and  the  encour- 
agement of  more  concurrent  meetings  of  specialty 
and  related  medical  societies. 
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DRUG  NOTES 

Antihypertensive,  Diuretic 
Drugs  Studied 


Aldomet 

Aldomet  (methyldopa,  Merck  and  Company, 
Inc.)  is  a new  antihypertensive  agent  recently  listed 
in  the  Journal  of  the  American  Pharmaceutical  As- 
sociation} Chemically,  this  compound  is  described 
as  levo- 3 - ( 3 , 4-dihydroxy-phenyl ) -2  -methylalanine. 
On  a biochemical  basis,  it  may  be  considered  as  an 
antimetabolite  of  dopa,  or  an  intermediate  in  the 
biosynthesis  of  norepinephrine  and  epinephrine.  In 
this  respect,  one  may  visualize  an  analogy  with 
Monase*  (etryptamine,  Upjohn)^  which  is  an  anti- 
metabolite of  serotonin. 

At  the  First  International  Pharmacological  Meet- 
ing in  Stockholm,  August,  1961,  Drs.  Sjoerdsma  and 
Udenfriend^  reported  that  of  several  compounds 
known  to  inhibit  the  decarboxylation  of  aromatic  L- 
amino  acids,  methyldopa  had  been  seleaed  for  study 
in  man.  During  the  experiments,  two  pharmacologi- 
cal effects  were  observed:  sedation,  and  lowering  of 
blood  pressure.  Studies  on  50  hypertensive  patients 
for  periods  up  to  15  months  indicated  that  methyl- 
dopa shows  considerable  promise  as  an  antihyper- 
tensive agent  and  possibly  as  a tranquilizer. 

In  view  of  this,  methyldopa  provides  the  basis  for 
some  interesting  structure-activity  deductions  on  a 
biochemical  basis.  These  are  significant  correlations, 
because  when  compared  with  etryptamine,  it  may 
be  concluded  that  in  both  cases  the  antimetabolite 
concept  has  served  as  the  basis  for  the  pharmacologic 
properties  of  each.  In  spite  of  this  analogy,  each  of 
the  developments  led  to  pharmacologically  and  ther- 
apeutically different  products.  Etryptamine,  a mono- 
amine oxidase  inhibitor,  interferes  as  an  antimetab- 
olite  with  the  metabolism  of  serotonin,  thus  decreas- 
ing the  oxidative  degradation  of  this  metabolite  and 
promoting  its  availability.  On  the  other  hand,  methyl- 
dopa as  an  antimetabolite  of  dopa  (dihydroxy- 
phenyl-alanine)  interferes  with  the  biosynthesis  of 
norepinephrine  and  epinephrine,  thus  leading  to  the 
antihypertensive  action. 

Chemically,  it  is  interesting  to  note  that  methyl- 
dopa is  the  a-methyl  analog  of  the  natural  metabo- 
lite, whereas,  etryptamine  is  the  a-ethyl  analog  of 
the  natural  metabolite,  tryptamine.  The  former  is  an 


* Etryptamine  (Monase)  has  been  withdrawn  from  the 
market  because  of  certain  toxic  manifestations. 


intermediate  in  the  biosynthesis  of  epinephrine  and 
the  latter  is  an  intermediate  in  the  biosynthesis  of 
serotonin. 

Sjoerdsma  and  Udenfriend,  in  evaluating  the  prop- 
erty of  methyldopa  of  inhibiting  the  decarboxyla- 
tion of  L-amino  acids,  utilized  levels  of  urinary 
amines  as  an  index  of  decarboxylation  (one  of  the 
steps  in  the  biosynthesis  of  the  urinary  amines). 
Patients  with  hypertension  and  phenylketonuria  were 
treated  with  one  to  six  Gm.  per  day  of  methyldopa. 
A marked  inhibition  of  the  conversion  of  tyrosine, 
dopa,  phenylalanine,  tryptophan,  and  5 -hydroxy tryp- 
tophan, to  their  corresponding  urinary  amines  was 
observed. 

Quinethazone 

Quinethazone  (Lederle  Laboratories)  has  been 
studied  clinically  by  Drs.  Seller  and  Swartz  at  The 
Hahnemann  Medical  College  and  Hospital.'*  Their 
experiments  have  revealed  the  diuretic  and  saluretic 
effectiveness  of  this  compound. 

Quinethazone  is  not  a benzothiadiazine  derivative, 
but  chemically,  the  two  are  structurally  related.  The 
structural  analogy  may  be  visualized  by  replacement 
of  the  sulfur- 1,  1 -dioxide  (sulfone)  grouping  in  the 
benzothiadiazine  nucleus  with  a carbonyl  group. 
Quinethazone  is  2-ethyl-4-keto-7-chloro-6-sulfamyl-l, 


Upjohn  Withdraws  Monase  from  Market 

The  Upjohn  Company  has  announced  the  with- 
drawal of  its  product  Monase  from  the  market. 
Monase,  a psychic  energizer  or  mood  elevator  used 
in  treating  depressed  patients,  was  first  marketed  in 
June,  1961. 

In  a letter  mailed  to  physicians  in  March,  the 
Upjohn  firm  noted  that  despite  extensive  pre-mar- 
keting animal  and  clinical  studies  which  indicated  a 
wide  margin  of  safety,  an  occasional  patient  has 
developed  a blood  disorder  called  agranulocytosis 
in  association  with  the  administration  of  Monase. 
Because  of  this  unforeseen  and  non-predictable  oc- 
currence, the  company  in  cooperation  with  the  Fed- 
eral Food  and  Drug  Administration  has  withdrawn 
the  product  from  the  market. 
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2,  3,  4-tetrahyclroquinazoline.  On  the  basis  of  struc- 
ture-activity studies,  it  may  be  concluded  that  the 
sulfur- 1,  2 -dioxide  grouping  is  not  absolutely  essen- 
tial for  diuretic  activity,  in  spite  of  the  fact  that 
many  newer  diuretics  are  modifications  of  the  benzo- 
thiadiazine  molecule. 

Seller  and  Swartz  conclude  that  quinethazone  is 
a potent,  orally  effective  diuretic.  Bioassay  studies 
demonstrated  that  its  duration  of  action  is  approxi- 
mately 24  hours;  hence,  this  property  may  be  a 
therapeutic  advantage.  After  prolonged  daily  admin- 
istration, the  drug  continued  to  be  effective,  and  no 
significant  untoward  effects  or  toxic  manifestations 
were  noted.  Concerning  its  mechanism  of  action,  the 
potassium  loss  is  suggestive  of  carbonic  anhydrase 
inhibition,  but  its  actual  mode  of  action  is  not  pre- 
cisely understood.  Bioassay  and  acute  weight  loss 
studies  have  revealed  that  the  maximum  effective 
dose  is  200  mg. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Lee  F.  Worrell,  Ph.D., 

College  of  Pharmacy, 

The  University  of  Texas,  Austin. 
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Texas  Medical  Center  Has  New  Director 

Richard  T.  Eastwood,  Ph.D.,  will  succeed  Fred- 
erick C.  Elliott,  D.D.S.,  as  executive  head  of  the 
Texas  Medical  Center  in  Houston  some  time  in  Au- 
gust. Dr.  Eastwood  has  been  executive  director  of 
affairs  at  the  University  of  Alabama  for  23  years, 
and  will  hold  the  new  title  of  executive  vice-presi- 
dent. 

Dr.  Elliott  has  been  executive  secretary  of  the 
Center  since  1952.  He  will  remain  as  a vice  presi- 
dent of  the  Center  largely  in  planning  future  devel- 
opment. 

Texan  Awarded  Markle  Scholarship 

Dr.  Fitzhugh  Carter  Pannill,  Jr.,  assistant  professor 
and  assistant  dean  of  the  University  of  Texas  South- 
western Medical  School,  Dallas,  is  one  of  25 
young  medical  scientists  who  have  been  appointed 
Markle  Scholars  in  Medical  Science  by  the  John  and 
Mary  R.  Markle  Foundation  of  New  York.  The  ap- 
pointment provides  a $30,000  grant  to  the  medical 
school,  where  Dr.  Pannill  will  teach  and  do  research; 
it  is  to  be  paid  at  the  rate  of  $6,000  per  year  to 
supplement  his  salary  and  aid  his  research. 


Ashbel  Smith's  Library 
Displayed  at  UT 

Portions  of  the  library  of  Dr.  Ashbel  Smith,  known 
as  "the  most  erudite  man  in  the  Republic  of  Texas,” 
were  on  view  for  visitors  at  the  University  of  Texas 
during  the  annual  Roundup  in  April. 

Dr.  Llerena  Friend,  Texas  History  Center  librarian, 
calls  the  display  "Library  of  a Regent.”  Dr.  Smith,  a 
physician  who  devoted  much  of  his  life  to  public 
service,  was  first  chairman  of  the  University  of  Texas 
Board  of  Regents. 

Smith  earned  his  medical  degree  at  Yale  Univer- 
sity and  did  postgraduate  work  in  medicine  in  Paris, 
where  he  was  a friend  of  the  writer  James  Fenimore 
Cooper.  He  practiced  medicine  in  North  Carolina 
before  coming  to  Texas  in  1837.  He  was  surgeon 
general  of  the  army  of  the  Republic. 

Smith  was  a classical  scholar,  as  well  as  an  out- 
standing physician  and  prominent  public  figure.  His 
well-read  Larin  and  Greek  books  traveled  with  him 
to  France  and  England,  where  he  represented  the 
Republic  of  Texas  as  charge  d’affaires  from  1842  to 
1844.  He  also  bought  books  in  London,  where  he 
was  one  of  the  commissioners  from  the  U.S.  to  the 
London  Industrial  Exposition  in  1851,  and  in  Paris, 
where  he  was  an  honorary  commissioner  from  Texas 
at  the  World’s  Exposition  of  1878. 

Smith  was  a leader  in  all  movements  for  the 
advancement  of  education  in  Texas  and  was  instru- 
mental in  establishment  of  the  University  of  Texas. 
As  chairman  of  the  first  board  of  regents,  he  tried 
to  induce  the  best  faculty  members  to  come  to  Texas 
in  order  that  the  instimtion  might  start  with  an  es- 
tablished reputation  for  scholarship. 

Dr.  Smith  died  in  1886.  His  4,000- volume  library 
came  to  the  University  in  1902.  His  papers  were 
added  to  the  collection  in  1920.  They  are  in  the 
Eugene  C.  Barker  Texas  History  Center  on  the  cam- 
pus. 

Blue  Shield  Film 
Used  in  High  Schools 

Almost  3,000  prints  of  the  new  Blue  Shield  film, 
"The  Guardians,”  have  been  distributed  to  secondary 
schools  for  use  as  a teaching  supplement  by  science 
teachers,  health  education  teachers,  and  home  eco- 
nomics and  social  smdies  instructors.  Guidance  coun- 
selors also  have  found  it  useful  in  discussing  careers 
in  medicine.  The  film  seeks  to  give  young  people 
an  understanding  of  the  struggle  by  the  medical  pro- 
fession to  overcome  disease,  of  the  progress  of  medi- 
cine through  the  ages,  and  to  develop  an  appreciation 
for  the  "guardian”  of  health,  the  physician. 
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Loan  Funds  To  Aid 
Medical  Students 

Financial  support  will  soon  be  available  to  medical 
students,  interns,  and  residents  under  a plan  accepted 
by  the  board  of  directors  of  the  American  Medical 
Association  Education  and  Research  Foundation. 

Under  this  plan,  students  may  receive  financial 
aid  at  any  stage  of  their  medical  education.  The 
loans  will  be  available  to  full  time  students  of  good 
academic  standing  attending  one  of  the  American 
medical  schools  approved  by  the  AMA  Council  on 
Medical  Education  and  Hospitals.  Interns  and  resi- 
dents will  be  eligible  if  they  take  their  training  in 
a hospital  approved  by  the  Council. 

Medical  schools,  the  banking  industry,  and  the 
AMA  will  participate  in  operation  of  the  program. 
Medical  schools  will  make  the  details  of  the  plan 
known  to  students  and  provide  application  materials. 
Private  banking  institutions  will  make  the  loans  and 
the  AMA-ERF  will  guarantee  the  loan  so  that  the 
interest  cost  will  be  minimized. 

The  loan  limit  is  $1,500  in  any  one  12-month 
period  and  $10,000  total  within  a 7-year  period.  A 
further  limitation  is  that  the  total  of  all  accumulated 
loans  for  educational  purposes  may  not  exceed  $15,- 

000.  Interest  rate  will  be  5 Vi  per  cent  during  the 
training  period. 

Advantages  of  the  AMA-ERF  Loan  Plan,  as  re- 
ported in  the  Feb.  17,  1962,  issue  of  the  Journal  of 
the  American  Medical  Association,  are: 

1.  It  creates  the  opportunity  to  borrow  up  to 
approximately  one-half  the  cost  of  a medical  educa- 
tion for  any  student  in  good  standing. 

2.  It  assists  financing  of  medical  education  with- 
out subsidy  of  any  kind. 

3.  It  provides  loans  at  low  cost. 

4.  The  length  of  time  over  which  the  student  in 
medical  education  can  borrow  is  designed  to  fit  the 
period  of  time  required  to  complete  his  educational 
plans.  Repayment  may  be  spread  over  a 10-year 
period  for  installments  of  a reasonable  size. 

5.  Contributions  to  the  security  fund  multiply 
to  provide  12V^  times  their  amount  in  student  credit. 

The  success  of  the  loan  program  depends  on  con- 
tributions from  physicians  and  others  interested  in 
easing  the  problem  of  financing  medical  education. 
Merck,  Sharp  and  Dohme  Pharmaceutical  firm  al- 
ready has  agreed  to  match  the  first  $100,000  con- 
tributed to  the  Loan  Guarantee  Fund  by  physicians. 
Contributions  should  be  sent  to  the  AMA-ERF 
Loan  Guarantee  Fund,  535  N.  Dearborn  St.,  Chicago 
10. 

Another  plan  to  aid  medical  and  dental  students  is 
included  in  a $755,000,000  program  of  federal  aid 


to  medical  and  dental  schools  which  has  been  ap- 
proved by  the  House  Commerce  Committee.  The 
House  Commitee  modified  the  President’s  proposal 
for  free  scholarships  by  setting  up  a new  system  of 
federal  loans  for  medical  and  dental  students. 

The  House  plan  would  offer  loans  up  to  $2,000  a 
year  for  five  years  to  qualified  students.  Up  to  50 
per  cent  would  be  canceled  by  the  government  if 
the  student  serves  in  a "shortage  area”  or  works  for 
a public  or  non-profit  organization  for  at  least  five 
years  after  graduation. 

Audio-Digest  Recordings 
Present  Top  Teachers,  Meetings 

The  California  Medical  Association’s  non-profit 
subsidiary,  the  Audio-Digest  Foundation,  has  released 
to  the  medical  profession  a library  of  more  than 
250  one-hour  tape  recordings  devoted  to  comprehen- 
sive and  penetrating  discussions  of  everyday  office 
problems. 

According  to  the  Foundation’s  Medical  Board,  the 
1962  "Catalog  of  Classics’’  makes  available  to  indi- 
vidual physicians,  hospitals,  and  clinics,  ideal  pro- 
gram and  teaching  material  in  six  specialty  areas: 
anesthesiology,  obstetrics-gynecology,  surgery,  inter- 
nal medicine,  pediatrics,  and  general  practice.  A 
number  of  tapes  also  focus  on  the  basic  sciences, 
cancer,  psychiatry,  gastroenterology,  cardiology,  ar- 
thritis, geriatrics,  and  hematology. 

Contents  of  many  of  the  tapes  represent  live  re- 
cordings from  the  annual  meetings  of  several  medical 
organizations. 

This  special  series  of  tapes  represents  the  best 
of  programs  produced  in  the  regular  subscription 
program  of  the  Audio-Digest  Foundation  during  the 
past  eight  years.  Copies  of  the  new  catalog,  informa- 
tion on  continuing  subscriptions  to  the  existing  six 
services,  and  charter  application  for  a projected  new 
service  for  radiologists,  may  be  obtained  by  writing 
the  Foundation  at  619  S.  Westlake  Avenue,  Los 
Angeles  57. 


Medical  Research  Spending 
High  in  Southern  Schools 

Money  spent  on  medical  research  in  Southern  uni- 
versities and  medical  schools  totaled  approximately 
$18,000,000,  or  approximately  one-fourth  of  their 
expenditures  in  1958,  the  last  year  for  which  figures 
are  available. 

According  to  the  Texas  Outlook,  private  schools  in 
the  South  used  an  average  of  36  per  cent  of  their 
total  income  for  separately  budgeted  research,  and 
public  schools  averaged  20  per  cent. 
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MIDICOLCGAL  NOTES 


Prescription  Refiiis 


The  fact  that  a physician  prescribes  a certain 
amount  of  a medicine  is  evidence  that  this  is  what 
he  thinks  the  patient  should  have.  But  every  pharma- 
cist encounters  patients  who  want  to  take  matters 
into  their  own  hands,  and  doctors  who  are  irritated 
when  asked  if  they  wish  to  approve  refills. 

If  rhe  patient  asks  for  a refill  without  the  doctor’s 
authorization,  the  pharmacist  may  well  worry  about 
calling  the  doctor.  Busy  physicians  sometimes  are 
impatient  about  refill  authorization  phone  calls.  This 
is  wrong. 

The  physician  should  remember  that  when  a 
pharmacist  telephones  about  a refill,  he  not  only  is 
complying  with  the  law,  but  also  is  cooperating  pro- 
! fessionally  in  the  care  of  rhe  patient.  The  prudent 
I physician  wants  to  know  when  his  patient  feels  the 
need  for  more  medicine  than  was  originally  pre- 
scribed. The  physician  may  wish  to  increase  the  dose, 
or  cut  it  down.  He  may  wish  to  try  something  else, 
or  see  the  patient  again  before  making  a decision. 

The  Texas  and  federal  laws  on  refills  are  similar 
in  that  they  prohibit  the  refilling  of  prescriptions 


without  proper  authorization.  The  Food  and  Drug 
Administration  and  local  law  enforcement  officials 
presently  are  investigating  complaints  about  pharma- 
cists accused  of  giving  unauthorized  refills.  The 
physician  and  the  pharmacist  should  cooperate  with- 
in the  framework  of  the  law  and  the  professions. 
The  pharmacist  should  not  be  placed  in  the  dilem- 
ma of  having  on  the  one  hand  a physician  who 
complains  about  unauthorized  refills,  and  on  the 
other  hand  a physician  who  gets  irritated  with  phone 
calls  for  refill  authorization. 

The  physician  may  indicate  on  the  prescription  the 
number  of  refills  authorized.  If  the  prescription  is 
not  so  marked,  the  pharmacist  must  call  the  physi- 
cian for  authorization  each  time  a refill  is  made. 
In  the  best  interest  of  the  patient,  the  physician, 
and  the  pharmacist,  p.r.n.  authorization  should  be 
used  as  little  as  possible.  Promiscuous  use  of  p.r.n. 
authorizations  could  lead  to  liability  on  the  part  of 
the  physician  and  the  pharmacist. 

— Philip  R.  Overton,  LL.B. 


Private  Insurance  for  Aged 
Available  Through  Senior  Texan  Service 


A completely  new  and  comprehensive  health  care 
prepayment  plan.  Senior  Texan  Service,  for  Texans 
65  and  over,  which  includes  not  only  hospital  and 
doctor  services  but  nursing  home  care  as  well,  has 
been  announced  by  Blue  Cross-Blue  Shield  of  Texas. 

President  L.  H.  Allen,  Houston,  stated  that  this 
plan  with  its  liberal  benefits  may  be  obtained  by  any 
Texan  in  reasonably  good  health,  whether  aged  65 
or  105. 

The  Blue  Shield  policy  provides  a schedule  of 
payment  from  $5  to  $245  for  the  operating  surgeon, 
and  payments  of  $3  to  $18  for  a single  day’s  care 
by  rhe  doctor  in  nonsurgical  cases.  This  policy  is 
available  for  $3.20  per  month. 

The  Blue  Shield  plan,  designed  to  give  broad  hos- 
pital and  nursing  home  benefits,  includes  a room 
and  board  allowance  of  $12  per  day  for  hospital 
care,  plus  an  unlimited  amount  for  all  the  usual 
services  of  the  hospital.  A policyholder  may  stay  up 
to  70  days  in  the  hospital;  90  days  must  elapse  be- 
tween each  stay  of  70  days  or  more.  The  policy  pro- 
vides two  days  of  nursing  home  care  (at  $5  per  day) 


for  each  day  of  hospital  care  for  which  rhe  member 
is  eligible  but  does  not  use. 

W.  R.  McBee,  executive  director,  stated,  "Recent 
census  figures  indicate  there  are  some  745,000  per- 
sons age  65  and  over  in  Texas.  On  January  1,  1962, 
220,000  of  them  became  covered  by  Blue  Cross 
through  the  old  age  assistance  vendor  payment  pro- 
gram— an  additional  80,000  to  100,000  have  protec- 
tion through  Blue  Cross  group  and  non-group  con- 
tracts. Many  of  the  aged  have  good  protection 
through  commercial  insurance  companies.  With  this 
new  plan,  virtually  all  those  not  now  protected  can 
now  obtain  coverage.” 

The  Senior  Texan  Service  Plan  became  available 
March  18,  1962. 


It  is  worth  remembering  that  Lenin  once  stated 
chat  when  the  present  independent  structure  of  medi- 
cine is  destroyed,  the  nationalization  of  the  rest  of 
the  people  is  easy. 
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Personals 

Dr.  M.  H.  Crabb,  Fort  Worth,  secretary  of  the 
Federation  of  State  Medical  Boards  of  the  United 
States,  spoke  at  a recent  quackery  progress  report 
and  planning  session  sponsored  by  the  American 
Medical  Association  in  Chicago. 

Dr.  Michael  DeBakey,  Houston,  was  presented  the 
Grand  Cross  of  the  Order  of  Leopold  for  his  inter- 
national scope  of  work  in  surgery.  The  presentation 
was  made  by  former  King  Leopold  of  Belgium. 

Dr.  Val  C.  Baird,  Houston,  presided  at  a general 
session  of  the  Industrial  Medical  Association,  which 
held  its  annual  meeting  in  Chicago  in  April. 

Dr.  R.  B.  Huntington,  91,  who  has  served  as  a 
trustee  on  the  Angelina  County  School  Board  for 
35  years,  has  been  given  a plaque  in  recognition  of 
his  many  years  of  service.  Of  the  386  regular  and 
special  meetings  held  by  the  board  during  that 
time.  Dr.  Forrest  has  attended  371. 

Dr.  Victor  Calma  and  Miss  Marguerite  Brummett 
were  married  February  24  in  Freeport.  They  will 
reside  in  Galveston. 

Miss  Ramah  Koenig  and  Dr.  Leo  D.  O’Gorman 
were  married  March  4 in  Cuero.  They  will  make 
their  home  in  Dallas. 

The  first  chief  of  the  Air  Force’s  Department  of 
Space  Medicine,  Dr.  Hubertus  Strughold,  professor 
of  space  medicine  at  the  Aerospace  Medical  Center, 
Brooks  Air  Force  Base,  Texas,  was  the  guest  speaker 
at  the  annual  meeting  and  banquet  of  the  Boston 
University  School  of  Medicine  Alumni  Association 
May  5 in  Boston. 

Jaime  N.  Delgado,  Ph.D.,  Austin,  spoke  on  "Re- 
cent Developments  in  Steroid  Medicinal  Products” 
at  a Pharmacy  Management  Conference  held  in  San 
Antonio  in  March.  He  is  one  of  the  authors  of 
"Drug  Notes”,  a regular  feature  of  this  journal. 

Bexar  County  Completes  Study 
Of  Alcohol  Use  in  Traffic  Accidents 

The  Bexar  County  Medical  Examiner,  Dr.  Robert 
Hausman,  has  announced  that  his  office  has  com- 
pleted a five  year  record  of  alcohol  as  a factor  in 
traffic  deaths.  These  are  the  results: 

Of  65  drivers  killed  in  one-car  (no  pedestrian) 
accidents,  45  had  been  drinking.  Of  50  pedestrians 
killed  by  automobiles,  37  had  been  drinking.  Of  the 
58  drivers  killed  in  two-car  collisions,  29  had  been 
drinking.  Thus,  of  the  173  victims  of  traffic  acci- 
dents in  San  Antonio,  111,  or  64  per  cent,  had  been 
drinking. 

Although  some  officials  name  speed  as  the  most 
important  factor  in  traffic  deaths,  consumption  of 
alcohol  plays  a significant  role.  There  are  38,000 
traffic  fatalities  in  the  United  States  each  year. 


Little  Group — Big  Results 

Enthusiasm,  conviction,  and  coordinated  effort  by 
an  11 -member  medical  society  resulted  in  more  than 
300  letters  to  Congressmen,  editorial  support  by 
the  local  newspaper  of  the  Kerr-Mills  Law,  and 
commendations  for  the  society  for  its  civic  enterprise. 

Members  of  the  Clinton  County  Medical  Society 
held  a community  forum  in  Frankfort,  Ind.,  to  in- 
form the  citizens  of  the  inequities,  costs,  and  erosive 
effects  on  the  quality  of  health  care  of  the  King- 
Anderson  bill,  and  to  gain  community  support  and 
stimulate  letters  of  protest  to  members  of  Congress 
against  the  proposed  legislation. 

The  forum  was  planned  in  just  a few  weeks,  but 
it  was  carefully  thought  out.  The  local  gymnasium 
was  reserved,  and  a prominent  speaker  (president 
of  the  Indiana  Association  of  Life  Underwriters) 
was  secured.  Primary  invitation  lists  were  culled 
from  the  physicians’  files  of  elderly  patients;  each 
physician  sent  about  300  invitations.  Time  for  spot 
announcements  was  purchased  from  the  local  radio 
station,  and  a full  page  newspaper  advertisement 
two  days  before  the  meeting  was  signed  by  400 
prominent  citizens.  Doctors  also  wrote  letters  to  the 
editor,  which  were  published.  In  every  media  it  was 
stressed  that  the  meeting  was  free,  that  refreshments 
would  be  served,  and  that  free  transportation  would 
be  provided  on  request. 

Guests  were  greeted  at  the  door  by  physicians’ 
wives  and  office  assistants,  and  were  given  pertinent 
literature.  The  physician  chairman  opened  the  pro- 
gram, and  the  guest  speaker  addressed  the  group  for 
30  minutes.  'There  followed  a 30  minute  question 
and  answer  session,  and  at  the  conclusion  of  the 
program  a social  hour  allowed  the  hosts  to  mingle 
with  the  guests  while  refreshments  were  being 
served. 

For  societies  who  would  like  samples  of  the 
printed  information  prepared  and  distributed  by 
the  Clinton  County  Medical  Society,  the  American 
Medical  Association,  Department  of  Program  De- 
velopment, 535  N.  Dearborn,  Chicago  10,  will  be 
glad  to  supply  them. 


Scholarship  Fund  Initiated 

A Johanna  Blumel  Scholarship  Fund  has  been  in- 
itiated by  the  Galveston  Chapter  of  the  American 
Association  of  University  Women  in  memory  of  the 
respected  genetic  researcher  who  died  April  9.  The 
scholarship  will  be  made  available  to  a woman  medi- 
cal student  or  graduate  student  at  the  University  of 
Texas  Medical  Branch.  Contributions  may  be  made 
to  Margret  Gaskill,  Medical  Center  Library,  Galves- 
ton. 
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Texas  Leads  Nation  In 
Health  Insuring  Groups 

Texas  ranks  first  in  the  nation  in  the  number  of 
health  insuring  organizations  licensed  to  operate 
within  the  state,  according  to  the  Health  Insurance 
Institute. 

Texans  have  a choice  of  coverage  offered  by  385 
insurance  companies,  two  Blue  Cross-Blue  Shield  and 
Medical  Society  Plans,  and  14  other  health  plans. 

Illinois,  with  329,  and  Florida,  306,  are  the  only 
states  aside  from  Texas  to  have  licensed  more  than 
300  insuring  organizations,  the  institute  reported. 

Every  state  except  Alaska  has  at  least  100  health 
insurers.  In  40  of  the  50  states  last  year  there  was  an 
increase  in  the  number  of  health  insuring  organiza- 
tions licensed  to  operate  within  the  state.  A de- 
crease was  reported  in  eight  states  and  there  was  no 
change  in  the  remaining  two  states,  the  institute  said. 

Travis  County  Society 
To  Get  New  Building 

Officers  of  the  Travis  County  Medical  Society 
and  related  agencies  will  be  moving  into  a new 
home  this  summer.  Plans  are  underway  for  a $45,000 
building  on  the  corner  of  East  30th  Street  and  the 
Interregional  Expressway.  The  proposed  one-story, 
3,000  square  feet  structure  will  be  built  by  Sterling 
Sasser  & Son,  and  will  contain  offices,  laboratories, 
reception  room,  and  canteen  facilities.  It  will  house 
the  offices  of  the  Travis  County  Medical  Society,  the 
Medical  Service  Bureau,  and  the  Travis  County 
Medical  Society  Blood  Bank. 


Dr.  Walter  Judd  Quits  Politics 

Dr.  Walter  Judd,  who  has  served  as  Republican 
Representative  from  Minnesota  for  10  terms  of 
office,  recently  announced  his  retirement  from  poli- 
tics, to  be  effective  at  the  end  of  the  current  Con- 
gressional term.  A former  medical  missionary  to 
China  and  one  of  the  sharpest  critics  of  the  current 
administration.  Dr.  Judd  did  not  specify  his  future 
plans,  but  said  that  he  had  several  possibilities  in 
mind. 

ECFMG  Has  New  Associate  Director 

Dr.  G.  Halsey  Hunt,  chief  of  the  Division  of 
General  Medical  Sciences,  National  Institutes  of 
Health,  became  associate  director  of  the  Educational 
Council  for  Foreign  Medical  Graduates  April  1.  He 
will  assume  charge  as  executive  director  of  the  Coun- 
cil on  Jan.  1,  1963,  when  Dr.  Dean  F.  Smiley  retires. 


Labor  Unions  Rank  High 
In  Lobbying  Expenditures 

Labor  unions  spent  more  than  $1,000,000  for 
lobbying  purposes  in  1961,  with  AFL-CIO  unions 
alone  reporting  a total  of  almost  $707,000.  In  com- 
parison, the  American  Medical  Association  spent 
$163,404  during  the  same  period. 

Although  the  AMA  repeatedly  is  called  "the 
spendingest  and  most  powerful  lobby  in  Washing- 
ton,” the  figures  fail  to  bear  this  out.  In  addition, 
labor’s  million  dollar  lobbying  figure  does  not  in- 
clude the  expenses  of  registered  lobbyists  for  17 
unions,  among  which  are  the  United  Automobile, 
Aircraft,  and  Agrictdtural  Implement  Workers 
(AFL-CIO);  United  Steelworkers  of  America  (AFL- 
CIO);  and  United  Mine  Workers  of  America  (Inde- 
pendent). 

These  figures  have  been  compiled  by  Paul  Done- 
lan,  legislative  attorney  for  the  AMA  in  Washing- 
ton, from  figures  filed  with  the  Clerk  of  the  House 
of  Representatives  by  labor  unions  which  have 
registered  under  the  Regulation  of  Lobbying  Act 
and  which  are  listed  in  the  Congressional  Record. 

The  parent  AFL-CIO  organization  led  the  spend- 
ing of  its  affiliates  with  a reported  total  of  $133,- 
919,  but  there  were  AFL-CIO  affiliates  which  also 
spent  considerable  sums  for  lobbying  purposes.  These 
included,  among  others.  Farmers  Educational  and 
Co-operative  Union  of  America,  $88,272;  United 
Federation  of  Postal  Clerks,  $73,867;  and  the  Inter- 
national Association  of  Machinists,  District  Lodge 
No.  44,  $71,736. 

Thirteen  AFL-CIO  affiliates  did  not  register  dur- 
ing the  year,  but  had  employees  who  registered 
as  lobbyists. 

Says  C.  Joseph  Stetler,  Director  of  the  AMA’s  Le- 
gal and  Socio-Economic  Division,  "The  figures  show 
that  when  it  comes  to  lobbying,  the  AMA  plays 
'David’  to  labor’s  'Goliath’.” 


Hepatitis  Is  Possible  Cause 
Of  Vomiting  During  Pregnancy 

Viral  hepatitis  sometimes  is  the  cause  of  persistent 
vomiting  during  pregnancy.  Dr.  Reuben  H.  Adams, 
Dallas,  speaking  at  a recent  meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists,  urged 
that  physicians  investigate  this  possibility  when  such 
patients  suffer  from  persistent  vomiting.  He  re- 
ported a group  of  22  patients  studied  at  Parkland 
Hospital  during  the  past  two  years  who  had  hepa- 
tits  and  who  either  were,  or  had  recently  been, 
pregnant.  In  this  group  there  were  no  deaths  of 
mother  or  infant  as  a result  of  hepatitis.  None  of 
the  infants  acquired  the  disease. 
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TT HROUGH  ITS  Memorial  Library,  the  Texas 
Medical  Association  renders  one  of  its  greatest  serv- 
ices to  Texas  doctors.  With  the  aid  of  competent 
librarians,  the  Library’s  35,000  journals  and  books 
can  be  made  to  yield  information  on  almost  any  new 
development  in  medicine  in  which  a physician  may 
be  interested.  Furthermore,  the  information  will  be 
mailed  to  him,  if  possible,  the  same  day  his  request 
is  received. 

Requests  for  information  come  by  telephone,  wire, 
and  mail.  Last  year,  the  library  staff  received  and 
filled  4,291  of  them.  A day’s  sampling  may  include 
requests  for  material  on  cysts  of  the  lung,  references 
for  a talk  to  a civic  club,  and  a film  to  be  shown 
to  student  nurses.  Requests  come  not  only  from 
throughout  the  state,  but  from  all  over  the  world. 

The  routine  employed 
by  the  library  staff  to 
locate  requested  infor- 
mation is  fast  and  thor- 
ough. Requests  received 
in  the  morning  must  be 
packaged  and  ready  to 
be  picked  up  by  the  U.S.  mail  truck  at  4 p.m.  Doc- 
tors in  most  parts  of  Texas  will  have  the  packages 
containing  their  materials  in  their  offices  the  fol- 
lowing morning. 


NEWS 

MEMORIAL 
LI  BRARY 


IN  BY  9 


first  step  in  gathering  information  for  a 
is  to  secure  a list  of  references  on  a specific 
subject  from  indexes  of  medical  publications  for  the 
past  five  years.  The  library  staff  checks  as  a matter 
of  routine  the  following  sources:  "Cumulated  Index 
Medicus”,  "Excerpta  Medica”,  abstract  journals,  and 
the  index  catalogue  of  the  Library  of  the  Surgeon 
General.  Then,  all  of  the  references  which  can  be  lo- 
cated are  sent  to  the  person  making  the  request.  As 
much  as  possible  of  the  needed  material  is  supplied  in 
the  form  of  reprints.  When  these  are  not  available, 
the  material  is  reproduced  from  books  and  journals 
by  means  of  a photographic  duplicating  machine. 
When  a need  is  indicated,  the  books  and  journals 
themselves  are  mailed  out.  If  the  material  needed  is 
not  contained  in  the  Memorial  Library,  a staff  mem- 
ber may  request  it  from  another  library,  such  as  the 
University  of  Texas  Medical  Branch  Library  or  the 
National  Library  of  Medicine.  Material  received 
from  another  library  is  duplicated,  and  the  reproduc- 
tion is  sent  to  the  person  needing  the  information. 
When  all  of  the  material  is  assembled,  it  is  mailed 
to  the  doctor  at  no  cost  to  him  except  that  for  return 
postage. 

Staff  members  recall  with  a degree  of  amusement 
the  request  of  a doctor  who  wrote  wanting  to  re- 
ceive "everything  you  have  on  heart  disease”.  Unin- 
formed of  his  specific  need  and  not  knowing  what 
else  to  do,  they  sent  him  "everything  ...  on  heart 
disease”.  It  amounted  to  400  or  500  reprints.  The 
doctor  quickly  called  a halt  to  the  influx  and  re- 
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phrased  his  request,  after  which  the  material  which 
he  actually  needed  was  sifted  out  for  him  by  the 
library  staff. 

Tbe  materials  are  shipped  in  specially  designed, 
vulcanized  fiber  boxes  with  metal  corners  that  are 
bound  with  web  straps  and  secured  by  safety  catches. 
The  materials  are  returned  to  the  Library  in  the 
same  boxes,  eliminating  the  problem  of  repackaging. 
The  boxes,  which  come  in  several  sizes,  are  made 
by  a Dallas  luggage  firm.  They  were  originally  sug- 
gested for  this  purpose  by  Dr.  Merton  M.  Minter  of 
San  Antonio,  who  recalled  having  seen  students 
send  their  laundry  home  from  college  in  similar 
boxes. 

Austin  doctors  sometimes  visit  the  Library  when 
they  need  special  information,  out-of-town  doctors 
may  look  in  when  they  have  a meeting  in  Austin, 
and  students  from  University  of  Texas  science  classes 
occasionally  study  at  the  Library.  However,  the  ma- 
jority of  the  Library’s  business  is  of  the  mail  order 
variety. 

Many  requests  come  from  persons  or  organiza- 
tions other  than  doctors.  Reasonable  requests  from 
responsible  lay  persons  and  lay  organizations  are 
filled  when  possible.  For  example,  letters  may  come 
from  high  school  teachers  and  students  requesting 
material  for  themes,  or  asking  to  borrow  films  of 
lay  interest.  Recently,  a grammar  school  child’s  re- 
quest arrived  in  an  envelope  addressed: 

Brueau  of  Medicine  (sic) 

Civil  War  Information,  Medical 
Austin,  Texas 


She  was  writing  a theme  on  doctors  of  the  Civil 
War  period  and  needed  information.  It  was  supplied. 

When  letters  are  received  from  lay  persons  who 
are  suspected  of  wanting  material  to  guide  self -treat- 
ment, they  are  advised  to  see  a doctor.  Technical  in- 
formation and  professional  motion  picture  films  are 
released  only  to  doctors  and  qualified  medical  per- 
sonnel. Interestingly,  a common  request  from  lay 
persons  is  for  information  regarding  the  cost  of 
plastic  surgery. 

One  of  the  purposes  of  the  Association,  as  set 
forth  in  the  Texas  Medical  Association  Constitution, 
is  "to  extend  medical  knowledge  and  advance  medi- 
cal science”.  It  was  toward  the  realization  of  this 
objective  that  the  Library  was  envisaged  and  built. 
The  Memorial  Library  is  a research  and  service  li- 
brary which  has  as  its  purpose  to  keep  abreast  of 
the  newest  developments  in  all  fields  of  medicine. 
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The  routine  employed  by  the  Library  staff  to  lo- 
cote  requested  information  is  fast  and  thorough. 


It  is  not  primarily  a collection  of  general  medical 
books.  Recent  medical  information  is  disseminated 
among  doctors  principally  through  medical  journals. 
Supplying  specific  information  from  these  journals 
to  the  doctor  when  he  needs  it  is  the  Memorial  Li- 
brary’s distinctive  function. 

Another  service  which  the  Library  renders  to  Tex- 
as doctors  is  the  compilation  of  bibliographies.  Dur- 
ing 1961,  staff  members  compiled  461  bibliogra- 
phies. 

The  Library  currently  receives  809  journals  month- 
ly, many  in  exchange  for  the  Texas  State  journal  of 
Medicine.  More  than  100  of  these  are  foreign  jour- 
nals, including  five  English  translations  of  Russian 
journals  supplied  by  the  National  Institutes  of 
Health.  Since  the  Memorial  Library  is  a young  li- 
brary, it  lacks  back  volumes  of  many  journals.  An 
objective  has  been  to  complete  one  set  of  journals 
each  year.  Since  back  issues  of  journals  must  be 
bought  by  or  given  to  the  Library,  this  has  been  no 
minor  undertaking. 

The  Memorial  Library  is  one  of  the  few  libraries 
in  the  country  that  uses  reprints.  Publishers  of  medi- 
cal journals  usually  furnish  the  authors  reprints  of 
their  articles  for  a small  sum.  The  Library  requests 


two  reprints  of  each  article  from  the  authors.  These 
reprints  are  the  basic  materials  furnished  doctors 
who  request  information  from  the  Library.  Last  year 
17,755  reprints  were  circulated.  A quantity  in  ex- 
cess of  100,000  is  on  file.  In  addition,  the  Library 
has  possessed  the  550,000  reprint  collection  of  the 
American  College  of  Surgeons  since  1958.  This  col- 
lection was  given  to  the  Association  with  the  quali- 
fication that  it  be  kept  up  to  date  and  that  members 
of  the  American  College  of  Surgeons  be  serviced 
without  charge.  Last  year,  members  of  this  organiza- 
tion made  248  requests  for  information. 

The  Library  is  fortunate  to  receive  90  per  cent 
of  its  new  books  without  cost  in  return  for  reviews 
in  the  Journal. 

Members  of  the  Association  can  be  justly  proud 
of  the  library’s  film  collection,  which  includes  280 
titles.  This  collection  of  titles  is  greater  than  that 
of  the  American  Medical  Association  film  library, 
which  recently  reported  268  different  film  subjects. 
Many  of  the  films  in  the  Memorial  Library’s  collec- 
tion are  appropriate  for  the  physician  to  show  to 
civic  clubs,  high  school  classes,  or  other  lay  groups 
when  he  is  asked  to  present  a program.  There  also 
are  scientific  films  that  are  appropriate  for  local 
medical  meetings,  postgraduate  courses,  or  individual 
use.  Films  suitable  for  showing  before  lay  audiences 
are  lent  to  responsible  persons  in  charge  of  programs 
in  high  school,  civic  clubs,  P-TA,  and  other  similar 
groups.  Films  are  sent  one  week  in  advance  of  the 
designated  date  of  showing,  allowing  time  for  the 
program  to  be  supplemented  by  speeches  or  addi- 
tional illustrative  material.  Last  year,  film  requests 
totaled  1,711. 

Most  of  the  films  which  the  Library  possesses  have 
been  bought;  a few  have  been  secured  by  long-term 
leases.  "Very  few  have  been  given  to  the  Library. 
Every  film  which  the  Library  buys  is  previewed  and 
is  selected  on  the  basis  of  whether  it  has  educational 
value. 


Material  is  assembled  and  mailed  to  the  doctor 
at  no  cost  to  him  except  that  for  return  postage. 


History  of  the  Library 

The  35  physicians  who  met  in  1853  to  organize 
the  Texas  Medical  Association  were  aware  of  the 
need  for  a library.  Establishing  the  vast  storehouse 
of  medical  knowledge  which  exists  today  was  not  an 
overnight  accomplishment.  In  1912  the  Library  was 
given  to  the  Fort  Worth  University  Medical  De- 
partment, which  later,  in  1918,  merged  with  Baylor 
University  College  of  Medicine,  and  all  of  the  books, 
which  must  have  been  very  few,  were  transferred  to 
the  institution  then  located  in  Dallas. 

In  the  early  1920’s,  the  Association  again  started 
to  build  a library.  In  1922  it  was  recorded  in  the 
Association’s  transactions  that  "the  Association  wiU 
now  be  able  to  establish  a bureau  of  information  such 
as  the  profession  of  the  state  may  require,  including 
a library  which  it  is  hoped  to  make  second  to  none 
in  the  South.  ...  It  is  intended  that  a member  of 
the  Association  may  write  to  the  Central  Office  for 
a bibliography  or  information  of  any  character,  in- 
cluding abstracts,  extracts  or  even  copies  of  entire 
articles  bearing  on  any  subject  under  investigation.” 

In  1924-1925,  the  Board  of  Trustees  appropriated 
$500  for  the  Library,  and  in  1926  the  auditor’s  re- 
port showed  that  only  $168.23  had  been  used  for 
Library  expenditures.  This  was  an  indication  of  the 
slow  progress  that  was  made  until  1927,  when  the 
Association  employed  Dr.  R.  B.  Anderson,  assigning 
him  among  other  duties,  the  operation  of  the  Library. 
Spending  several  days  to  study  the  organization  and 
operation  of  the  AMA  library  in  Chicago,  he  set 
out  to  establish  a library  along  this  line.  He  realized 
that  a library  package  service  would  aid  the  physi- 
cians of  Texas. 

On  May  13,  1940,  the  Texas  Memorial  Medical 
Library  Association  was  formed  to  exist  for  a period 
of  50  years.  Membership  in  it  was  limited  to  mem- 
bers of  the  Association’s  Board  of  Trustees.  Its  func- 
tion was  ".  . . to  receive  and  hold  in  trust,  safely 
keep,  and  invest,  money  and  other  real  and  personal 
property,  and  accumulate  revenue  and  income  there- 
from, for  the  use  and  benefit  of  public  libraries 
maintained  and  operated  by  the  Texas  Medical  As- 
sociation.” 

In  that  year,  1940,  the  Memorial  Library  was  given 
three  endowment  funds  of  $1,000  each,  from  Dr. 
and  Mrs.  S.  E.  Thompson  of  Kerrville,  Dr.  and  Mrs. 
E.  W.  Bertner  of  Houston,  and  the  Texas  Pediatric 
Society.  Since  then,  17  other  endowments  of  $1,000 
have  been  given  to  the  Library,  the  most  recent  hav- 
ing been  given  in  memory  of  Dr.  S.  N.  Key,  Sr. 

Under  the  direction  of  Dr.  Anderson,  the  Library 
grew  and  its  services  were  extended  to  physicians 
of  the  entire  state.  After  Dr.  Anderson’s  death.  Dr. 
Holman  Taylor  was  appointed  Librarian;  upon  Dr. 
Taylor’s  death  in  1948,  Mrs.  Estell  Parnell  was  ap- 
pointed to  this  position  and  served  until  1950.  In 


Every  film  which  the  Library  buys  is  previewed 
and  is  selected  on  the  basis  of  whether  it  has  edu- 
cational value. 

1952,  the  present  Librarian,  Miss  Pauline  Duffield, 
arrived  to  head  a staff  of  four  full-time  employees 
and  one  half-time  employee.  Currently,  there  are  five 
full-time  employees  and  two  University  of  Texas  stu- 
dents who  serve  part-time. 

In  September,  1948,  the  central  office  and  the 
Library  were  moved  to  Austin.  Four  years  later,  on 
Sept.  19,  1952,  the  dream  of  Texas  physicians  was 
realized  when  the  new  Memorial  Library  and  Head- 
quarters Building  was  dedicated  at  1801  North  La- 
mar Boulevard.  With  its  33,000  square  feet  of  floor 
space,  the  building  is  completely  fire-proof.  It  is 
built  of  concrete,  steel,  and  hollow  tile  and  is  faced 
with  Indiana  limestone  and  pink  granite  trim.  It 

Students  from  University  of  Texas  occasionally 
study  at  the  Library. 
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occupies  two  stories,  with  a mezzanine  and  a large 
basement.  Business  offices  of  the  Association  are 
located  on  the  second  floor.  The  Library  occupies 
the  first  floor  ( excepting  the  auditorium ) , the 
mezzanine,  and  part  of  the  basement. 

While  the  Memorial  Library  and  Headquarters 
Building  has  become  a well-known  place  to  most 
members  of  the  Association,  new  members  and  a 
significant  number  of  older  members  are  unfamiliar 
with  its  facilities.  The  staff  of  the  Memorial  Library 
welcomes  any  opportunity  to  offer  visiting  physi- 
cians a guided  tour  of  the  building  and  to  explain 
the  Library’s  services. 

Several  years  ago,  at  the  suggestion  of  Dr.  George 
Turner  of  El  Paso,  the  Library  staff  mailed  return- 
addressed  post  cards  to  all  members  of  the  Associa- 
tion, offering  to  supply  any  material  for  which  they 
might  have  a need.  The  response  was  overwhelming. 
Now  such  post  cards  are  regularly  enclosed  with  all 
packages  of  materials  going  out  of  the  Library.  Peri- 
odically, doctors  in  various  sections  of  the  state  are 
mailed  promotional  material  on  the  Library.  A favor- 
ite promotional  piece  is  the  bookmark,  the  idea  for 
which  originated  with  the  late  Dr.  S.  N.  Key,  Sr. 
Yet  many  doctors  are  unaware  or  have  forgotten 
what  the  Library  can  do  for  them.  A special  objective 
of  the  Library  staff  for  1962  is  to  bring  the  Library’s 
services  to  the  attention  of  every  doctor  in  Texas. 

When  Miss  Duffield  leads  visitors  through  the 
Library  stacks,  often  she  can  be  overheard  saying, 
"Ideally,  this  Library  would  be  out  of  books  and 


journals  all  the  time.  After  aU,  the  information  won’t 
do  any  good  unless  it  gets  out  to  the  doctor.  He  can 
use  it;  we  can’t.” 


PAULINE  DUFFIELD 
LIBRARIAN 


New  Books 

Blumberg,  B.  S.:  Proceedings  of  the  Conference 
on  Genetic  Polymorphisms  and  Geographic  Varia- 
tions in  Disease,  New  York,  Grune  and  Stratton, 
1961. 

Brown,  T.  T.;  The  Enigma  of  Drug  Addiction, 
Springfield,  111.,  Charles  C Thomas,  1961. 

Cummins,  H.,  and  Midlo,  C.:  Finger  Prints,  Palms 
and  Soles,  an  Introduction  to  Dermatoglyphics,  New 
York,  Dover  Publications,  1961. 

Gibbon,  E.:  Decline  and  Fall  of  the  Roman  Em- 
pire, New  York,  Harcourt,  Brace,  I960. 

Kaye,  S.:  Handbook  of  Emergency  Toxicology, 
ed.  2,  Springfield,  111.,  Charles  C Thomas,  1961. 

Krogman,  W.  M.;  The  Human  Skeleton  in  Foren- 
sic Medicine,  Springfield,  111.,  Charles  C Thomas, 
1962. 

Levine,  S.  Z.,  Ed.;  Advances  in  Pediatrics,  vol.  12, 
Chicago,  Year  Book  Medical  Publishers,*  1962. 

Libenson,  H.  A.:  You,  the  Medical  Witness,  Chi- 
cago, Year  Book  Publishers,*  1961. 

*Name  changed  in  1962  from  Year  Book  Publishers  to 
Year  Book  Medical  Publishers. 


Lore,  J.  M.,  Jr.:  An  Atlas  of  Head  and  Neck 
Surgery,  Philadelphia,  W.  B.  Saunders,  1962. 

Ophthalmological  Society  of  the  United  Kingdom, 
Transactions,  vol.  81,  Session  1961,  London,  J.  & A. 
Churchill,  1962. 

Reid,  D.  E.:  Textbook  of  Obstetrics,  Philadelphia, 
W.  B.  Saunders,  1962. 

Tyler,  E.  T.:  Sterility,  New  York,  McGraw  Hill, 

1961. 

U.  S.  Army,  Medical  Department:  Internal  Medi- 
cine in  World  War  II,  vol.  1;  Activities  of  Medical 
Consultants,  Washington,  Author,  1961. 

Wasmuth,  C.  E.:  Anesthesia  and  the  Law,  Spring- 
field,  111.,  Charles  C Thomas,  1961. 

Willius,  F.  A.,  and  Keys,  T.  E.:  Classics  of  Cardi- 
ology, New  York,  Dover  Publications,  1961. 


The  Memorial  Library  has  added  a number  of 
new  films  since  the  publication  of  the  film  cata- 
log. Staff  members  will  be  happy  to  send  a com- 
plete listing  and  description  of  these  films  to 
anyone  who  would  like  a copy.  Please  address  re- 
quests to  Memorial  Library,  Texas  Medical  As- 
sociation, 1801  North  Lamar  Blvd.,  Austin,  Texas. 
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Gifts  to  the  Library 

Dr.  John  Connolly,  Ingleside,  225  journals. 

Mrs.  Percy  Cunningham,  Waco,  13  journals. 

Dr.  Charles  B.  Dildy,  Austin,  35  journals. 

Dr.  Robert  G.  Farris,  Austin,  18  journals. 

Dr.  R.  C.  Jordan,  Austin,  54  journals. 

Drs.  Georgia  and  Carey  Legett,  Austin,  190  jour- 
nals. 

Dr.  Nelson  L.  Schiller,  Austin,  149  journals. 

Dr.  Marion  L.  Stahl,  Austin,  12  journals. 

Respiration  in  Health  and  Disease 

R.  M.  Cherniack,  M.D.,  M.Sc.,  F.R.C.P.(C.) , As- 
sistant Professor  of  Medicine,  University  of  Manitoba 
School  of  Medicine;  Director,  Respiratory  Division, 
Clinical  Investigation  Unit,  and  Assistant  Physician, 
Winnipeg  General  Hospital;  Consultant  in  Respira- 
tory Diseases  to  Children's  Hospital  and  Municipal 
Hospitals,  Winnipeg,  Canada;  and  L.  CHERNIACK, 
M.D.,  B.Sc.,  M.R.C.P.  (Lond.),  F.R.C.P.(C.) , 
F.A.C.P.,  Assistant  Professor  of  Medicine,  University 
of  Manitoba  School  of  Medicine;  Associate  Physician, 
Winnipeg  General  Hospital;  Physician,  Division  of 
Medicine,  Winnipeg  Qinic,  Winnipeg,  Canada.  403 
pages.  $10.50.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961. 

This  is  a fresh  approach  to  the  understanding  of 
respiratory  disorders.  The  book  does  not  deal  with 
therapy,  but  with  the  fundamentals.  The  four  sec- 
tions "are  "Basic  Considerations,’’  "The  Manifestations 
of  Respiratory  Disease,”  "The  Patterns  of  Respiratory 
Disease,”  and  "The  Assessment  of  Respiratory  Dis- 
ease.” 

The  authors  are  brothers;  Dr.  Louis  Cherniack  has 
had  long  and  varied  experience  in  the  clinical  as- 
pects of  diseases  of  the  chest,  and  Dr.  Reuben  Cher- 
niack, in  addition  to  clinical  experience,  has  had  in- 
tensive training  in  respiratory  investigation  and  has 
made  other  significant  contributions  to  that  field. 

A series  of  diagrams  and  line  drawings  are  the 
work  of  Miss  Nancy  Joy.  They  help  give  the  reader 
clear  understanding  of  respiration  in  health  and 
disease,  and  interpret  the  authors’  ideas  with  clarity 
and  simplicity. 

Doctor  Strand 

Boris  Sokoloff.  205  pages.  $2.50.  New  York, 
Vantage  Press,  I960. 

Boris  Sokoloff  is  an  eminent  research  physician 
specializing  in  experimental  pathology.  Formerly 
with  the  Pasteur  Institute  in  Paris  and  the  Rocke- 
feller Institute  for  Medical  Research,  he  has  been 
Director  of  the  Southern  Bio-research  Institute  at 
Florida  Southern  College  for  the  past  13  years.  Dr. 
Sokoloff  has  had  16  books  published  in  this  country. 
"Doctor  Strand”  is  the  portrayal  of  men  of  science  in 
a cancer  research  hospital. 


Theoretical  and  Practical 
Problems  of  Medicine  and 
Biology  in  Experiments  on  Monkeys 

I.  A.  Utkin,  Ed.,  Director  of  the  Institute  of  Experi- 
mental Pathology  and  Therapy  of  the  U.S.S.R.  Acad- 
emy of  Medical  Sciences.  Translated  from  the  Rus- 
sian by  Ruth  Schachter,  M.  Sc.,  276  pages.  $9.  New 
York,  Pergamon  Press,  I960. 

The  contents  of  this  book  are  based  on  experi- 
mentation done  at  the  Institute  of  Experimental 
Pathology  and  Therapy,  U.S.S.R.  The  book  clears 
certain  problems  arising  in  the  use  of  monkeys,  as 
higher  animals  closely  related  to  man,  in  medical 
and  biological  experiments.  The  two  lines  of  research 
covered  are  the  study  of  the  biological  characteristics 
of  the  object  of  research  itself — the  monkey — and 
experimentally  caused  diseases  of  monkeys  as  so- 
called  models  of  diseases  in  man. 

Quinones  in  Electron  Transport: 

Ciba  Foundation  Symposium 

G.  E.  W.  WOLSTENHOLME,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.;  and  CECILIA  M.  O'CONNOR,  B.Sc.,  Eds. 
453  pages.  $11.  Boston,  Little,  Brown  and  Company, 
1961. 

Following  discoveries  that  quinones  occur  in  ani- 
mals, micro-organisms,  and  higher  plants,  the  interest 
of  biochemists  was  stimulated.  In  1958,  The  Direc- 
tor of  Ciba  Foundation  proposed  a symposium  on 
the  subject.  The  research  had  increased  so  by  the 
time  of  the  meeting  in  I960  that  the  writing  of 
many  workers  could  not  be  included.  Outstanding 
as  a pioneer  is  David  Green  of  the  Enzyme  Institute 
of  the  University  of  Wisconsin. 

Surgical  Treatment  of  Mitral  Stenosis 

A.  N.  Bakulev,  Ed.,  292  pages.  $3.  Moscow,  State 
Publishing  House  for  Medical  Literature,  1958. 

This  book  was  translated  by  Dr.  Yan  Styr  and 
published  for  the  National  Science  Foundation, 
Washington,  D.C.,  and  the  Department  of  Health, 
Education,  and  Welfare  by  the  Israel  Program  for 
Scientific  Translations  in  1961.  It  is  available  from 
the  Office  of  Technical  Services,  U.  S.  Department 
of  Commerce,  Washington  25,  D.C. 

The  Golden  Age  Cookbook 

Phyllis  MacDonald.  192  pages.  $2.95.  Garden 
City,  New  York,  Doubleday  & Company,  Inc.,  1961. 

This  is  a book  to  help  older  folks  lead  happy, 
healthy  lives.  Those  who  are  interested  in  the  well- 
being of  their  parents  or  of  older  friends  will  find 
this  cookbook  useful. 
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Health  Education 

Bernice  R.  Moss,  Ed.D.,  Professor  of  Health  Edu- 
cation, University  of  Utah,  Ed.  WARREN  H.  SOUTH- 
WORTH,  Dr.  P.H.,  Professor  of  Health  Education, 
University  of  Wisconsin,  Associate  Ed.  JOHN  Lester 
Reichart,  M.D.,  Chicago,  Associate  Ed.  429  pages. 
$5.  Washington,  D.  C.,  National  Education  Associ- 
ation, 1961.  ed.  5. 

"Health  Education”  is  a companion  volume  to 
"School  Health  Services  and  Healthful  School  Liv- 
ing”, first  published  in  1953  and  1957  respectively. 

These  volumes  will  assist  in  answering  most  of 
the  health  problems  in  education.  The  fifth  edition 
of  "Health  Education”  combines  the  efforts  and  pro- 
fessional competence  of  many  individuals,  and  should 
serve  as  a guide  in  teaching  in  the  health  field. 

The  Gentle  Legions 

Richard  Carter.  335  pages.  $4.50.  Garden  City, 
New  York,  Doubleday  & Company,  Inc.,  1961. 

This  is  an  objective  study  of  the  national  volun- 
tary health  groups.  It  discusses  their  faults,  merits, 
and  volunteer  workers — "The  Gentle  Legions”,  who 
devote  their  spare  rime  to  campaigns  and  fund  rais- 
ing. It  is  a thought-provoking  study  of  the  sociology, 
economics,  and  ethics  of  modern  medical  charity. 

Epidemic 

Frank  G.  Slaughter.  286  pages.  $3.95.  Garden 
City,  New  York,  Doubleday  & Company,  Inc.,  1961. 

Epidemic  is  the  story  of  panic  that  can  be  caused 
by  plague,  and  of  the  exploitation  of  the  crisis  by 
Communist  subversives. 


“It  hurts  my  practice  a little,  but  I save  a lot 
on  malpractice  insurance.” 


Symptom  Diognosis 

Wallace  Mason  Yater,  M.D.,  M.S.,  F.A.C.P., 
Director,  Yater  Clinic,  Washington,  D.C.,  Formerly 
Professor  of  Medicine  and  Direaor  of  the  Depart- 
ment of  Medicine,  Georgetown  University  School  of 
Medicine;  Physician-io-Chief,  Georgetown  University 
Hospital;  Physician-in-Chief,  Gallinger  Municipal 
Hospital,  Washington,  D.  C.;  and  William  Francis 
Oliver,  M.D.,  F.A.C.P.,  Assistant  Clinical  Professor 
of  Medicine,  University  of  Southern  California  School 
of  Medicine;  Consultant,  Santa  Barbara  General 
Hospital;  Attending  Physician,  Cottage  Hospital  and 
St.  Francis  Hospital,  Santa  Barbara,  and  Service  of 
Internal  Medicine,  County  of  Los  Angeles  General 
Hospital.  Ed.  5.  962  pages.  $15.  New  York,  Apple- 
ton-Century-Crofts,  Inc.,  1961. 

This  is  the  fifth  edition  of  a standard  reference 
book  which  has  been  extensively  used  for  34  years. 

This  book  is  not  intended  to  be  a text.  It  is  a 
practical  reference  manual  which  the  physician  can 
use  to  help  arrive  at  a diagnosis  after  eliciting  the 
symptoms  and  physical  signs  of  his  patient.  The  first 
portion  is  devoted  to  symptoms  and  signs  which  are 
regional,  and  the  last  part  to  those  which  are  gen- 
eral. Each  symptom  and  sign  is  followed  by  a list  of 
diseases  which  may  apply,  in  the  order  of  their  im- 
portance. Under  each  listed  disease,  there  are  given 
the  characteristics  of  the  finding  as  it  occurs  in  the 
disease  and  a list  of  the  chief  features  of  the  disease. 
At  the  end  there  is  a list  of  the  infrequent  causes. 
There  are  18  tables  of  differential  diagnosis  of  se- 
lected important  clinical  manifestations. 

The  arrangement  of  the  material  is  logical,  and 
the  symptoms  and  signs  are  easily  found.  The  dis- 
cussions are  brief  and  pertinent  to  be  of  utmost 
value  in  arriving  at  a diagnosis.  Indicated  laboratory 
studies  are  listed,  but  are  given  minimum  emphasis. 

There  is  little  likelihood  that  diagnosis  will  ever 
be  made  by  an  electronic  machine  to  which  the 
physician  can  present  symptoms  and  signs.  This 
book  does  not  attempt  such  a feat.  It  will  be  of  help, 
even  to  the  most  experienced  practitioner,  by  listing 
and  briefly  describing  the  various  possibilities.  It 
may  bring  to  mind  a disease  which  has  been  over- 
looked, and  thus  enable  correct  diagnosis.  It  will  not 
displace  more  comprehensive  texts  and  monographs, 
but  can  be  used  as  the  first  step  in  definitive  reading. 

This  book  is  recommended  as  a useful  and  practi- 
cal aid  for  all  practitioners.  It  performs  a valuable 
function,  and  should  be  enthusiastically  received. 

— Milton  R.  Hejtmancik,  M.D.,  Galveston. 


The  Nature  of  Sleep: 

Ciba  Foundation  Symposium 

G.  E.  W.  WOLSTENHOLME.  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  Maeve  O’Connor,  B.A.,  Eds.  416 
pages.  $10.  Boston,  Little,  Brown  and  Company, 
1961. 
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House  of  Healing 

Mary  Risley.  288  pages.  $4.50.  Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1961. 

People  tend  to  think  of  hospitals  as  fairly  modern 
institutions,  but  the  fact  is  that  cleanliness,  healthful 
diet,  beautiful  surroundings,  music  and  theater  ther- 
apy were  all  recommended  by  pre-Christian,  Egyp- 
tian, Hindu,  and  Greek  doctors.  Mary  Risley  tells 
the  first  complete  history  of  hospitals  in  "House  of 
Healing”. 

Although  no  one  in  the  early  part  of  the  19th 
century  knew  about  germs,  and  patients  faced  opera- 
tions without  the  mercy  of  ether,  Egyptians  three 
thousand  years  ago  used  opiates  before  operations 
and  used  alcohol  in  the  form  of  wine  as  an  anti- 
septic. 

Mrs.  Risley  traces  the  history  of  hospitals  from  a 
medical  prescription  written  by  a Sumerian  physician 
approximately  4,000  years  ago.  She  tells  about  the 
expansion  of  nursing  and  hospital  care  of  the  guilds, 
the  Knights  Templar,  and  the  holy  orders  devoted 
to  nursing,  up  to  the  time  when  man’s  right  to  shel- 
ter and  healing  was  recognized.  The  final  chapters 
are  devoted  to  modern  medicine,  hospital  construc- 
tion, and  probable  future  trends  in  medical  care. 


RECENT 

DEATHS 


DR.  A.  C.  SACCO 

Dr.  Allan  Charles  Sacco,  Houston  general  practi- 
tioner, died  at  his  home  on  Dec.  24,  1961. 

Dr.  Sacco  was  born  at  New  Iberia,  La.,  on  Dec. 
20,  1961.  His  parents  were  Charles  and  Francis  Marie 
Sacco.  He  attended  public  schools  in  Centreville,  La., 
and  Houston.  He  graduated  in  medicine  from  Tulane 
University  of  Louisiana  School  of  Medicine  in  1928 
and  served  two  years  as  junior  and  senior  intern  at 
Charity  Hospital  of  Louisiana  in  New  Orleans. 

He  was  a member  of  the  American  Medical  As- 
sociation and  the  Texas  Medical  Association  through 
the  Harris  County  Medical  Society. 

He  was  made  a Knight  of  the  Equestrian  Order 
of  the  Holy  Sepulchre  by  Pope  John  XXIII  in  Oc- 
tober, 1961.  He  was  a member  of  the  Serra  Club 
of  Houston,  Houston  Council  803  of  the  Knights  of 
Columbus,  Msgr.  G.  A.  Wilhelm  General  Assembly 
Fourth  Degree,  Holy  Name  Society,  Order  of  Al- 
hambra, and  Memorial  Drive  Country  Club. 

Survivors  include  his  widow,  the  former  Thamer 


The  Cardiac  Arrhythmias 

Brendan  Phibbs,  M.D.,  Casper  Clinic,  Casper,  Wyo. 
122  pages.  $7.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1961. 

The  reference  material  of  the  usual  medical  text 
fails  to  meet  the  student’s  demand  for  compactness. 
However,  Dr.  Phibbs  has  simplified  a usually  tech- 
nical subject.  The  text  is  designed  to  give  an  initial 
review  of  some  of  the  fundamentals  of  anatomy  and 
physiology  of  the  conducting  tissues  of  the  heart. 
Three  chapters  are  Basic  Facts  and  Measurements  in 
the  Electrocardiogram,  The  Sinus  Rhythms,  and 
Clinical  Diagnosis.  One  part  of  the  book  is  devoted 
to  exercises  wherein  various  types  of  arrhythmias 
are  demonstrated  by  actual  tracings.  Each  is  then 
diagnosed  in  following  pages — a self  examination  of 
what  the  student  has  learned. 

Many  tomes  have  been  published,  from  the  most 
elementary  to  the  most  complicated,  about  electro- 
cardiography. Dr.  Phibbs  has  confined  his  work  to 
but  one  phase  of  the  subject,  and  in  its  simplicity 
the  book  becomes  a valuable  adjunct  in  the  libraries 
of  surgeons,  anesthesiologists,  general  practitioners, 
and  medical  students. 

— Ross  W.  Rissler,  M.D.,  El  Paso. 


DR.  A.  C.  SACCO 


Jeanette  Hill,  whom  he  married  in  Houston  Nov. 
28,  1933;  sons,  Allan  C.  Sacco,  Jr.,  Edward  Hill 
Sacco;  daughters,  Mrs.  Walter  H.  Kiley,  Jr.,  Patricia 
and  Kathleen  Sacco;  brothers,  Peter  Leon  and  Samuel 
Sacco;  sisters,  Mrs.  Philip  Pecararo,  Mrs.  Lonnie 
Swinderski;  and  two  grandchildren,  Thamer  HiU 
Kiley  III  and  Walter  Hugh  Kiley  III;  all  of  Houston. 
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DR.  S.  A.  PRICE 


DR.  S.  A.  PRICE 

Dr.  Sidney  Alexander  Price,  Fort  Worth  general 
practitioner,  died  Jan.  8,  1962. 

Dr.  Price  was  born  May  23,  1902,  in  Gainesville, 
Texas.  His  parents  were  William  James  and  Nora 
W.  Price.  He  attended  the  public  school  in  Gaines- 
ville and  entered  Texas  Agricultural  and  Mechanical 
College  in  1921.  After  one  semester  there  he  left 
for  Nashville,  Tenn.,  where  he  received  academic 
education  at  Vanderbilt  University  and  his  medical 
degree  at  Vanderbilt  University  School  of  Medicine, 
graduating  in  1929. 

He  served  a year’s  internship  and  a year’s  resi- 
dency at  St.  Joseph’s  Hospital  in  Fort  Worth.  Dur- 
ing his  years  in  practice  he  attended  a number  of 
postgraduate  courses  in  Galveston  and  Chicago. 

Dr.  Price  practiced  in  Fort  Worth  from  1930 
until  his  death,  excepting  the  time  he  was  in  service 
during  World  War  II.  He  was  in  the  Air  Force 
from  1941  to  1945  serving  in  the  medical  corps, 
attaining  the  rank  of  major. 

Dr.  Price  was  a member  of  the  Tarrant  County 
Medical  Society,  Texas  Medical  Association,  Ameri- 
can Medical  Association,  Southern  Medical  Associa- 
tion, American  Heart  Association,  Texas  Heart  As- 
sociation, American  Academy  of  General  Practice, 
and  Phi  Chi  medical  fraternity. 

He  was  a member  of  the  Christian  church.  Retail 
Credit  and  Merchants  Association,  Masonic  Lodge 
from  Blue  Lodge  to  Shrine  (33rd  degree)  by  York 
Rite,  and  the  Ridglea  Country  Club. 

His  hobbies  were  flying  and  fishing. 

Survivors  include  two  sons,  Harry  D.  and  Jack 
Price;  a daughter,  Mrs.  James  C.  Hobbs;  and  four 
grandchildren,  all  of  Fort  Worth. 


Dr.  Fred  W.  Aves,  75,  retired  Galveston  surgeon, 
died  March  8,  1962,  at  the  residence  of  his  son  in 
Houston.  Cause  of  death  was  dissecting  abdominal 
aneurysm. 

Since  June,  1955,  he  had  been  in  retirement  at 
his  home  in  nearby  Dickinson,  Texas,  where  he  and 
his  family  had  lived  since  1927. 

Dr.  Aves  was  born  Aug.  11,  1886,  in  Norwalk, 
Ohio.  When  he  was  16  be  moved  to  Galveston 
where  his  father,  the  Rev.  Charles  S.  Aves,  became 
rector  of  Trinity  Episcopal  Church.  Galveston  Coun- 
ty was  to  be  his  home  for  the  rest  of  his  life. 

He  was  graduated  from  the  University  of  Texas 
Medical  Branch  in  1911.  After  internship  at  Gen- 
eral Hospital,  Kansas  City,  and  Kensington  Hospital, 
Philadelphia,  he  was  appointed  instructor  of  surgery 
at  the  latter. 

He  was  for  many  years  medical  director  for  Lykes 
Bros.  Steamship  Lines  and  surgeon  and  chief  of 
staff  at  St.  Mary’s  Infirmary  in  Galveston. 

He  was  a member  of  the  American  Medical  As- 
sociation. He  was  elected  to  inactive  membership  in 
Texas  Medical  Association  in  1956  and  to  honorary 
membership  in  1961.  He  was  a member  of  the  Texas 
Surgical  Society  and  a Fellow  of  the  American  Col- 
lege of  Surgeons.  His  fraternities  were  Phi  Alpha 
Sigma  (now  Phi  Rho  Sigma),  Delta  Kappa  Epsilon, 
and  Alpha  Omega  Alpha.  He  was  a member  and 
former  vestryman  of  Trinity  Episcopal  Church  in 
Galveston. 

Survivors  include  his  wife,  Florence  of  Dickinson; 
a son.  Dr.  Frederick  H.  Aves  of  Houston;  a daughter, 
Mrs.  David  Bland  of  Houston;  a brother,  Paul  H. 
Aves  of  Houston;  a sister,  Mrs.  George  Harbordt  of 
San  Antonio;  and  five  grandchildren. 


DR.  T.  L.  TALBERT 

Dr.  Thomas  Luceine  Talbert  of  Slaton,  Texas,  died 
there  Jan.  21,  1962,  of  acute  coronary  occlusion.  He 
was  43. 

He  had  been  in  general  practice  in  Slaton  since 
1951.  He  started  his  medical  career  the  year  before 
in  Levelland,  practicing  there  for  six  months  before 
moving  to  Slaton. 

Dr.  Talbert  was  born  Jan.  13,  1919,  in  Cassville, 
Mo.  His  parents  were  James  and  Ada  Talbert.  He 
attended  public  schools  in  Cassville.  He  received  his 
higher  education  at  the  University  of  Missouri,  Co- 
lumbia, Mo.;  University  of  Arkansas,  Fayetteville, 
Ark.;  and  the  University  of  Kentucky,  Lexington, 
Ky.,  where  he  received  his  B.S.  degree  in  1942. 

He  was  graduated  from  the  University  of  Colo- 
rado School  of  Medicine  in  Denver  in  1949  with 
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the  M.D.  degree.  He  interned  at  Baylor  Hospital  in 
Dallas. 

During  World  War  II,  he  served  in  the  U.S.  Navy. 

He  was  a member  of  Lubbock-Crosby  Counties 
Medical  Society,  Texas  Medical  Association,  South- 
ern Medical  Association,  American  Academy  of  Gen- 
eral Practice,  the  American  Association  of  Railway 
Surgeons  and  the  American  Medical  Association. 

He  served  as  Slaton’s  city  health  officer  in  I960. 
He  was  vice  president  of  staff  at  Mercy  Hospital. 

He  was  a member  of  the  First  Baptist  Church. 

His  hobbies  were  painting  and  inventing. 

He  married  the  former  Mrs.  Virginia  Ruth  Clark 
on  Jan.  13,  1951. 

Mrs.  Talbert  survives,  as  do  their  two  sons,  Eugene 
Clark  Talbert  and  Larry  Clark  Talbert,  all  of  Slaton; 
four  sisters,  Mrs.  Frances  Humy,  Monett,  Mo.;  Mrs. 
Charles  Pearl,  Neosho,  Mo.;  Mrs.  Tony  Hutchens, 
Derby,  Kan.;  and  Mrs.  F.  R.  Doane,  Albuquerque, 
N.  Mex.;  and  one  brother,  William  D.  Talbert, 
Hopkinsville,  Ky. 


DR.  M.  C.  HARRIS 

Dr.  M.  C.  Harris  of  Dallas  died  in  a hospital 
there  Feb.  27,  1962,  after  a month-long  illness.  The 
40-year-old  Oak  Cliff  physician  was  president  of 
the  staff  at  the  Kessler  Park  Hospital  and  a member 
of  the  staff  of  Methodist  Hospital. 

He  was  born  Dec.  3,  1921,  in  Dallas.  He  received 
his  M.D.  degree  there  in  1950  at  Southwestern 
Medical  School.  Earlier  education  was  received  at 
North  Texas  Agricultural  College,  Arlington,  Tex.; 
Hendrix  College,  Conway,  Ark.;  University  of  Idaho, 


DR.  M.  C.  HARRIS 


Moscow,  Ida.;  and  the  University  of  South  Dakota, 
Vermillion,  where  he  received  the  B.S.  degree  in 
1948. 

He  served  his  internship  at  Parkland  Memorial 
Hospital,  Dallas,  in  1950-1951.  He  praaiced  in 
Throckmorton,  Tex.,  from  1951  to  1953,  going  from 
there  to  Dallas. 

He  was  a member  of  the  Dallas  County  Medical 
Society,  Texas  Medical  Association,  and  the  Ameri- 
can Medical  Association.  He  was  a member  of 
Southwood  Methodist  Church  of  Dallas. 

In  1947  he  was  associate  professor  of  bacteriology 
at  the  University  of  South  E>akota. 

He  is  survived  by  his  wife,  Frances;  three  children, 
Thomas  S.,  Mike,  and  Dan;  his  step  father  and 
mother,  Mr.  and  Mrs.  Ernest  Scott;  his  step  brother, 
Ernest  Scott,  Jr.;  and  his  grandfather,  G.  D.  Harris, 
all  of  Dallas.  Also  surviving  are  his  grandparents, 
Mr.  and  Mrs.  A.  A.  Love  of  Mesquite. 


DR.  E.  W.  SPACKMAN 

Dr.  Edgar  Wilson  Spackman  of  San  Juan,  Tex., 
a radiologist  formerly  with  Terrell’s  Laboratories  in 
Fort  Worth,  died  of  carcinoma  of  the  lung  March 
3,  1962. 

He  was  born  Aug.  11,  1900,  in  Philadelphia,  Pa. 
His  parents  were  Edgar  Wilfred  and  Anita  Lancaster 
Spackman.  He  was  educated  at  the  University  of 
Pennsylvania,  first  as  a premedical  student  and  later 
as  a medical  student  at  the  College  of  Medicine 
where  he  received  three  degrees,  doctor  of  medicine 
in  1924,  master  of  science  in  1933,  and  doctor  of 
science  in  1934. 

He  interned  at  Misericordia  Hospital  in  Phila- 
delphia in  1924  and  1925.  He  did  extensive  post- 
graduate work  at  the  University  of  Pennsylvania 
during  the  years  1925  to  1930. 

Dr.  Spackman’s  work  in  the  field  of  radiology  in- 
cluded teaching  in  the  Graduate  School,  University 
of  Pennsylvania,  progressing  from  instructor  to  as- 
sociate in  radiology.  In  1940,  he  moved  to  Illinois 
where  he  was  on  the  faculty  of  Northwestern  Uni- 
versity School  of  Medicine  first  as  an  instructor  and 
later  as  an  assistant  professor  in  radiology.  During 
his  teaching  years  he  was  radiologist  for  several  hos- 
pitals in  Philadelphia  and  in  Illinois. 

He  was  the  author  of  "Roentgen  Therapy  in  Pi- 
tuitary Tumors”  with  Dr.  George  E.  Pfahler,  Ameri- 
can Journal  of  Ophthalmology,  August,  1931;  "Fur- 
ther Observations  on  the  Roentgen  Treatment  of 
Pituitary  Tumors”  with  Dr.  George  E.  Pfahler,  The 
American  Journal  of  Roentgenology  and  Radium 
Therapy,  February,  1935;  "X-Ray  Diagnosis  of 
Double  Perforation  of  the  Eyeball  after  Injection  of 
Air  into  the  Space  of  Tenon”,  American  Journal  of 
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Ophthalmology,  November,  1932;  "The  Roentgen 
Aspects  of  Chronic  Arthritis”,  The  American  Journal 
of  Roentgenology  and  Radium  Therapy,  February, 
1936;  "Eventration  and  Hernia  of  the  Diaphragm 
as  an  Incidental  Finding”,  Radiology,  July,  1936; 
"Localization  of  Intra-Orbital  Foreign  Bodies”,  Ar- 
chives of  Ophthalmology,  August,  1937;  "X-ray 
Studies  of  the  Nasalaorimal  Duct”,  American  Journal 
of  Ophthalmology,  May,  1938,  as  well  as  single  chap- 
ters in  three  books  concerning  radiology. 

He  married  the  former  Velma  Handley  on  Dec. 
11,  1940,  in  Illinois. 

In  1948,  Dr.  Spackman  moved  to  Fort  Worth  and 
began  the  practice  of  radiology  there  with  Terrell’s 
Laboratories  and  All  Saints  Hospital.  He  also  taught 
at  Southwestern  Medical  School  in  Dallas. 

He  was  a member  of  the  American  Medical  As- 
sociation and  the  Texas  Medical  Association  through 
the  Tarrant  County  Medical  Society,  and  was  elected 
to  inactive  membership  in  I960.  He  was  a diplo- 
mate  of  the  American  Board  of  Examiners  for  Radi- 
ology, a fellow  of  the  American  College  of  Radiol- 
ogy, a member  of  the  American  Roentgen  Ray  So- 
ciety, a member  of  the  American  Radium  Society, 
and  a member  of  the  Radiological  Society  of  North 
America.  He  belonged  to  Alpha  Kappa  Kappa  and 
Lambda  Chi  Alpha  fraternities  and  was  a member 
of  University  Christian  Church. 

He  is  survived  by  his  wife. 

DR.  T.  H.  FUNK 

Dr.  Theron  H.  Funk  of  Fort  Worth  died  in  a 
hospital  there  Feb.  1,  1962,  of  amyotrophic  lateral 
sclerosis.  He  was  59. 

He  had  practiced  obstetrics  and  gynecology  in 
Fort  Worth  since  1938,  having  begun  his  medical 
career  in  Weatherford,  Tex.,  in  1934.  He  was  chief 
of  staff  of  Harris  Hospital  in  1948-1949  and  1959- 
1961.  He  also  served  on  the  hospital’s  medical  board 
and  board  of  trustees. 

Dr.  Funk  was  born  Aug.  17,  1902,  in  Bridgeport, 
Tex.  His  parents  were  Dr.  P.  C.  and  Caldonia  (Hart- 
zog)  Funk.  He  attended  Bridgeport  schools  and  was 
graduated  with  a bachelor  of  arts  degree  from  Har- 
din-Simmons  University  in  Abilene  in  1925. 

He  received  his  M.D.  degree  from  Baylor  Univer- 
sity College  of  Medicine  in  Dallas  in  1932.  He  in- 
terned at  San  Diego  County  General  Hospital  in 
1932  and  1933.  Later  he  did  postgraduate  work  in 
Chicago  Lying-In  Hospital  in  1938  and  in  Maternity 
Hospital,  Cleveland,  in  1939. 

He  was  married  to  Miss  Peggy  Shadle  of  Weather- 
ford on  June  17,  1933,  in  Oklahoma  City. 

Dr.  Funk  served  in  the  U.  S.  Air  Force  as  a medi- 
cal corps  major  from  1943  to  1946  at  Barksdale 
Field,  La.,  and  Miami  Beach  Redistribution  Station. 
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His  hobbies  were  hunting  and  gulf  fishing.  He 
was  a Mason  and  a Shriner. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  Tarrant 
County  Medical  Society,  Phi  Beta  Pi  medical  fra- 
ternity, and  the  Texas  Association  of  Obstetricians 
and  Gynecologists.  He  was  a fellow  of  the  American 
College  of  Surgeons  and  of  the  American  College 
of  Obstetricians  and  Gynecologists. 

Survivors  incude  his  widow;  two  brothers,  Owen 
and  Gus  Funk  of  Bridgeport;  and  a sister,  Mrs.  Carl 
Erickson  of  Phoenix,  Ariz. 

DR.  0.  L.  JENKINS 

Dr.  Oscar  Leonard  Jenkins,  66,  retired  Panhandle 
physician  who  had  lived  in  Dallas  since  1938,  died 
at  his  home  there  Dec.  27,  1961.  Cause  of  death  was 
cerebral  hemorrhage.  He  had  contracted  multiple 
sclerosis  in  1938,  forcing  his  retirement,  and  had 
been  bedridden  since  1942. 

He  was  born  in  Gordon,  Palo  Pinto  County,  on 
Nov.  6,  1895.  His  parents  were  Dr.  Berry  Lewis 
and  Maggie  (Buster)  Jenkins.  He  attended  public 
schools  in  Gordon,  Weatherford,  and  Clarendon, 
Texas,  and  was  graduated  with  honors  from  the 
Clarendon  High  School.  He  was  a student  at  Claren- 
don College  before  entering  the  University  of  Texas 
in  Austin.  He  received  his  M.D.  degree  from  the 
University  of  Texas  Medical  Branch  in  Galveston 
in  1919. 

He  served  a year  in  internship  at  New  York  City 
Hospital,  was  a resident  at  Nursery  and  Childs  Hos- 
pital, and  did  postgraduate  study  at  Bellevue  Hos- 
pital, all  in  New  York  City. 
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He  returned  to  Clarendon  and  entered  practice 
with  his  father  in  July  of  1920.  That  year  he  mar- 
ried the  former  Edith  Mina  Bourland  of  Clarendon. 

He  was  elected  to  honorary  membership  in  the 
Texas  Medical  Association  in  1945.  He  served  TMA 
through  the  Armstrong-Donley-Childress-Collings- 
worth-Hall- Wheeler  Counties  Medical  Society  as 
president  of  the  society  in  1932  and  as  secretary 
in  1936-1938. 


DR.  O.  L.  JENKINS 


He  was  a member  of  Phi  Chi  medical  fraternity, 
Clarendon  Skeet  Qub,  Lions  Club,  Rotary  Club,  and 
Dad’s  Club.  He  was  a Baptist  and  served  as  church 
clerk. 

He  was  the  Donley  County  health  officer  for  a 
number  of  years  and  was  physician  and  surgeon  for 
the  Fort  Worth  and  Denver  City  Railroad  until  his 
retirement. 

As  a medical  school  student,  he  had  volunteered 
to  serve  in  the  Navy  during  World  War  I,  but  was 
never  called  to  active  duty. 

He  is  survived  by  his  wife;  a daughter,  Mrs.  Jere 
Bob  Hinckley;  four  grandsons,  Bobby  Wayne,  John- 
ny Mack,  Tommy  Lynn,  and  Jimmy  Dean  Hinckley, 
all  of  Dallas;  and  a brother,  B.  L.  Jenkins,  Jr.,  of 
Amarillo. 

DR.  M.  E.  DURHAM 

Dr.  Mylie  E.  Durham,  a widely  known  Houston 
Heights  surgeon  and  a past  president  of  the  Harris 
County  Medical  Society,  died  there  of  a heart  attack 
March  7,  1962,  while  playing  golf  at  the  Pine  Forest 
Country  Club.  It  was  his  69th  birthday. 

A resident  of  Houston  for  48  years,  he  was  one 


DR.  MYLIE  E.  DURHAM 


of  the  co-founders  of  the  Heights  Hospital  and 
established  the  Durham  Clinic  with  his  two  physi- 
cian sons  and  D.  C.  Adamo,  M.D.  In  his  professional 
activities,  he  assisted  many  young  doctors  to  estab- 
lish practices  in  Houston.  He  was  a charter  member 
of  the  Heights  Rotary  Club,  a member  of  the  Hous- 
ton Qub,  and  a director  of  the  Heights  State  Bank 
as  well  as  past  president  of  Pine  Forest  Country 
Club. 

Dr.  Durham  was  born  in  Atlanta,  La.,  the  son  of 
Caleb  M.  and  Mamie  (Elliott)  Durham.  He  re- 
ceived his  early  education  in  the  schools  of  Winn- 
field.  La.,  and  obtained  his  M.D.  degree  at  the  Uni- 
versity of  Tennessee  College  of  Medicine  in  1919. 
Following  this,  he  interned  at  Baptist  Hospital  in 
Memphis  and  served  a residency  at  St.  Joseph  Hos- 
pital in  Houston.  Later,  in  1935,  he  did  postgraduate 
work  at  the  Louisiana  State  University  School  of 
Medicine  in  New  Orleans. 

During  World  War  I he  served  as  a private  in 
the  U.  S.  Army. 

He  began  the  practice  of  medicine  in  Houston  in 
1920.  He  was  a fellow  of  the  International  College 
of  Surgeons,  a member  of  Southwestern  Surgical 
Congress,  and  a member  of  the  Texas  and  American 
Medical  Associations. 

He  was  a 32nd  degree  Mason  and  a Baptist  be- 
longing to  the  Baptist  Temple  Church  of  Houston. 

His  hobbies  were  golf  and  fishing. 

Dr.  Durham  and  the  former  Miss  JoUy  Aber- 
crombie of  Houston  were  married  there  June  5, 
1917.  She  survives  as  do  their  two  sons,  Mylie  E. 
Durham,  Jr.,  M.D.,  and  Charles  A.  Durham,  M.D.; 
a daughter,  Mrs.  Betty  Durham  Fowler;  two  broth- 
ers, Ardis  H.  Durham  and  Clarence  Durham;  and 
seven  grandchildren,  all  of  Houston. 
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DR.  W.  H.  JARVIS,  JR. 

Dr.  Walter  Hearn  Jarvis,  Jr.,  died  unexpectedly 
at  his  home  in  Temple,  Feb.  23,  1962,  of  an  acute 
myocardial  infarction.  At  the  time  of  his  death  he 
was  a member  of  the  staff  of  Scott  and  White  Clinic, 
of  Scott  and  White  Memorial  Hospital,  and  of  the 
Gulf,  Colorado  and  Santa  Fe  Railway  Hospital, 
Temple. 

He  was  born  in  Dallas,  April  20,  1917,  and  gradu- 
ated from  Grand  Saline  High  School,  Grand  Saline, 
in  1933.  He  graduated  from  Rice  Institute  in  1938 
with  a B.A.  degree,  and  from  the  University  of  Texas 
Medical  Branch  in  1942.  He  was  a member  of  Alpha 
Omega  Alpha  Honorary  Medical  Society.  While  at- 
tending Rice  Institute,  he  was  recipient  of  the  Mary 
Parker  Gieseke  Scholarship  in  1938.  He  served  his 
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internship  at  Philadelphia  General  Hospital,  Phila- 
delphia, Pa.,  1943  to  1944.  Following  a one  year’s 
residency  in  general  practice  at  Portsmouth  Naval 
Hospital,  Portsmouth,  Va.,  he  entered  the  United 
States  Navy  and  was  in  the  Medical  Corps  from 
1944  to  1954.  While  serving  in  the  Navy  he  was 
engaged  in  aviation  medicine  research  at  the  U.  S. 
Naval  School  of  Aviation  Medicine,  Pensacola,  Fla. 
He  also  saw  Naval  service  in  the  Phillipines  and 
the  Korean  theater  of  operations.  After  being  dis- 
charged as  lieutenant  commander,  he  entered  a resi- 
dency in  radiology  at  the  Mayo  Clinic,  Rochester, 
Minn.,  and  completed  his  training  in  December, 
1957.  From  January,  1958,  until  his  death,  he  prac- 
ticed radiology  in  Temple. 

Dr.  Jarvis  was  a diplomate  of  the  American  Board 
of  Radiology,  member  of  the  American  College  of 
Radiology,  the  Radiological  Society  of  North  Amer- 


ica, the  Texas  Radiological  Society,  the  American  ■ 
Medical  Association,  Texas  Medical  Association,  ■ 
Bell  County  Medical  Society,  and  Phi  Chi  fraternity,  fl 
He  was  also  an  associate  fellow  of  the  American  « 
College  of  Cardiology;  he  was  a former  member  of  || 
the  Board  of  Directors  of  the  Bell  County  Tubercu-  ^ 
losis  Association.  % 

Dr.  Jarvis  was  married  in  Galveston,  Feb.  22,"  '' 
1942,  to  Miss  Catherine  Caldwell.  He  was  a mem- 
ber of  Christ  Episcopal  Church,  Temple.  His  hobbies  , j 
were  coin  and  stamp  collecting.  ' 

He  was  co-author  of  three  medical  articles,  "A 
Comparison  of  the  Actions  on  Nerve  Fibers  of  Cer- 
tain Anesthetic  Mixtures  and  Substances  in  Oil”  by 
D.  Duncan  and  W.  Jarvis  published  in  the  Septem-  _ 
ber,  1943,  issue  of  Anesthesiology;  "Observations  on 
Repeated  Regeneration  of  the  Facial  Nerve  in  Cats”  j 
by  D.  Ehincan  and  W.  Jarvis  published  in  the  Octo-  V 
ber,  1943,  issue  of  Journal  of  Comparative  Neurol-  *1 
ogy;  and  "A  Study  of  the  Physiological  Changes 
Which  Occur  During  Acclimatization  to  High  Alti-  :*'■ 
tude;  An  Inactive  Form  of  Hemoglobin  Formed  ' 
During  Acclimatization”  by  R.  Riley,  C.  S.  Hous- 
ton,  W.  Jarvis,  and  A.  Graybiel  published  in  a gov- 
ernment  bulletin  issued  September  30,  1946.  ; ' 

He  is  survived  by  his  wife,  Catherine;  five  chil-  f' 
dren,  Walter  H.  Ill,  Catherine,  John,  Timothy,  and  ” 
James;  and  his  parents,  Mr.  and  Mrs.  W.  H.  Jarvis  t 
of  Grand  Saline. 


DR.  J.  R.  McGEE 

Dr.  J.  R.  McGee,  91,  retired  New  Boston  pioneer 
physician,  died  in  a hospital  there  March  5,  1962, 
of  congestive  heart  failure.  He  was  the  recipient  of 
the  Texas  Medical  Association  1949  General  Prac- 
titioner of  the  Year  Award. 

"Dr.  McGee  possesses  that  which  typifies  the  best 
in  the  family  doctor  in  that  he  studies,  loves  and 
lives  medicine  daily,”  Dr.  G.  V.  Brindley,  president 
of  the  Association  at  that  time,  said  in  presenting 
the  Award.  "He  is  one  of  his  people;  on  the  other 
hand,  he  is  foremost  among  citizens  of  his  commun- 

ity” 

Dr.  McGee  began  practicing  medicine  in  New 
Boston  in  1903.  Prior  to  that  time,  from  1890  to 
1900,  he  had  been  a school  teacher  and  superintend- 
ent of  the  New  Boston  public  school.  When  he  de- 
cided to  enter  the  medical  profession  in  1900,  he 
enrolled  in  the  University  of  Tennessee  and  com- 
pleted the  four-year  required  course  in  three  years. 
He  was  graduated  with  honors  and  returned  to  his 
home  town  to  begin  his  practice. 

He  served  as  Bowie  County  health  officer  for  10 
years,  was  chairman  of  the  New  Boston  school  board 
of  trustees  for  the  years  1912-1918,  served  as  mayor 


390 


TEXAS  State  Journal  of  Medicine 


of  New  Boston  for  14  years  from  1930-1944,  and 
was  chairman  of  the  board  of  stewards  of  the  Tapp 
Memorial  Methodist  Church  there,  1910-1918  and 
1922-1949. 

He  was  born  Nov.  12,  1870,  at  Boston,  Texas. 
His  parents  were  J.  T.  and  Sarah  Elizabeth  (Mc- 
Cright)  McGee. 

He  received  his  preliminary  training  at  Sam  Hous- 
ton State  Teachers  College  in  1893-1894. 

He  married  the  late  Carrie  Eliza  Ellis  on  Oct.  27, 
1895. 

In  1912  he  went  to  Chicago  Medical  College  for  a 
postgraduate  course  in  eye,  ear,  nose,  and  throat. 

He  was  elected  to  honorary  membership  in  TMA 
through  the  Bowie  County  Medical  Society  in  1953. 
He  was  a member  of  the  American  Medical  Associa- 
tion. 

He  was  awarded  the  title  of  Outstanding  Rural 
Layman  in  the  Methodist  Church  in  1949. 

His  hobby  was  gardening,  and  he  was  a member 
of  the  Lions  Club. 

Survivors  include  two  sons.  Dr.  Ellis  B.  McGee 
and  Joel  R.  McGee,  Jr.;  two  daughters,  Mrs.  Nor- 
man S.  Bonham  and  Mrs.  W.  L.  Hubbard;  eight 
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grandchildren  and  four  great-grandchildren;  all  of 
New  Boston. 


Coming  Meetings 


.Ainerican  Medical  Association,  Chicago,  June  24-28,  1962,  Dr. 
F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago  10,  Exec.  Vice- 
Pres. 

Texas  Medical  Association,  Austin,  May  12-15,  1962.  C.  L.  Willis- 
ton,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


May 

American  Association  of  Genito-Urinary  Surgeons,  Skytop,  Pa.,  May 
9-11,  1962.  Dr.  W.  J.  Engel,  2020  E.  93rd,  Cleveland  6,  Sec. 
American  Association  of  Plastic  Surgeons,  Del  Monte,  Calif.,  May 
6-9.  1962.  Dr.  T.  D.  Cronin,  6615  Travis,  Houston  25,  Sec. 
American  Gynecological  Society,  Hot  Springs,  Va.,  May  31-June  2, 
1962.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
International  College  of  Surgeons,  U.  S.  Chapter,  Chicago,  May  14- 
18,  1962.  Dr.  W.  F.  James,  1540  N.  State  Parkway,  Chicago, 
Sec. 

Texas  Air-Medics  Association,  Austin,  May  12-13,  1962.  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Austin,  May  13, 
1962.  Dr.  Elizabeth  Gentry,  1313  Sabine,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Austin,  May  14, 
1962.  Dr.  W.  W.  Kelton,  Jr..  108  W.  30th,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Austin,  May 
13,  1962.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 
Texas  Dermatological  Society,  Austin,  May  14,  1962.  Dr.  D.  S. 

Blair,  1609  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Diabetes  Association,  Austin,  May  13,  1962.  Dr.  John  W. 

Cbriss,  2436  Morgan.  Corpus  Christi,  Sec. 

Texas  Industrial  Medical  Association.  Austin,  May  13,  1962.  Dr. 

R.  E.  Joyner,  Box  471,  Texas  City.  Sec. 

Texas  Neuropsychiatric  Association,  Austin,  May  12,  1962.  Dr. 

E.  I.  Bruce.  Jr..  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Austin,  May  14-15,  1962.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris.  Sec. 

Texas  Orthopedic  Association,  Austin,  May  14,  1962.  Dr.  Margaret 
Watkins,  3503  Fairmoimt,  Dallas,  Sec. 


Texas  Otolaryngological  Association,  Austin,  May  14-15,  1962.  Dr. 

Louis  E.  Adin,  Jr.,  3707  Gaston,  Dallas,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Austin.  May  13. 

1962.  Dr.  O.  Selke,  Medical  Professional  Bldg.,  Houston,  Sec. 
Texas  Society  of  Anesthesiologists,  Austin,  May  12,  1962.  Dr.  E.  L. 

Slataper,  Medical  Towers,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Austin,  May  12,  1962. 
Dr.  L.  Levy,  Ft.  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  ProCTologists,  Austin,  May 
13.  1962.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Austin,  May  14,  1962.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Austin.  May  11-12,  1962.  Dr. 

R.  O.  Brauer,  6615  Travis,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Austin,  May  15. 

1962.  Mrs.  W.  B.  Ruggles,  3701  Stratford.  Dallas,  Sec. 

Texas  Traumatic  Surgical  Society,  Austin,  May  13,  1962.  Dr.  J.  C. 
Long,  805  W.  8th,  Plainview,  Sec. 


June 

American  College  of  Chest  Physicians.  Chicago,  June  21-25,  1962. 

Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  Neurological  Association,  Atlantic  City,  June  18-20,  1962. 

Dr.  M.  D.  Yahr,  710  W.  168th.  New  York  32.  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth.  June  18-20, 
1962.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth. 
Sec. 


National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester.  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5, 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 
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American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas, 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedia,  15  2nd  St.,  S.W.,  Roch«- 
ter,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago,  Oa.  27-Nov.  1,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  for  Thoracic  Surgery.  Dr.  H.  T.  Bahnson, 
Johns  Hopkins  Hosp.,  Baltimore  5,  Sec. 

American  Cancer  Society,  New  York,  Oct.  22-26,  1962.  Mr.  G. 

Whirtlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists.  Mr.  E.  Bauers,  2160  Rand  Tower, 
Minneapolis,  Exec.  Vice-Pres. 

American  College  of  Gastroenterology,  Chicago,  Oa.  28-31,  1962. 

Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists.  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians.  Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine, 
Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology.  Mr.  W.  C.  Stronach,  20  N.  Wacker, 
Chicago  6,  &ec.  Dir. 

American  College  of  Surgeons,  Qinical  Conference,  Atlantic  City, 
Oct.  15-19,  1962.  Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  New 
York,  Aug.  27-31,  1962.  Dorothea  C.  Augustin,  30  N.  Michi- 
gan. Chicago  2,  Exec.  Sec. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 

American  Heart  Association,  Cleveland,  Oa.  26-28,  1962.  Mr.  Rome 
A.  Betts.  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago,  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Proaologic  Society.  Dr.  N.  D.  Nigro,  7815  East  Jeffer- 
son, Detroit  1,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  0«.  15-19, 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19.  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  New  York,  Oa.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson.  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.  Mr.  H.  E. 

Northam,  185  N.  Wabash,  Chicago  1,  Exec.  Dir. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

Radiological  Society  of  North  America,  Chicago.  Nov.  25-30,  1962. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street.  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oa.  7-9,  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla., 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963-  Dr. 
Been  Swioney,  Medical  Professional  Building,  San  Antonio  12. 
Sec. 

Southwest  Regional  Cancer  Conference.  Mrs.  I.  F.  Ball,  Westchester 
House.  Fort  Worth,  Sec. 

Southwestern  Medical  Association.  Albuquerque,  Oct.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard.  544  Pasteur 
Bldg.,  Oklahoma  City  3.  Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr..  940  Margaret 
Place.  Shreveport,  Sec. 

State 

Texas  Academy  of  General  Praaice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar.  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 


Texas  Association  for  Mental  Health,  San  Antonio,  Oa.  10-12,  1962. 

Mr.  F.  L.  Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Division.  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3.  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25.  Exec.  Sec. 

Texas  Pediatric  Society,  Fon  Worth,  Sept.  21-22,  1962.  Dr.  C.  B. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Proctologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Radiological  Society,  San  ^Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30,  1962.  Dr.  J. 

Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Surgical  Society.  Dr.  W.  B.  King.  Jr.,  2320  Columbus  Ave., 
Waco.  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 


District 

First  Distria  Society.  Dr.  G.  L.  Black,  1501  Arizona.  El  Paso,  Sec. 
Second  Distria  Society.  Dr.  Broadway  Broadrick,  Box  111,  Big 
Spring,  Sec. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson,  2308 
W.  8th.  Amarillo.  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr.,  3154  Reid 
Drive,  Gsrpus  Christi,  Sec. 

Seventh  Distria  Society.  Dr.  R.  Lucas.  502  W.  13th,  Austin.  Sec. 
Eighth  Distria  Society.  Dr.  H.  Davis,  120  Barracuda,  Galveston. 
Sec. 

Ninth  District  Society. 

Tenth  Distria  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont. 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  Distria  Society,  Waco,  January.  1963.  Dr.  Walker  Lea. 

Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  Distria  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves,  Naples.  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-1, 
Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg..  Dallas, 
Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 

Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  29-31.  1962. 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mis.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic.  Big  Spring,  Sec. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Mrs.  Maria  P. 
Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 
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VOLUME  58 


A Catchy  Tune 

Appeals  to  the  emotions  of  people  through  gen- 
eralized cliches  have  always  been  effective  means  of 
selling  a point. 

Daily  the  technique  is  used  by  radio  and  television 
advertisers,  many  times  through  the  medium  of  the 
catchy  tune.  The  casual  listener  seldom  learns  the 
whole  verse — he  picks  up  the  easy-to-remember  first 
phrase  and  hums  the  rest. 

So  it  has  been  with  the  phrase,  "Medical  Care  for 
the  Aged”.  That  is  a good  tune,  an  appealing  com- 
mercial, a need  no  one  can  deny. 

Unfortunately,  there  are  two  tunes  to  this  song 
and  the  casual  listener  is  so  confused  that  he  cannot 
even  hum  the  rest  of  the  tune.  He  seems  to  grasp 
only  the  first  phrase  and  he  knows  he  favors  that — 
so  why  should  he  fight  against  the  President’s  stand 
for  more  federal  aid?  Why  not  help  the  old  people? 
He  truly  wonders  why  doctors — of  all  people — could 
be  against  such  a humane  move. 

And  that  is  the  rest  of  the  tune.  Physicians  in  the 
Texas  Medical  Association  and  the  American  Medical 
Association  have  affirmed  that  they  are  not  against 
the  old  people,  that  they  are  against  government  con- 
trol which  interferes  with  the  best  treatment  for  their 
elderly  patients.  But  they  must  make  this  part  of  the 
tune  much  stronger — yes,  perhaps,  even  a little  catch- 
ier— if  the  public  is  to  understand  and  to  sing  the 
rest  of  the  tune. 

It  is  imperative  at  this  time  that  the  public  does 
sing  the  rest  of  the  song.  It  is  the  public,  after  all, 
which  controls  the  Congress  and  which  must  call 
upon  its  representatives  to  defeat  the  King-Anderson 
bill  now  in  Congress. 

Confusion  still  exists  about  the  differences  between 
the  King-Anderson  bill  and  the  Kerr-Mills  Law,  and 
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the  doctor’s  motives  regarding  the  bills.  The 
public  must  know  about  the  Kerr-Mills  Law,  a 
positive  program  not  often  mentioned  by  the 
proponents  of  King-Anderson. 

The  positive  points  of  Kerr-Mills  must  be 
continually  brought  to  the  fore : ( 1 ) it  helps 
the  needy  aged  who  need  assistance,  (2)  the 
Texas  program  utilizes  the  mechanism  of  vol- 
untary health  insurance  to  provide  hospital, 
medical,  surgical,  and  nursing  home  benefits, 
(3)  it  preserves  the  quality  of  medical  care 
by  maintaining  the  patient’s  freedom  of  choice 
and  the  doaor’s  freedom  to  treat  his  patients 
in  an  individual  way,  and  (4)  it  avoids  a 
waste  of  tax  dollars  by  helping  only  those  who 
need  help. 

The  fallacies  of  King-Anderson  must  be 
revealed  for  what  they  are:  ( 1 ) tax  on  workers 
would  be  increased  to  provide  health  benefits 
for  millions  of  persons  who  are  able  to  care 
for  themselves,  (2)  benefits  would  not  be 
provided  for  those  not  covered  by  Social  Se- 
curity who  actually  need  assistance,  (3)  gov- 
ernment control  of  doctors  and  hospitals  would 
be  initiated  and  the  road  to  socialization  would 
be  further  widened,  (4)  voluntary  health  in- 
surance would  be  undermined,  and  (5)  the 
plan  would  be  staggeringly  expensive,  costing 
the  taxpayers  an  estimated  $2,200,000,000  the 
first  year  and  an  estimated  $5,400,000,000  by 
1983. 

Consider  the  facts  presented  in  both  tunes 
and  go  out  and  sell  your  product — but  be 
sure  your  public  gets  the  whole  verse. 


".  . . . We  must  work  to  advance  the  common 
good.  We  can  best  work  for  the  common  good  by 
examining  the  center  of  existence,  not  its  periphery. 

"What  is  the  center?  It  is  that  which  makes  life 
whole.  It  is  that  which  makes  life  meaningful.  It  is 
that  which  makes  the  world  more  habitable,  more 
comfortable,  more  human.  It  is  that  which  men  of 
straightforward  good  will  have  always  struggled  to 
achieve,  to  so  work  in  the  City  of  Man  that  some 
day  the  City  of  God  may  prevail.” 

As  It  Seems  to  Me,  Lawrence  Ragan,  Reporting, 
Dec.,  1961. 


Overutilization  of 

Hospitalization 

Insurance 

The  overutilization  of  hospitalization  insur- 
ance is  jeopardizing  the  free  enterprise  system 
of  medical  care.  To  reduce  usage  to  actual  neces- 
sity will  require  the  effort  and  cooperation  of 
the  doctor,  patient,  hospital,  and  insurance  in- 
dustry. 

Hospital  admissions  and  length  of  hospital- 
ization have  both  increased  during  the  past 
few  years.  Annual  hospital  admissions  per 
1,000  Blue  Cross  members  have  increased  from 
123  ten  years  ago  to  135  five  years  ago,  and 
to  140  this  past  year.  The  Texas  admission 
rate  per  1,000  Blue  Cross  participants,  which 
was  148  in  1952,  was  167  in  1961.  The  av- 
erage length  of  hospitalization  in  Texas  in  1952 
was  5.6  days.  This  had  increased  to  6.48  days  in 
1961,  a 15  per  cent  increase  in  length  of  stay 
in  nine  years. 

There  have  been  no  epidemics  to  increase 
the  number  of  admissions;  nor  have  poor  hos- 
pital and  medical  care  been  factors  to  lengthen 
the  hospital  stay.  What  has  happened? 

Although  a number  of  factors  probably  are 
responsible,  some  of  this  increased  usage  of 
hospitalization  insurance  is  a direct  result  of 
the  American  way  of  life.  The  method  of 
paying  for  hospital  service  through  insurance 
has  made  it  easier  for  the  patient  to  use  hos- 
pitalization beyond  the  actual  needs  in  his 
case.  This  tempts  him  to  demand  more  care 
than  if  he  had  to  dish  out  the  money  to  pay 
for  it. 

Multiple  coverage  is  another  responsible 
factor.  When  a patient  develops  a sense  of 
fear  and  insecurity  in  the  early  stages  of  a 
malady,  he  becomes  conscious  of  a need  for 
hospitalization  insurance  and  possibly  buys 
two  or  more  policies.  This  may  occur  at  a 
time  when  he  or  his  doctor  cannot  detea  any 
evidence  of  disease.  I do  not  mean  to  imply 
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that  the  patient  is  dishonest;  he  merely  has 
a premonition  that  he  could  get  sick. 

The  patient  cannot  be  kept  from  buying 
this  coverage;  neither  can  insurance  salesmen 
be  prevented  from  selling  it  to  him.  Second, 
third,  and  fourth  policies  are  frequently  not 
profitable  contracts,  and  they  encourage  over- 
usage of  the  first  insurance  contract.  If  repre- 
sentatives of  the  insurance  industry  would  make 
a survey,  they  probably  would  find  that  pa- 
tients with  two  or  more  policies  require  longer 
hospitalkation  for  the  same  illness  than  pa- 
tients with  one  policy.  If  this  is  true,  the  mul- 
tiple policy  holder  is  not  a desirable  risk. 

The  patient  who  has  bought  such  coverage 
is  entitled  to  be  paid.  However,  if  insurance 
application  forms  included  questions  regarding 
other  policies  carried  and  the  date  of  issue  of 
each,  company  personnel  would  investigate  indi- 
viduals who  had  recently  bought  policies,  and 
would  perhaps  delay  issuing  a second,  third,  or 
fourth  policy,  as  the  case  might  be,  until  an 
interval  of  six  months  or  a year  had  elapsed. 
This'  would  make  failing  health  evident  in 
some  cases.  Then,  too,  there  would  be  the 
opportunity  to  judge  which  applicants  might 
be  undesirable  risks  as  far  as  overutilization  is 
concerned.  It  probably  will  not  be  the  bread- 
winner who  loses  work  to  collect  on  the  mul- 
tiple insurance  claims,  but  a dependent. 

Members  of  the  Texas  Medical  Association 
should  urge  representatives  of  the  insurance 
industry  to  use  means  such  as  those  mentioned 
to  detect  and  eliminate  the  temptation  to 
overutilize  hospitalization  insurance.  Doctors 
should  enlist  the  cooperation  of  hospitals,  pa- 
tients, and  the  insurance  industry  to  avoid  mak- 
ing hospitalization  premiums  so  high  that  the 
fair  individual  cannot  buy  necessary  insurance, 
giving  the  government  an  opportunity  to  take 
over.  In  my  opinion,  coverage  that  leaves  one- 
fourth  or  one-third  of  the  bill  for  the  patient 
to  pay  is  the  best  influence  to  reduce  usage  of 
hospitalization  insurance  to  the  desired  level. 


both  from  the  standpoint  of  admission  rate 
and  length  of  hospitalization. 

— J.  C.  Terrell,  M.D., 
Stephen ville,  Texas 

[Ed.  Note:  Hospitalization  insurance  usage  is  being 
studied  extensively  by  the  American  Medical  Association 
Commission  on  Medical  Care,  the  American  Hospital  Asso- 
ciation, and  several  other  organizations.  Additional  articles 
on  this  complex  subject  are  planned  for  future  issues  of 
the  Texas  State  Journal  of  Medicine.} 

Automobile  Seat  Belts 

For  the  15  to  35  age  group,  the  automobile 
is  the  leading  cause  of  death.  This  is  an  epi- 
demic! Besides  the  number  killed,  the  number 
of  injuries  is  colossal  both  in  this  age  group 
and  in  the  whole  population.  The  public  has 
been  alerted  to  these  facts  by  vigorous  cam- 
paigns of  various  kinds,  but  there  is  some 
doubt  that  the  medical  profession  has  realized 
the  epidemic  proportions  of  this  situation. 

Although  speed  and  drinking  are  well 
known  contributing  causes,  it  is  not  so  well 
known  that  the  most  important  "curative” 
factor  is  the  use  of  seat  belts. 

The  seat  belt  serves  in  two  ways  as  a pro- 
phylactic; it  keeps  the  occupants  of  the  car 
from  being  ejected  through  open  doors  and  it 
also  prevents  occupants  from  being  banged 
around  in  the  car  like  a pea  in  a walnut  shell. 

What  is  the  cause  of  resistance  to  the  use 
of  seat  belts?  We  believe  that  the  greatest 
single  factor  is  the  disinclination  of  the  av- 
erage person  to  believe  that  he  will  be  a "sta- 
tistic” in  an  automobile  wreck.  It  is  our  duty 
as  physicians  to  make  the  public,  particularly 
youngsters,  aware  first  of  the  dangers  involved, 
and,  second,  of  the  need  for  the  type  of  pro- 
tection afforded  by  seat  belts.  Seat  belts  are 
used  routinely  by  race  and  test  drivers  and  by 
aviators.  An  aura  of  glamour,  therefore,  sur- 
rounds their  use. 

Seat  belts  lower  the  mortality  rate  in  an 
automobile  collision  from  between  35  per  cent 
to  60  per  cent,  depending  on  conditions. 

To  many  people,  the  idea  of  strapping  one- 
self into  a vehicle  is  distasteful.  This  is  prob- 
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ably  a form  of  claustrophobia,  which  some- 
times can  be  overcome  by  an  awareness  of  the 
statistically  proved  advantages  of  using  a seat 
belt. 

After  seat  belts  have  been  installed,  the 
problem  is  often  to  encourage  their  use. 
Thoughts  such  as,  "It  won’t  happen  to  me  on 
this  trip,  I am  only  going  a few  blocks,”  and 
similar  types  of  specious  thinking  must  be 
anticipated  and  corrected. 

Statistics  show  unequivocally  that  75  per 
cent  of  automobile  collisions  occur  within  25 
miles  of  the  person’s  home.  It  is  just  as  im- 
portant to  fasten  a seat  belt  in  town  as  it  is 
out  of  town. 

If  a car  collides  with  any  object  while  going 
over  90  miles  an  hour,  a seat  belt  is  of  no 
value  because  this  is  an  unsurvivable  situa- 
tion. In  fact,  60  miles  an  hour  is  the  general 
dividing  line  between  survivable  and  non- 
survivable  collisions.  Yet,  even  if  one  is  going 
over  90  miles  an  hour,  a seat  belt  may  be  of 
value  if  the  speed  at  the  time  of  the  impact 
is  under  60  miles  an  hour. 

There  has  been  confusion  about  shoulder 
harnesses  and  headrests.  Shoulder  harnesses  are 
helpful,  but  few  people  bother  to  fasten  them 
because  they  are  cumbersome.  Statistically, 
they  do  not  show  enough  additional  value  to 
make  an  issue  over  them.  Headrests  are  help- 
ful in  preventing  whiplash  injuries,  but  as 
their  use  is  controversial,  it  is  probably  more 
important  for  the  physician  to  concentrate  his 
efforts  on  getting  his  patients  to  use  seat  belts. 

Any  seat  belt  is  better  than  no  seat  belt. 
The  simple,  inexpensive  ones,  securely  bolted 
to  the  floorboard  (metal)  are  at  least  75  per 
cent  effective.  A loop  test  strength  of  3,000 
pounds  is  adequate  for  most  purposes.  The 
best  seat  belts  have  a metal-to-metal  fastener 
of  the  quick  release  type  and  have  a loop  test 
of  5,000  pounds. 

Seat  belt  psychology  is  interesting.  Those 
of  us  who  have  been  using  seat  belts  for  many 
years  are  uncomfortable  when  we  are  not  using 
them.  It  takes  only  a few  months  to  acquire 


this  feeling  if  you  keep  thinking  about  the 
statistics.  Wearing  a seat  belt  makes  the  driver 
conscious  of  safety.  It  is  most  important  for 
parents  of  adolescent  children  to  have  and 
use  seat  belts  and  to  teach  their  children  to 
use  them  conscientiously.  Setting  an  example 
is  important.  Drilling  children  with  statistics 
is  essential.  The  adolescent  son  of  one  of  the 
authors  rolled  over  a car  in  a low-speed  city 
zone  recently  without  being  injured.  His  first 
comment  to  his  father:  "Thank  the  Lord  I 
had  my  seat  belt  on  and  fastened  tightly.” 

To  sum  up,  we,  as  doctors,  owe  it  to  the 
American  public  to  do  everything  possible 
to  stop  the  epidemic  of  automobile  deaths. 
The  simplest  and  most  effective  single  thing 
we  can  do  is  to  urge  that  seat  belts  be  used 
in  as  many  cars  as  possible.  With  many  Ameri- 
can automobile  manufacturers  making  seat 
belts  readily  available  or  providing  them  as 
standard  equipment,  this  task  will  be  easier. 
A driver  with  his  seat  belt  fastened  is  much 
more  aware  of  the  importance  of  careful  driv- 
ing. His  seat  belt  serves  as  a constant  reminder 
to  him  that  his  life  is  in  jeopardy  and  that  he 
should  drive  defensively  and  carefully. 

— Louis  W.  Breck,  M.D., 
Mario  Palafox,  M.D. 

El  Paso,  Texas 

[Ed.  Note:  Texas  Medical  Association  and  Texas  Jaycees  are  co- 
operating in  a seat  belt  campaign  this  month.  See  page  447.] 


Nuclear  Science  Center 
Dedicated  at  Texas  A & M 

One  of  the  most  progressive  nuclear  science 
centers  in  the  country  has  been  built  by  the  nuclear 
research  staff  of  Texas  Agricultural  and  Mechanical 
College.  The  reactor  is  now  operating  at  a 100 
kilowatt  power-level,  and  eventually  will  operate  at 
power-levels  up  to  5 megawatts  after  a cooling  sys- 
tem is  completed.  The  reactor  core  is  suspended  in 
a large,  open  pool  containing  demineralized  water 
for  moderation,  reflection,  cooling,  and  shielding. 
Fuel  used  is  93  per  cent  enriched  U-235. 

Dr.  J.  R.  Maxfield,  Dallas,  president-elect  of  the 
Society  of  Nuclear  Medicine,  spoke  at  the  dedication 
of  the  new  center. 
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North  Lomor  Boulevard  • Austin,  Texas  • GReenwood  7-6704 


U.S.A.  and  AMA 

The  governmental  structures  of  the  United  States  and  the  AMA  are 
essentially  those  of  a republic  and  the  fundamental  basis  for  their 
existence  is  satisfactory  national  representation.  Officials  are 
elected  and  their  actions  should  reflect  the  thinking  of  the  peo- 
ple they  represent. 

It  is  true  that  under  our  form  of  government  a minority  group  may 
gain  majority  power.  That  occurs  when  the  majority  fails  to  par- 
ticipate fully  in  the  mechanism  of  government.  Today,  because  of 
lassitude  and  indifference,  we  have  reached  the  point  of  not  hav- 
ing true  representation  of  the  rank  and  file  majority  in  both  our 
national  government  and  our  national  medical  association.  Consider 
what  a minority,  perhaps  five  per  cent,  is  doing  in  Russia.  This 
must  not  happen  here ! 

The  affairs  of  state  and  of  medicine  have  been  and  should  continue 
to  be  separate  in  our  coiantry.  However,  serious  attempts  are  being 
made  to  force  medicine  to  become  subservient  to  the  federal  gov- 
ernment. Our  national  government,  instead  of  protecting  the  rights 
given  to  us  under  the  Constitution,  is  actually  becoming  a dictator 
and  a competitor. 


What  can  we  do  to  stop  a landslide  toward  a welfare  state?  We  must 
familiarize  ourselves  and  others  with  all  of  the  issues,  procure 
the  most  qualified  representatives,  and  see  that  these  elected  of- 
ficials truly  represent  us.  Our  objectives  should  be  initiated  at 
the  local  levels  where  we  have  control  over  those  elected.  It  is 
often  difficult  to  get  adequate  action  at  a national  level  if  the 
groundwork  has  not  been  well  established  at  home. 


It  is  our  duty  to  be  sure  that  the  AMA  rightfully  represents  us  in 
Washington  just  as  we  insist  that  our  Congressmen  abide  by  our 
wishes  in  federal  affairs.  This  is  the  month  the  AMA  should  receive 
word  of  the  composite  opinion  of  its  members  in  reference  to  the 
problems  facing  all  of  us. 


Only  when  our  country  is  controlled  by  the  majority 
of  its  citizens  can  we  say  that  "government  of  the 
people,  by  the  people,  and  for  the  people"  is  our  way 
of  life.  Likewise,  the  practice  of  medicine  must  be 
a "grassroots"  affair,  not  a federal  monopoly,  if 
the  citizens  of  the  United  States  are  to  continue  to 
get  the  high  grade  medical  care  they,  for  the  most 
part,  have  cherished. 


i 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


Town  Crier 


The  employment  of  town  criers  constituted  one  of 
the  earliest  attempts  to  advertise  the  goods  and 
services  of  merchants.  These  men  recognized  that  it 
was  good  business  to  let  as  many  people  as  possible 
know  about  the  bargains  that  were  available  at  their 
places  of  business.  The  more  competent  were  able 
to  attract  more  customers,  and  competition  stimu- 
lated a search  for  new  and  better  ways  to  convey 
messages  to  the  general  public — to  reach  those  be- 
yond the  limits  of  the  human  voice.  Ingenuity,  re- 
sourcefulness, and  imagination,  diligently  applied, 
brought  into  existence  the  printing  press,  telegraph, 
telephone,  radio,  television,  and  Echo  I.  Scientific 
medicine  has  progressed  by  virtue  of  these  new  and 
improved  methods  of  communication.  Today,  the 
lectures  of  Pasteur  and  Harvey  would  be  filmed  or 
videotaped  and  made  accessible  immediately  to  the 
world  of  medicine. 

But  this  progress  in  communications  has  also 
brought  problems.  Not  everyone  speaks  the  truth 
or  is  unselfishly  motivated.  Thus,  conflicting  view- 
points are  being  expressed  by  modern-day  "Town 
Criers”.  There  is  an  old  adage  that  if  you  say  some- 
thing often  enough  and  loud  enough  for  everyone  to 
hear,  it  soon  will  become  an  accepted  fact. 

The  real  crux  of  medicine’s  problem,  as  I see  it,  is 
that  physicians  are  not  telling  their  story  often 
enough  or  loud  enough  for  everyone  to  hear.  We 
need  more  "Town  Criers”. 

Throughout  the  years,  medical  practitioners  have 
been  reluctant  to  tell  their  story  to  the  public.  It 
would  violate  the  code  of  medical  ethics,  they  say, 
or  it  might  give  undue  competitive  advantage  to  the 
spokesman.  Neither  reason  is  valid  if  proper  pre- 
cautions are  taken. 

More  recently,  doctors  have  reluctantly  accepted, 
not  only  as  a responsibility  but  also  as  a necessity. 


the  need  to  act  as  "Town  Criers”.  Unfortunately, 
however,  too  few  physicians  are  willing  to  serve 
in  this  capacity  at  present. 

Previously  I mentioned  that  not  all  modern-day 
Town  Criers  communicate  the  same  philosophy  as  it 
relates  to  medicine  and  health.  Some  cry  out  that 
medicine  is  selfish,  that  it  is  reluctant  to  change, 
that  it  is  a monopoly  unresponsive  to  human  need. 
Although  no  one  would  deny  that  there  are  things 
wrong  which  demand  our  attention,  there  also  are 
many  things  that  are  right  which  demand  our 
defense. 

In  terms  of  what  the  general  public  thinks  of 
family  physicians,  one  finds  abiding  respect  and 
appreciation  for  their  dedication  and  for  the  com- 
petent and  understanding  service  they  render.  In 
survey  after  survey,  the  fact  has  been  documented 
that  the  individual  physician  far  outranks  members 
of  other  professions  in  terms  of  confidence,  trust, 
and  respect. 

Why,  then,  is  the  physician’s  professional  organi- 
zation so  damned  and  discredited?  Why  is  the 
charge  heard  repeatedly  that  the  image  of  American 
medicine  is  declining?  The  answer,  in  my  opinion, 
is  not  confined  to  medicine  and  the  medical  profes- 
sion, but  involves  a fundamental  difference  in  politi- 
cal philosophies.  A world-wide  conflict  exists  be- 
tween individualism  and  collectivism.  In  the  United 
States  it  is  manifested  in  a difference  of  opinion  re- 
garding the  means  by  which  the  public  welfare 
should  be  promoted.  Some  believe  that  the  best  way 
is  through  governmental  paternalism  via  the  power 
to  tax;  others  believe  that  true  progress  is  possible 
only  if  the  rights  and  privileges  of  the  individual  are 
protected  against  governmental  domination  and  con- 
trol and  that  voluntarism,  freedom  of  choice,  and  a 
free  market  are  essential  in  a free  society. 
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The  battle  lines  are  clearly  drawn.  Physicians  find 
themselves  in  the  front  line  defending  the  latter 
position.  The  enemy  is  determined,  powerful,  well 
financed,  and  politically  astute.  When  conflicts  exist 
between  individuals,  organizations,  political  parties, 
or  nations,  the  unprincipled  will  resort  to  almost  any 
end  to  discredit  the  other  party.  If  the  reputation 
and  creditability  of  an  opponent  can  be  sufficiently 
challenged  to  stimulate  question,  discontent,  and 
unbelief,  the  way  to  ultimate  victory  may  be  pre- 
pared. 

There  is  ample  evidence  to  indicate  that  the 
American  Medical  Association  has  been  singled  out 
as  the  victim  of  such  an  attack.  Approximately  75 
per  cent  of  the  remarks  of  proponents  of  the  King- 
Anderson  bill  before  the  House  Ways  and  Means 
Committee  last  August  were  devoted  to  an  attack 
on  the  AMA,  and  not  in  discussing  the  basic  issues 
involved. 

The  cries  of  "sanction”  and  "unrepresentative  of 
the  medical  profession’s  opinion”  have  been  voiced 
repeatedly  against  the  AMA  by  high  government 
officials.  The  charge  that  the  association  is  against 
medical  care  for  the  aged  is  another  slanderous  state- 
ment repeated  often  by  union  and  government  lead- 
ers alike.  The  real  tragedy,  however,  is  not  in  the 
false  accusations  voiced  by  "Town  Criers”  opposing 
the  AMA’s  position  but  in  the  reluctance  of  its 
members  to  cry  out  against  such  falsehoods  instead 
of  acquiescing,  or  even  agreeing,  with  the  charges 
made. 

Nevertheless,  our  cause  is  not  hopeless.  Far  from 
it,  we  are  winning  this  fight  and  will  continue  to 
do  so.  These  attacks  must  be  expected.  No  person 
or  organization  can  participate  in  a conflict  of  this 
magnitude  without  experiencing  some  battle  scars. 
Encouragement  can  be  had  in  the  fact  that  when 
proponents  of  the  King-Anderson  biU  resort  to  villi- 
fying  their  adversary  instead  of  promoting  the 
soundness  of  their  position,  they  are  on  the  defensive. 

Many  physicians  have  expressed  concern  over  the 
parroted  phrase  that  medicine’s  image  is  not  good. 
I contend  that  our  primary  objective  is  to  provide 
the  highest  quality  of  medical  care  to  all  Americans 
at  a price  commensurate  with  the  cost  of  other  goods 
and  services.  If  the  American  Medical  Association 


must  be  made  to  look  good — to  be  aU  things  to  all 
people — it  may  be  necessary  to  compromise  the 
association’s  position  on  fundamental  individual  free- 
doms. This  should  never  be  done. 

The  services  of  many  thousands  of  "Town  Criers” 
who  are  knowledgeable,  articulate,  and  dedicated  are 
needed.  Although  emphasis  must  be  placed  on  the 
present  legislative  struggle,  sound  public  service  and 
public  relations  programs  must  be  continued,  pro- 
grams that  wiU  demonstrate  physicians’  interest  and 
concern  in  all  matters  relating  to  health  and  medical 
care. 

The  foundation  stones  of  a public  relations  pro- 
gram are  the  policies  which  govern  an  organization’s 
actions,  and  the  building  blocks  are  the  actions  them- 
selves. Communicating  these  policies  and  actions  to 
the  general  public  is  essential  in  building  a sound 
public  relations  program.  Interpretation  by  the  public 
is  the  real  measure  of  a project’s  public  relations 
value.  It  is  inconceivable  that  the  results  of  the 
AMA’s  efforts  will  be  interpreted  the  same  by  every- 
one. Many  times  people  see  what  they  want  to  see 
depending  upon  their  experience,  attitude,  and 
philosophy. 

The  American  Medical  Association  has  been  criti- 
cized for  not  being  more  active  at  the  national  level 
in  publicizing  the  positive  contributions  of  medi- 
cine. I would  agree  with  this  criticism,  but  it  is  only 
fair  to  evaluate  the  association’s  activities  and  ac- 
complishments in  context  with  the  amount  of  money 
that  has  been  available.  The  AMA’s  communications 
program  is  more  extensive  and  more  successful  than 
that  conducted  by  any  other  voluntary  association  in 
the  United  States.  This  offers  small  consolation, 
however,  when  the  tremendous  resources  at  the  com- 
mand of  the  labor  unions  and  of  the  federal  govern- 
ment are  considered.  'There  is  little  wonder  that 
there  is  a need  for  "Town  Criers”  to  tell  medicine’s 
story  and  to  defend  its  policies. 

We  must  protect  individual  freedoms  at  home 
as  vigorously  as  throughout  the  world.  If  we  remain 
silent  now,  it  may  be  too  late  to  cry  out  in  protest 
a year  from  now. 

— Leo  E.  Brown,  Chicago,  111., 

Assistant  to  Executive  Vice  President, 
American  Medical  Association. 


Alcmeon  of  Crotona  (c.  500  B.C.)  was  a pupil  of  Pythagoras,  the  mathe- 
matician, who  was  a philosopher  as  well  as  a physician.  He  was  a prominent 
teacher  in  his  day  whose  mind  was  commensurate  with  Hippocrates  whom  he 
preceded  by  half  a century.  He  was  apparently  the  first  physician  to  emphasize 
the  study  of  comparative  anatomy.  His  greatest  contribution,  however,  was  in 
being  the  first  to  demonstrate  by  dissections  on  animals  that  the  brain  was  the 
sensorial  center  and  the  origin  of  the  nerves.  At  the  same  time,  he  discovered  the 
optic  nerves  and  the  Eustachian  tubes.  He  is  also  credited  with  being  the  first  to 
note  the  difference  between  "empty  veins”  or  arteries  and  full  veins. 
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Modern  Management  of  Nevi 


The  public  is  increasingly  cancer  conscious  as 
the  result  of  educational  programs  and  publicity 
in  the  lay  press.  Nevi  and  malignant  melanomas 
have  received  much  attention;  therefore,  patients  fre- 
quently consult  their  physician  about  removal  of  a 
mole. 

The  usual  life  history  of  a nevus  is  that  it  begins 
in  childhood  or  adult  life  as  a lentigo,  then  progresses 
to  a junction  nevus,  a compound  nevus,  and  finally 
to  an  intradermal  nevus.  In  later  life  there  are  fewer 
nevi,  which  suggests  that  at  least  some  nevi  spon- 
taneously disappear.®’  ® Malignant  melanomas  usually 
develop  during  the  period  when  nevi  manifest  junc- 
tional activity.^®  There  is  evidence  that  most  malig- 
nant melanomas  originate  as  lentigo  maligna  with  no 
pre-existing  nevus  but  that  in  about  25  per  cent  of 
patients  melanomas  develop  as  a malignant  change 
in  a benign  nevus.^  Such  a concept  may  have  merit 
since  it  is  generally  recognized  that  most  malignant 
tumors  of  the  body  develop  newly  and  not  from  pre- 
existing benign  lesions.  A melanoma  should  be  sus- 
pected clinically  when  there  is  an  increase  of  pig- 
ment in  a mole,  a radial  extension  or  peripheral  halo 
of  pigmentation,  a noticeable  increase  in  size  of  a 
mole,  an  ulceration  of  a lesion,  hemorrhage  or  serous 
exudation  from  a mole,  or  local  satellite  nodules.^ 

Removal  of  Nevi 

Some  physicians  believe  that  all  nevi  should  be 
surgically  excised;  however,  such  a "blanket”  ap- 
proach does  not  appear  justified.  According  to  Steg- 
maier  and  Becker,®  the  average  number  of  nevi  on 
a young  adult  is  40.  Although  it  would  be  impracti- 
cal to  attempt  to  remove  all  nevi,  there  are  three 


basic  indications  for  removal.  The  foremost  reason 
for  the  complete  removal  of  any  lesion  is  manifesta- 
tion of  signs  or  symptoms  suggesting  malignancy. 
Second  is  the  prophylactic  removal  of  nevi  which 
could  be  regarded  as  potential  sites  for  the  develop- 
ment of  a malignant  melanoma.  The  third  reason  is 
that  the  patient  wants  the  nevus  removed  for  cos- 
metic reasons. 

A logical  approach  to  the  removal  of  nevi  would 
be  to  excise  surgically  all  lesions  that  appear  malig- 
nant or  possible  malignant  melanomas.  Also,  all 
nevi  that  are  being  removed  for  prophylactic  reasons 
probably  should  be  excised.  Flat  or  slightly  elevated 
brown-tO"black  lesions  are  usually  junctional  nevi 
and,  if  removed,  should  be  excised.  Common,  lightly 
pigmented,  elevated  or  papillomatous  lesions  prob- 
ably are  benign  nevi  of  the  intradermal  or  compound 
variety.  Such  lesions  can  be  removed  safely  with  any 
method  that  provides  a satisfactory  cosmetic  result. 

Lesions  which  have  been  removed  incompletely 
and  later  identified  as  malignant  melanomas  were 
almost  certainly  malignant  melanomas  at  the  time  of 
incomplete  removal.  The  partial  removal  of  a benign 
nevus  does  not  appear  to  produce  malignant  changes, 
and  there  are  no  proved  examples  in  the  literature  of 
inadequately  removed,  histologically  benign  nevi  be- 
coming malignant  melanomas.^®  Also,  nevi  that  recur 
following  incomplete  removal  do  not  manifest  junc- 
tional activity  unless  it  was  present  at  the  time  of 
original  removal.'^  The  physician  should  be  trained 
to  recognize  any  lesion  that  might  represent  a malig- 
nant melanoma,  and  such  lesions  should  be  excised 
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Nevi  are  removed  usually  for  three  reasons: 
malignancy,  potential  malignancy,  or  cos- 
metic desires  of  the  patient.  All  are  impor- 
tant and  the  physician  should  carefully 
consider  the  best  means  for  removal  of  each 
type  of  nevus. 


adequately.  For  protection  of  the  patient  and  the 
physician,  it  appears  wise  to  examine  histopathologi- 
cally  all  nevi  which  are  removed.  Some  physicians 
believe  that  if  a nevus  warrants  removal,  it  also  war- 
rants histopathologic  study.^ 

In  the  absence  of  signs  suggestive  of  malignancy, 
it  is  difficult  to  determine  which  nevi  should  be  re- 
moved for  prophylactic  reasons.  In  general,  lesions 
at  sites  of  trauma,  nevi  of  the  nail  beds,  and  unusual 
or  atypical  nevi  are  considered  primary  possibilities 
for  prophylactic  removal.  Nevi  of  the  hands  and 
feet  are  not  believed  as  ominous  as  they  once  were,^^ 
yet  they  still  deserve  special  consideration.  Also, 
pregnancy  has  been  thought  to  have  a deleterious 
effect  in  malignant  melanomas;  however.  White  and 
others^®  in  a recent  study  found  no  such  harmful 
effect  in  a series  of  71  pregnant  women  with  malig- 
nant melanoma. 

Physicians  who  have  developed  a special  interest 
in  nevi,  or  who  have  received  special  training  in 
recognizing  lesions  on  the  skin,  are  able  to  diagnose 
malignant  melanomas  accurately.  To  substantiate 
this  statement,  records  at  Baylor  of  the  past  five 
years  were  reviewed.  During  this  period  more  than 
3,000  benign  nevi  and  46  malignant  melanomas  were 
submitted  to  the  laboratory  for  study.  The  clinical 
diagnosis  submitted  with  the  specimen  was  accurate 
in  97.5  per  cent  of  the  cases  which  were  found  by 
histopathologic  examination  to  be  nevi  or  mela- 
nomas. In  24  of  46  malignant  melanomas,  the  diag- 
nosis of  melanoma  was  listed  as  first  or  second 
choice,  and  in  nearly  all  of  the  remaining  cases 
malignancy  was  considered  a strong  possibility.  Usu- 
ally this  was  an  important  consideration,  prompting 
removal  of  the  lesion  for  histopathologic  smdy.  Also 
among  the  histologically  benign  nevi,  there  were 
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many  instances  in  which  the  possibility  of  a mela- 
noma was  suggested.  The  previously  mentioned  find- 
ings suggest  a high  index  of  suspicion  among  this 
group  of  15  dermatologists.  The  only  diagnostic 
error  that  occurred  with  any  frequency  was  the  di- 
agnosis of  a benign  tumor  as  a possible  malignant 
melanoma.  Such  an  error  is  certainly  justified. 

It  is  not  the  purpose  of  this  paper  to  discuss  the 
further  surgical  treatment  of  malignant  melanomas 
after  the  original  local  excision.  Pack  and  associates® 
and  other  authors^’  ® have  written  extensively  on  this 
subject.  Creech  and  others®  have  advocated  the  per- 
fusion of  chemotherapeutic  agents  in  selected  cases. 

The  remaining  question  concerns  clinically  benign 
nevi  which  are  removed  for  cosmetic  purposes. 
Again,  an  inflexible  policy  should  not  be  formulated; 
however,  when  a nevus  is  removed  for  cosmetic 
reasons,  the  primary  effort  of  the  physician  should 
be  directed  toward  choosing  the  procedure  that  will 
leave  the  least  evidence  of  scar.  Several  factors 
should  be  considered:  (1)  the  character  of  the  indi- 
vidual lesion,  (2)  location  of  the  lesion,  and  (3) 
the  convenience  factor.  The  last-named  factor  in- 
cludes such  items  as  cost,  pain,  and  time  lost. 

If  the  lesiion  is  papillomatous  or  on  a pedicle,  it 
can  be  removed  simply  with  scissors  by  clipping  the 
base  flush  with  the  skin.  If  the  lesion  is  an  elevated 
nodule,  a scalpel  can  be  employed  to  shave  off  the 
lesion  level  with  the  skin.  Bleeding  can  be  controlled 
by  light  electrodesiccation,  Monsel’s  solution*,  or 
simple  pressure.  The  latter  usually  provides  the  best 
cosmetic  results.  The  usual  projecting  "flesh  mole” 
can  be  removed  with  a surgical  ctiret.  With  this 
uniquely  simple  procedure,  the  lesion  is  either  to- 
tally or  almost  completely  removed.  The  resultant 

•Ferric  subsulfate  solution. 
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excavated  area  heals  with  remarkably  good  cosmetic 
results. 

After  removal  of  a lesion  from  the  face,  spot 
dermabrasion  may  be  indicated,  since  this  procedure 
often  permits  a nearly  perfect  cosmetic  result.  Der- 
mabrasion is  also  useful  in  blending  the  sites  of 
surgical  excision.  Carefully  performed  plastic  surgery 
can  also  provide  superior  cosmetic  results.  The  op- 
erator should  remember  that  there  are  few  people 
who  are  not  concerned  about  their  appearance;  this 
is  particularly  true  in  regard  to  the  face.  Except  for 
carefully  performed  plastic  surgery,  excision  is  rarely 
justified  for  benign  projecting  nevi  of  the  face.  Rou- 
tine surgical  excision  with  allowance  for  adequate 
margins  should  be  reversed  for  lesions  not  amenable 
to  simpler  or  cosmetically  superior  techniques. 

For  benign  lesions  on  the  trunk,  the  operator  us- 
ually selects  a method  which  can  be  simply  and 
rapidly  performed  since  this  saves  the  patient’s  time 
and  money.  On  the  trunk  and  extremities,  the  usual 
objective  is  to  eliminate  lesions  that  are  unsightly 
because  of  size  or  munber.  It  is  fortunate  that  the 


cosmetic  objective  is  not  as  important  in  these  areas  | 
since  it  is  more  difficult  to  obtain  a perfect  or  nearly 
perfect  result  on  the  trunk  as  compared  to  the  face 
due  to  cutaneous  anatomical  difference. 
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Young  Humanitarians 

The  40  winners  of  the  20th  Science  Talent  Search,  all  high  school  seniors, 
were  asked  what  single  scientific  discovery  they  considered  most  important.  'The 
young  scientists  showed  they  were  humanitarians  by  emphasizing  development 
of  new  sources  of  cheap,  abundant  power  and  food  supplies,  cures  for  disease, 
unification  and  communication  between  scientific  disciplines  and  people,  and 
breakthroughs  in  understanding  the  most  basic  laws  of  biology,  mathematics,  and 
the  physical  sciences.  Cancer,  arthritis,  birth  defects,  and  degenerative  diseases  of 
old  age  head  the  list  of  medical  problems  mentioned  as  being  most  important. 

— Science  News  Letter 
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Altered  Reactivity  of  Tissues 
With  Photosensitivity 

ROBERT  G.  FREEMAN,  M.D. 


The  beneficial  effects  of  sunlight,  such  as 
maintenance  of  life  by  photosynthesis  and  for- 
mation of  vitamin  D,  are  well  known.  The  harmful 
effects  are  becoming  increasingly  well  known  by 
physicians  but,  unfortunately,  less  so  by  many  lay- 
men who  continue  to  subject  themselves  unnecessar- 
ily to  excessive  sunlight  exposure. 

The  adverse  effects  of  sunlight  in  causing  sunburn 
and  skin  cancer  are  well  recognized.  The  role  of  sun- 
light in  aging  of  the  skin  has  been  emphasized  re- 
cently.^ One  of  the  lesser  known  effects  is  that  of 
photosensitivity  which  may  be  attributable  to  sun- 
light or,  occasionally,  to  exposure  to  artificial  light 
sources  such  as  fluorescent  lamps. 

Photosensitivity  may  be  caused  by  photoallergy  or 
a photodynamic  mechanism  ( phototoxicity ) ; it  is 
the  process  in  which  the  effects  of  light  on  the  body 
are  altered  to  the  extent  that  normally  harmless 
amounts  of  light  produce  an  injurious  effect. 

Photoallergy  is  an  immunologic  mechanism  in 
which  an  allergenic  substance  is  liberated  from  the 
tissues  following  exposure  to  light  and,  as  a result, 
antibodies  are  produced.  The  initial  reaction  is  de- 
layed, whereas  later  reactions  are  prompt  because  of 
previous  specific  sensitization.  This  type  of  reaction 
differs  from  that  which  ordinarily  occurs  after  light 
exposure;  it  may  be  urticarial,  papular,  or  eczema- 
tous. Also,  passive  transfer  tests  are  positive  occa- 
sionally in  this  type  of  reaction. 

Phototoxicity  occurs  as  an  accentuation  of  the  nor- 
mal tissue  response  to  light  exposure  without  an 
intervening  incubation  or  refractory  period.  Also, 
there  is  no  change  in  reaction  time  with  subsequent 
exposure,  the  process  being  a photodynamic  reaction 
with  no  immunologic  basis.  In  both  photoaUergy 
and  phototoxicity,  relatively  narrow  wavelength 
bands  of  the  light  spectrum  may  be  responsible  for 
the  altered  reactivity,  including  visible,  ultraviolet, 
and  infrared  wavelengths.^’  ® 


Many  investigators  believe  that  the  effects  on  tis- 
sue of  various  forms  of  radiant  energy,  including 
roentgen  ray,  grenz  ray,  ultraviolet  ray,  and  visible 
light,  may  involve  a similar  mechanism  whereby 
when  energy  is  introduced  into  a biological  system, 
the  energy  of  that  system  is  raised  to  a higher  level 
and  is  dissipated  in  some  manner.  In  such  a case  the 
differences  seen  with  different  portions  of  the  spec- 
trum then  would  be  largely  a quantitative  difference 
in  the  basic  mechanism.  It  is  not  surprising,  there- 
fore, to  find  different  portions  of  the  spectrum  pro- 
ducing similar  effects. 

Both  phototoxic  and  photoallergic  mechanisms  are 
involved  in  many  different  medical  problems.  Such 
alterations  may  be  induced  by  topical  agents,  drugs, 
metabolic  diseases,  toxins,  microbial  infections,  cer- 
tain collagen  diseases,  and  some  other  poorly  under- 
stood conditions.  The  widespread  occurrence  of  pho- 
tosensitivity phenomenon  has  resulted  in  an  increas- 
ing incidence  and  importance  of  photosensitivity. 
Table  1 shows  a partial  list  of  some  of  the  sub- 
stances which  may  induce  reactions  of  this  type,  and 
Table  2 lists  some  of  the  better  known  conditions  in 
which  photosensitivity  is  significant.^^ 

Recently  the  introduction  of  an  anciently  used 
group  of  drugs,  the  psoralens,  as  suntan  pills  has 


An  increasing  occurrence  of  photosensi- 
tivity is  noted.  Photosensitivity  may 
be  indicated  by  a phototoxic  reaction  in 
which  the  normal  response  of  tissues 
to  light  is  accentuated,  or  it  may  be  re- 
vealed as  a photoallergic  reaction  in 
which  there  is  true  immunologic  mechan- 
ism. Results  of  experiments  with  8- 
methoxypsoralen  are  discussed. 
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Table  1, — Some  Photosensitizing  Agents. 


Dyes 

Eosin 

Fluorescein 
Methylene  blue 
Rose  Bengal 
Acriflavine 
Porphyrins 
Arsphenamine 
Barbiturates 
Quinine 
Sulfonamides 
Gold 

Phenothiazines 
Coal  tar 


Plants 

Meadowgrass 

Fig 

Parsnip 

Buttercup 

Celery 

Oil  of  bergamot 
Perfumes 
Citron  oil 
Declomycin 
Diuril 


attracted  much  interest.  It  has  become  apparent  that 
the  psoralen  compound  being  used,  8-methoxypsora- 
len  (8-MP),  has  photosensitizing  properties  of  a 
phototoxic  nature.  The  acute  effects  and  the  late  car- 
cinogenic effects  of  prolonged  wide  spectrum  ultra- 
violet exposure  are  enhanced  by  injection  of  8-MP 
prior  to  ultraviolet  exposure.®’ Also  Griffin  and 
others  have  shown  that  normally  harmless  long  ultra- 
violet light  (3,200-4,000  A)  produces  harmful  ef- 
fects in  laboratory  animals  previously  given  8-MP. 
This  occurs  even  with  the  small  amounts  of  long 
ultraviolet  light  emitted  by  ordinary  fluorescent 
lamps.®’  ® Cloud  and  others  have  demonstrated  burns 
of  the  eyes  and  cataracts  resulting  from  such  ex- 
posure to  long  ultraviolet  light  after  sensitization 
with  8-MP.^ 


Experimental  Studies 

Further  studies  on  the  toxicity  and  photosensitiz- 
ing properties  of  8-MP  have  yielded  interesting  re- 
sults. In  analysis  of  the  toxicity  of  8-MP,  it  has  been 
found^  that  the  median  lethal  dose  (LD50)  for  the 
intraperitoneal  route  of  administration  in  Swiss  al- 
bino rats  is  approximately  470  mg.  per  Kg.  body 
weight,  with  a range  from  200  to  750  mg.  per  Kg. 
body  weight.  When  daily  intraperitoneal  injections 
of  8-MP  12  mg.  per  Kg.  were  given  for  an  indefi- 
nite period,  albino  mice  manifested  no  adverse  ef- 
fects to  the  drug  as  long  as  they  did  not  receive 
ultraviolet  light  exposure.  By  contrast,  severe  toxic 
and  fatal  effects  were  observed  if  ultraviolet  expos- 
ure followed  soon  after  such  injections.  To  demon- 
strate this  effect,  albino  mice  were  divided  into  four 
groups.  One  group  received  an  intraperitoneal  in- 
jection of  8-MP  (12  mg.  per  Kg.  body  weight) 
followed  one  hour  later  by  one  continuous  24-hour 
exposure  to  long  ultraviolet  light.*  Other  groups 
were  untreated  controls,  or  received  8-MP  alone  or 


*Blak-Ray  (Model  XX-15). 


Table  2. — Diseases 

in  Which  Photosensitivity  May  Be 
Significant. 

Porphyria 

Contributory  faaor: 

Drug  reactions 

Psoriasis 

Lupus  erythematosus 

Acne  rosacea 

Polymorphic  light 

Herpes  simplex 

eruptions 

Xeroderma  pigmentosum 

Urticaria  Solaris 

Pityriasis  rubra  pilaris 

Pellagra 

Keratosis  follicularis 

Acute  exanthem 

(Darier’s) 

Aging  of  skin 

Carcinoma  of  skin 

ultraviolet  alone.  All  mice  were  observed  for  15 
days  and  were  studied  at  autopsy  for  pathologic 
change. 

No  changes  were  observed  in  any  of  the  control 
groups,  but  in  the  test  animals  erythema  and  edema 
appeared  on  the  second  day  on  the  exposed  areas  of 
the  ears,  face,  and  limbs.  Edema  subsided  after  a 
few  days  and  was  followed  by  sloughing,  crusting, 
and  scarring  of  the  burned  areas.  Corneal  opacities 
developed.  Microscopically,  hyperemia  and  occasional 
petechial  hemorrhages  of  the  viscera  were  seen.  Also 
the  livers  of  the  test  animals  contained  focal  areas 
of  necrosis  which  showed  no  consistent  lobular  ori- 
entation. In  addition,  there  were  minimal  fatty  meta- 
morphosis and  increased  mitotic  activity  in  these 
organs.  Similar  results  were  obtained  using  white 
female  guinea  pigs  as  test  animals  (Fig.  1). 

In  other  groups  of  guinea  pigs,  some  animals  were 
treated  by  intraperitoneal  injection  of  8-MP,  after 
which  they  received  one  continuous  24-hour  exposure 
to  long  ultraviolet  (Blak-Ray  XX-15).®  Other  guinea 
pigs  served  as  controls.  After  three  days  the  eyes 
were  removed  and  fixed  in  formalin  (10  per  cent), 
and  were  embedded  in  celloidin;  multiple  sections 
at  different  levels  were  stained  with  hematoxylin  and 
eosin  for  study.  The  eyes  of  the  control  guinea  pigs 
showed  no  alterations,  either  gross  or  microscopic, 
even  though  some  had  received  8-MP  and  others 
had  received  long  ultraviolet  exposure.  In  the  guinea 
pigs  which  received  both  8-MP  and  ultraviolet  light, 
the  corneal  epithelium  was  ulcerated  and  there  was 
edema  and  an  infiltration  of  neutrophils  in  the  un- 
derlying corneal  lamellae.  In  addition,  intense  hyper- 
emia and  infiltration  of  neutrophils,  lymphocytes. 


Dr.  Robert  G.  Freeman  is 
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Department  of  Pathology  at 
Baylor  University  College  of 
Medicine,  Houston.  His  pa- 
per was  presented  April  25, 
1961,  before  the  Section  on 
Pathology  at  the  Texas 
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Fig.  It  Section  of  liver  of  a guineo  pig  treated  by 
■8-MP  injection  followed  by  ultraviolet  exposure.  Note 


infarct  at  upper  right  and  fatty  metamorphosis. 
(X  18) 


histiocytes,  and  fibroblasts  appeared  in  the  adjacent 
conjunctiva  at  the  limbus.  At  a point  opposite  the 
corneal  ulceration,  Descemet’s  membrane  was  altered 
by  swelling  and  fragmentation  and  the  endothelial 
cells  were  swollen,  degenerative,  or  sometimes  absent. 
Fibrin  deposits  with  entrapped  neutrophils  and  eryth- 
rocytes were  adherent  to  the  damaged  endothelium. 
The  iris  displayed  hyperemia,  edema,  swelling  of 
stromal  cells,  and  infiltration  of  neutrophils,  lympho- 
cytes, and  plasma  cells.  Epithelium  of  the  iris  was 
often  damaged  or  absent.  The  loss  of  polarity  and 
swelling  of  the  nuclei  of  the  anterior  subcapsular 
epithelium  indicated  that  these  cells  also  were  dam- 
aged (Fig.  2).  No  changes  were  observed  elsewhere 
in  the  lens,  vitreous,  retina,  or  choroid  during  the 
three-day  experiment. 

Discussion 

These  findings  in  experimental  animals  can  be 
applied  to  man  only  with  caution  and  with  addition- 
al confirmatory  evidence  of  the  behavior  of  photo- 
sensitized tissues  in  man.  There  is  evidence  that  com- 
parable conditions  at  times  exist  in  man  with  various 


photosensitizing  agents,  particularly  drugs,  some  of 
which  are  widely  used.  The  problem  of  photosensi- 
tivity is  increasing  in  importance  because  of  the 
rapid  development  and  use  of  the  new  drugs  and 
the  use  of  food  additives  and  dyes  which  may  possess 
photosensitizing  properties.  Photosensitivity  reactions 
are  important  to  all  physicians  who  must  recognize 
and  deal  with  such  cases.  Although  the  primary  al- 
terations attributable  to  photosensitization  are  ex- 
pected to  occur  in  exposed  areas  such  as  the  skin  and 
eyes,  in  the  previously  discussed  experiments  second- 
ary changes  were  seen  also  in  distant  internal  organs 
such  as  the  liver.  Such  changes  may  appear  unusually 
severe  or  paradoxical  unless  it  is  remembered  that 
photosensitization  accentuates  the  effects  of  a seem- 
ingly mild  or  normally  harmless  light  exposure.  Of 
greater  interest  is  the  finding  that  the  biologically 
inactive  long  ultraviolet  light  (320-400  millimi- 
crons) may  become  extremely  harmful  with  photo- 
sensitization. It  is  evident  that  the  severe  burns  and 
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Fig.  2.  Section  of  guinea  pig  eye 
three  days  following  8-MP  injec- 
tion and  ultraviolet  exposure.  Note 
damaged  cornea  and  histopatho- 
logic changes  in  iris  and  anterior 
lens  capsule.  Control  animals  did 
not  show  anyjchanges.  (X  1 1 ) 


cataracts  described  in  mice  and  guinea  pigs  were 
related  to  the  action  of  normally  harmless  long  ultra- 
violet light.  The  liver  damage  cannot  be  explained 
as  a direct  effect  of  ultraviolet  light  nor  of  the  drug 
alone,  since  none  of  the  controls  was  damaged; 
however,  these  changes  might  be  interpreted  as  a 
result  of  shock  and  anoxia  resulting  from  severe 
cutaneous  burns. 

The  changes  in  the  eyes  of  test  animals  in  these 
experiments  differ  from  the  eye  changes  attributed 
to  shorter  ultraviolet  wavelengths  below  3,500  A. 
As  described  by  Duke-Elder,®  these  shorter  wave- 
lengths produce  damage  mainly  at  the  point  of  ab- 
sorption in  the  cornea,  whereas  the  longer  ultraviolet 
wavelengths  penetrate  the  cornea  and  are  absorbed 
by  the  lens.  Thus,  long  ultraviolet  light  in  sensitized 
animals  might  be  expected  to  cause  damage  to  all 
structures  anterior  to  and  including  the  lens.  Since 
the  retina  receives  only  visible  light  above  4,000  A, 
no  changes  were  expected  and  none  was  seen  in 
this  layer. 
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Science  Responsibility  Comes  of  Age 


The  scientist  cannot  predict  the  remote  consequences  of  his  activities,  but 
he  can  often  provide  techniques  for  recognizing  them  early.  One  of  the  few 
encouraging  indications  that  science  has  come  of  age  is  the  fact  that  extensive 
studies  on  the  potential  danger  of  radiations  were  initiated  as  soon  as  it  became 
apparent  that  the  forces  unleashed  by  knowledge  of  the  atom  would  find  a place 
in  the  technology  of  war  and  peace. — Dubos,  R.:  Mirage  of  Health,  New  York: 
Doubleday  and  Co.,  Inc.,  1961. 
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Triamcinolone  Acetonide  in 
Cutaneous  Lesions 


ALEX.  A.  EISENBERG,  M.D.,  and 
J.  MURRAY  RIDDELL,  JR.,  M.D. 

During  the  past  year  the  authors  have  had 
interesting  treatment  results  in  patients  with 
several  types  of  chronic  dermatosis  using  injections 
of  triamcinolone  acetonide  aqueous  suspension.*  A 
synthetic  corticoid,  this  substance  has  been  extensive- 
ly used  for  intra-atticular,®  intrasynovial,  and  intra- 
bursal  injection  in  the  treatment  of  patients  with 
painful  and  inflammatory  involvements  of  the  joints. 
It  has  produced  many  good  to  excellent  results,  with 
few  side  effects,  in  these  disorders. 

Dermatologists  have  used  local  injections  of  corti- 
costeroids in  a number  of  dermatoses,  especially  in 
chronic  localized  inflammatory  lesions.^’  ^ Some  of 
these  conditions  were  recalcitrant  to  traditional  treat- 
ment. The  diseases  included  in  the  present  series 
were  lichen  planus,  lichen  simplex  chronicus  (local- 
ized neiurodermatitis),  nummular  eczema,  psoriasis, 
keloids,  granuloma  annulare,  and  solar  dermatitis 
(plaque-like). 

The  method  of  administration  of  the  drug  has 
varied  with  the  size  and  location  of  the  lesion.^’  ® 
In  general,  the  usual  injection  has  ranged  from  0.1 
to  0.3  ml.  A short  25  or  26  gauge  needle  can  be  used. 
A tuberculin  syringe  is  best  for  small  lesions,  but  a 
2 and  5 cc.  syringe,  preferably  with  a Luer-Lok,  have 
been  employed  by  the  authors.  The  injection  should 
be  made  sufficiently  deep  to  avoid  blanching  of  the 
area.  In  general,  one  injection  is  made  for  every 
square  centimeter,  but  this  will  vary  with  the  size 
of  the  lesion  and  the  quantity  injected.  Although 
insertion  of  the  needle  is  frequently  painful,  espe- 
cially about  the  hands,  the  medication  has  been  tol- 
erated with  little  discomfort  when  0.3  ml.  or  less  has 

*Kenalog  Parenteral  is  the  trade  mark  of  E.  R.  Squibb 
& Sons,  Division  of  Olin  Mathieson  Chemical  Corporation, 
New  York,  New  York,  for  an  aqueous  suspension  provid- 
ing 10  mg.  triamcinolone  acetonide  per  milliliter. 


been  injected.  Injections  were  usually  given  at  weekly 
or  biweekly  intervals. 

The  results  of  treatment  in  lichen  simplex  chroni- 
cus have  been  outstanding  (Table  1).  A prompt  de- 
crease in  pruritus  was  reported  by  most  patients. 
There  has  been  gradual  decrease  in  inflammation, 
and  most  lesions  disappeared.  In  lichen  planus  the 
results  were  equally  gratifying,  pruritus  usually  being 
relieved  after  the  first  injection  and  most  small 
papules  disappearing  after  a single  treatment. 

Niunmular  eczema  responded  well  in  most  pa- 
tients. All  but  two  were  practically  well  after  a 
second  treatment. 

. Treatment  results  in  keloids  by  this  method  were 
not  impressive,  but  the  lesions  in  all  three  cases  were 
old  and  thick.  The  excellent  result  in  the  one  case 
of  psoriasis  warrants  further  smdy.  Needless  to  say, 
this  mode  of  treatment  would  only  be  practicable  in 
cases  in  which  few  small  plaques  are  present.  The 
one  case  of  solar  dermatitis  was  included  in  the  table 
simply  because  of  the  complication  which  resulted, 
leukoderma. 


Discussion 

Probably,  minute  particles  of  the  corticosteroid, 
which  are  highly  insoluble,  remain  in  the  tissues 
where  they  have  a prolonged  anti-inflammatory  ef- 
fect. It  is  obviously  advantageous  to  use  this  means 
of  therapy  at  the  exact  site  of  the  lesions  and  to 
avoid  systemic  steroid  medication  with  possible  side 
effects.  Maximal  concentration  of  the  drug  at  the 
area  of  maximal  inflammation  is  beneficial. 


Injection  of  triamcinolone  acetonide  into  cu- 
taneous lesions  has  produced  good  results 
in  several  forms  of  chronic  dermatosis.  It 
allows  maximal  concentration  of  the  medi- 
cation at  the  area  of  maximal  inflammation. 
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Dr.  J.  Murray  Riddell,  Jr., 
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Disadvantages  of  injections  are  not  only  the  pain 
but  the  possibility  of  some  atrophic  changes  in  the 
skin  when  medication  is  injected  too  superficially  or 
in  too  large  quantity.  It  is,  of  course,  nearly  impos- 


sible to  treat  patients  with  large  diseased  areas  by 
this  technique. 

This  study  has  shown  that  patients  with  several 
types  of  chronic  dermatosis  can  be  advantageously 
treated  with  the  local  injection  of  triamcinolone  ace- 
tonide  aqueous  suspension. 
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Doctors  Were  First  Answering  Service  Customers 

The  first  telephone  answering  service  in  America  was  tailor-made  for 
physicians,  and  during  its  first  25  years  of  operation,  the  service  was  for  doaors 
only. 

In  1913,  George  M.  Bonham,  an  employee  of  Southwestern  BeU  Telephone 
Company,  opened  the  Physicians’  and  Surgeons’  Exchange — the  telephone  answer- 
ing service  of  St.  Joseph,  Mo.  He  had  conceived  the  idea  because  doctors  often 
asked  that  their  calls  be  transferred  to  certain  locations  when  they  were  going 
to  be  away  from  their  homes  or  offices. 

Bonham  sold  the  local  medical  society  on  the  idea,  and  he  was  in  business. 
Always  eager  to  be  of  help,  he  tried  in  every  possible  way  to  locate  physicians 
when  calls  came  for  them,  whether  they  subscribed  to  the  service  or  not.  Eventu- 
ally, medical  men  in  other  towns  heard  about  the  services,  and  he  proceeded  to 
establish  similar  operations  in  Tulsa,  Oklahoma  City,  St.  Louis,  Wichita,  and  Des 
Moines.  In  1921,  he  moved  to  Peoria,  111.,  opened  his  last  exchange,  and  settled 
down  to  raise  his  family. 

In  1929,  George  M.  Bonham  put  forth  another  idea  which  was  to  benefit 
countless  persons.  He  suggested  that  blind  people  use  a white  cane  so  that  they 
could  be  recognized  and  helped  while  walking  on  sidewalks  or  crossing  streets. 
Adopted  by  Lions  International  as  a worldwide  project,  this  idea  became  uni- 
versally accepted. 

Bonham  died  in  Peoria  in  1959,  but  physicians  everywhere  have  benefited 
from  his  desire  to  help  keep  doctors  and  their  patients  in  touch  24  hours  a day. 

— Southwestern  Telephone  News,  March,  1962. 
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Triamcinolone  Acetonide  Spray 

Its  Use  in  Chronic  Dermatoses 


S.  M.  FORD,  CAPTAIN,  M.C. 

IN  THE  PAST  few  years,  advances  in  steroid  chem- 
istry have  resulted  in  a number  of  new  com- 
pounds with  increasingly  potent  anti-inflammatory 
properties.  One  of  these,  triamcinolone  acetonide,  has 
gained  wide  usage  in  the  management  of  patients 
with  a variety  of  skin  disorders,  not  only  topically^’  ^ 
but  by  intralesional^  injection  as  well.  The  author 
herein  reports  the  use  of  triamcinolone  acetonide  in 
a topical  spray  which  he  believes  has  demonstrated 
certain  advantages  in  the  management  of  several 
groups  of  patients  with  chronic  dermatosis. 

In  -this  clinical  study  117  patients  were  treated 
and  evaluated  for  periods  ranging  from  two  to  ten 
months.  Included  in  the  series  were  43  patients  with 
localized  neurodermatitis,  29  with  atopic  dermatitis, 
19  with  psoriasis,  17  with  chronic  eczema  of  the 
hand,  and  9 with  discoid  lupus  erythematosus.  The 
series  was  limited  to  chronic  dermatoses  to  avoid 
introducing  the  added  variable  of  acute  self-limited 
disease. 

The  preparation  used  was  triamcinolone  acetonide 
spray,  available  commercially  as  Kenalog  spray 
(Squibb).  The  triamcinolone  is  suspended  in  iso- 
propyl palmitate  and  ethanol,  and  is  delivered  as  an 
aerosol  by  a standard  Freon  propellant.  Patients 
were  instructed  to  spray  the  diseased  sites  three  times 
daily  for  three  second  intervals  at  a distance  of  six 
inches.  This  distributed  approximately  0.1  mg.  tri- 
amcinolone over  a palm-sized  area  with  each  appli- 
cation. 

No  attempt  was  made  to  compare  the  drug  di- 
rectly with  older  steroids  such  as  hydrocortisone. 
However,  in  effect  this  occurred  in  many  instances 
in  which  1 per  cent  hydrocortisone  cream  had  been 
used  in  prior  management.  In  a limited  number  of 
cases  the  spray  was  compared  with  a standard  0.1 
per  cent  triamcinolone  acetonide  cream.  In  conditions 


characterized  by  infiltrated  plaques,  that  is,  psoriasis, 
localized  neiurodermatitis,  and  discoid  lupus  erythe- 
matosus, the  spray  was  generally  superior  in  the  ex- 
tent and  rapidity  with  which  involution  occurred. 

In  nine  cases  of  discoid  lupus  erythematosus  the 
preparation  was  used  alone  or  in  combination  with 
antimalarial  drugs  ( Table  1 ) . All  patients  had  previ- 
ously been  given  antimalarial  agents  in  suppressive 
doses  with  either  an  incomplete  response  or  intoler- 
ance to  the  medications  at  such  dosage  levels.  Re- 
sponse was  considered  excellent  if  both  erythema 
and  scaling  disappeared  or  faded  to  an  almost  im- 
perceptible residual.  Results  in  five  of  the  nine  pa- 
tients were  thus  classified.  Involution  occurred  with- 
in a month;  erythema  usually  subsided  first,  often 
within  a few  weeks.  Patients  were  observed  for  six 
tQ  ten  months,  and  all  have  remained  improved 
with  once  daily  or  only  occasional  applications  to 
abort  flare-ups.  The  use  of  a sun  screen  was  contin- 
ued during  the  summer  months.  Two  patients  had 
a good  therapeutic  response,  in  that  suppression  was 
better  than  with  antimalarial  agents  alone,  but  scal- 
ing and  erythema  did  not  completely  subside  with 
the  substitution  of  triamcinolone  spray.  Lesions  in 
the  other  two  evidenced  little  or  no  change. 

A 46  year  old  white  woman  (Fig.  1,  left)  stimu- 
lated the  author’s  interest  in  the  topical  use  of  this 
drug  in  discoid  lupus  erythematosus.  The  condition 
had  been  present  for  a number  of  years  and  the 
patient  did  not  tolerate  antimalarial  therapy  orally. 
Intralesional  injections  of  Aralen  elsewhere  had 
caused  severe  local  reaction.  After  two  weeks  of  tri- 
amcinolone therapy,  involution  was  almost  complete 
(Fig.  1,  right).  The  area  over  the  bridge  of  the  nose 


The  author  reports  the  use  of  triamcinolone 
spray  in  117  patients  with  chronic  derma- 
toses. The  best  results  were  observed  in  lo- 
calized neurodermatitis,  psoriasis  of  the 
scalp  and  intertriginous  areas,  and  atopic 
dermatitis  in  which  localized  lichenified 
plaques  were  prominent. 
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Fig.  1.  Left.  46  year  old  white  woman  with  discoid  Right.  After  two  weeks  of  therapy  with  triamcino- 
lupus  erythematosus  of  21  years'  duration  before  lone  acetonide  spray,  involution  is  almost  complete, 
treatment. 


cleared  subsequently  and  the  process  has  remained 
suppressed,  with  usage  of  the  spray  only  when 
needed  and  employment  of  a sun  screen. 

In  another  patient,  the  lesions  had  been  present 
three  years.  The  patient  had  received  800  mg. 
of  Plaquenil  for  some  time  when  Fig.  2,  left,  was 
made.  After  three  weeks  of  triamcinolone  acetonide 
treatment  (Fig.  2,  right),  only  a slight  amount  of 
scaling  remained  on  the  left  cheek,  and  involution 
appeared  complete  in  lesions  on  the  nose  and  right 
cheek.  Subjectively,  sunlight  no  longer  precipitated 
burning  or  stinging  in  the  areas.  The  patient  was 
not  seen  until  one  year  later.  She  had  been  without 
medication  for  the  immediately  preceding  five 
months.  No  exacerbation  in  the  treated  sites  had 
occurred,  but  two  new  lesions,  one  on  the  neck  and 
another  on  the  right  cheek  had  appeared. 

Patients  used  a protective  paper  shield  to  confine 
the  spray  to  the  lesion,  as  a dry  acne-form  eruption 
developed  on  the  normal  skin  of  the  face  after  ap- 
proximately one  month  of  frequent  spraying.  Punch 
biopsy  of  one  of  these  papules  showed  comedo  for- 
mation and  perifolliculitis.  Although  this  eruption 
clinically  resembled  steroid  acne,  it  could  have  re- 
sulted from  a nonspecific  follicular  irritant  effect 
on  any  one  of  the  aerosol’s  components. 

Nineteen  patients  with  psoriasis  were  treated 
(Table  2).  In  general,  patients  with  acute  inflam- 
matory lesions  did  best.  However,  too  many  vari- 
ables have  to  be  included  for  any  gross  statistics  to 
reflect  truly  the  preparation’s  effectiveness  in  all 
cases  of  psoriasis.  It  is  more  revealing  to  study  the 
specific  types  of  psoriasis  for  which  patients  were 


treated  (lower  portion  of  Table  2).  The  pattern  of 
response  depended  on  the  area  involved.  All  but  a 
few  patients  had  good  or  excellent  success  in  the 
control  of  psoriatic  lesions  on  the  scalp  or  in  inter- 
triginous  sites.  In  many  instances,  the  preparation 
was  considerably  less  effective  when  it  was  used  on 
lesions  in  other  sites  such  as  the  trunk  or  extremities. 
No  effect  was  noted  in  palmar  psoriasis.  Thus,  any 

Table  1. — Response  to  Triamcinolone  Spray  in 
Discoid  Lupus  Erythematosus  (9  Cases). 

Duration  of 

Disease  Antimalarials 


Case  Age  (yr.)  Previous  Rx  Continued  Results 


1 

34 

1 

Aralen 

— 

Excellent 

2 

46 

21 

Gold,  Plaque- 
nil,  chloroquin 
P.O.  & locally 
by  injeaions 

Excellent 

3 

50 

30 

Plaquenil 

Plaquenil 
400  mg. 
q.d. 

Excellent 

4 

24 

3 

Aralen 

Plaquenil 

— 

Excellent 

5 

46 

15 

Aralen 

Triquin,  CO2 
freezing 

Triquin 

tab., 

1 t.i.d. 

Excellent 

6 

38 

3 

Triquin, 

Aralen 

— 

Good 

7 

13 

3 

Aralen 

Triquin, 

Plaquenil 

Good 

8 

44 

21 

Aralen 

Plaquenil, 

Triquin 

Triquin, 

t.i.d. 

None 

9 

49 

2 

— 

— 

None 
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Fig.  2.  Left.  24  year  old  white  woman  with  discoid 
lupus  erythematosus  of  three  years'  duration  before 
treatment. 

overall  evaluation  of  the  preparation’s  effectiveness 
in  psoriasis  is  influenced  by  the  stage  and  distribu- 
tion of  lesions.  In  this  series  in  which  scalp  and 
intertriginous  lesions  predominated,  these  factors 
accounted  in  large  measure  for  the  good  results. 
Several  patients  had  previously  been  using  0.1  per 
cent  triamcinolone  cream  on  the  scalp  and  in  inter- 
triginous sites  with  only  moderate  success.  With 
one  exception,  their  lesions  were  quickly  suppressed 
when  the  spray  was  used.  However,  in  the  author’s 
experience  intralesional  injection  of  psoriatic  plaques 
has  been  the  most  uniformly  successful  and  economi- 
cal method  of  using  triamcinolone  when  it  is  feas- 
ible in  terms  of  the  size  and  location  of  lesions. 

Forty-three  patients  with  localized  neurodermatitis 
were  treated.  Approximately  3 of  4 patients  had  an 


Table  2. — Triamcinolone  Spray  in  Psoriasis  (19  Cases). 


Excellent 

Good 

None 

Results  overall 

11 

6 

2 

Results 

by  Area 
Excellent 

Good 

None 

Scalp  and  ears 

8 

3 

2 

Intertriginous  areas 

6 

— 

— 

Trunk  and  extremities 

2 

4 

3 

Palms  and  soles 

— 

— 

2 

Right.  After  three  weeks  of  therapy  with  triamcino- 
lone acetonide  spray,  scaling  has  ceased  and  atrophic 
lupus  erythematosus  cicatrices  have  replaced  active 
lesions. 

excellent  response,  with  complete  disappearance  of 
the  plaque  usually  within  several  weeks;  improve- 
ment could  be  maintained  indefinitely  with  occa- 
sional spraying  to  abort  recurrences  of  pruritis.  The 
speed  with  which  heavy  lichenified  plaques  melted 
away  and  pruritis  was  abruptly  relieved  was  striking. 
This  did  not  prove  an  unalloyed  joy;  new  patches 
of  lichen  simplex  developed  in  previously  uninvolved 
sites  in  several  patients.  Nonetheless,  the  preparation 
exhibited  its  most  consistent  and  predictably  excel- 
lent results  in  this  group. 

Twenty-nine  patients  with  atopic  dermatitis  were 
treated.  Those  with  localized  lichenified  flexural 
patches  of  dermatitis  (usually  teenagers  or  adults) 
responded  well  to  treatment  much  as  did  patients 
with  lichen  simplex  chronicus.  Those  with  extensive 
excoriations  or  open,  raw,  eczematous  areas  almost 
as  universally  were  intolerant  of  the  medication; 
this  included  most  of  the  younger  children  and  in- 
fants in  the  group. 

Even  though  it  is  chronic,  eczema  of  the  hand  is 
subject  to  repeated  exacerbations  and  partial  remis- 
sions almost  irrespective  of  the  topical  therapy  used, 
and  patients  with  this  condition  were  no  exception 
in  the  author’s  series.  As  in  the  group  of  patients 
with  atopic  dermatitis,  those  with  fissured,  raw  areas 
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Table  3. — Summary  of  Responses  to  Triamcinolone  Spray  in  Chronic  Dermatoses  (117  Cases). 


Number  of  Response 

Diagnosis  Cases  Excellent  Good  None  Poorly  Tolerated 


Localized  neurodermatitis 

43 

31 

8 

4 

— 

Psoriasis 

19 

11 

6 

2 



Atopic  dermatitis 

29 

17 

6 

— 

6 

Discoid  lupus  erythematosus 

9 

5 

2 

2 

— . 

Hand  eczema 

17 

7 

1 

3 

5 

generally  could  not  tolerate  the  preparation,  and 
dryness  attributable  to  the  spray  was  a major  factor, 
limiting  its  use  in  both  groups  particularly  in  winter. 


Summary 

Triamcinolone  acetonide  spray  was  used  in  the 
management  of  117  cases  of  chronic  dermatoses 
(Table  3).  In  a clinical  smdy  such  as  this  which 
lacks  controls  other  than  the  patients’  previous  re- 
sponse to  therapy,  an  uncritical  acceptance  of  the 
statistics  would  be  misleading.  On  clinical  grounds 
alone,  utilizing  the  grossest  parameters  of  control, 
the  preparation  was  believed  to  be  of  significant 
value  in  the  management  of  localized  neuroderma- 
titis; in  psoriasis,  particularly  of  the  scalp  and  inter- 
triginous  areas;  and  in  cases  of  atopic  dermatitis  in 


which  localized  lichenified  plaques  were  prominent. 
The  spray  was  a useful  adjunct  in  discoid  lupus  ‘ 
erythematosus.  In  these  conditions  it  appeared  more  | 
effective  than  similar  concentrations  in  a cream  base,  | 
possibly  as  the  result  of  greater  penetration  due  to  | 
the  emulsifying  effect  of  the  vehicle  (isopropyl  pal-  ; 
mitate)  and  the  additives.  Ease  of  application,  lack  of 
greasiness,  and  prompt  relief  of  pruritis  were  impor- 
tant in  the  large  degree  of  patient  acceptance  af- 
forded the  product.  In  cases  of  chronic  eczema  of  ' 
the  hand  and  in  cases  of  atopic  dermatitis  in  which 
open  exudative  lesions  were  prominent,  response 
was  generally  poor  as  a result  of  the  irritating  prop- 
erties of  the  ethanol  additive. 

Acknowledgment:  The  triamcinolone  acetonide 
spray  employed  in  this  study  was  supplied  through 
the  courtesy  of  Dr.  John  T.  Groel,  Squibb  Institute  ■ 
of  Medical  Research,  New  Brunswick,  N.J. 
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Illegitimate  Births  5| 

'^i 

» 

The  United  States  Public  Health  Service  reports  that  at  least  221,000  illegiti- 
mate  children  were  born  in  the  United  States  in  1959.  The  total  may  have  ex-  ■/ 

ceeded  250,000,  since  only  35  states  require  both  the  father’s  and  mother’s  names 
on  records.  The  illegitimate  rate  among  mothers  15  years  old  or  younger  is  679 
per  1,000  live  births;  at  ages  15-17  the  rate  is  242  per  1,000,  and  at  ages  18-19,  r'i 

106  per  1,000.  (AMA  News) 
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Topical  Use  of  Amphotericin 

JOHN  M.  KNOX,  M.D.,  and  WILSON  M.  FRASER,  M.D. 


MYCOSTATIN  has  proved  a valuable  topical 
agent  for  the  treatment  of  patients  with  cu- 
taneous moniliasis.  Its  usefulness,  however,  is  lim- 
ited because  of  its  instability  in  an  aqueous  vehicle. 
Both  amphotericin  A and  amphotericin  B not  only 
inhibit  the  growth  of  Candida  albicans  in  vitro  but 
also  are  stable  in  water-containing  vehicles.  Since 
water-based  vehicles  usually  are  preferred  for  the 
topical  treatment  of  cutaneous  moniliasis,  these  two 
antifungal  antibiotics  appeared  worthy  of  trial  in 
cutaneous  moniliasis.  Huang  and  others^  have  re- 
ported on  the  use  of  amphotericin  in  oral  moniliasis. 
In  a previous  publication  the  authors  reported  on 
some  of  their  experiences  with  topical  amphoteri- 
cin.^ 

Forty  patients  with  culturally  proved  cases  of  cu- 
taneous Candida  albicans  infection  were  treated  with 
various  formulations*  containing  2 or  3 per  cent 
concentrations  of  amphotericin  A,  amphotericin  B, 
or  a combination.  In  a few  instances  Spectrocin  was 
also  incorporated  in  the  formulation.  During  the 
period  of  treatment  and  observation,  no  other  anti- 
monilial  therapeutic  measure  was  employed.  In  some 
cases,  more  than  one  amphotericin  formulation  was 
utilized. 

The  last  ten  patients  in  this  series  were  asked  to 
compare  a coded  preparation  containing  an  aqueous 
suspension  of  amphotericin  B with  a suspension 
containing  a combination  of  amphotericins  A and  B. 

Results 

The  amphotericin  formulations  were  found  effec- 
tive agents  for  the  treatment  of  patients  with  cu- 
taneous Candida  albicans  infection.  Twenty-three  of 

*Both  lotion  suspensions  and  ointment  formulations 
were  employed  in  this  study. 


the  forty  cases  were  cured,  and  twelve  were  signifi- 
cantly improved;  in  five,  treatment  results  were  con- 
sidered a failure.  Two  of  the  five  failures  occurred 
in  cases  in  which  amphotericin  A was  employed  in 
combination  with  Spectrocin.  A third  failure  was  in 
a case  of  monilial  paronychia  in  which  the  anatomic 
position  of  the  infection  apparently  prevented  the 
therapeutic  agent  from  reaching  the  base  of  the  in- 
fectious process.  The  other  two  failures  occurred  in 
patients  who  requested  a different  approach  to  treat- 
ment when  they  were  not  improved  within  three  to 
five  days.  Possibly  prolongation  of  therapy  would 
have  produced  favorable  results. 

Results  in  the  small  series  of  ten  patients  did  not 
establish  the  superiority  of  either  amphotericin  B 
alone  or  the  combination  of  amphotericins  A and 
B.  Five  of  the  patients  could  see  no  difference  be- 
tween the  two  preparations,  three  patients  preferred 
amphotericin  B alone,  and  two  patients  the  combina- 
tion product.  The  last  preparation  was  a relatively 
unattractive  mustard  yellow,  whereas  the  ampho- 
tericin B preparation  was  a bright  canary  yellow,  and 
may  have  influenced  patient  preference.  Possibly  a 
larger  series  would  demonstrate  the  superiority  of 
one  of  the  two  formulations.  No  unwanted  effects 
were  observed  following  use  of  the  formulations  ex- 
cept for  occasional  irritation  from  the  vehicle.  There 
was  no  sensitization  and  certainly  no  systemic  toxic 
or  allergic  effect  from  the  topically  applied  ampho- 
tericin. 

The  findings  of  this  small  study  indicate  that  the 


The  authors  report  the  topical  usage  of 
amphotericins  A and  B on  40  patients  with 
cutaneous  moniliasis.  Of  these,  23  were 
cured,  12  were  improved  significantly,  and  5 
were  unchanged  by  treatment. 
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Dr.  John  M.  Knox,  the  senior  au- 
thor, is  associate  professor  in  the 
Department  of  Dermatology,  Bay- 
lor University  College  of  Medicine, 
Houston. 


amphotericins  are  useful  as  topical  agents  in  cutane- 
ous moniliasis.  Amphotericin  A versus  amphotericin 
B,  versus  the  combination  of  amphotericins  A and 
B,  should  be  studied  in  a large  series  of  patients  to 
determine  the  most  effective  preparation.  Also,  the 
amphotericins  should  be  compared  with  Mycostatin. 
During  the  course  of  such  studies,  different  concen- 
trations and  a variety  of  bases  should  be  evaluated 
carefully. 

As  a part  of  this  investigative  study,  these  formu- 
lations were  also  employed  for  the  treatment  of  126 
patients  with  other  cutaneous  fungus  infections,  in- 
cluding tinea  cruris,  tinea  pedis,  tinea  corporis,  and 
tinea  versicolor.  With  few  exceptions,  the  results 
were  uniformly  negative;  the  agents  did  not  appear 
effective  in  any  of  the  common  superficial  fungus 
infections  except  moniliasis.  In  a smaller  pilot  study. 
Blank  reached  a similar  conclusion.^  In  vitro,  Micro- 
sporum  cams,  Microsporum  audouini,  Microsporum 
gypseum,  Trichophyton  mentagrophytes,  Trichophy- 
ton tonsurans,  Trichophyton  rubrum,  and  Trichophy- 
ton gallinae  show  at  least  some  degree  of  sensitivity 
to  amphotericin.®’  ® However,  this  series  of  126 
patients  appeared  large  enough  and  representative 
enough  to  justify  a conclusion  that  the  amphotericins 
are  probably  not  useful  topically  in  the  treatment  of 
superficial  fungus  diseases  other  than  moniliasis.  This 

From  the  Department  of  Dermatology,  Baylor  University 
College  of  Medicine,  Houston. 


was  not  completely  unexpected  since  the  ampho- 
tericins, particularly  amphotericin  B,  are  more  active 
against  yeasts  and  yeastlike  organisms. 

Summary 

Amphotericins  A and  B were  employed  topically 
in  40  cases  of  cutaneous  moniliasis.  Twenty-three 
patients  were  cured,  twelve  were  improved  signifi- 
cantly, and  five  were  unchanged  by  treatment.  The 
results  indicate  that  amph9tericin  is  a useful  topical 
therapeutic  agent  for  moniliasis.  No  evidence  of  un- 
wanted effects  from  the  use  of  amphotericin  was 
noted. 

An  additional  126  patients  with  superficial  fungus 
infections,  including  tinea  capitis,  tinea  cruris,  tinea 
pedis,  tinea  corporis,  and  tinea  versicolor,  were  also 
treated  topically  with  amphotericin.  The  results  were 
almost  universally  poor;  therefore,  these  antifungal 
antibiotics  appear  to  have  little  or  no  value  as  topi- 
cal medications  for  tinea. 
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Medical  Manpower  Study  Approved 


An  American  Medical  Association  recommendation  for  a top-level  meeting 
with  federal  agency  officials  to  discuss  medical  manpower  problems  has  received 
White  House  approval. 

Maj.  Gen.  C.  V.  Clifton,  President  Kennedy’s  military  aide,  has  informed 
Dr.  Leonard  W.  Larson,  AMA  president,  that  the  President  is  arranging  a meeting 
with  representatives  of  the  Defense  Department,  the  Department  of  Health,  Edu- 
cation, and  Welfare,  and  the  Office  of  Emergency  Planning  to  study  the  problem, 
according  to  a recent  issue  of  the  Journal  of  the  American  Medical  Association. 
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Electrical  Burns 


DAVID  A.  GRANT,  M.D. 


Burn  injuries  caused  by  electricity  have  long 
been  recognized  for  presenting  problems  in 
management  which  are  far  different  from  those 
encountered  with  ordinary  thermal  burns.  The  prin- 
cipal factors  in  electrical  burns  are  the  systemic  ef- 
fects of  the  electric  current  and  the  effect  on  the 
local  burn  wound.  Since  many  variables  exist,  most 
general  effects  may  be  considered  "characteristic” 
but  the  many  varieties  of  tissue  and  organ  damage 
are  not  typically  found  in  aU  electrical  burns. 


Effects  of  Electricity 

The  extent  and  type  of  injury  attributable  to 
direct  electrical  effects  varies  with  the  interaction  of 
voltage,  amperage,  resistance,  type  of  current,  path 
of  the  current,  and  duration  of  contact.  The  voltage 
is  the  electromotive  force  producing  the  movement 
of  the  current,  whereas  amperage  is  that  amount 
of  electricity  (current)  flowing  in  a given  unit  of 
time.  The  resistance,  which  varies  with  a specific 
tissue,  results  in  the  production  of  heat  which,  in 
a given  period  of  time,  is  in  proportion  to  the  en- 
ergy (watts)  spent  in  forcing  the  current  through 
the  tissues. 

Current  may  be  either  alternating  or  direct.  Since 
direct  current  flows  continuously  in  one  direction, 
it  "shocks”  at  the  start  and  stop  of  flow  only.  Al- 
ternating current,  flowing  in  a to-and-fro  cyclic  man- 
ner, "shocks”  twice  in  each  cycle;  thus  a 60  cycle  per 
second  domestic  current  gives  120  "shocks”  per 
second. 

The  effect  of  the  direct  current  stimulation  of  a 
muscle  results  in  a mere  twitch,  whereas  alternating 
current  produces  a persistent  shocking  which  causes 
spasm  of  the  muscle.  However,  "shock”  effects  are 
felt  principally  in  the  50  to  60  cycle  per  second 


range  whereas  cycles  above  the  50,000  per  second 
range  are  detected  as  heat  only. 

The  current  follows  the  path  of  least  resistance, 
with  various  changes  and  effects  occurring  in  the 
different  organs  through  which  it  passes.  Blood, 
lymph,  and  cerebrospinal  fluid,  next  only  to  nerve 
tissue,  have  the  lowest  resistance;  thus,  injuries  to 
vessels  and  thromboses  are  frequently  observed  at 
considerable  distances  from  the  contact  point.  Other 
tissues  offer  varying  degrees  of  greater  resistance, 
with  bone  offering  the  greatest.  Skin  resistance  is 
high  but  varies  with  its  thickness,  location,  cleanli- 
ness, and  particularly  degree  of  moistness.  Dry  skin 
has  a resistance  15  to  20  times  as  great  as  saline 
moistened  skin,  and  is  therefore  more  likely  to  be 
injured. 

The  duration  of  contact,  as  well  as  the  size  and 
firmness  of  contact,  determines  the  severity  of  burn- 
ing produced.  Current  passing  through  the  body  will 
heat  to  burn  and  vaporize  the  tissue  in  proportion 
to  the  period  of  contact.  Continued  contact  is  more 
dangerous  than  a brushing  contact.  The  larger  the 
area  of  contact,  the  lower  the  resistance. 

The  hand  is  generally  considered  the  most  fre- 
quent contact  site.  Contact  on  the  palmar  aspect  is 


Problems  in  electrical  burns  frequently  differ 
from  those  encountered  in  ordinary  ther- 
mal burns.  When  feasible,  early  excision  and 
adequate  closure  may  allow  a shorter 
period  of  disability  and  better  functional  and 
cosmetic  results.  Physicians  who  are  in- 
experienced with  burns  should  be  cautious 
in  making  decisions  regarding  electrical 
shock  injuries. 
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Fig.  1.  Electrical  burns  of  the  lips  (domestic  current). 

a.  Involvement  of  midportion  of  lower  lip  (24  hrs. 
post  injury). 


b.  Involvement  of  upf>er  and  lower  lips  and  corner 
of  mouth  (3  wks.  post  injury). 

c.  Median  defect  of  lower  lip  repaired  by  second- 
ary "V"  closure  (see  Fig.  la  for  original  appearance). 

more  dangerous  than  on  the  dorsum  because  of  the 
strong  flexor  activity  which  tends  to  "lock”  the  hand 
to  the  contact.  There  are  usually  two  contact  points 
found  in  the  electrical  burns,  the  site  of  the  en- 
trance and  of  the  exit  of  the  current.  If  the  resistance 
of  the  skin  is  relatively  low  at  the  time  of  the  con- 
tact, the  current  readily  passes  into  the  body,  with 
more  severe  systemic  effects.  If,  however,  the  skin 
maintains  a high  resistance,  the  current  may  be  re- 
tarded, resulting  in  greater  local  damage. 

High  tension  currents  used  by  power  companies 
and  railway  systems  are  extremely  dangerous  because 
their  voltage  ranges  are  more  than  220  volts  with 
correspondingly  high  amperage.  Very  low  amperage 
in  an  alternating  current  is  not  harmful,  even  when 
associated  with  high  voltage.  Similarly,  high  amper- 
age currents  are  not  necessarily  of  danger  to  life  if 
the  voltage  is  low,  although  a burn  may  result  if 
the  contact  is  sufficient.  The  heart  is  particularly 
vulnerable  to  electrical  currents,  being  affected  by 
very  small  currents  for  even  a short  period  of  contact. 
Death  attributable  to  electric  current  usually  results 
from  ventricular  fibrillation,  failure  of  the  respiratory 
center,  or  sometimes  from  a combination  of  the  two. 
Death  occurring  immediately  on  contact  with  high 
tension  currents  may  result  from  simultaneous  cardi- 
ac asystole  and  cessation  of  the  respiratory  center. 
Deaths  from  low  intensity  currents  are  caused  by 
ventricular  fibrillation.  However,  with  higher  voltage 
contacts,  respiratory  failure  occurs  first,  either  be- 


cause of  direct  depression  of  the  respiratory  center 
or  because  of  hemorrhage  in  the  region  of  the  fourth 
ventricle.  The  use  of  artificial  respiration  is  of  im- 
mense value  in  the  latter  circumstance  since  death  is 
not  immediate. 


Characteristics  of  Injury 

The  location  and  appearance  of  the  injury  is  rela- 
tively characteristic  for  the  type  of  current  en- 
countered. Because  of  the  relatively  low  amperage 
of  domestic  current,  deep  necrosis  is  usually  limited 
to  the  site  of  contact  and  is  little  or  no  larger  than 
the  area  of  skin  necrosis.  The  greatest  incidence  of 
household  electrical  burns  is  in  children  of  about 
nine  months  to  five  years  of  age.^®  The  midportion 
of  the  lower  lip  (Fig.  la)  and  the  corners  of  the 
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mouth  (Fig.  lb)  are  the  most  common  sites  of 
injury.  Since  the  child  seldom  actually  chews  through 
the  insulation  of  a wire,  the  burn  is  probably  caused 
by  the  saline  content  of  the  saliva  acting  as  an  elec- 
trolyte and  completing  the  circuit,  with  the  restdtant 
burn  being  an  arc  rather  than  a contact  type  injury.® 
Thus,  no  separate  "exit”  wound  is  present.  In  the 
adult  and  older  child  these  burns  are  usually  on  the 
hand  and  may  be  located  on  only  one  or  two  fingers, 
since  the  contact  is  one  which  bridges  a short  gap 
between  two  sources,  as  in  an  electric  plug.  Fre- 
quently there  is  no  actual  electrical  contact  and  the 
patient  suffers  only  a superficial  flash  burn  from  a 
"short  circuit”  type  of  electric  arc.  Death  occurs  in 
the  case  of  an  unusually  secure  "ground”  contact 
and  prolonged  contact  with  the  current. 

Most  serious  electrical  burns  are  from  high  voltage 
contact,  and  such  injuries  are  diverse.  Again,  the 
hand  usually  is  involved  as  the  entrance  point, 
whereas  a portion  of  the  lower  extremities  serves  as 
the  site  of  exit.  Ordinarily,  except  for  the  person 
who  is  involved  in  an  unusual  accident,  who  is  negli- 
gent after  severe  weather,  or  who  exhibits  foolish 
curiosity  as  in  the  case  of  an  exploring  youth,  con- 
tact with  high  tension  lines  is  an  industrial  hazard. 
Severe  electrical  necrosis  ( Fig.  2 ) usually  occurs 
from  these  large  currents,  although  little,  or  even 
no  burn  may  be  found  in  some  instances  of  fatal 
electrocution,  particularly  when  the  entrance  and 
exit  are  through  widespread  wet  contaa.  A work- 
man-touching a high  voltage  source  may  be  "blown” 
away  by  the  violence  of  the  explosion  which  results 
from  the  arc  produced  when  a metal  tool  is  brought 
near  the  source.  If  he  is  working  at  a height,  he  may 
have  injuries  from  the  fall,  as  well.  The  heat  may  be 
so  great  from  this  type  of  contact  that  the  involved 
metals  may  be  vaporized  with  deposition  on  exposed 


Fig.  2.  Extensive  electrical  burn  necrosis  of  upper 
extremity  and  abdominal  wall  resulting  in  disarticu- 
lation of  the  shoulder. 


Dr.  David  A.  Grant,  Fort 
Worth,  specializes  in  plas- 
tic and  reconstructive  sur- 
gery. He  presented  this  pa- 
per before  the  Texas  So- 
ciety on  Plastic  Surgeons, 
meeting  in  Galveston  on 
April  22,  1%1,  in  conjunc- 
tion with  the  Texas  Medical 
Association  Annual  Session. 


parts  of  the  body,  particularly  in  the  conjunctiva  of 
the  eye. 

When  the  patient  is  first  seen,  the  extent  of  local 
tissue  damage  may  not  be  apparent.  What  appears 
to  be  a minor  injury  may  result  eventually  in  death 
because  of  the  secondary  necrosis  of  blood  vessel 
walls,  which  frequently  extends  far  beyond  the  ap- 
parent limit  of  the  injury.  This  phenomenon  also 
explains  the  severe  secondary  hemorrhages  seen  as 
late  complications.  Generally,  the  burned  areas  retain 
their  original  appearance  for  many  days  if  the  pa- 
tient survives.  The  extent  of  damage  in  major  ves- 
sels primarily  determines  the  subsequent  progressive 
necrosis  for  which  electrical  burns  are  noted.  Active 
blood  flow  may  continue  for  some  time  before  the 
intimal  damage  produces  thrombosis.  At  times 
thrombosis  may  extend  into  uninjured  vessels  ex- 
tensively enough  to  create  additional  tissue  loss. 
This  progressive  necrosis  is  most  dramatic  in  the 
extremities  with  the  line  of  demarcation  of  the  vas- 
cular gangrene  being  definite. 

Pain  is  seldom  a problem  because  the  nerve  tis- 
sue is  destroyed.  Secondary  and  delayed  effects  which 
may  occur  within  the  central  nervous  system  consist 
of  cerebral  edema,  convulsions,  and  a variety  of  men- 
tal and  sensory  disorders.  Shortly  after  the  shock 
injury,  the  person  may  be  apathetic  or  euphoric  and 
may  have  an  acute  awareness  of  perception.  Psychotic 
states  axe  usually  temporary,  but  may  occur  immedi- 
ately or  later.  Personality  changes  have  been  reported 
to  occur  and  to  last  up  to  a year.  However,  some 
authors  believe  that  fear,  rather  than  the  current,  is 
the  causative  factor  since  some  people  who  think 
they  were  shocked  but  were  not  have  also  had  pro- 
longed disturbances.  Late  nervous  system  changes  are 
usually  bizarre  and  do  not  follow  the  pattern  of 
established  clinical  entities.  The  definite  syndromes 
which  are  occasionally  diagnosed  probably  represent 
a pre-existing  disease  which  is  amplified  by  the  in- 
jury. 

In  addition  to  electrical  necrosis  and  the  actual 
local  burn  from  heat  created  by  the  tissue  resistance, 
varying  degrees  of  surface  burns  frequently  are  pres- 
ent in  the  adjacent  skin  and  on  other  portions  of 
the  body.  Such  burns  are  caused  by  flash  or  flames 
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Fig.  3.  Primary  flap  coverage  in  an  attempt  to  sal- 
vage flexor  tendons  in  hand  bum  from  contact  with 
7200  volts. 

a.  17  days  p>ost  injury  after  initial  debridement 
with  loss  of  the  thumb. 

b.  Abdominal  flap  attached  and  tendons  buried 
in  abdominal  fat. 

e.  Finol  flap  coverage  (prior  to  defatting  and 
tenolysis  procedures),  with  salvage  of  flexor  tendons 
to  middle,  ring  and  little  fingers. 


from  ignited  clothing.  Other  less  common  compli- 
cating injuries  include  muscle  tissue  ruptures  and 
fractures  resulting  from  the  force  of  contracture  from 
muscle  spasm.  Bone  necrosis  with  sequestration  may 
occur  later  from  fissure  fractures  or  destruction  of 
blood  supply  resulting  from  heat  generated  by  the 
passage  of  the  current. 

Some  authorities  believe  that  electrical  shock  may 
predispose  the  patient  to  coronary  occlusion  and 
myocardial  infarction.  Pulmonary  infarcts  often  oc- 
cur, probably  as  a result  of  emboli  from  damaged 
vessels.  It  is  difficult  to  determine  that  specific 
damage  to  the  various  viscera  is  caused  by  the  pas- 
sage of  the  current.  Multiple  ulcerations  have  been 
found  in  the  gastrointestinal  tract,  but  may  be  caused 
by  stress  as  in  thermal  burns.  Kidney  lesions  with 
oliguria  and  anuria  are  generally  believed  to  be 
caused  primarily  by  the  liberation  of  acid  myoglobin, 
similar  to  the  condition  which  occurs  in  the  so-called 
"crush  syndrome”.^^ 

Other  late  sequelae  are  reported  frequently.  Chori- 
oretinitis and  cataract  formation  may  appear  days 
to  months  after  injury.  Arterial  spasm,  in  the  form 


of  Raynaud’s  disease  or  effort  spasm,  is  not  uncom- 
mon. Pain  at  the  insertions  of  muscles  may  persist 
for  many  months.  Restlessness,  agitation,  confusion, 
and  dejection  may  continue  long  after  the  injury. 
Prolonged  albuminuria,  hypotension,  and  weak  heart 
action  also  have  been  noted. 

Treatment 

Treatment  for  the  patient  with  electrical  shock 
begins  with  freeing  the  victim  from  contact  with 
the  current  quickly  without  allowing  more  individu- 
als to  be  injured.  The  physician  rarely  is  confronted 
with  this  situation  but  sees  the  patient  shortly  after- 
ward. Since  death  from  electrical  shock  is  usually 
not  immediate,  artificial  respiration  should  be  insti- 
tuted immediately  and  should  be  continued  until  ail 
efforts  at  resuscitation  in  a hospital  have  failed.  If 
cardiac  fibrillation  can  be  diagnosed  and  facilities 
are  available,  cardiac  massage  should  be  utilized. 

The  initial  and  supportive  therapy  for  electrical 
burns  is  essentially  the  same  as  that  for  deep  thermal 
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: Fig.  4.  Electrical  burn  of  scalp  (complicated  by  tet- 
- anus  infection). 

^ a.  Burn  defect  exposing  cronium,  6 days  post 
injury. 

’/■'  b.  Clean  defect  3 days  following  wide  excisionat 


debridement. 

c.  Devitalized  cranium  removed  and  scalp  and 
forehead  flops  prepared  for  rotation. 

d.  Scalp  and  skull  defect  covered  by  healed  double 
flaps,  1 month  post  injury. 
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burns.  Appropriate  fluid  replacement  must  be  pro- 
vided as  indicated  by  the  patient’s  condition.  Teta- 
nus prophylaxis  and  antibiotic  therapy  are  given. 
After  gentle  cleansing,  exposure  therapy  usually  is 
preferable  so  that  the  area  of  injury  may  be  ob- 
served readily.  Individual  modifications  of  the  ex- 
posure method  may  be  made,  particularly  where 
there  are  associated  open  wounds. 

Surgeons  who  are  experienced  in  caring  for  pa- 
tients with  electrical  burns  generally  agree  that  ex- 
cision of  the  injured  area  must  be  performed.  How- 
ever, there  are  varied  opinions  as  to  the  optimal  time 
for  excision  and  the  timing  and  method  of  closure. 
Since  Wells^®  advocated  early  excision  and  skin 
grafting  in  1929,  many  others  have  reported  on 
varying  degrees  of  "early”  excision.  Hyslop  and 
Miller^  ^ have  emphasized  excision  of  the  burn 
wound  within  a few  hours  of  injury,  stating  that 
there  is  a definite,  though  fleeting,  line  of  demarca- 
tion between  healthy  and  devitalized  tissue  which  is 
evident  for  no  longer  that  12  hours.  Hyslop®  further 
advises  that  the  physician  remove  the  veins  beyond 
this  area,  since  thrombosis  within  them  continues 
to  extend. 

Dale,^^  on  the  contrary,  advises  extreme  con- 
servatism with  no  surgery  until  spontaneous  de- 


marcation and  separation  of  the  slough  begins.  Oth- 
ers recommend  varying  degrees  of  delay  with  initial 
debridement  within  7 to  10  days.  Artz^  deems  it 
advisable  to  perform  debridement  after  complete 
demarcation,  delaying  closure  three  to  five  days 
longer  to  allow  a "second  look”  and  removal  of  all 
devitalized  tissue,  before  applying  a skin  graft.  When 
an  electrical  burn  is  associated  with  adjacent  thermal 
burns,  this  course  seems  to  be  the  wisest. 

Many  physicians  prefer  application  of  a skin  graft 
immediately  after  excision  as  a temporary  dressing 
to  prevent  infection  and  to  minimize  scarring.  Others 
limit  the  use  of  skin  grafts  to  the  most  superficial 
burns,  preferring  some  form  of  flap  closure  to  close 
the  wound  immediately,  regardless  of  the  time  of 
excision.  Muir^^  theorizes  that  much  of  the  local 
progressive  necrosis  in  early  excision  is  caused  by 
lowered  tissue  vitality  and  resistance  to  bacterial 
invasion;  thus  immediate  flap  coverage  protects  the 
abnormal  tissue.  If  a flap  is  applied  early.  Brown  and 
Fryer®  point  out  that  much  scarring  is  prevented  and 
considerable  time  is  saved  by  allowing  earlier  re- 
construction. When  feasible,  permanent-pedicle  blood- 
carrying flaps  also  offer  the  advantage  of  bringing 
in  a new  blood  supply  to  an  embarrassed  area. 
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Fig.  6.  Electrical  burn  of  buttock,  "ground"  contact 
point. 

a.  30  min.  post  injury. 

b.  Prior  to  delayed  skin  grafting,  25  days  post 
injury  (after  four  debridement  procedures). 

c.  Final  result,  5 months  post  injury. 

Specific  problems  occur  when  important  functional 
parts  are  injured  and  treatment  must  be  individual- 
ized accordingly.  When  the  lip  is  injured,  immedi- 
ate excision®  and  primary  closure  may  provide  earlier 
and  more  satisfactory  function.  However,  when  the 
patient  is  seen  late,  demarcation  must  be  awaited 
and  a secondary  reconstruction  is  usually  necessary 
because  of  the  danger  of  infection.  In  the  case  of 
median  defects  of  the  lower  lip,  a simple  V closure 
(Fig.  Ic)  usually  provides  satisfactory  primary  or 
secondary  closure,  although  reversed  Abbe-Estlander 
flaps  have  been  advocated  for  secondary  closure  by 
some.^®  Defects  of  the  corner  of  the  mouth  pose 
more  severe  problems,  and  closure  must  be  indi- 
vidualized to  suit  the  particular  defect  present. 

In  the  hand,  because  of  the  importance  of  struc- 
tures and  the  difficulty  in  determining  the  extent 
of  injury,  it  is  not  always  possible  to  excise  widely. 

As  Rank  and  Wakefield^^  point  out,  "the  ideal  is 
not  always  practicable”  and  primary  excision  must 
be  individualized.  Careful  excision  is  required  be- 
cause of  the  slowness  of  the  slough,  and  a delaying 
policy  with  precise  secondary  debridement  is  often 
wise.  Muir^^  advises  early  flap  coverage,  even  in 
treating  burns  from  domestic  currents,  regardless 


of  whether  important  structures  are  involved.  Cer- 
tainly, when  possible,  early  flap  coverage,  even  with 
incomplete  debridement,  may  frequently  enable  im- 
portant structures  to  be  saved  and  will  minimize 
scar  contractures  (Fig.  3). 

Burns  of  the  scalp  not  only  may  cause  exposure 
of  the  cranium  (Fig.  4)  but  may  actually  destroy 
portions  of  it.  Early  excision  and  coverage  by  local 
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scalp  flaps  are  necessary  when  available,  and  may 
help  save  at  least  the  inner  table  of  the  skull.  Re- 
ports-’ ^ have  been  made  of  pedicle  flaps  transferred 
from  the  abdomen  and  other  areas  for  coverage  of 
extensive  defects.  Fascia  lata  grafts  are  used  to  re- 
place dura,  and  Vitallium  or  acrylic  plates  for  the 
skull  defects.  In  forehead  burns  the  scalp  flap  may 
be  split  later  and  returned  to  its  original  site  to 
provide  a satisfactory  base  for  reconstruction  by  a 
full  forehead  thick-split  skin  graft  for  optimal  cos- 
metic results  (Fig.  5). 

Injuries  to  the  genitalia  from  direct  electrical  con- 
tact are  extremely  rare,  though  they  have  been  re- 
ported from  involvement  through  metal  zippers. 
Also,  death  has  occurred  from  the  victim  urinating 
on  a "live”  wire.  Suprapubic  drainage  may  be  re- 
quired for  severe  burns,  whereas  an  indwelling  cath- 
eter may  suffice  with  lesser  injuries. 

The  buttocks  are  seldom  a site  for  electrical  con- 
tact burns.  If  the  anus  is  involved,  colostomy  should 
be  performed  to  divert  the  fecal  stream.  However, 
severe  burns  of  the  buttocks  (Fig.  6a)  may  be 
treated  without  contamination  or  infection  if  care- 
ful positioning  and  strict  cleanliness  is  maintained. 
After  debridement  (Fig  6b)  such  wounds  can  best 
be  covered  by  applying  exposed  grafts  to  provide 
visualization  and  continued  meticulous  cleansing 
(Fig.  6c). 

In  many  instances  after  coverage  enables  initial 
healing,  the  problems  of  management  have  only  be- 
gun, since  reconstruction  and  rehabilitation  must 
be  accomplished.  The  latter  phases  are  of  greater 
importance  in  many  individuals  than  the  initial  care. 
Brown®  emphasizes  that  the  care  of  such  a patient 
extends  from  the  time  of  injury  until  he  returns  to 
gainful  employment  and  again  takes  his  place  in 


society.  The  planning  of  reconstruction  should  begin 
when  the  physician  first  sees  the  injured  person  and 
should  include  the  simplest  means  possible  to  achieve 
the  desired  result  in  the  shortest  time.  With  the 
careful  use  of  pedicle  flap  coverage,  tendon,  bone, 
and  nerve  grafts  can  be  performed  within  months 
of  the  time  of  injury.  Rehabilitation  and  occupa- 
tional therapy  programs  are  vital,  and  return  to  some 
form  of  work  between  corrective  procedures  is  of 
inestimable  value. 
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Bodies  for  Medical  Science 


The  Department  of  Anatomy  of  the  University  of  Tennessee  Medical  Units 
has  published  a brochure,  "How  to  Donate  Your  Body  for  Medical  Science.”  The 
publication  seeks  to  inform  doctors  and  attorneys  of  the  urgent  need  for  bodies 
for  teaching  purposes  and  the  laws  governing  assignments  and  bequests. 

In  most  states,  bodies  of  indigents,  otherwise  unwanted  and  unclaimed  by 
relatives,  are  allocated  by  law  to  medical  institutions.  However,  not  enough  bodies 
are  disposed  of  in  this  manner.  Also,  it  is  sounder  social  policy  to  have  persons 
decide  for  themselves  to  serve  medical  science  by  dedicating  their  bodies  for 
medical  use  between  death  and  burial. 

Texas’  legal  requirements  and  implications  are  discussed  in  "Medicolegal 
Notes”  on  page  432  of  this  issue. 
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A case  of  pheochromocytoma  is  presented,  and  clinical 
findings,  diagnosis,  surgical  approach,  anesthesia,  and 
pathologic  findings  are  detailed. 


G.  T.  Shires,  M.D.,  Leader;  C.  R.  Baxter,  M.D.;  G.  T.  Stevens,  M.D.; 
Malcolm  Perry,  M.D.;  Philip  Morrow,  M.D.;  F.  J.  Luibel,  M.D.; 
Jack  Reynolds,  M.D.;  and  M.  T.  Jenkins,  M.D. 


This  is  the  third  in  a series  of  clinicopathologic  con- 
ferences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  Dr.  Shires  is  Chairman  of  the  Department  of 
Surgery.  Drs.  Baxter,  Stevens,  and  Perry  are  residents  in 
surgery,  and  Dr.  Morrow,  a former  resident,  now  is  a 
practicing  surgeon  in  Sherman.  Dr.  Luibel  is  assistant  pro- 
fessor of  pathology,  and  Dr.  Reynolds  is  assistant  professor 
of  radiology.  Dr.  Jenkins  is  Chairman  of  the  Department 
of  Anesthesiology. 

Dr.  C.  R.  Baxter:  A 5 2 -year-old  Negro  woman 
was  admitted  to  the  hospital  in  a coma;  her  blood 
pressure  was  300/160  mm.  of  mercury.  The  pupils 
showed  slow  accommodation  and  reaction  to  light. 
Hyporeflexia  on  both  sides  was  noted,  and  the  pa- 
tient manifested  a wandering  gaze.  Moderate  arteri- 
olar narrowing  was  seen  on  funduscopic  study.  A 
lumbar  puncture  revealed  clear  cerebrospinal  fluid 
with  a pressure  of  200  mm.  of  water.  The  fluid  was 
normal  except  for  a protein  content  of  90  mg.  per 
100  ml. 

Past  history,  obtained  from  the  family,  revealed 
that  the  patient  had  been  under  treatment  for  hyper- 
tension for  the  past  six  years,  and  that  before  her 
present  illness  her  blood  pressure  had  never  been 
recorded  above  200/100. 


Laboratory  examination  revealed  hemoglobin,  16.4 
Gm.  per  100  cc.;  albuminuria,  4 plus;  and  blood 
urea  nitrogen,  40  mg.  per  100  cc.  A glucose  tol- 
erance test  indicated  154  mg.  per  100  cc.  after  3 
hours.  The  protein-bound  iodine  level  was  normal, 
and  serum  cholesterol  was  300  mg.  per  100  cc.  An 
intravenous  pyelogram,  made  after  the  patient  re- 
covered consciousness,  was  normal. 

Hypertensive  encephalopathy  was  thought  to  be 
present  and  the  patient  was  given  only  oxygen,  but 
she  did  not  improve  significantly.  On  the  second 
day  she  was  given  5 mg.  of  Regitine,  and  within  two 
minutes  the  blood  pressure  dropped  from  200/155 
to  160/100.  The  following  day  a diagnostic  Regitine 
test  was  performed,  and  the  patient’s  blood  pressure 
dropped  from  220/150  to  70/0  in  three  minutes. 
The  patient  improved  during  the  next  three  days, 
and  her  blood  pressure  became  stabilized  at  190/110. 
Catecholamine  excretion  was  55  meg.  per  100  ml.  of 
urine  and  VMA  ( 3-methoxy,  4 hydroxymandelic 
acid)  excretion  was  33  mg.  per  liter. 

Clinical  Discussion 


CPC 

CLINICO- 

PATHOLOGIC 

CONFERENCE 


Guest  Editor: 

C.  T.  Ashworth,  M.D. 


Dr.  G.  T.  Shi/res. — It  is  evident  that  this  patient 
presents  the  clinical  findings  of  pheochromocytoma, 
although  many  variations  may  be  presented  by  pa- 
tients with  this  disorder.  Recent  reviews  indicate 
that  about  1,000  deaths  per  year  in  the  United 
States  are  due  to  pheochromocytoma,  so  this  lesion 
is  not  as  uncommon  as  originally  was  thought.  The 
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biggest  problem  in  these  patients  has  been  the  es- 
tablishment of  a positive  preoperative  diagnosis. 

This  particular  patient  demonstrates  some  of  the 
methods  that  are  used  in  preoperative  diagnosis.  I 
will  ask  Dr.  Stevens  to  review  for  us  the  present 
status  of  the  diagnosis  of  pheochromocytoma. 

Dr.  G.  T.  Stevens. — Pheochromocyromas  are  func- 
tionally active  chromaffin  rumors  which  usually  oc- 
cur within  the  adrenal  medulla,  but  may  arise  in  any 
chromaffin  tissue  elsewhere  in  the  body,  vythough 
most  arise  in  the  adrenal  medulla  or  the  paraganglia 
associated  with  the  sympathetic  chain,  some  few 
arise  in  the  organ  of  Zuckerkandl  at  the  bifurcation 
of  the  aorta,  and  cases  have  been  reported  in  which 
the  tumor  occurred  in  the  brain,  neck,  thorax,  or  in 
the  wall  of  the  urinary  bladder.  Physiologically  and 
biochemically,  the  chromaffin  cells  produce  three 
catecholamines.  These  are  dopa-amine,  norepineph- 
rine, and  epinephrine. 

The  two  distinct  clinical  syndromes  associated 
with  pheochromocytoma  are  paroxysmal  hyperten- 
sion and  persistent  hypertension.  Approximately  25 
to  50  per  cent  of  adult  patients  have  paroxysmal 
hypertension,  whereas  in  children,  92  per  cent  of 
cases  have  a persistent  hypertension.  Sustained  hy- 
pertension is  caused  by  tumors  which  predominantly 
produce  norepinephrine,  while  paroxysmal  hyper- 
tension is  caused  by  pheochromocytomas  which  pre- 
dominantly produce  epinephrine. 

The  symptomatology  of  the  two  syndromes  asso- 
ciated with  pheochromocytoma  is  different.  In  pa- 
tients with  persistent  hypertension  symptoms  are 
usually  comparable  to  cardiovascular  renal  disease. 
In  patients  with  paroxysmal  hypertension  the  symp- 
toms, in  order  of  decreasing  frequency,  are  severe 
headache,  palpitation,  nausea  and  vomiting,  epigastric 
or  substernal  pain,  diffuse  sweating,  dyspnea,  rhi- 
norrhea,  pallor,  apprehension,  and  visual  difficulty. 
These  symptoms  appear  as  attacks  which  may  occur 
as  often  as  25  rimes  a day.  The  fasting  blood  sugar 
level  is  elevated  because  of  the  release  of  epinephrine 
and  the  increased  breakdown  of  glycogen.  In  14  per 
cent  of  the  cases  there  is  a palpable  abdominal  tumor. 
The  left  adrenal  is  involved  in  33  per  cent  of  cases, 
and  bilateral  tumors  are  found  in  9 per  cent  of  adult 
patients.  In  children,  there  is  a 24  per  cent  incidence 
of  bilateral  tumors. 

Pheochromocytoma  should  be  suspected: 

( 1 ) In  any  hypertensive  patient  with  any  other 
adrenal  or  sympathetic  crises. 

(2)  In  diabetic  patients,  especially  those  between 
20  and  50  years  old. 

(3)  In  patients  who  have  an  elevated  basal  me- 
tabolic rate  without  hyperthyroidism. 

(4)  When  renal  disease  and  coarctation  of  the 
aorta  are  absent. 


( 5 ) When  associated  with  episodes  of  hypoten- 
sion and  excessive  sweating. 

(6)  When  excessive  vomiting  occurs  in  the  last 
trimester  of  pregnancy. 

(7)  In  patients  with  neurofibromatosis. 

(8)  In  hypertensive  patients  who  exhibit  weight 
loss  or  failure  to  gain  weight. 

There  are  several  pharmacologic  tests  that  can  aid 
the  diagnosis  of  pheochromocytomas.  These  drugs 
work  by  releasing  catecholamines  in  patients  who 
have  paroxysmal  hypertension,  or  by  depressing  the 
action  of  catecholamines  in  patients  who  have  per- 
sistent hypertension.  These -are  dangerous  tests,  and 
a few  deaths  have  been  reported  as  a result  of  their 
use.  Also,  false  positive  and  false  negative  results 
may  be  obtained.  It  now  appears  that  the  tests  for 
urinary  excretion  of  catecholamines  and  VMA  ex- 
cretion are  safer  and  more  reliable. 


Dr.  G.  T.  Shires,  conductor 
of  this  grond  rounds  ses- 
sion, is  Choirmon  of  the 
Department  of  Surgery,  Uni- 
versity of  Texas  Southwest- 
ern Medical  School  and 
Chief  of  Surgery,  Parkland 
Memoriol  Hospital,  Dallas. 


The  two  procedures  most  frequently  used  are 
the  histamine  test  and  the  Regitine  test.  The  hista- 
mine test  is  used  in  individuals  who  have  paroxysmal 
attacks;  the  test  is  given  between  attacks.  Histamine 
is  given  intravenously  to  release  catecholamine,  and 
the  patient’s  blood  pressure  is  monitored.  It  is  nec- 
essary to  have  Regitine  available  in  case  the  blood 
pressure  becomes  too  high.  A positive  test  from 
histamine  stimulation  is  indicated  by  a rise  in  the 
blood  pressure  of  50  mm.,  systolic,  and  25  mm., 
diastolic,  within  three  minutes. 

The  Regitine  test  is  used  for  individuals  who 
have  persistent  hypertension.  Frequent  false  positive 
tests  occur  because  the  patient  usually  has  had  seda- 
tives, antihypertensive  drugs,  or  narcotics  within  72 
hours  preceding  the  test.  The  Regitine  test  is  per- 
formed by  injecting  5 mg.  of  the  drug  intravenously, 
and  monitoring  the  blood  pressure  for  13  minutes. 
A positive  result  is  indicated  by  a decrease  in  blood 
pressure  of  35  mm.,  systolic,  and  35  mm.,  diastolic. 
Numerous  procedures  have  been  devised  for  the 
localization  of  the  tumor.  Perhaps  only  three  have 
withstood  the  test  of  time.  First  is  palpation  of  the 
tumor  mass,  (present  in  14  per  cent  of  cases), 
which  occasionally  stimulates  the  attack  of  paroxys- 
mal hypertension.  Second  is  the  intravenous  pyelo- 
gram,  which  is  said  to  be  a useful  aid  in  diagnosis  in 
56  per  cent  of  cases.  Third  is  presacral  injection  of 
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air,  which  may  give  false  negative  results  but  it  has 
rarely  ended  in  death. 

Dr.  Shires. — Dr.  Baxter,  will  you  discuss  in  a 
little  more  detail  the  chemical  tests  in  the  diagnosis 
of  pheochromocytoma? 

Dr.  Baxter. — The  chemical  tests  produce  no  dis- 
comfort nor  danger  to  the  patient,  and  are  now 
sufficiently  accurate  to  be  considered  diagnostic.  Dr. 
Stevens  mentioned  the  ones  that  are  used.  The  me- 
tabolism of  epinephrine  and  norepinephrine  has 
been  well  known  since  about  1954.  The  urinary  ex- 
cretion of  catecholamines  has  been  used  successfully 
for  several  years.  In  I960,  Gitlow  described  a test 
measuring  VMA,  one  of  the  products  of  epinephrine 
metabolism.  A simple  routine  screening  test  then 
became  available.  Studies  of  epinephrine  and  nor- 
epinephrine metabolism  with  labeled  C14  show  that 
two  major  pathways  may  be  followed  in  their  degra- 
dation. About  50  per  cent  of  the  total  production 
within  the  body  is  excreted  as  normetanephrine  or 
metanephrine,  and  these  are  measured  as  catechola- 
mines. Another  33  per  cent  is  excreted  as  VMA.  This 
latter  is  easily  determined  in  a 24-hour  urine  sample, 
and  the  test  requires  about  two  hours  to  run.  The 
test  is  semiquantitative  only,  and  it  may  give  false 
positive  results.  The  value  for  normal  individuals  is 
0.5  to  3.0  mg.  per  24  hours.  There  has  been  no 
patient  with  proven  pheochromocytoma  who  has 
produced  less  than  9.0  mg.  per  24  hours.  So  far,  at 
least  within  the  years  since  this  test  has  been  re- 
ported, it  has  certainly  proved  worthwhile  as  a 
routine  screening  test. 

Dr.  Shires. — It  appears  to  be  a very  accurate  test. 
Several  hundred  determinations  have  been  performed 
on  patients  with  and  without  pheochromocytomas, 
and  in  many  patients  with  all  forms  of  hypertension. 
Patients  with  other  types  of  hypertension  do  not 
have  an  elevated  VMA  output.  It  is  suggested  and 
recommended  by  most  authors  that  once  the  VMA 
is  found  to  be  elevated,  catecholamines  should  be 
determined  for  confirmation  of  diagnosis.  When  the 
VMA  and  the  catecholamines  both  are  elevated,  cer- 
tainly one  is  justified,  I think,  in  making  a diagnosis 
of  pheochromocytoma. 

Now,  I believe  we  had  better  ask  Dr.  Morrow, 
who  operated  on  this  patient,  to  tell  us  about  the 
subsequent  course. 

Dr.  Philip  Morrow. — Exploratory  laparotomy  re- 
vealed a large  right  suprarenal  tumor  which  was  at- 
tached to  the  vena  cava  and  right  leaf  of  the  dia- 
phragm. The  tumor  was  brownish-red,  measured 
about  12  cm.  in  diameter,  and  weighed  170  Gm. 
Upon  removal  of  the  tumor,  there  was  no  obtainable 
blood  pressure.  Shortly  afterward,  a pressure  of  70/0 
was  obtained  following  the  institution  of  a very 
rapid  drip  of  Levophed,  8 mg.  per  liter.  During  the 


next  two  days,  relatively  large  quantities  of  Levo- 
phed were  required  in  order  to  maintain  the  blood 
pressure  at  90/60.  During  the  second  postoperative 
day,  the  patient  was  given  an  additional  pint  of 
blood  and  an  additional  liter  of  lactated  Ringer’s 
solution,  but  there  was  not  much  change  in  her 
Levophed  requirements.  On  the  third  day,  only  small 
quantities  of  Levophed  were  required  to  maintain 
an  adequate  pressure  and  by  the  end  of  the  first 
week  no  further  Levophed  was  required.  The  patient 
was  discharged  from  the  hospital  with  a blood  pres- 
sure of  130/90. 

Dr.  Shires. — Dr.  Luibel,  will  you  please  tell  us 
about  the  pathologic  findings  in  this  case? 

Dr.  F.  J.  Luibel. — The  tumor  measured  15  by  6 
by  6 cm.  and  weighed  170  Gm.  It  was  dusky  red  in 
color,  with  yellow  foci  of  necrosis  and  small  areas 
of  recent  hemorrhage.  The  tumor  mass  appeared  well 
circumscribed  and  in  some  areas  remnants  of  com- 
pressed adrenal  cortex  remained. 

The  histologic  features  were  typical  of  pheo- 
chromocytoma (Fig.  1 and  2).  The  majority  of  the 
tumor  cells  were  large,  polygonal,  and  contained 
abundant  cytoplasm.  The  nuclei  were  ovoid  and 
vesicular  with  a fine  chromatin  pattern.  Pigment 
granules  were  present  in  the  cytoplasm  of  many  of 
the  cells;  these  gave  a negative  reaction  for  iron. 
The  chromaffin  reaction  was  positive,  with  the  posi- 
tive cells  staining  brown.  The  brown  stain  as  pointed 
out  by  Karsner,  is  in  the  cytoplasm  between  the 
granules  rather  than  in  the  granules  themselves.  Not 
all  of  the  tumor  cells  exhibited  a positive  chromaffin 
reaction. 

Dr.  Shires. — Well,  the  diagnosis  of  pheochromo- 
cytoma is  one  problem.  Another  is  the  surgical  ap- 
proach in  the  removal  of  the  tumor.  Dr.  Perry,  will 
you  discuss  this  aspect  of  the  case? 

Dr.  Malcolm  Perry. — The  current  literature  would 
indicate  that  perhaps  the  best  surgical  approach  for 
pheochromocytoma  of  the  adrenal  gland  is  trans- 
abdominal. This  provides  free  access  to  explore  both 
adrenal  glands  and  other  areas  in  which  chromaffin 
tumors  may  be  found.  The  tumor  may  be  very 
difficult  to  palpate  even  at  exploration,  and  rela- 
tively large  tumors  occasionally  have  been  left  be- 
hind. There  are  certain  precautions  to  be  kept  in 
mind  when  operating  on  these  patients.  In  addition 
to  the  inherent  hazard  of  hypertensive  paroxysms, 
the  induction  of  anesthesia  frequently  will  cause 
marked  exaggeration  of  hypertension.  At  this  point, 
one  should  be  prepared  to  depress  the  release  of 
catecholamines  with  Regitine.  Usually  about  5 mg. 
injected  intravenously  will  accomplish  this.  Contin- 
uous monitoring  of  the  blood  pressure  is  required, 
and  some  operators  have  recommended  that  a medi- 
cal assistant  be  present  in  the  operating  room  taking 
the  blood  pressure  as  often  as  every  one  or  two 
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F5g.  2.  This  photomicro- 
graph shows  two  separate 
areas  of  the  tumor.  The 
fleshy  appearance  of  the  j 
cells  is  apparent.  In  the 
area  on  the  right,  an  al- 
veolar pattern  Is  seen. 
Magnification:  X-300. 


minutes.  There  is  some  controversy  as  to  whether  it 
is  better  to  enucleate  the  tumor  gently,  or  to  isolate 
and  ligate  the  blood  supply  before  excision.  Un- 
fortunately, there  is  not  a single  vein  draining  the 
tumor,  and  it  may  be  difficult  to  clamp  off  the 
venous  drainage  effectively.  When  the  tumor  is  re- 
moved, a persistent  fall  of  blood  pressure  generally 
is  noted.  At  this  point  it  is  necessary  to  support  the 
blood  pressure  with  an  infusion  of  Levophed,  about 
4 mg.  per  liter.  If  the  pressure  does  not  fall  after  the 
tumor  is  removed,  the  presence  of  another  tumor 
should  be  suspected;  this  can  be  confirmed  by  giving 
Regitine  while  the  patient  is  still  on  the  operating 
table. 

Dr.  Shires. — There  has  been  some  question  about 
blood  volume  reduction  in  patients  with  pheochro- 
mocytoma.  Some  studies  have  suggested  that  this 
occurs,  but  blood  volume  studies  utilizing  chromium- 
tagged  red  cells  and  tagged  albumin,  a more 
accurate  procedure  than  dye  studies  in  these  pa- 
tients, do  not  reveal  a reduction  of  blood  volume. 
I am  not  yet  convinced  about  this  matter. 

Norepinephrine  is  put  out  by  all  these  tumors  re- 
gardless of  the  syndrome  produced.  It  was  thought 
for  a long  time  that  patients  with  so-called  hyper- 
metabolic  state,  as  described,  with  a high  basal  meta- 


bolic rate,  a low  grade  temperature  elevation,  and 
usually  with  intermittent  hypertension,  were  the 
ones  who  release  epinephrine,  but  this  has  not  been 
found  to  be  the  case.  Apparently,  there  is  no  real 
relationship,  for  in  all  cases,  norepinephrine  is  re- 
leased, and  in  some  epinephrine  also  is  released. 

Dr.  Reynolds,  do  you  have  any  comments  about 
the  roentgenographic  diagnosis  of  pheochromocy- 
toma? 

Dr.  Jack  Reynolds. — I would  like  to  speak  briefly 
about  the  diagnosis  of  this  tumor  by  presacral  gas 
insufflation.  There  are  two  hazards.  Gas  embolism 
may  occur,  and  for  this  reason  CO2  should  be  used 
instead  of  air  because  it  is  rapidly  absorbed.  There 
is  also  the  danger  of  rectal  perforation  by  the  needle. 

Retroperitoneal  structures  are  best  defined  by  this 
method  if  the  renal  collecting  systems  are  opacified, 
as  in  the  routine  intravenous  pyelogram,  and  then 
laminography  is  employed. 

In  the  interpretation  of  the  films,  a word  of  cau- 
tion is  in  order.  In  the  recumbent  position,  gastric 
fluid  pools  in  the  fundus,  which  lies  posteriorly. 
This  produces  a rounded  shadow  of  soft  tissue  den- 
sity superimposed  on  the  region  of  the  left  adrenal 
gland.  It  resembles  a suprarenal  mass  and  should  be 
recognized  as  a diagnostic  pitfall. 
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Dr.  Shires. — There  have  been  a few  cases  reported 
in  which  excretion  of  VMA  was  lowered  between 
paroxysms.  The  suggestion  has  been  made  that 
histamine  be  given  in  small  doses  as  a stimulant, 
collecting  in  blood  and  urine.  In  all  cases  studied  in 
this  way,  there  was  a striking  increase  in  output  of 
VMA  within  two  hours  after  the  histamine  was 
given,  whereas  between  paroxysms  when  the  blood 
pressure  was  normal,  even  the  VMA  output  was 
normal.  Apparently  this  is  a very  uncommon  occur- 
rence. During  a paroxysm,  the  VMA  output  always 
is  elevated. 

Now,  rd  like  to  ask  Dr.  Jenkins  to  tell  us  how 
patients  with  pheochromocytoma  should  be  handled 
from  the  anesthesia  standpoint. 

Dr.  M.  T.  Jenkins. — At  the  beginning,  I would 
like  to  say  that  our  greatesr  problem,  or  worst  risk, 
is  the  patient  with  previously  undiagnosed  pheo- 
chromocytoma. The  mortality  rate  is  about  50  per 
cent  when  the  patient  is  being  operated  on  and  it  is 
not  known  that  a pheochromocytoma  is  present. 
I can’t  recommend  anything  as  being  a good  anes- 
thetic agent  or  safe  drug  to  use  for  the  patient  with 
pheochromocytoma.  We  can  rule  out  just  about 
everything.  Certainly  we  can  rule  out  ether,  cyclo- 
propane, and  fluothane,  since  all  of  these  increase 
catecholamines.  The  use  of  Penthrane  with  its  rather 
marked  hypotensive  effect  might  counteract  the  pro- 
duction of  catecholamines  to  such  an  extent  that 
hypertension  does  not  occur.  If  then,  we  do  have  a 
patient  known  to  have  pheochromocytoma,  I would 
choose  to  have  the  patient  well  sedated  with  barbitu- 
rate as  premedication,  to  use  pentothal,  nitrous  oxide, 
and  oxygen  and  succinylcholine.  At  least  the  barbitu- 
rate will  produce  a hypotensive  effect  which  is  pri- 
marily central,  rather  than  acting  on  the  blood  vessels. 
The  patient  should  be  well  sedated  and  denitrogenat- 


ed  by  breathing  100  per  cent  oxygen  (a  high  flow 
from  a high  system).  We  should  be  certain  that 
there  is  no  respiratory  tract  obstruction  or  difficulty 
with  anesthesia,  so  that  at  least  the  patient  does  not 
become  hypoxic  or  hyperthermic.  I think  we  should 
monitor  his  temperature  because  some  of  the  deaths 
reported  have  been  due  to  hyperpyrexia.  I would 
like  to  have  a catheter  in  the  bladder  so  that  we 
can  see  later  on  whether  we  put  enough  fluid  in  and 
if  we  are  getting  adequate  urinary  excretion.  I will 
agree  with  Dr.  Shires  about  giving  blood.  At  least 
we  have  a good  basis,  I think,  to  say  that  a patient 
with  pheochromocytoma  of  long  standing  will  have 
a contracted  vascular  tree.  Removal  of  the  contractile 
force,  whatever  its  cause,  will  perhaps  distribute  a 
smaller  volume  than  is  needed  for  the  entire  vas- 
cular tree. 

Dr.  Shires. — Thank  you.  Dr.  Jenkins.  Now,  I’d  like 
to  summarize  briefly.  We  have  presented  a case  of 
pheochromocytoma  in  a 5 2 -year-old  colored  female 
which  had  caused  severe  hypertension  with  blood 
pressure  ranging  up  to  300/160.  The  diagnosis  was 
suggested  by  the  clinical  findings,  but  was  verified 
by  demonstration  of  increased  urinary  catecholamines 
and  VMA.  Also,  the  Regitine  test  gave  positive  evi- 
dence of  pheochromocytoma.  Exploratory  laparotomy 
revealed  a large  tumor  mass  of  the  right  adrenal 
gland  which  proved  on  histologic  study  to  be  a 
pheochromocytoma.  Postoperatively,  the  tendency  to- 
ward hypotension  was  counteracted  by  Levophed, 
and  after  the  first  week  the  patient’s  blood  pressure 
had  returned  to  normal.  She  was  discharged  from 
the  hospital  with  a blood  pressure  of  130/90. 

I Dr.  Shires,  5323  Harry  Hines  Blvd.,  Dallas. 

Dr.  Morrow,  207  West  Mulberry,  Sherman. 

Drs.  Baxter,  Stevens,  Perry,  Luibel,  Reynolds,  and  Jenkins, 
Parkland  Memorial  Hospital,  Dallas. 


Cardboard  Boxes  Make  Survival  Kits 


Cardboard  boxes  may  be  keys  to  survival  in  a nuclear  disaster,  according  to 
civil  defense  officials  in  Boulder,  Colo. 

Following  an  idea  by  Dr.  Charles  H.  Dowding,  Jr.,  director  of  the  Boulder 
City-County  Health  Department,  the  officials  designed  a box  with  a checklist 
of  supplies  to  be  used  in  an  emergency.  The  checklisr  is  printed  on  the  four 
cover  flaps  of  the  box,  and  the  needed  supplies  go  into  the  box.  The  Boulder 
County  Medical  Society  contributed  $400  to  the  development  of  the  "family 
survival  kits,”  which  sold  at  25  cents  each.  A packet  of  civil  defense  brochures 
was  included  with  each  box.  The  box  project  was  described  in  a recent  issue  of 
AM. A News. 
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Delegates  Adopt  Official  Policy 
On  Medical  Care  for  the  Aged 

Reaffirming  its  policy  on  medical  care  for  the  aged  and  its  oppo- 
sition to  the  King- Anderson  hills,  the  House  of  Delegates  of  Texas 
Medical  Association  adopted  the  following  official  policy  statement 
on  May  13  during  the  Annual  Session  in  Austin: 


1.  Responsibility  for  Care. — In  keeping  with 
American  traditions,  the  individual  has  the  pri- 
mary responsibility  for  his  own  medical  care. 
When  the  individual  is  unable  to  provide  this 
care  for  himself,  the  responsibility  rightfully 
should  pass  to  his  family,  then  to  the  community, 
the  county,  and  the  state.  Only  when  all  of  these 
fail  should  the  federal  government  assume  a role, 
and  then  only  in  cooperation  with  other  govern- 
mental bodies  cited  previously.  Specifically,  the 
federal  government  should  not  assume  the  full 
responsibility  solely  upon  the  basis  of  default  by 
local  and  state  resources. 

2.  Role  of  Physician. — The  physician,  by  tra- 
dition, has  a responsibility  to  provide  professional 
services  to  his  patients,  regardless  of  ability  to 
pay.  Physicians  will  continue,  as  they  have  in  the 
past,  to  provide  medical  services  for  the  aged, 
including  the  indigent  and  the  near  needy,  at  fees 
they  can  afford,  or  without  charge,  as  their  re- 
sources might  indicate. 

3.  Positive  Program  of  Assistance  for  the  Needy 
Aged  in  Texas. — The  Texas  Medical  Association 
has  assumed  a significant  role  in  supporting  and 
implementing  the  new  State  program  which  is 
designed  to  help  those  aged  who  actually  need 
assistance.  The  vendor’s  medical  care  program 
utilizes  the  mechanism  of  voluntary  health  in- 
surance to  provide  hospital,  medical,  surgical,  and 
nursing  home  benefits  for  221,000  recipients  of 
Old  Age  Assistance,  representing  approximately 
30  per  cent  of  Texas’  entire  aged  population.  The 


Texas  Medical  Association  reiterates  its  continued 
support  of  this  State  program  which  is  operating 
effectively  and  efficiently. 

4.  Voluntary  health  insurance. — Voluntary,  pre- 
paid health  insurance  has  proved  to  be  an  effec- 
tive mechanism  for  financing  health  care  costs. 
It  is  significant  that  Blue  Cross-Blue  Shield  of 
Texas  and  many  insurance  companies  are  offering 
policies  specially  tailored  for  the  aged,  and  that 
more  than  400,000  Texans  who  are  65  and  over 
presently  have  procured  some  type  of  coverage. 
The  Texas  Medical  Association  will  continue  to 
lend  its  full  support  to  extending  voluntary,  pre- 
paid health  insurance  to  as  many  of  the  aged  as  is 
practicable  and  possible. 

5.  Social  Security  Medicine. — While  supporting 
positive  programs  of  action,  the  Texas  Medical 
Association  reiterates  its  unequivocal  opposition 
to  the  King-Anderson  bills  and  similar  proposals 
establishing  federal  programs  of  compulsory  health 
care  through  the  Social  Security  System.  The  basis 
of  our  opposition  is  as  follows: 

a.  The  King-Anderson  bills  would  result  in 
poorer — not  better — medical  care  for  the  people 
of  Texas;  this  legislation,  if  enacted,  represents  a 
major,  irreversible  step  toward  the  complete  so- 
cialization of  medical  and  hospital  care. 

b.  King-Anderson  legislation  is  unnecessary  and 
not  needed.  The  vendor’s  medical  care  program  is 
providing  an  effective  program  of  health  care  for 
the  needy  aged  of  Texas.  The  Administration’s 
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proposal  would  provide  benefits  for  all  benefi- 
ciaries of  Social  Security,  regardless  of  need,  and 
including  those  who  are  well-to-do  and  who  can 
afford  to  take  care  of  themselves. 

c.  The  King-Anderson  program  would  result  in 
the  undermining,  and  the  eventual  demise,  of  vol- 
imtary  health  insurance,  which  has  filled  a great 
need  and  which  has  been  widely  accepted  by  the 
people  of  Texas. 

d.  Enactment  of  the  King-Anderson  biUs  would 
result  in  the  over-crowding  of  Texas  hospitals  and 
nursing  homes,  just  as  it  has  done  in  those  coun- 
tries which  have  adopted  compulsory  government 
programs. 

e.  The  King-Anderson  bills  would  prove  ex- 
tremely expensive,  and  would  inflict  even  greater 
taxes  upon  employees  and  employers  in  Texas  and 
in  other  states  throughout  the  nation.  The  King- 
Anderson  proposal  would  cost  an  estimated  $2.2 


billion  the  first  year  and  a predicted  $5.4  billion 
by  1983.  Social  Security  taxes  have  been  increased 
six  times  during  the  past  nine  years.  Additional 
tax  increases  are  scheduled  for  1963,  1966,  and 
1968.  Even  without  the  extremely  expensive  King- 
Anderson  program.  Social  Security  taxes  already 
are  scheduled  to  reach  9Va  per  cent  of  the  first 
$4,800  of  payroll  by  1968. 

In  reiterating  the  policies  of  the  Texas  Medical 
Association  on  this  issue,  the  House  of  Delegates 
believes  that  the  physicians  of  Texas  will  see  to  it 
that  the  patient  will  receive  the  best  available 
medical  care  regardless  of  his  ability  to  pay.  The 
House  of  Delegates  further  believes  that  the  pro- 
fession will  render  that  care  within  the  realm  of 
the  system  which  it  feels  is  in  the  public  interest. 
The  Texas  Medical  Association  will  be  a willing 
party  to  implementing  only  those  programs  which 
it  believes  to  be  beneficial  to  patients  and  to  the 
people  of  our  State. 


DRUG  NOTES 

Psychopharmacologic,  Antidiabetic  Agents; 
Anabolic  Steroid  Reviewed 


Taractan  (2-chloro-9-[3-dimethyl-amino  propy- 
lidene}  thioxanthene,  Roche  Laboratories)  repre- 
sents a new  class  of  psychopharmacologic  agents. 

Chemically,  the  structural  nucleus  of  this  new 
medicinal  agent  is  the  thioxanthene  heterocyclic  sys- 
tem. A survey  of  the  chemistry  of  the  psychophar- 
macologic agents  reveals  that  the  thioxanthene  nu- 
cleus structurally  resembles  the  phenothiazine  and 
the  dihydro-5H-dibenzazephine  (imipramine,  To- 
franil) nuclei.  The  development  of  imipramine  fas- 
cinated students  of  biochemorphology  because,  al- 
though chemically  related  to  the  phenothiazines, 
imipramine  is  a central  nervous  system  stimulant 
rather  than  a depressant.  In  Taractan,  some  interest- 
ing structure-activity  relationships  are  noted.  The 
effects  of  imipramine  on  behavior  and  mood  re- 
semble those  of  the  amphetamines  and  monoamine 
oxidase  inhibitors,  although  imipramine  does  not 
inhibit  monoamine  oxidase  systems.  On  the  other 
hand,  Taractan  parallels  the  phenothiazines  in  its 
tranquilizing  effects;  hence,  it  resembles  the  pheno- 
thiazines chemically  and  pharmacologically. 

In  some  respects,  Taractan  is  clinically  unique  be- 
cause it  leads  to  tranquilization  without  deepening 
depression  and  may,  therefore,  be  used  in  cases  of 
agitated  depression.  Since  Taractan  is  better  tolerated 
than  the  phenothiazines,  it  is  particularly  favored 
in  office  and  outpatient  use.  Jaundice  has  not  been 


reported,  and  Parkinson-like  symptoms  and  allergic 
reactions  are  rarely  encountered.  It  is  indicated  in 
moderate  to  severe  emotional  disorders,  especially  in 
agitated  states  associated  with  neurosis,  depression, 
or  schizophrenia.  Taractan  is  reported  to  be  relatively 
free  from  severe  toxic  effects;  however,  because  of 
its  similarity  to  the  phenothiazines,  all  the  known 
serious  side  effects  or  toxic  manifestations  asso- 
ciated with  phenothiazine  therapy  should  be  borne 
in  mind  when  patients  receive  Taractan  for  pro- 
longed periods. 

U-6420  (4-dimethyl-amino-N-methyl-2,  2-diphen- 
yl-valeramide,  Upjohn  Company)  is  a new  anti- 
diabetic compound  reported  by  Dr.  W.  C.  Dulin  of 
the  Upjohn  Company  at  the  recent  meeting  of  the 
Federation  of  American  Societies  for  Experimental 
Biology. 

Chemically,  this  compound  does  not  resemble  the 
currently  available  hypoglycemic  agents.  According 
to  Dr.  Dulin,  the  hypoglycemic  activity  of  U-6420 
is  probably  based  on  the  compound’s  ability  to 
short  circuit  the  liver’s  glucose  output.  Biochemically, 
this  new  compound  differs  from  the  sulfonyl  ureas 
and  the  biguanides  on  the  basis  of  their  respective 
mechanisms  of  action.  The  sulfonyl  ureas  are  believed 
to  affect  the  hypoglycemic  action  by  promoting  the 
secretion  of  insulin  from  pancreatic  tissue,  whereas, 
the  biguanide  phenformin  is  believed  to  decrease 
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aerobic  glycolysis  and  increase  anaerobic  glycolysis. 

The  report  on  U-6420  prompted  a survey  of  the 
abstracts  of  papers  presented  at  the  First  Interna- 
tional Pharmacological  Meeting.  Many  researchers 
all  over  the  world  are  still  actively  engaged  in  investi- 
gations in  the  field  of  hypoglycemics.  Dr.  A.  Lou- 
batieres  in  France  is  studying  the  actions  of  the 
hypoglycemic  aryl  sulfonamides  upon  the  histo- 
physiology  and  physiology  of  the  B-cells  of  pancreatic 
tissue,  and  has  concluded  that  these  sulfonamides 
exert  beta-cytotropic  activity.  Dr.  Loubatieres  con- 
tinues by  emphasizing  that  the  beta-cytotropic  ac- 
tivity leads  to  hyperplasia  of  the  islets  of  Langerhans, 
and  stimulation  of  the  formation  of  new  insulin- 
secretory  B-cells.  On  the  other  hand,  Dr.  A.  Bander 
of  Germany  notes  that  there  is  general  agreement 
that  the  main  action  of  the  sulfonamides  is  due  to 
their  ability  to  promote  the  release  of  insulin  from 
the  pancreas,  but  how  this  liberation  is  effected  con- 
stitutes a question  of  paramount  interest.  The  work 
of  Bander  and  others  supports  the  thesis  that  the 
sulfonyl  ureas  exert  their  action  by  releasing  free 
insulin  from  the  bound  form  within  pancreatic  tissue. 
Other  experimentations  have  led  to  the  conclusion 
that  a large  number  of  diabetic  patients  who  de- 
velop the  disease  during  adulthood  have  a sufficient 
amount  of  insulin  in  the  pancreas.  Why,  then  are 
these  patients  diabetics?  Some  evidence  indicates 
that  in  these  patients  there  is  an  abnormal  binding 
of  insulin  in  the  pancreas.  Hence,  as  Dr.  Bander 
concludes,  it  is  plausible  to  propose  that  the  sul- 
fonyl ureas  exert  their  effects  by  means  of  physico- 
chemically  affecting  this  abnormal  binding  of  in- 
sulin to  other  protoplasmic  components,  such  as 
proteins,  which  leads  to  the  release  of  free  insulin. 

U- 1 9763  (7 -a-methyl- 1 7 -methyltestosterone.  The 
Upjohn  Company)  is  a new  anabolic  steroid  that  is 
in  the  early  stages  of  clinical  evaluation.  Upjohn 
researchers  participating  in  the  International  Con- 
gress on  Hormonal  Steroids  discussed  the  chemistry 
and  biologic  properties  of  this  new  compound,  the 
7-a-methyl  derivative  of  methyltestosterone. 

Drs.  Babock  and  Campbell,  Upjohn  chemists,  re- 
ported that  U- 19763  is  one  of  a series  of  compounds 
synthesized  by  introducing  a methyl  group  at  the 
7-a-p09ition  of  the  steroid  nucleus  of  methyltestos- 
terone. 

Dr.  G.  W.  Duncan,  Upjohn  biologist,  reported 
that  fluoxymesterone  (Halotestin)  was  used  as  the 
standard  of  comparison  in  evaluating  the  effective- 
ness of  U-I9763,  and  it  was  concluded  that  this  new 
steroid  is  1.15  times  as  potent  as  fluoxymesterone  as 
an  anabolic  agent.  Furthermore,  U- 19763  appears  to 
have  only  about  one-third  the  androgenicity  of  fluo- 
xymesterone. 

The  Upjohn  workers  emphasize  that  research  on 
U- 19763  was  unique  in  that  much  of  the  preclinical 


anabolic  experimentation  was  conducted  in  monkeys. 
This  species  was  used  in  the  hope  that  efficacy  of 
the  compound  in  man  would  be  more  accurately 
predicted. 

While  monkeys  were  used  in  the  anabolic  studies, 
oral  androgenic  activity  was  determined  by  admin- 
istration to  immature  rats.  So  far,  the  monkey  studies 
have  proved  predictive,  for  the  compound  appears 
to  be  anabolic  and  nontoxic  in  man  when  adminis- 
tered orally.  According  to  Dr.  Duncan,  the  findings 
suggest,  but  by  no  means  prove,  that  monkey  ana- 
bolic— rat  androgenic  ratios  may  have  a predictive 
value  in  the  choice  of  superior  anabolic  steroids. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Lee  F.  Worrell,  Ph.D., 

College  of  Pharmacy, 

The  University  of  Texas,  Austin. 

MEDICOLEGAL  NOTES 

Donation  of  Body 

Recently  there  have  been  a number  of  inquiries 
on  how  an  individual  may  donate  his  body  or  organs 
for  the  purpose  of  advancing  medical  science  or  for 
the  replacement  or  rehabilitation  of  diseased  or 
worn-out  members  or  parts  of  the  bodies  of  living 
human  beings. 

Article  4590-1,  Section  1,  Vernon’s  Annotated 
Civil  Stamtes,  provides  that  any  inhabitant  of  Texas 
of  legal  age  and  of  sound  mind  may  by  his  will  or 
by  other  written  instrument  donate  his  body,  any 
organ,  member,  or  part  thereof,  for  the  previously 
mentioned  purposes. 

Section  2 of  this  Article,  as  amended  in  1961, 
reads  as  follows: 

"Sec.  2.  Any  such  bequest,  donation,  authorization 
or  consent  made  pursuant  to  Seaion  1 of  this  Act 
shall  be  by  written  instrument  signed  by  the  person 
making  or  giving  the  same  and  shall  be  witnessed  by 
two  (2)  persons  of  legal  age.  Each  instrument  may 
designate  the  donee,  but  such  designation  shall  not  be 
necessary  to  its  validity. 

The  donee  for  a body  shall  be  a medical  or  dental 
school  or  other  legally  authorized  donee  approved  by 
the  Anatomical  Board  of  the  State  of  Texas.  The  body 
is  to  be  handled  and  recorded  under  the  regulations 
specified  by  the  Anatomical  Board.  If  no  donee  is 
specified  for  a body  in  the  bequest  the  Anatomical 
Board  shall  direct  its  disposition.  A donee  for  organs, 
members,  or  parts  thereof  may  be  an  individual  phy- 
sician, hospital,  institution,  or  a hank  maintained  for 
the  storage,  preservation,  and  use  of  human  organs, 
members,  or  parts  thereof.  If  no  specific  donee  is 
named  for  organs,  members,  or  parts  thereof,  then  the 
hospital  in  which  the  donor  dies  shall  be  considered  to 
be  the  donee;  and  if  such  donor  does  not  die  in  a 
hospital,  then  the  attending  physician  shall  be  con- 
sidered to  be  the  donee;  and  such  hospital  or  phy- 
sician shall  have  full  authority  to  take  and  remove 
said  organs,  members,  or  parts  thereof  which  such 
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donor  has  designated  and  to  make  the  same  available 
to  any  person  or  institution  in  need  thereof. 

Any  duly  licensed  physician  acquiring  possession  or 
custody  of  the  body  shall  have  the  authority  to  re- 
move from  the  body  the  organs,  members,  or  parts 
thereof  which  the  donor  has  designated  and  to  deliver 
the  same,  or  where  so  designated,  the  body,  to  the 
medical  or  dental  school  specified.  The  hospital  or 
physician  shall  not  be  liable  civilly  or  criminally  for 
removing  said  organs  or  any  part  thereof  from  the 
body,  providing  the  donor  has,  prior  to  death,  exe- 
cuted a valid  written  agreement  as  provided  herein. 
No  appointment  of  administrator,  executor,  or  court 
order  shall  be  necessary  before  the  removal  of  said 
organs. 

Revocation  of  any  bequest,  donation,  authorization 
or  consent  given  pursuant  to  the  provisions  of  this 
Aa  may  be  effeaed  by  written  notification  to  the 
donee  signed  by  the  person  making  or  giving  the 
same  and  shall  be  witnessed  by  two  persons  of  legal 
age.” 

It  should  be  noted  from  the  italicized  language 
that  when  the  donation  is  of  the  whole  body  that 
the  donee  must  be  a medical  or  dental  school  or 
other  legally  authorized  donee  as  approved  by  the 
State  Anatomical  Board.  If  the  donee  of  a whole 
body  is  not  specified  then  the  Anatomical  Board  will 
direct  its  disposition.  However,  when  the  donation 
is  of  organs,  members,  or  parts  thereof,  the  donee 
may  be  an  individual  physician,  hospital,  institution, 
or  a bank  maintained  for  the  storage,  preservation, 
and  use  of  human  organs,  members,  or  parts  thereof. 
Where  an  individual  wishes  to  donate  his  eyes,  for 
example,  to  the  local  eye  bank  and  the  remainder 
of  his  body  to  a medical  school,  the  form  should 
specify  this  information  in  detail. 

The  following  form  should  suffice  in  the  majority 
of  cases.  It  is  suggested  that  several  copies  of  the 
form  be  executed  and  made  available  to  those  parties 
the  donor  wishes  to  carry  out  the  bequest.  If  the 
donor  changes  his  mind,  all  that  is  necessary  is  that  a 
similar  form  be  executed  revoking  the  bequest. 

Upon  my  death,  I hereby  will,  give,  bequeath, 
and  donate  my 

(specify  body  or  part  of  body) 

to 

(Note. — Individual,  hospital,  institution,  storage  bank,  or  may  leave 
blank) 

for  the  purpose  of  advancing  medical  science,  or  for 
the  replacement  or  rehabilitation  of  diseased  or 
worn-out  organs,  members,  or  parts  of  living  persons. 


(signature) 

2 witnesses  of  legal  age: 


— Philip  R.  Overton,  LL.B. 


Dr.  R.  M.  Moore  Accepts 
ABS  Executive  Position 

Dr.  Robert  M.  Moore,  professor  of  surgery  at  the 
University  of  Texas  Medical  Center,  has  accepted  the 
post  of  executive  secretary  and  treasurer  of  the 
American  Board  of  Surgery. 

Dr.  Moore,  who  is 
president  of  the  South- 
ern Surgical  Association 
this  year,  has  held  many 
distinguished  offices. 
He  is  an  emeritus  mem- 
ber of  the  American 
Board  of  Surgery,  a 
member  of  the  Confer- 
ence Committee  on 
Graduate  Training  in 
Surgery,  a past  vice 
president  of  the  American  College  of  Surgeons  and 
past  president  of  the  Texas  Surgical  Association. 

Over  a long  span  of  years  his  major  research  in- 
terests were  in  abdominal  surgery,  pain  sensibility, 
surgery  of  cancer  and  the  autonomic  nervous  system, 
embolisms  and  coronary  circulation.  He  is  a member 
of  a dozen  medical  and  scientific  societies. 

Since  1937  the  American  Board  of  Surgery  has 
been  responsible  for  conducting  examinations  for 
certification  in  that  specialty  and  for  improving  fa- 
cilities and  opportunities  for  training.  The  executive 
secretary  supervises  the  grading  procedures  for  all 
written  examinations,  and  participates  in  the  oral 
examinations,  which  are  conducted  in  ten  medical 
centers  from  coast  to  coast  each  year. 

First  Medicolegal  Library  Established 

Supported  entirely  by  private  funds,  the  first 
medicolegal  library  of  its  kind  in  the  United  States 
has  been  established  in  New  York  City. 

The  Milton  Helpern  Library  of  Legal  Medicine  is 
named  for  New  York’s  chief  medical  examiner;  Dr. 
Helpern  also  is  chairman  of  the  department  of 
forensic  medicine  at  New  York  University  School  of 
Medicine.  The  library  will  be  open  to  medical  stu- 
dents, lawyers,  research  physicians,  criminologists, 
and  writers. 

A museum  of  forensic  medicine,  containing  post- 
mortem evidence  from  some  of  the  country’s  most 
famous  crimes  and  disasters,  will  be  housed  in  the 
library.  All  literature  in  the  field  of  legal  medicine 
is  being  gathered,  and  the  collection  thus  far  con- 
tains material  dating  back  to  3,000  B.C.  in  Egyptian 
history,  through  Greek  and  Roman  codes,  through 
13th  century  Chinese  writings  to  present-day  interest 
in  the  subject  in  Western  society. 
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3,938  registrants 
push  Capital  City 
to  capital  place  as 
TMA  host  town 


A RECORD-BREAKING  total  attendance  of  3,938 
highlighted  the  95th  Annual  Session  of  the 
Texas  Medical  Association,  the  first  to  be  held  in 
Austin  in  37  years. 

Of  the  total  registrants,  1,801  were  members,  1,050 
were  guests,  453  were  exhibitors,  and  634  were  mem- 
bers of  the  Woman’s  Auxiliary.  Included  in  the 
membership  total  were  165  new  and  transfer  mem- 
bers who  attended  the  Orientation  Program. 

Thirty  out-of-state  guest  speakers  representing  18 
medical  specialties,  40  special  speakers,  and  approxi- 
mately 150  Association  members  participated  in  the 
four-day  program.  Other  features  included  14  re- 
fresher courses,  10  specialty  section  meetings,  two 
general  sessions,  some  200  technical  and  scientific 
exhibits,  motion  picture  films,  and  closed  circuit 
television  presentations.  Twenty-three  medical  spec- 
ialty groups  and  related  organizations  held  their  an- 
nual meetings  in  conjunction  with  the  TMA  activi- 
ties. Social  activities  included  a river  boat  ride,  a golf 
tournament,  fraternity  and  alumni  parties,  and  the 
President’s  Party. 

Dr.  George  W.  Waldron,  who  has  practiced  sur- 
gery in  Houston  for  25  years,  became  the  Associa- 
tion’s 97th  President  during  ceremonies  at  the  Presi- 
dent’s Party  on  Tuesday  night. 

Dr.  Waldron’s  chief  contribution  to  the  Texas 
Medical  Association  has  been  in  the  field  of  scien- 
tific medicine.  He  was  a member  of  the  Council  on 
Scientific  Work  for  seven  years,  and  he  served  on 
the  Committee  on  Memorial  Services  for  three  years. 
He  also  has  been  a member  of  the  House  of  Dele- 
gates for  the  past  ten  years.  He  was  secretary-treas- 
urer for  the  South  Texas  District  Medical  Society 
for  three  years,  and  has  served  the  Association  as  a 
member  and  chairman  of  various  reference  com- 
mittees. 

A member  of  25  local,  state,  and  national  medical 


groups.  Dr.  Waldron  serves  as  clinical  professor  of 
surgery  at  both  Baylor  University  College  of  Medi- 
cine and  the  University  of  Texas  Postgraduate 
School.  He  is  the  author  of  35  published  medical 
papers. 

Dr.  Waldron  served  as  president  of  the  Harris 
County  Medical  Society  in  1950,  of  the  Houston 
Surgical  Society  in  I960,  and  of  the  Texas  Surgical 
Society  in  1953.  For  the  past  nine  years  he  has 
been  governor  of  the  American  College  of  Surgeons, 
serving  as  its  representative  to  President  Eisenhower’s 
National  Safety  Council.  He  is  now  chairman  of  the 
American  College  of  Surgeons’  advisory  committee 
for  Northeast  Texas. 

In  addition  to  his  medical  interests.  Dr.  Waldron 
is  active  in  religious,  civic,  and  social  organizations 
in  Houston. 

The  new  President-Elect  of  the  Association,  Dr. 
R.  Mayo  Tenery  of  Waxahachie,  has  been  active  in 
organized  medicine  since  1946.  He  has  served  as 
secretary  and  president  of  the  Ellis  County  Medical 
Society  and  the  North  Texas  Medical  Association, 
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Worth,  Speaker;  Dr.  George  W.  Waldron,  Presi- 
dent; Mrs.  Martha  Owens,  headquarters  staff  mem- 
ber; foreground,  Mrs.  Mary  Jones,  House  of  Dele- 
gates reporter;  and  Mrs.  Rae  Murphey,  headquarters 
staff  member. 


House  of  Delegates  officials  and  their  assistants 
occupying  the  rostrum  during  sessions  are,  left  to 
right,  C.  Lincoln  Williston,  Executive  Secretary  of 
Texas  Medical  Association;  Dr.  Charles  Max  Cole, 
Dallas,  Vice  Speaker;  Dr.  James  D.  Murphy,  Fort 


Vice-Councilor  and  Councilor  for  the  14th  District, 
and  a member  of  the  TMA  Medicare  Committee. 
He  was  elected  vice-president  of  TMA  in  April,  1961. 

During  his  nine  years’  service  on  the  Board  of 
Councilors,  Dr.  Tenery  was  largely  responsible  for 
revisions  in  the  Constitution  and  By-laws  concerning 
membership,  disciplinary  procedures,  and  county 
medical  society  organization. 

Dr.  Tenery  practices  surgery  at  the  Waxahachie 
Sanitarium  in  partnership  with  his  father.  Dr.  W.  C. 
Tenery.  A native  of  Waxahachie,  Dr.  Tenery  was 
graduated  from  Waxahachie  High  School  and  re- 
ceived his  B.A.  degree  from  the  University  of  Colo- 
rado. He  took  his  medical  training  at  Harvard  Medi- 
cal School  in  Boston,  where  he  received  his  M.D. 
degree  in  1937.  He  served  a two-year  internship  at 
the  Hospital  of  the  University  of  Pennsylvania.  He 
was  a fellow  in  surgery  at  Wayne  State  University 
College  of  Medicine  in  Detroit  from  1939  to  1941 
and  completed  his  residency  in  surgery  in  1943  at 
the  Presbyterian  Hospital  in  New  York  City.  During 
World  War  II,  Dr.  Tenery  was  a captain  in  the 


Army  Medical  Corps,  serving  in  Africa,  Italy,  and 
France  from  1943  to  1945. 

Dr.  Tenery  is  a member  of  the  Texas  and  Ameri- 
can Medical  Associations;  a fellow  of  the  American 
College  of  Surgeons,  Texas  Surgical  Society,  South- 
western Surgical  Society,  and  the  American  Associa- 
tion for  the  Surgery  of  Trauma;  a member  of  the 
World  Medical  Organization;  and  a diplomate  of 
the  American  Board  of  Surgery. 

He  is  married  to  the  former  Barbara  Nell  Koens 
of  New  York  City  and  is  the  father  of  a son,  Robert 
Mayo  Tenery,  Jr.,  age  19,  and  a daughter,  Susan  Lee 
Tenery,  age  14. 

In  addition  to  his  medical  interests.  Dr.  Tenery 
serves  on  the  board  of  trustees  of  the  Waxahachie 
Independent  School  District  and  is  a member  of  the 
Dallas  Regional  Science  Fair  Committee.  He  is  a 
former  ruling  elder  and  a member  of  the  board  of 
trustees  of  the  Central  Presbyterian  Church  in  Waxa- 
hachie. 

Other  officers  elected  by  the  Association  during 
Annual  Session  include  Dr.  Joe  R.  Donaldson  of 
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Pampa,  Vice-President;  Dr.  Robert  D.  Moreton  of 
Fort  Worth,  secretary;  Dr.  Howard  O.  Smith  of 
Marlin,  treasurer;  Dr.  James  D.  Murphy  of  Fort 
Worth,  re-elected  Speaker  of  the  House  of  Delegates; 
and  Dr.  Charles  Max  Cole  of  Dallas,  re-elected  Vice- 
Speaker  of  the  House  of  Delegates. 

Dr.  James  A.  Hallmark  of  Fort  Worth  was  elected 


Dr.  Robert  B.  Morrison  of  Austin,  left,  takes  ride 
in  0 powered  golf  cart  provided  for  those  whose 
physical  condition  handicapped  their  walking  up 
steep  Municipal  Auditorium  ramps.  Driver  is  head- 
quarters staffer  Gene  Dillard. 


a member  of  the  Board  of  Trustees,  succeeding  Dr. 
Robert  W.  Kimbro  of  Cleburne. 

Four  re-elected  Councilors  include  Dr.  William  H. 
Gordon  of  Lubbock,  Third  District;  Dr.  Walter 
Walthall  of  San  Antonio,  Fifth  District;  Dr.  Stanley 
W.  Bohmfalk  of  Weslaco,  Sixth  District;  and  Dr. 
Tom  M.  Oliver  of  Waco,  Twelfth  District. 

New  Councilor  for  the  Fifteenth  District  is  Dr. 
Walter  C.  Barnes  of  Texarkana. 

Three  delegates  to  the  American  Medical  Associa- 
tion were  re-elected:  Dr.  Troy  A.  Shafer  of  Harlin- 
gen, Dr.  John  K.  Glen  of  Houston,  and  Dr.  G.  W. 
Cleveland  of  Austin. 

Dr.  John  L.  Otto  of  Galveston  is  a new  AMA 
delegate  and  Dr.  Robert  W.  Kimbro  of  Cleburne  is 
AMA  delegate  designate. 

Two  AMA  alternate  delegates  were  re-elected,  in- 
cluding Dr.  Ridings  E.  Lee  of  Dallas  and  Dr.  E.  P. 
Hall,  Jr.,  of  Fort  Worth.  New  AMA  alternate  dele- 
gates are  Dr.  Harvey  Renger  of  Hallettsville,  im- 
mediate past  president  of  TMA,  and  Dr.  N.  L.  Barker 
of  Paris.  Dr.  J.  E.  Miller  of  Dallas  was  named  AMA 
alternate  delegate  designate. 

The  House  of  Delegates  acted  on  a wide  variety 
of  reports. 

A Code  of  Professional  Ethics  for  Physicians  and 
Pharmacists  was  adopted. 

The  Committee  on  Public  Health  urged  wide- 
spread use  of  poliomyelitis  vaccine.  It  was  recom- 
mended that  the  choice  of  type  of  vaccine  and  type 


ll 


censuring  the  American  College  of  Surgeons  aroused 
some  debate;  the  title  of  the  resolution  was  revised 
to;  Change  in  the  Joint  Commission  for  Accredita- 
tion of  Hospitals.  It  recommends  that  the  AMA 
assume  the  Commission’s  responsibilities  in  patient 
care  and  patient  services. 

It  was  recommended  that  membership  of  the 
AMA  Council  on  Medical  Education  and  Hospitals 
include  more  practicing  physicians. 

Use  of  public  funds  by  government  officials  to 
promote  legislation  favoring  H.R.  4222  was  con- 
demned. 

Dr.  Kimbro  was  commended  for  his  years  of 
outstanding  service  on  the  Board  of  Trustees. 

Dr.  May  Owen  contributed  her  entire  travel  sti- 
pend to  the  Association  for  investment.  The  proceeds 
are  to  be  used  for  gifts  to  needy  Texas  physicians. 

As  soon  as  is  practicable,  meeting  days  for  sci- 
entific programs  during  Annual  Session  will  be 
changed  from  Monday  and  Tuesday  to  Friday  and 
Saturday. 

Dr.  George  Valter  Brindley  of  Temple  was  elected 
to  Emeritus  membership. 

Establishment  of  a Distinguished  Service  Award, 

Attracting  much  attention  was  the  scientific  exhibit 

of  the  Texas  State  Department  of  Health,  "Mouth 

to  Mouth  Resuscitation". 


Presenting  popers  via  closed  circuit  television  were 
guest  speakers  Dr.  J.  Vernon  Luck  of  Los  Angeles, 
above  left,  and  Dr.  Milton  H.  Erickson  of  Phoenix, 
above  right.  The  TV  system,  Eidophor,  developed 
ond  made  ovailable  by  Ciba  Pharmaceuticoi  Co., 
Summit,  N.  J.,  came  cross-continent  in  a 35-foot- 
long  motor  trailer  truck  shown  unloading  ot  the 
Municipol  Auditorium,  opposite  left. 


of  immunization  programs  be  left  to  each  county 
medical  society. 

Routine  testing  of  infants  for  phenylketonuria 
was  recommended,  and  a resolution  proposing  the 
fluotidation  of  public  water  supplies  was  tabled. 

Mr.  John  Winters  and  Mr.  Weldon  Watson  of  the 
Texas  Department  of  Public  Welfare,  Blue  Cross- 
Blue  Shield,  and  the  Texas  Legislature  were  com- 
mended for  their  work  in  activating  the  Kerr-Mills 
Law  in  Texas. 

The  Texas  Hospital  Association  was  commended 
by  the  TMA  Board  of  Trustees  for  its  efforts  in  op- 
posing the  King-Anderson  bills.  Dr.  Renger  reported 
the  establishment  of  the  Texas  Health  Council,  which 
will  work  to  achieve  more  effective  liaison  between 
medicine,  the  health  professions,  and  ancillary  in- 
surance organizations. 

The  Woman’s  Auxiliary  and  its  president,  Mrs. 
Garland  G.  Zedler  of  Austin,  were  commended  for 
service  to  the  TMA  legislative  programs,  and  for 
continued  financial  support  of  the  American  Medical 
Education  and  Research  Foundation.  County  so- 
cieties were  urged  to  seek  100  per  cent  participation 
in  contributions  to  the  Foundation. 

TMA  was  urged  to  encourage  inclusion  of  physical 
education  for  all  students  in  school  curriculums.  The 
use  of  "helmet  blocking”  or  "head  blocking”  in 
schoolboy  football  was  held  to  be  dangerous,  and 
efforts  are  to  be  made  to  have  these  tactics  outlawed 
in  interscholastic  league  play. 

A resolution  from  the  Bexar  County  delegation 
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to  be  made  on  the  basis  of  outstanding  meritorious 
achievement  in  science,  public  service,  and/or  service 
ro  the  profession  was  recommended. 

Panel  discussion  on  medical  careers  will  be  held 
during  the  Public  Relations  Conference  in  Septem- 
ber. 

The  Committee  on  Cancer  will  confer  with  the 
Council  on  Medical  Jurisprudence  about  legislation 
which  would  exempt  a physician  from  liability  when 
he  reports  cancer  cases  to  a recognized  registry. 

An  optional  committee  at  the  County  Society  level. 
Adjudication  and  Medical  Testimony  Committee, 
was  authorized. 

The  Medical  Self  Help  Program  was  approved  in 
principle. 

The  House  again  registered  opposition  to  social 
security  coverage  for  physicians,  and  in  another 
action,  repeal  of  the  l6th  amendment  was  recom- 
mended. 

The  Texas  Research  League  will  be  asked  to  study 
the  extent  and  amount  of  fragmentation  of  health 
services,  and  a special  committee  of  TMA  will  be 
appointed  to  study  the  problem. 

A resolution  opposing  the  President’s  mass  im- 
munization bill  was  adopted. 

Accreditation  standards  for  hospitals  of  fewer 
than  25  beds  will  be  considered. 


Above;  President-Elect  Dr.  R.  Mayo  Tenery,  Waxa- 
hachie  surgeon.  Below;  Two  Presidents  at  the  Presi- 
dent's Party,  Dr.  Harvey  Renger,  left,  of  Hallettsville, 
leaving  office,  ond  Dr.  George  W.  Waldron  of 
Houston,  moving  into  office. 
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New  Section  Officers 
Are  Announced 

New  section  officers,  elected  during  Annual  Ses- 
sion, have  been  announced  as  follows: 

Digestive  Diseases:  Dr.  N.  C.  Hightower  of  Tem- 
ple, chairman;  secretary.  Dr.  John  R.  Kelsey,  Jr.,  of 
Houston. 

General  Practice:  Dr.  Herbert  G.  Liberty  of  Se- 
guin,  chairman,  and  Dr.  Harry  A.  Tubbs  of  Post, 
secretary. 

Internal  Medicine:  Dr.  R.  W.  Griffin  of  San 
Antonio,  chairman,  and  Dr.  Raymond  D.  Pruitt  of 
Houston,  secretary. 

Obstetrics  and  Gynecology:  Dr.  William  F.  Mc- 
Lean of  Austin,  chairman,  and  Dr.  Stephen  W.  Cobb 
of  Dallas,  secretary. 

Ophthalmology:  Dr.  James  H.  Scruggs,  Jr.,  of 
Waco,  chairman,  and  Dr.  Louis  Daily,  Jr.,  of  Hous- 
ton, secretary. 

Otolaryngology:  Dr.  J.  Patrick  Moran  of  Corpus 
Christi,  chairman,  and  Dr.  Daniel  B.  Powell,  Jr.  of 
Austin,  secretary. 

Pathology:  Dr.  Charles  F.  Pelphrey  of  Austin, 
chairman,  and  Dr.  Alice  Smith  of  Dallas,  secretary. 

Pediatrics:  Dr.  Ben  White  of  Victoria,  chairman, 
and  Dr.  C.  William  Daeschner,  Jr.,  of  Galveston, 
secretary. 

Public  Health:  Dr.  Neal  M.  Atkins  of  Waco, 
chairman,  and  Dr.  Albert  G.  Randall  of  Amarillo, 
secretary. 

Radiology:  Dr.  Ruskin  C.  Norman  of  San  An- 
tonio, chairman,  and  Dr.  Frederick  J.  Bonte  of 
Dallas,  secretary. 

Surgery:  Dr.  Walter  Hasskarl,  Jr.,  of  Brenham, 
chairman,  and  Dr.  William  D.  Seybold  of  Houston, 
secretary. 

Winners  Listed 
For  Scientific  Exhibits 

Winners  have  been  announced  for  the  scientific 
exhibits  shown  in  connection  with  the  1962  Annual 
Session  in  Austin. 

In  the  individual  exhibits  category,  "The  Papa- 
nicolaou Smear,”  by  Drs.  C.  F.  Pelphrey,  T.  G.  Price, 
and  J.  R.  Rainey,  all  of  Austin,  took  first  place. 
"Aortic  Stenosis  and  Insufficiency,”  by  Drs.  Ben  F. 
Mitchel,  Maurice  Adam,  and  Milton  Davis,  all  of 
Dallas,  was  awarded  second  place.  "The  Injured  Dia- 
phragm,” by  Drs.  William  Klingensmith  and  C.  P. 
Dies  of  Amarillo,  received  honorable  mention. 

Among  group  exhibits,  "Allergic  Emergencies  in 
Office  Practice,”  by  Drs.  John  P.  McGovern  and 
Daniel  G.  Walker  of  Houston,  won  first  place.  "Clin- 
ical Vectorcardiography,”  by  Drs.  George  R.  Herr- 
mann and  Namik  K.  Uzsoy,  both  of  Galveston,  and 


Drs.  Gretchen  H.  Runge  and  Thomas  M.  Runge, 
both  of  Austin,  placed  second.  "Heart  Block  and  the 
Use  of  an  Internal  Pacemaker,”  by  Drs.  Paul  R.  Ellis, 
Jr.,  James  M.  Blain,  and  Charles  R.  Cain,  all  of 
Baylor  University  Medical  Center,  Dallas,  received 
honorable  mention. 

In  the  institutional  exhibits  category,  "Segmental 
Renal  Arteriography,”  by  Drs.  J.  R.  Derrick,  R.  N. 
Cooley,  D.  C.  Spencer,  and  R.  W.  Brown,  R.T., 
all  of  the  University  of  Texas  Medical  Branch, 
Galveston,  took  first  place.  "Chronic  Osteomyelitis, 
Its  Treatment  and  Complications,”  by  Drs.  R.  A. 
Murray,  H.  H.  Brindley,  and  D.  T.  La2arz,  all  of  Scott 
and  White  Memorial  Hospitals,  Scott,  Sherwood  and 
Brindley  Foundation,  Temple,  took  second  place. 
"The  Postmortem  Coronarogram,”  by  Captain  Donn 
J.  Brascho,  M.C.,  USA,  Brooke  Army  Medical  Center, 
San  Antonio,  and  "Gateway  of  the  Pancreatobiliary 
System — 'Vaterian  System’,”  by  Drs.  G.  S.  Dowdy,  Jr., 
G.  W.  Waldron,  and  W.  G.  Brown,  all  of  Houston, 
tied  for  honorable  mention. 


Austin  Physician  Wins 
TMA  Golf  Tournament 

Dr.  W.  S.  Brumage  of  Austin  captured  low  gross 
honors  with  a 75  at  the  golf  tournament  held  at  the 
Austin  Country  Club  as  part  of  the  1962  Annual 
Session  activities.  A total  of  116  physicians  partici- 
pated in  the  tournament. 

Three  physicians.  Dr.  M.  C.  Rittiman  of  Sinton, 
Dr.  George  E.  Clark,  Jr.,  of  Austin,  and  Dr.  F.  P. 
Thomas  of  Houston,  each  carding  a 77,  were  low 
gross  runners-up. 

In  low  net  play,  a guest.  Dr.  Nathaniel  R.  Spencer 
of  Monroe,  La.,  led  with  a 67.  Runners-up,  each  with 
a 68,  were  Drs.  J.  C.  Kennedy  of  Houston,  Drue 
O.  D.  Ware  of  Fort  Worth,  and  H.  E.  Griffin  of 
Corpus  Christi. 

Flight  winners  and  runners-up  were: 

First  Flight — Dr.  Bradfield  Oxford  of  San  An- 
tonio and  Dr.  L.  M.  Vaughan  of  Houston. 

Second  Flight — Dr.  Byron  Wright  of  Dumas  and 
Dr.  Homer  Taylor,  Jr.,  of  Houston,  and  Dr.  W.  R. 
Whitehouse  of  Cleburne  and  Dr.  Frank  Smith,  Jr., 
of  Sealy. 

Third  Flight — Dr.  Earl  Scharff,  Jr.,  of  Fort  Worth, 
Dr.  J.  E.  Ball  of  Mount  Pleasant,  Dr.  J.  F.  Brothers 
of  Waco,  Dr.  L.  R.  Robey  of  Houston,  and  Dr.  Bob 
Wise  of  Houston. 

Fourth  Flight — Dr.  Walter  Dunkelberg  of  Austin, 
Dr.  William  Head  of  Fort  Worth,  Dr.  F.  W.  Yeager 
of  Corpus  Christi,  and  Dr.  R.  A.  Neely  of  BeUville; 
and  Dr.  Dallas  Miles  of  Waller  and  Dr.  W.  H.  Seale 
of  Abilene. 
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Related  Organizations 
Select  New  Officers 

Related  organizations,  which  held  annual  meetings 
in  conjunction  with  the  Texas  Medical  Association 
1962  Annual  Session,  have  elected  1962-63  officers 
as  follows: 

Conference  of  City  and  County  Health  Officers: 
Chairman,  Dr.  J.  E.  Peavy,  Austin. 

Texas  Air-Medics  Association:  President,  Dr.  Dor 
W.  Brown,  Jr.,  Fredericksburg;  and  secretary-treasu- 
rer, Dr.  C.  F.  Miller,  Waco. 

Texas  Association  of  Public  Health  Physicians: 
President,  Dr.  I.  P.  Barrett,  Fort  Worth;  and  secretary- 
treasurer,  Dr.  W.  S.  Brumage,  Austin. 

Texas  Chapter,  American  Academy  of  Pediatrics: 
President,  Dr.  J.  T.  Bennett,  El  Paso;  and  secretary- 
treasurer,  Dr.  G.  Kenneth  Womack,  Austin. 

Texas  Chapter,  American  College  of  Chest  Physi- 
cians: President,  Dr.  John  W.  Middleton,  Galveston; 
first  vice-president.  Dr.  Milton  V.  Davis,  Dallas;  and 
secretary-treasurer.  Dr.  Rodger  G.  Smyth,  San  An- 
tonio. 

Texas  Dermatological  Society:  President,  Dr.  D. 
Shelton  Blair,  Dallas;  vice-president.  Dr.  W.  R. 
Hubler,  Corpus  Christi;  secretary-treasurer.  Dr.  M. 
Allen  Forbes,  Jr.,  Austin;  and  program  chairman.  Dr. 
Coleman  Jacobson,  Dallas. 

Texas  Diabetes  Association:  President,  Dr.  Jesse 
D.  Ibarra,  Jr.,  Temple;  and  secretary-treasurer.  Dr. 
John  W.  Chriss,  Corpus  Christi. 

Texas  Division,  American  Cancer  Society:  Presi- 
dent, Dr.  John  F.  Thomas,  Ausrin;  and  executive 
director,  Mr.  Curt  W.  Reimann,  Austin. 

Texas  Heart  Association:  President,  Dr.  Alfred  W. 
Harris,  Dallas;  executive  director,  Mr.  Ernest  T.  Guy, 
Houston;  and  representative,  Mr.  Gerald  Rusch,  Tex- 
as Heart  Association. 


President  Talks  Too  Much 

Dr.  Harvey  Renger  overtaxed  his  voice  dur- 
ing the  many  speaking  engagements  of  his 
last  few  weeks  as  President  of  the  Texas  Medi- 
cal Association,  and  was  ordered  to  give  his 
vocal  cords  a rest  for  a few  weeks.  He  is 
reported  to  be  mending  well. 


Texas  Industrial  Medical  Association:  President, 
Dr.  J.  G.  Burdick,  Pasadena;  and  program  chairman; 
Dr.  Frederick  Fink,  Dallas. 

Texas  Neuropsychiatric  Association:  President,  Dr. 
George  J.  Ehni,  Houston;  vice-president.  Dr.  Charles 
L.  Bloss,  Dallas;  secretary-treasurer.  Dr.  E.  Ivan 
Bruce,  Jr.,  Galveston;  and  president-elect.  Dr.  H. 
Harlan  Crank,  Houston. 

Texas  Ophthalmological  Association:  President,  Dr. 
James  H.  Scruggs,  Jr.,  Waco;  vice-president  and  pro- 
gram chairman.  Dr.  Louis  Daily,  Jr.,  Houston;  secre- 
tary, Dr.  Harold  E.  Hunt,  Paris;  and  treasurer.  Dr. 
John  C.  Kuppinger,  Harlingen. 

Texas  Orthopaedic  Association:  President,  Dr.  Al- 
bert A.  Tisdale,  Austin;  secretary-treasurer,  Dr.  Mar- 
garet Watkins,  Dallas;  and  program  chairman.  Dr. 
Charles  F.  Gregory,  Dallas. 

Texas  Otolaryngological  Association:  President, 
Dr.  Bert  A.  Debord,  Jr.,  Temple;  vice  president  and 
program  chairman.  Dr.  Louis  E.  Adin,  Jr.,  Dallas; 
secretary,  Dr.  J.  Patrick  Moran,  Corpus  Christi;  and 
treasurer,  Dr.  Ben  M.  Nail,  Jr.,  Houston. 

Texas  Pediatric  Society:  President,  Dr.  Halcuit 
Moore,  Dallas;  secretary,  Dr.  Clarence  E.  Gilmore, 
Paris;  and  treasurer,  Dr.  Donald  H.  McDonald,  Abi- 
lene. 

Texas  Physical  Medicine  and  Rehabilitation  So- 
ciety: President,  Dr.  Odon  F.  von  Werssowetz,  Gon- 
zales; vice-president.  Dr.  James  R.  Oates,  Houston; 
and  secretary,  Dr.  David  Hoehn,  Fort  Worth. 

Texas  Society  of  Anesthesiologists:  President,  Dr. 
Marion  T.  Jenkins,  Dallas;  viice-president.  Dr.  Eugene 
L.  Slataper,  Houston;  and  secretary-treasurer.  Dr.  Leo 
S.  M.  Duflot,  Galveston. 

Texas  Society  of  Athletic  Team  Physicians:  Presi- 
dent, Dr.  Robert  G.  McCorkle,  Jr.,  Austin;  vice- 
president,  Dr.  Roy  Larson,  Dallas;  and  secretary- 
treasurer,  Dr.  Louis  J.  Levy,  Fort  Worth. 

Texas  Society  on  Aging,  Clinical  Medicine  Section: 
Chairman,  Dr.  Elizabeth  Gentry,  Austin;  chairman- 
elect,  Dr.  Charles  M.  Gaitz,  Houston;  and  program 
chairman.  Dr.  Ernest  W.  Keil,  Austin. 

Texas  Society  of  Digestive  Diseases:  President, 
Dr.  A.  Compton  Broders,  Jr.,  Temple;  and  secretary- 
treasurer,  Dr.  Belton  G.  Griffin,  Houston. 

Texas  Society  of  Pathologists,  Inc.:  President,  Dr. 
William  N.  Powell,  Temple;  and  secretary-treasurer. 
Dr.  Vernie  A.  Stembridge,  Dallas. 

Texas  Society  of  Plastic  Surgeons:  President,  Dr. 
Robert  J.  Wise,  Houston;  vice-president  and  pro- 
gram chairman.  Dr.  Bromley  S.  Freeman,  Houston; 
and  secretary.  Dr.  Willard  C.  Sellman,  Jr.,  Dallas. 

Texas  Traumatic  Surgical  Society:  President,  Dr. 
Frank  H.  Kidd,  Jr.,  Dallas;  and  secretary-treasurer. 
Dr.  John  C.  Long,  Jr.,  Plainview. 
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Mrs.  Harlan  English,  President  of  the  Woman's 
Auxiliary  to  the  American  Medical  Association, 
speaks  at  a luncheon  honoring  county  auxiliary 
presidents. 


Auxiliary  Gives  Financial,  Moral  Support 
To  Legislative  and  Educational  Projects 


The  Woman’s  Auxiliary  to  the  Texas  Medical 
Association  held  its  annual  convention,  May  12-15, 
1962,  in  Austin  with  headquarters  at  the  Commo- 
dore Perry  Hotel.  Mrs.  Garland  G.  Zedler,  Austin, 
presided. 

The  theme  of  the  meeting  was  "Showboat”,  and 
Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  was  the  conven- 
tion chairman. 

The  Hospitality  Room,  open  throughout  the  meet- 
ing, was  sponsored  through  the  courtesy  of  the  Great 
American  Reserve  Insurance  Company  of  Dallas. 

Mrs.  Richard  L.  Hudson,  Corpus  Christi,  First 
Vice  President  and  the  Officer  in  Charge  of  Mem- 
bership and  Organization,  presided  over  the  Council 
Woman’s  Breakfast  Sunday;  the  breakfast  exempli- 
fied the  "Old  South”  theme. 

The  Executive  Board  held  a luncheon  meeting  that 
day,  at  which  Dr.  George  W.  Tipton,  Austin,  brought 
greetings  from  the  Texas  Medical  Association.  Dr. 
Tipton  is  a member  of  the  Advisory  Committee  to 
the  Woman’s  Auxiliary.  He  commended  the  Auxili- 
ary for  its  splendid  work  during  the  past  year. 


Auxiliary  business  and  recommendations  were  pre- 
sented by  officers  and  committee  chairmen. 

One  of  the  outstanding  features  of  the  convention 
was  Mrs.  Zedler’s  report  to  the  TMA  House  of 
Delegates.  She  presented  a $1,100  contribution  to 
the  Memorial  Library.  Also,  a miniature  flag  was 
presented  to  represent  a gift  to  the  Association  of  a 
40  foot  aluminum  flagpole,  complete  with  fittings 
and  installation.  In  presenting  this  gift  to  Dr.  R.  W. 
Kimbro,  Cleburne,  Chairman  of  the  Board  of  Trus- 
tees, Mrs.  Zedler  stated,  "Because  we  believe  so 
strongly  in  the  free  enterprise  system,  and  because 
we  feel  we  should  display  our  loyalty  for  all  to  see, 
we  are  pleased  to  present  a 40  foot  aluminum  flag- 
pole, complete  with  flag  and  fittings,  to  be  installed 
in  front  of  the  Headquarters  Building.  With  it  goes 
our  rededication  to  oppose  all  threats  to  our  free 
society.” 

Mrs.  Zedler  also  reported  that  the  Auxiliary  had 
given  more  than  $21,000  to  the  American  Medical 
Association  Education  and  Research  Foundation. 
Though  all  phases  of  the  Auxiliary  program  were 
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considered  important,  legislation  and  public  relations 
have  been  stressed. 

The  Auxiliary  membership  was  reported  to  be 
5,876,  with  105  county  organizations.  The  nine  un- 
organized counties  have  46  members-at-large  who 
were  secured  by  means  of  a special  letter  and  a new 
membership  brochure  which  was  designed  this  year. 

At  this  convention,  an  Auxiliary  charm  which  can 
be  worn  by  all  members  was  introduced.  These 
charms  can  be  obtained  in  14K  gold,  gold  fill,  or 
sterling  and  are  ordered  through  the  Central  Office. 
All  profits  will  go  to  AMA-ERF. 

In  the  field  of  recruitment,  an  unprecedented 
amount  of  more  than  $12,000  has  been  given  in 
scholarships,  and  more  than  $2,000  in  loans.  There 
are  216  Future  Nurse  and  Paramedical  Career  Clubs; 
17  were  organized  this  year.  Since  last  year,  180 
club  members  have  entered  health  careers. 

Mrs.  Zedler  reported  on  other  significant  projects 
of  the  Auxiliary  such  as  sponsorship  of  the  Fumre 


The  “Commodore  Perry/'  a paddle  wheel  riverboat, 
attracted  visitors  for  an  afternoon  ride  on  the  Colo- 
rado River. 


> 


Nurses  Club  convention  in  Tyler,  the  issuance  of  a 
state  charter  for  active  Future  Nurses  Qubs  through- 
out Texas,  the  WHAM  (Women  Help  American 
Medicine)  legislative  campaign  workshop  in  January, 
"Operation  Coffeecup” — the  Ronald  Reagan  record- 
ing, safety,  civil  defense,  mental  health,  senior  citi- 
zens, text  books  given  to  medical  missions  overseas, 
essay  contests,  and  science  fairs. 

Memorial  services  of  the  Texas  Medical  Associa- 
tion and  Woman’s  Auxiliary  were  held  on  Sunday 
afternoon.  Dr.  Charles  T.  Stone,  Galveston,  and  Mrs. 
James  A.  Hallmark,  Fort  Worth,  gave  memorial 
addresses. 

Mrs.  William  Hibbitts,  Texarkana,  was  chairman 
for  the  Past  Presidents’  dinner  on  Sunday  evening  at 
the  Headliners  Club.  Entertainment  was  provided  by 
Mrs.  Homer  Garrison  of  Austin. 

The  first  business  session  was  called  to  order 
Monday  morning.  The  invocation  was  given  by  Mrs. 
R.  S.  Fillmore,  Jr.,  Temple.  The  address  of  welcome 
was  given  by  Mrs.  Eugene  P-  Schoch,  Jr.,  Austin, 
Convention  Chairman,  and  the  response  was  by  Mrs. 
Joe  W.  Woodward,  Waco.  Mrs.  Edward  W.  Coyle, 
San  Antonio,  led  the  group  in  reciting  the  Credo 
and  Pledge.  Reports  of  regional  vice-presidents, 
council  women,  and  county  auxiliaries  followed. 

A luncheon  honoring  county  presidents  was  held 
on  Monday.  Special  guests,  who  brought  greetings 
from  their  respective  organizations,  were  Mrs.  Harlan 
English,  Danville,  111.,  President  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association,  and 
Mrs.  Roy  A.  Douglass,  Huntingdon,  Tenn.,  President 
of  the  Woman’s  Auxiliary  to  the  Southern  Medical 
Association.  Guest  speaker  for  this  occasion  was 
Mrs.  Louise  Bushnell,  director  of  women’s  activities 
for  the  National  Manufacturers’  Association,  New 
York.  Mrs.  BushneU  gave  a very  inspiring  presenta- 
tion, "Pride  in  Leadership”. 

Mrs.  Zedler  presented  to  each  of  the  three  guests 
a copy  of  the  Auxiliary’s  cookbook.  Mrs.  Thomas  P. 
Shearer,  Houston,  awards  chairman,  presented  the 
annual  awards  to  county  auxiliaries. 

A tour  of  Austin  showplaces  was  a highlight  of 
the  convention.  Three  famous  Austin  homes  were 
visited — the  Governor’s  Mansion,  the  former  Gov. 
Allan  Shivers’  home,  "Woodlawn”,  and  "Sweetbrush” 
owned  by  Dr.  and  Mrs.  Z.  T.  Scott. 

At  Tuesday’s  business  meeting,  reports  of  state 
officers  were  heard,  and  it  was  evident  that  a great 
number  of  accomplishments  in  many  areas  of  auxi- 
liary work  had  been  made  during  the  year. 
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Among  actions  taken  by  the  convention  were  the 
following: 

1.  That  the  following  be  added  to  the  standing 
rules  on  finance:  The  finance  chairman  shall  be 
responsible  for  securing  the  Past  President’s  pin  each 
year.  This  shall  be  done  in  time  for  the  pin  to  be 
presented  at  the  convention. 

2.  That  all  expenses  of  the  WHAM  campaign  be 
paid  from  the  special  fund  of  the  treasury. 

3.  That  a flagpole  be  purchased  for  the  TMA 
building,  and  that  this  cost  be  paid  from  the  unused 
portion  of  the  President’s  discretionary  fund. 

4-  That  the  interest,  in  the  amount  of  $266.66, 
derived  from  the  savings  account  be  given  to  AMEF. 

5.  That  the  cookbook  profits  of  $1,100  be  given 
to  the  library  fund. 

6.  That  a contribution  of  $1,000  be  made  to 
AMEF  in  the  name  of  the  deceased  members  of  the 
Auxiliary. 

7.  That  the  AMEF  chairman  be  bonded  for  $10,- 
000,  the  cost  of  the  bonding  to  be  paid  from  the 
amount  budgeted  to  the  AMEF  chairman  in  the 
general  fund. 

8.  That  the  new  Auxiliary  charm  project  be  fi- 
nanced from  the  Auxiliary  treasury  to  be  repaid 
from  the  sale  of  these  charms. 

9.  In  view  of  the  fact  that  the  resolution  making 
all  past  presidents  Honorary  Life  Presidents,  which 
is  the  highest  honor  that  the  state  Auxiliary  can 
confef,  was  omitted  from  the  minutes  of  the  general 
convention  of  1961,  it  was  recommended  and  passed, 
that  for  purposes  of  clarification,  the  resolution  be 
ratified  by  this  convention.  It  was  further  recom- 
mended that,  as  heretofore,  Honorary  Life  Member- 
ships shall  be  bestowed  only  upon  persons  who  have 
not  served  as  President,  but  who  have  rendered  long 
and  signal  service  to  the  Auxiliary  and  that  there 
shall  be  no  additions  to  the  list,  as  it  now  stands, 
of  Honorary  Members. 

Officers 

Mrs.  Ramsay  H.  Moore,  Dallas,  Chairman  of  the 
Nominating  Committee,  presented  the  following 
slate  of  officers  for  1962-1963,  who  were  elected 
unanimously:  President,  Mrs.  R.  C.  L.  Robertson, 
Houston;  President-Elect,  Mrs.  Hamilton  Ford,  La- 
Marque;  First  Vice  President,  Mrs.  Van  D.  GoodaU, 
Clifton;  Western  Regional  Vice  President,  Mrs. 
Robert  L.  Carr,  Lubbock;  Northern  Regional  Vice 
President,  Mrs.  William  A.  Wilson,  Galveston; 
Eastern  Regional  Vice  President,  Mrs.  Andrew  G. 
Goesl,  Texarkana;  Recording  Secretary,  Mrs.  1.  L. 
Van  Zandt,  Fort  Worth;  Corresponding  Secretary, 


Mrs.  James  A.  Hallmark,  The  Very  Rev.  Gray  M. 
Blandy,  and  Dr.  Charles  T.  Stone  participated  in 
the  Memorial  Services. 


Mrs.  Ralph  C.  Patrick,  Houston;  Treasurer,  Mrs. 
Russell  L.  Deter,  El  Paso;  Publicity  Secretary,  Mrs. 
Robert  E.  Leslie,  El  Campo;  and,  Parliamentarian, 
Mrs.  Joseph  H.  Greenwood,  Temple. 

The  installation  of  officers  and  style  show  lun- 
cheon was  held  Tuesday.  Mrs.  P.  R.  Denman,  Hous- 
ton, installed  the  new  officers.  The  Harris  County 
Auxiliary,  represented  by  the  president,  Mrs.  'Thomas 
L.  Royce,  presented  a bouquet  of  roses  to  Mrs. 
Robertson.  'The  Travis  County  Auxiliary,  represented 
by  Mrs.  Schoch,  president,  presented  an  Auxiliary 
charm  to  Mrs.  Zedler,  outgoing  president. 

Mrs.  Zedler  presented  the  gavel  and  President’s 
pin  to  Mrs.  Robertson.  Mrs.  Moore  presented  the 
Past  President’s  pin  to  Mrs.  Zedler. 

The  1961-1962  session  was  then  adjourned. 

Post-Convention  Executive  Board  Meeting 

The  Post-Convention  Board  meeting  was  held 
Tuesday  afternoon,  with  Mrs.  R.  C.  L.  Robertson, 
presiding.  Dr.  George  Waldron,  Houston,  President 
of  the  Texas  Medical  Association,  brought  greetings. 
State  officers,  committee  chairmen,  council  women, 
county  presidents  and  county  presidents-elect  were 
introduced. 

"Seek  To  Serve’’  will  be  the  theme  for  the  1962- 
1963  Auxiliary  year. 

Mrs.  Robertson  introduced  the  'IMA  Advisory 
Committee,  Dr.  H.  O.  Padgett,  Marshall;  Dr.  George 
W.  Tipton,  Austin;  and  Dr.  'Thomas  J.  Vanzant, 
Houston.  Mrs.  Zedler  introduced  the  Past  Presidents 
of  the  Auxiliary. 
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Texas  Delegates  Prepared  for  Action 
At  AM  As  Chicago  Meeting 


Texas  delegates  will  introduce  two  resolutions  at 
the  American  Medical  Association’s  111th  Annual 
Meeting  June  24-28  in  Qhicago. 

The  first  resolution  supports  a balanced  represen- 
tation of  AMA  Membership  on  the  AMA  Council 
on  Medical  Education  and  Hospitals.  The  resolution 
notes  that  the  Council  presently  is  comprised  largely 
of  career  acadeinicians  and  those  holding  medical 
school  appointments,  and  cites  the  interest  and  re- 
sponsibility of  private  practicing  physicians  and  those 
in  other  fields  of  medicine  in  the  broad  realm  of 
matters  which  are  placed  before  the  Council  for 
consideration.  The  resolution  further  requests  that 
the  AMA  Board  of  Trustees  give  immediate  attention 
toward  achieving  a balanced  representation  on  the 
Council  on  Medical  Education  and  Hospitals. 

The  second  resolution  to  be  introduced  by  Texas 
delegates  urges  support  of  a proposed  constimtional 
amendment,  House  Joint  Resolution  23,  known  as 
the  Liberty  Amendment,  now  pending  in  Congress. 
The  amendment  provides,  in  part,  as  follows: 

"Section  1.  The  Government  of  the  United  States 
shall  not  engage  in  any  business,  professional,  com- 
mercial, financial  or  industrial  enterprise  except  as 
specified  in  the  Constitution. 

"Section  2.  The  constitution  or  laws  of  any  State, 
or  the  laws  of  the  United  States  shall  not  be  subject 
to  the  terms  of  any  foreign  or  domestic  agreement 
which  would  abrogate  this  amendment. 

"Section  3.  The  activities  of  the  United  States 
Government  which  violate  the  intent  and  purposes 
of  this  amendment  shall,  within  a period  of  three 
years  from  the  date  of  ratification  of  this  amend- 
ment, be  liquidated  and  the  properties  and  facilities 
affected  shall  be  sold. 

"Section  4.  Three  years  after  the  ratification  of 
this  amendment  the  sixteenth  article  of  amendments 
to  the  Constitution  of  the  United  States  shall  stand 
repealed  and  there-after  Congress  shall  not  levy  taxes 
on  personal  incomes,  estates,  and/or  gifts.” 

Resolutions  on  both  subjects  were  passed  by  the 
Texas  Medical  Association’s  House  of  Delegates  in 
May. 

Texas  delegates  also  will  have  the  responsibility 
for  appropriate  implementation  of  two  other  resolu- 
tions passed  by  the  TMA  House  of  Delegates. 


The  first  is  opposition . to  S.  1120,  HR  2382, 
HR  3973,  and  HR  5026,  providing  for  coverage  of 
physicians  under  Social  Security. 

Texas  delegates  also  will  oppose  those  portions  of 
a written  report,  "Action  for  Mental  Health,”  which 
demand  or  suggest  federal  intervention  in  American 
psychiatric  education,  treatment,  and  research. 

Another  resolution  passed  by  the  TMA  House  of 
Delegates,  "Requesting  the  AMA  to  Consider  the 
Inclusion  of  the  Indemnity  Principle  in  Health  In- 
surance Programs,”  already  has  been  transmitted  to 
the  AMA  Committee  on  Insurance  and  Prepayment 
Plans. 

The  Texas  delegation  has  obtained  the  Mexican 
Suite  in  the  Palmer  House  for  hospitality  purposes. 
Special  decor  has  been  arranged  to  add  to  the  atmos- 
phere of  the  Mexican  Suite.  Sombreros  will  be  pre- 
sented to  all  visitors  as  gifts.  Guests  will  be  served 
refreshments  in  plastic  cups,  shaped  like  a cowboy 
boot. 

The  1962  AMA  Delegates  include  Drs.  J.  B. 
Copeland  of  San  Antonio,  chairman,  T.  C.  Terrell  of 
Fort  Worth,  M.  O.  Rouse  of  Dallas,  J.  C.  Terrell  of 
Stephenville,  Troy  A.  Shafer  of  Harlingen,  John  K. 
Glen  of  Houston,  G.  W.  Cleveland  of  Austin,  and 
James  H.  Wooten  of  Columbus. 

Alternate  delegates  include  Drs.  George  Turner  of 
El  Paso,  Denton  Kerr  of  Houston,  R.  D.  Moreton  of 
Fort  Worth,  J.  L.  Cochran  of  San  Antonio,  John  L. 
Otto  of  Galveston,  R.  W.  Kimbro  of  Cleburne, 
Ridings  E.  Lee  of  Dallas,  and  E.  P.  Hall,  Jr.,  of  Fort 
Worth. 


Found:  Two  x Two  Slide  Projector 

Miss  Pauline  Duffield,  head  librarian  of  the  Me- 
morial Library  of  Texas  Medical  Association,  reports 
that  the  library  staff  is  holding  an  unidentified  two 
by  two  slide  projector  which  was  left  with  Associa- 
tion equipment  following  the  1962  Annual  Session 
in  Austin. 

To  facilitate  its  return  to  the  proper  person, 
description  of  the  projector  should  be  sent  directly 
to  Miss  Duffield  at  1801  N.  Lamar  Boulevard,  Aus- 
tin, by  the  owner. 
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Medical,  Civic  Leaders 
Honor  Dean  Berson 

A crowd  of  400  civic  and  medical  leaders  gathered 
in  San  Antonio  April  25  to  welcome  Dr.  Robert  C. 
Berson  as  new  dean  of  the  South  Texas  Medical 
School  of  the  University  of  Texas.  Among  digni- 
taries present  at  the  luncheon  were  Judge  Thornton 
Hardie,  chairman  of  the  University  of  Texas  Board 
of  Regents;  Dr.  Harry  Ransom,  Chancellor  of  the 
University  of  Texas  system;  Dr.  James  P.  Hollers, 
chairman  of  the  San  Antonio  Medical  Foundation; 
Dr.  Harvey  Renger,  president  of  the  Texas  Medical 
Association;  W.  P.  Brennan,  University  of  Texas 
regent,  and  Brig.  Gen.  T.  C.  Bedwell,  Jr.,  commander, 
USAF  Aerospace  Medical  Division,  Brooks  AFB.  At 
the  meeting,  officials  of  the  University  of  Texas 
and  the  Bexar  County  Hospital  District  signed  the 
contract  .designating  teaching  hospitals — the  present 
Robert  B.  Green  Hospital  and  a second  one  to  be 
built  at  the  school  site — as  service  units  to  the  new 
medical  school. 

Texas  Doctors  Attend 

U.S.  Chamber  of  Commerce  Meet 

Drs.  J.  C.  Terrell  and  Vance  Terrell,  Stephenville, 
and  Robert  P.  Green,  Texas  City,  attended  the  recent 
meeting  of  the  Chamber  of  Commerce  of  the  United 
States,  held  in  Washington,  D.  C. 

Of  all  the  organizations  represented  by  the  Cham- 
ber, the  American  Medical  Association  has  the 
largest  number  of  members,  and  had  ten  delegates 
at  the  meeting. 

Dr.  J.  C.  Terrell  reports,  "The  Chamber  does  the 
be.^t  job  of  selling  the  private  practice  of  medicine 
. . , The  Hon.  Tom  Curtis,  our  friend  and  congress- 
man from  Missouri,  is  a most  able  speaker  in  the 
presentation  of  this  subject,  and  the  doctors  of  the 
Texas  Medical  Association  could  well  support  the 
efforts  of  such  friends  by  becoming  members  of  the 
Chamber  of  Commerce  of  the  United  States.” 

Licensed  Vocational  Nurses 
Hear  Distinguished  Physicians 

Dr.  George  Waldron,  Houston,  and  Dr.  Harvey 
Renger,  Hallettsville,  President  and  immediate  Past 
President,  respectively,  of  the  Texas  Medical  Asso- 
ciation, spoke  to  members  of  the  Texas  League  of 
Vocational  Nurses  during  the  group’s  meeting  early 
in  June  in  Houston. 

Other  physicians  on  the  program  were  Drs.  Thom- 
as L.  Royce,  Lee  D.  Cady,  Robert  G.  McConn,  Ray 
H.  Skaggs,  Denton  A.  Cooley,  and  Denton  Kerr,  all 
of  Houston;  John  D.  Dupre,  Levelland;  William  A. 
Mathews,  Pasadena;  and  G.  V.  Brindley,  Jr.,  Temple. 


Personals 

Dr.  Gilbert  H.  Fletcher,  Houston,  is  the  new 
president  of  the  American  Radium  Society. 

Thomas  (Pete)  A.  Akin,  student  at  the  University 
of  Texas  Southwestern  Medical  School,  Dallas,  won 
honorable  mention  in  the  medical  illustration  cate- 
gory of  the  fourth  annual  SAMA-Eaton  Medical  Art 
Salon.  His  work  showed  a normal  fundus  of  the 
left  eye. 

Major  General  Elbert  DeCoursey,  director  of  re- 
search at  Trinity  University,  San  Antonio,  was  award- 
ed the  first  Bronze  Medal  ever  presented  by  the 
American  Association  of  Pathologists  and  Bacteriolo- 
gists. The  medal  was  given  in  recognition  of  Gen. 
DeCoursey’s  years  of  service  on  the  AAPB  Council 
and  for  his  contributions  to  pathology. 

Dr.  Jack  Ewalt,  professor  of  psychiatry  at  Harvard 
Medical  School  and  former  dean  of  the  University  of 
Texas  Postgraduate  School  of  Medicine,  received  an 
award  from  the  New  York  Society  of  Clinical  Psy- 
chologists for  outstanding  contribution  to  the  science 
and  profession  of  clinical  psychology  through  his 
work  with  the  Joint  Commission  on  Mental  Illness 
and  Health. 

Lee  Frank  Worrell,  Ph.D.,  Austin,  has  been  ap- 
pointed dean  of  the  University  of  Texas  College  of 
Pharmacy,  and  will  take  office  in  September. 

Dr.  Thomas  D.  Cronin,  Houston,  has  been  elected 
vice  president  of  the  American  Association  of  Plastic 
Surgeons. 

Dr.  John  W . Middleton,  Galveston,  has  been  elect- 
ed president  of  the  American  College  of  Chest  Physi- 
cians. 

Dr.  Harvey  Renger,  Hallettsville,  has  been  named 
to  the  board  of  directors  of  Texas  Southern  Uni- 
versity. He  has  resigned  a similar  post  with  Texas 
A & I,  Kingsville. 


“Yes,  I am  new  here!  How  nice  of 
you  to  notice.” 
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Dr.  A.  R.  Kirkley  To  Head 
Scott  and  White  GP  Department 

The  Board  of  Directors  of  the  Scott  and  White 
Clinic  has  announced  the  establishment  of  a Depart- 
ment of  General  Practice  as  a new  department  in  the 
Clinic,  effective  July  1,  1962. 

The  Clinic  Board  also  announced  the  appointment 
of  Dr.  A.  R.  Kirkley,  Jr.,  of  Belton  as  a new  member 
of  the  Scott  and  White  staff.  Dr.  Kirkley  will  serve 
as  Director  of  the  Department  of  General  Practice. 

Dr.  Kirkley  has  been  in  general  practice  in  Belton 
since  1947.  He  is  a graduate  of  the  University  of 
Texas  School  of  Medicine  and  served  his  internship 
in  the  United  States  Navy  Hospital,  Norman,  Okla. 
Dr.  Kirkley  served  for  four  and  one-half  years  in  the 
Medical  Corps  of  the  United  States  Navy,  with  duty 
in  the  Pacific  Theater  during  World  War  II. 

He  is  a former  mayor  of  Belton  and  is  past  presi- 
dent of  the  Belton  Chamber  of  Commerce,  Rotary 
Club,  and  United  Fund,  and  the  Bell  County  Medical 
Society. 

He  is  currently  a member  of  the  Hospital-Insur- 
ance-Physicians  Joint  Advisory  Committee  of  Texas, 
and  also  serves  as  Chairman  of  the  Health  Insurance 
Committee  of  the  Texas  Medical  Association. 

Baylor's  New  Assistant  Director 
Is  Former  VA  Administrator 

Hugh  R.  Vickerstaff,  formerly  assistant  director 
of  the  Veteran’s  Administration  Hospital  in  Hous- 
ton, has  been  appointed  Assistant  to  the  Dean  at 
Baylor  University  College  of  Medicine. 

Vickerstaff  will  provide  assistance  in  several  ad- 
ministrative areas  for  Dean  Stanley  W.  Olson  of  the 
College  of  Medicine. 

Vickerstaff  has  been  associated  with  the  Houston 
Veteran’s  Administration  Hospital  since  1953.  He 
was  previously  assistant  manager  of  the  VA  Hos- 
pital in  Madison,  Wis.,  and  has  been  in  VA  work 
since  1946. 

He  was  graduated  from  Iowa  State  College  with  a 
bachelor  of  science  degree  in  1940,  served  in  the 
medical  department  of  the  U.  S.  Army  until  1946, 
and  is  currently  Complement  Commander  of  the 
329th  General  Hospital  Reserves  in  Houston. 

Vickerstaff  was  graduated  from  Washington  Uni- 
versity in  1951  with  a master  of  hospital  adminis- 
tration degree,  and  is  a fellow  of  the  American  Col- 
lege of  Hospital  Administrators.  He  was  given  the 
1962  Award  of  Merit  from  the  Houston  Area  Hos- 
pital Association. 


Space  Era  May  Influence 
Future  Physical  Examinations 

Physical  examinations  of  the  future  may  be  in- 
fluenced by  Lt.  Col.  John  Glenn’s  space  flight,  in 
the  opinion  of  a member  of  the  Air  Force  Medical 
Corps. 

Lt.  Col.  Stanley  C.  White,  who  monitored  Glenn’s 
physical  condition  during  the  orbital  flight,  offered 
four  suggestions  for  the  future: 

Emphasis  on  executive  and  other  routine  physical 
examinations  should  start  at-  30  years  of  age  rather 
than  40. 

Routine  electrocardiograms  also  should  begin  at 
30. 

Medicine  must  move  toward  a dynamic  type  of 
physical  in  which  the  patient  is  examined  while 
duplicating  his  everyday  tasks. 

Medicine  must  seek  new  indicators  of  future  dis- 
ease, while  making  best  use  of  guidelines  already 
available. 

Dr.  White  explained  in  a recent  article  in  Medical 
World  News  that  in  selecting  astronauts,  men  are 
picked  who  must  be  trained  but  not  used  for  as  long 
as  six  or  eight  years.  '"This  forces  us  to  make  a 
concentrated  effort  to  find  better  predictors  of  aging 
than  are  widely  used  in  current  medical  practice,”  he 
said. 

In  addition  to  standard  physicals,  the  astronauts’ 
medical  team  has  begun  using  several  other  methods 
of  prediction.  They  include  glucose  tolerance  tests 
for  clues  to  any  tendency  toward  diabetes;  electro- 
encephalograms for  any  latent  wave  forms  that 
might  indicate  encephalitis  or  incipient  stroke;  res- 
piratory capacity  and  pulmonary  exchange  studies, 
especially  after  challenge  with  work  loads;  and  blood 
pressure  measurements  under  increasing  work  loads 
and  stress. 

According  to  Dr.  White,  the  physician  may  find 
that  his  ordinarily  sedentary  patient’s  responses — 
heart  rate,  respiration  rate — are  not  so  good  under 
a sudden  physical  challenge.  "Medicine  in  general 
will  have  to  move  from  the  passive  physical  medical 
examination  to  a more  dynamic  way  of  learning  our 
patients’  physical  status,”  he  added. 

Dr.  White  was  in  the  Mercury  Control  Center 
during  Col.  Glenn’s  three  orbits  around  the  world. 
In  regard  to  the  telemetered  physiological  data  re- 
ceived at  the  control  center  during  the  flight.  Dr. 
White  noted:  "If  they  had  been  more  normal  they 
would  have  been  abnormal.” 


Accidents  sustained  in  sports  and  recreation  ac- 
count for  about  5,000  fatalities  a year  in  the  United 
States,  and  for  a much  greater  number  of  serious 
injuries. 
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Pamphlets 

"Headache — Hope  Through  Research”  gives  infor- 
mation on  the  importance,  reasons  for,  and  treatment 
of  headaches.  It  also  describes  the  various  kinds  of 
headaches  and  tells  of  current  research  designed  to 
find  help  for  sufferers  with  this  condition.  This  pam- 
phlet, Public  Health  Service  publication  number  905, 
is  for  sale  by  the  Superintendent  of  Documents,  U.  S. 
Government  Printing  Office,  Washington  25,  D.  C., 
at  10  cents  per  copy  or  $7.50  per  hundred  copies. 

"Facilities  for  the  Correction  of  Speech  and  Hear- 
ing Disorders  in  Texas”  has  been  compiled  and  ed- 
ited by  Ora  A.  Bennett,  special  instructor  in  the 
Department  of  Speech,  University  of  Texas.  This 
booklet  is  sponsored  by  the  Texas  Speech  and  Hear- 
ing Association.  An  alphabetical  listing  of  facilities 
by  towns  is  easy  to  use;  it  gives  the  name  of  a person 
in  charge,  and  a brief  description  of  the  type  of  help 
which  is  available  in  each  facility.  Members  of  the 
Texas  Speech  and  Hearing  Association  are  listed  and 
locations  of  approved  programs  for  the  pre-school 
deaf  and  county-wide  day  schools  for  the  deaf,  as  well 
as  a listing  of  approved  training  programs  for  certifi- 
cation of  speech  and  hearing  therapists  and  teachers  of 
the  deaf  are  given.  Copies  of  this  booklet  may  be  ob- 
tained from  the  Speech  and  Hearing  Clinic,  The 
University  of  Texas,  Austin  12. 

San  Angelo  High  School  Student 
Wins  AMA  Award  at  Science  Fair 

Winner  of  one  of  the  two  honorable  mention 
citations  of  the  American  Medical  Association  at 
the  13th  National  Science  Fair-International  in 
Seattle  May  2-5  was  Lois  Levelle  McCoy,  19,  a senior 
at  San  Angelo  Central  High  School. 

Her  citation  was  presented  for  her  exhibit,  "Study 
of  the  Period  of  DNA  Synthesis  Using  Tritiated 
Thymidine.”  Dr.  Leonard  W.  Larson,  Bismarck,  N.  D., 
AMA  president,  made  the  presentation  at  a Health 
Awards  Luncheon,  co-hosted  by  the  AMA,  the  Ameri- 
can Dental  Association,  the  American  Pharmaceutical 
Association,  and  the  American  Veterinary  Medical 
Association.  It  was  attended  by  almost  1,200  student- 
finalists,  teachers,  counselors,  and  sponsors. 

Miss  McCoy’s  exhibit,  in  which  she  experimented 
with  DNA  to  determine  causes  of  fluctuation  in  the 
rate  of  DNA  synthesis,  was  chosen  by  members  of 
the  AMA  Council  on  Scientific  Assembly,  from  a 
field  of  387  finalists  from  regional  and  state  science 
fairs  in  45  states,  Puerto  Rico,  Canada,  Germany,  and 
Japan. 

The  National  Science  Fair-International  is  the 
annual  climax  of  local  and  regional  fairs,  many  of 
which  are  sponsored  or  assisted  by  state  and  county 
medical  societies  to  attract  talented  high  school  stu- 
dents to  the  study  of  medicine. 


TMAf  Texas  Jaycees  Push 
Seat  Belt  Campaign 

The  Texas  Medical  Association’s  Committee  on 
Transportation  Safety  has  been  cooperating  with  the 
Texas  Jaycees  in  an  intensive  June  campaign  to 
encourage  Texans  to  buy  and  install  automobile 
seat  belts. 

The  Jaycees  are  arranging  for  the  sale  and  installa- 
tion of  seat  belts  at  nominal  prices.  The  campaign 
currently  is  under  way,  and  there  will  be  a follow-up 
drive  in  the  fall  when  new  car  models  go  on  sale. 

The  Committee  has  prepared  a talk  and  a set  of 
slides  for  use  by  doctors,  who  are  serving  as  speakers 
in  their  local  communities.  All  a doctor  needs  to 
work  in  this  endeavor  is  to  be  able  to  speak  in  public 
and  to  be  convinced  that  automobile  seat  belts  are 
worthwhile. 

Dr.  Heinrich  Lamm,  chairman  of  the  Committee, 
says,  "We  ask  the  doctors  willing  to  serve  as  speakers 
to  write  to  me  immediately  so  that  I can  compile  a 
list  of  those  on  whom  the  Jaycees  can  count  for  help 
in  their  campaign.  By  working  with  the  Jaycees  in 
this  campaign,  doctors  will  contribute  materially  to 
public  health  in  Texas;  moreover,  they  will  help 
improve  the  public  image  of  the  physician  as  a citi- 
zen intensely  concerned  with  the  public  good.” 

Dr.  Lamm’s  address  is  2014  Pease,  Harlingen, 
Texas. 

U.S.-Mexico  Border  Public  Health 
Association  Elects  Officers 

Texans  who  are  new  officers  of  the  United  States- 
Mexico  Border  Public  Health  Association  are:  Dr. 
J.  V.  Irons,  Austin,  president  elect;  Mr.  Frank  J.  Von 
Zuben,  Jr.,  Austin,  chairman,  committee  on  external 
relations;  Dr.  Gerald  Barton,  Dallas,  Dr.  Ulpiano 
Blanco,  El  Paso,  and  Mr.  Von  Zuben,  committee  on 
education  and  training;  Miss  Arminda  Lopez,  Mer- 
cedes, secretary  of  section  on  nursing;  R.  S.  Martin, 
D.V.M.,  Harlingen,  and  James  Cocozza,  D.V.M.,  El 
Paso,  chairman  and  secretary,  respectively,  of  section 
on  veterinary  public  health;  and  Dr.  Jack  Postlewaite, 
El  Paso,  chairman  of  section  on  tuberculosis. 

The  next  meeting  will  be  held  in  Nogales,  Ariz., 
April  1-4,  1963. 

New  Subspecialty  To  Be  Certified 

A new  subspecialty,  general  preventive  medicine, 
soon  will  be  certified  by  the  American  Board  of 
Preventive  Medicine.  The  first  examinations  are 
planned  for  the  spring  of  1963.  Teachers  of  pre- 
ventive medicine,  epidemiologists,  medical  adminis- 
trators, research  biologists,  and  maternal  and  child 
health  specialists  may  apply  at  the  board’s  offices, 
4219  Chester  Ave.,  Philadelphia  4. 
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Corpus  Christi  To  Welcome  M.D.s 
For  July  6-7  District  Meeting 

Doctors  who  like  to  combine  business  with  pleas- 
ure may  follow  up  Fourth  of  July  vacations  on  the 
Gulf  Coast  by  attending  the  Southwest  District 
Medical  Society’s  meeting  in  Corpus  Christi  July  6 
and  7.  The  Texas  Academy  of  General  Practice  also 
will  conduct  a one-day  session  there  on  July  5. 

Fifth,  Sixth,  and  Eighth  District  Medical  Societies 
will  convene  at  the  Robert  Driscoll  Hotel  for  a series 
of  scientific  presentations  beginning  Friday  morning, 
July  6,  and  continuing  through  Saturday  noon,  July  7. 

Speakers  include  Dr.  James  Roderick  Kitchell, 
chief  of  medicine,  Presbyterian  Hospital,  and  asso- 
ciate professor  of  cardiology,  University  of  Pennsyl- 
vania School  of  Medicine;  Dr.  Oscar  Creech  Jr.,  pro- 
fessor and  chairman  of  the  department  of  surgery, 
Tulane  University  School  of  Medicine;  and  Dr.  Hugh 
Missildine,  associate  professor  of  pediatrics,  Univer- 
sity of  Ohio  College  of  Medicine,  and  editor  of 
Feelings. 

In  addition  to  the  scientific  program  there  will  be 
a dinner  dance,  cocktail  party,  moonlight  bay  cruise, 
and,  by  arrangement,  fishing,  golf,  and  tours  to  the 
King  Ranch  and  Welder  Wildlife  Refuge.  Special 
events  are  planned  for  doctors’  wives.  Nueces  County 
Medical  Society  is  host  for  the  meeting. 

For  information  on  pre-registration,  hotel  and  mo- 
tel accommodations,  sightseeing  and  recreations,  ad- 
dress Nueces  County  Medical  Society,  Box  5008, 
Corpus  Christi. 


“W,e  speak  of  it  as  catheterization,  not  the 
rubber  hose  treatment.” 


Carrier  Pigeons  Aid  Rural  Physicians 

Two  general  practitioners  in  rural  Herndon,  Va., 
are  utilizing  carrier  pigeons  to  solve  a problem  of 
medical  communication. 

Dr.  John  H.  Renner  and  Dr.  Frederick  W.  Hu- 
bach,  recent  graduates  of  George  Washington  Medi- 
cal School,  take  the  birds  on  their  rounds  to  speed 
specimens  back  to  their  clinic  for  immediate  analysis. 

Some  50  pigeons  are  now  in  service,  a group  of 
fast,  light  birds  equipped  to  carry  half-ounce  speci- 
men vials  and  heavier  birds  for  one-ounce  capsules. 
The  birds  go  along  with  the  doctor  on  his  call,  return 
to  the  clinic  with  the  specimen  in  a matter  of  min- 
utes. The  laboratory  results  are  then  relayed  back 
to  the  physician  by  telephone  or  two-way  radio. 

Dr.  Renner  pointed  out  that  the  pigeons  solve 
problems  encountered  in  a rural  area  where  house 
calls  take  the  physician  eight  and  ten  miles  away 
from  his  clinic  and  sometimes  keep  him  out  on  the 
road  most  of  the  day.  With  the  fast  service,  the  doc- 
tors often  can  make  on-the-spot  diagnoses  and 
quickly  reach  accurate  conclusions  about  whether  to 
hospitalize  a patient. 

An  article  on  the  "medicine  on  the  wing”  project 
appeared  in  the  Jan.  5,  1962,  issue  of  Medical  World 
News. 

Writing  As  Therapy  Boosted  by  Kertnedy 

"Writing  is  excellent  therapy,  and  I have  reason 
to  know  it  can  help  speed  convalescence  amazingly.” 

So  spoke  John  F.  Kennedy  of  the  16th  annual 
Hospitalized  Veterans  Writing  Contest.  As  a Navy 
veteran  hospitalized  in  1954  by  a recurring  war  in- 
jury, he  put  his  convalescence  to  good  use  by  writing 
a book  which  won  the  Pulitzer  Prize  for  literature. 

This  year,  short  stories,  novel  outlines,  plays,  po- 
etry, and  songs  have  been  submitted  by  nearly 
3,000  entrants  in  the  contest  which  is  being  spon- 
sored by  a volunteer  group  in  Chicago. 

Venereoi  Disease  Articles  Avaiiabie 

In  view  of  the  increasing  rate  of  infectious  syphilis 
cases  since  1957,  the  Venereal  Disease  Branch  of  the 
U.S.  Public  Health  Service  has  alerted  physicians  to 
the  availability  of  current  literature  on  the  disease. 

A publication,  distributed  free  of  charge  to  physi- 
cians, contains  abstracts  of  current  articles  on  vener- 
eal disease  from  approximately  1,000  domestic  and 
foreign  journals.  The  publication  is  printed  three  or 
four  times  a year  and  is  indexed  annually. 

Physicians  who  wish  to  receive  the  publication 
may  write  to  Communicable  Disease  Center,  Atlanta 
22,  Ga.,  Attention:  Dr.  William  J.  Brown,  Chief, 
Venereal  Disease  Branch. 
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USPHS  Stockpiles  Oral  Vaccine 
To  Fight  Possible  Polio  Epidemics 

Four  and  a half  million  doses  of  live  oral  polio 
vaccine  have  been  purchased  by  the  United  States 
Public  Health  Service  for  emergency  use. 

The  decision  to  request  emergency  vaccine,  the 
Surgeon  General’s  office  says,  will  be  up  to  the  local 
health  officer.  As  few  as  three  cases  within  a month, 
of  which  two  have  been  confirmed  by  laboratory 
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1961  was  a record  year  for  hepatitis,  with  the 
number  of  reported  cases  of  infectious  hepatitis  and 
serum  hepatitis  reaching  a high  unequaled  in  the  10 
years  the  disease  has  been  reportable.  Serum  hepatitis 
accounts  for  only  a small  percentage  of  the  cases. 

Infectious  hepatitis  is  a virus  disease,  typically 
presenting  symptoms  and  signs  of  a febrile  illness 
with  jaundice  and  hepatomegaly.  Milder  forms  are 
common,  especially  in  children,  and  may  be  indis- 
tinguishable from  other  common  illnesses  unless  tests 
of  liver  function  are  made. 

A bibliography  of  recently  published  material  on 
infectious,  or  viral,  hepatitis  follows: 

Altman,  R.:  Period  of  Infectiousness  of  Infectious 
Hepatitis;  Review  of  Literature,  J.  Med.  Soc.  New 
Jersey  59:132  (March)  1962. 

Dauer,  C.  C.:  Mortality  from  Infectious  Hepatitis, 
Pub.  Health  Rep.  76:1(X)6  (Nov.)  1961. 

Davis,  William  D.:  Early  Recognition  and  Treat- 
ment of  Hepatitis,  Postgrad.  Med.  30:96  (Aug.) 
1961. 

Eaton,  R.  D.  P.:  An  Outbreak  of  Infectious  Hepa- 
titis, Canad.  J.  Pub.  Health  52:297  (July)  1961. 

Hillis,  W.  D.:  An  Outbreak  of  Infectious  Hepa- 
titis Among  Chimpanzee  Handlers  at  a United  States 
Air  Force  Base,  Am.  J.  Hyg.  73:316  (May)  1961. 

Jensen,  F.:  Let’s  Control  Viral  Hepatitis,  Texas  J. 
Med.  57:900  (Nov.)  1961. 

Kivel,  R.  M.:  Hematologic  Aspects  of  Acute 
Viral  Hepatitis,  Amer.  J.  Dig.  Dis.  6:1017  (Nov.) 
i 1961. 

j Krugman,  Saul,  et  al.:  Infectious  Hepatitis;  Detec- 
j tion  of  Virus  During  the  Incubation  Period  and  in 
I Qinically  Inapparent  Infection,  New  Eng.  J.  Med. 

: 261:729  (Oct.  8)  1959. 

! Krugman,  Saul,  et  al.:  Infectious  Hepatitis;  Studies 
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analysis,  will  be  sufficient  to  permit  use  of  the  epi- 
demic reserve.  In  such  circumstances,  the  local  health 
officer  can  request,  through  his  state’s  department  of 
health,  enough  vaccine  to  conduct  a mass  immuniza- 
tion campaign  as  a preventive  measure  in  his  com- 
munity. In  each  campaign.  Public  Health  authorities 
wiU  study  the  effectiveness  of  the  vaccines  in  pre- 
venting the  spread  of  the  disease. 

All  of  the  three  types  of  the  vaccine  needed  to 
provide  immunity  against  polio  are  included  in  the 
new  Public  Health  Service  stockpile,  with  1.5  million 
doses  each  of  Types  I,  II,  and  III. 


Hepatitis 

on  the  Effect  of  Gamma  Globulin  and  on  the  Inci- 
dence of  Inapparent  Infection,  J.A.M.A.  174:823 
(Oct.  15)  I960. 

McCollum,  R.  W.:  Clinical  Epidemiology  of  Viral 
Hepatitis,  Conn.  Med.  23:310  (May)  1959. 

Manning,  R.  T.,  et  al.:  Infectious  Hepatitis:  Use 
of  Transaminase  Determinations  During  an  Intra- 
hospital Epidemic,  Amer.  J.  Med.  Sci.  241:454 
(April)  1961. 

Neefe,  J.  R.:  Viral  Hepatitis:  Clinical  and  Labora- 
tory Manifestations,  Postgrad.  Med.  28:146  (Aug.) 
1960. 

Richman,  A.:  Recent  Advances  in  the  Under- 
standing of  Liver  Disease,  Part  II,  New  York  State 
J.  Med.  61:2776  (Aug.  15)  1961. 

Schneider,  A.  J.,  and  Mosley,  J.  W.:  Studies  of 
Variations  of  Glutamic-Oxalacetic  Transaminase  in 
Serum  in  Infectious  Hepatitis,  Pediat.  24:367  (Sept.) 

1959. 

Schoeneck,  F.  J.:  Acute  Viral  Hepatitis  in  Preg- 
nant Women,  New  York  State  J.  Med.  61:4254 
(Dec.  15)  1961. 

Stokes,  J.:  Immunization  in  Viral  Hepatitis, 
J.A.M.A.  172:652  (Feb.  13)  I960. 

Viral  Hepatitis,  Patterns  of  Dis.  (Feb.)  1962. 
Ward,  R.,  et  al.:  Etiology  and  Prevention  of  In- 
fectious Hepatitis,  Postgrad.  Med.  28:12  (July) 

1960. 

Ward,  R.,  and  Krugman,  S.:  Viral  Hepatitis,  Dis- 
ease-a-Month  (June)  1961. 

Wilcox,  K.  R.,  Jr.,  et  al.:  An  Epidemic  of  Infec- 
tious Hepatitis  in  a Rural  Village  Attributable  to 
Widespread  Contamination  of  Wells,  Amer.  J.  Hyg. 
74:249  (Nov.)  1961. 

Winship,  D.  H.,  et  al.:  Viral  Hepatitis;  Experience 
in  a General  Civilian  Hospital,  South.  Med.  J. 
54:978  (Sept.)  1961. 
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New  Books  Received 

Bundesen,  Herman  N.:  Toward  Manhood,  Phila- 
delphia, J.  B.  Lippincott,  1951. 

Buxton,  C.  L.:  A Study  of  Psychophysical  Methods 
for  Relief  of  Childbirth  Pain,  Philadelphia,  W.  B. 
Saunders,  1962. 

Ciba  Foundation  Symposium:  Shock;  Pathogenesis 
and  Therapy,  Berlin,  Springer-Verlag,  1962. 

Colonna,  P.  C.:  Principles  of  Orthopaedic  Surgery, 
Boston,  Little,  Brown,  I960.  Revised  ed. 

Falls,  F.  H.:  Atlas  of  Obstetric  Complications, 
Philadelphia,  J.  B.  Lippincott,  1961. 

Gilbert,  J.  B.:  Disease  and  Destiny,  London,  Daw- 
sons of  Pall  Mail,  1962. 

Johnson,  E.  W.:  How  to  Live  Through  Junior 
High  School,  Philadelphia,  J.  B.  Lippincott,  1959. 

Leningrad  Scientific  Society  of  Neuropathologists 
and  Psychiatrists:  Problems  of  Psychiatry  and  Neuro- 
pathology, vols.  1 and  2,  Jerusalem,  Israel  Program 
for  Scientific  Translation,  1961. 

Liebowitz,  H.  R.:  Bleeding  Esophageal  Varices- 
Portal  Hypertension,  Springfield,  111.,  Charles  C 
Thomas,  1959. 

Uhley,  H.  N.:  Vector  Electrocardiography,  Phila- 
delphia, J.  B.  Lippincott,  1962. 

Williams,  L.  E.,  Jr.,  and  Wynne,  G.  F.:  Funda- 
mental Approach  to  Surgical  Problems,  Springfield, 
111.,  Charles  C Thomas,  1962. 


Gifts  to  the  Library 

Dr.  T.  J.  Archer,  Jr.,  Austin,  3 books,  2 journals, 
25  pamphlets. 

Dr.  Leonidas  H.  Berry,  Chicago,  16  reprints. 
Brooke  General  Hospital,  Fort  Sam  Houston,  121 
reprints. 

Dr.  Robert  F.  Ellzey,  Austin,  6 journals. 

Mr.  O.  Ray  Hurst,  Austin,  2 journals. 

Dr.  A.  R.  Kirkley,  Belton,  77  journals. 

Dr.  Morris  Polsky,  Austin,  67  journals. 

Dr.  Henry  Snyderman,  Plainview,  88  books,  124 
journals. 

Dr.  A.  A.  Terry,  Austin,  143  journals. 


Memoirs  of  a Medico 

E.  Martinez  Alonso,  M.D.  335  pages.  $4.50.  Gar- 
den City,  N.Y.,  Doubleday  and  Company,  Inc.  1961. 

This  is  the  personal  story  of  the  adventures  of  a 
doctor  whose  practice  has  ranged  from  the  battlefield 
to  luxury  hotels.  He  is  currently  hotel  doctor  at  the 
Castellana  Hilton  in  Madrid.  His  memoirs  are 
marked  by  his  warm  interest  in  people  and  a zest 
for  life. 


Diagnosis  of  Upper  Gastrointestinal 
Hemorrhage 

Eddy  D.  Palmer,  M.S.,  M.D.,  F.A.C.P.,  Lieutenant 
Colonel,  Medical  Corps,  U.  S.  Army,  Chief,  Gastro- 
enterology Service,  Brooke  General  Hospital,  Fort 
Sam  Houston,  Texas;  Qinical  Associate  Professor  of 
Medicine,  Baylor  University  College  of  Medicine, 
Houston,  Texas.  66  pages.  $4.75.  Springfield,  111., 
Charles  C Thomas,  1961. 

This  is  Dr.  Palmer’s  argument  for  his  vigorous 
diagnostic  approach  to  the  problem  of  upper  gastro- 
intestinal hemorrhage.  Briefly,  this  vigorous  ap- 
proach involves  ice  water  lavage  of  the  stomach  to 
assist  in  the  cessation  of  bleeding  and  in  the  cleans- 
ing of  the  stomach  for  subsequent  examination.  Fol- 
lowing this,  esophago-gastroscopy  is  immediately 
carried  out  to  detect  evidence  of  bleeding  in  the 
esophagus  or  the  visible  portions  of  the  stomach. 
Immediately  following  this,  upper  gastrointestinal 
roentgenographic  examination  is  utilized. 

Much  of  the  remainder  of  the  book  is  a presenta- 
tion of  statistical  evidence  and  cases  to  support  the 
author’s  vigorous  and  complete  evaluation  of  the 
patient  at  the  very  outset  of  his  medical  appraisal. 
The  author  emphasizes  the  necessity  for  actually 
identifying  the  bleeding  source,  and  not  assuming 
that  an  abnormality  found  by  roentgenogram  or  by 
other  means  is  the  source  of  bleeding.  This  is  pos- 
sible with  visible  inspection  of  the  areas. 

The  author  presents  a good  case  for  his  thesis. 
It  has  much  to  recommend  it,  but  the  effectiveness 
of  the  program  will  hinge  on  the  ready  availability 
of  a competent  and  accomplished  esophago-gastro- 
scopist,  who  is  the  keystone  of  this  approach. 

The  book  is  otherwise  well  printed  with  a mod- 
erate bibliography,  and  with  illustrations  and  format 
that  are  up  to  the  usual  good  standard  of  this  pub- 
lisher. 

— T.  Haynes  Harvill,  M.D.,  Dallas. 


Library  Requests  Up 

For  the  first  time.  Memorial  Library  reference 
requests  from  physicians  and  others  exceeded 
4,000  last  year.  Library  staff  members  processed 
4,291  requests,  representing  an  increase  of  nine 
per  cent  over  I960. 

In  addition,  physicians.  Woman’s  Auxiliary 
members,  and  the  public  borrowed  1,711  films  in 
1961,  an  increase  of  45  per  cent  during  the  year. 
In  the  past  five  years,  the  booking  of  films  has 
doubled. 
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Obstetrical  Endocrinology 

Jose  Botello-Llusia,  M.D.,  Professor  of  Obstetrics 
and  Gynecology,  University  of  Madrid;  Fellow  of  the 
"Instituto  de  Espana,”  and  of  the  "Consejo  Superior 
de  Investigaciones  Gentificas”;  Director  of  the  Ma- 
ternity of  Madrid.  129  pages.  $6.50.  Springfield,  111., 
Charles  C Thomas,  1961. 

This  excellent  monograph  is  made  up  of  a series 
of  six  guest  lectures  given  by  Dr.  Botella-Llusia  at 
the  University  of  Bahia,  Brazil.  It  has  been  edited 
by  Dr.  E.  C.  Hamblen,  of  Duke  University  Medical 
Center,  Durham,  N.  C. 

The  first  chapter  is  "Endocrine  Correlations  of 
Pregnancy — Chorionic  Hormones — Place  of  Forma- 
tion”. In  this  chapter  Dr.  Botella-Llusia  traces  the 
establishment  of  the  endocrine  correlations  of  preg- 
nancy from  the  preimplantation  period  through 
nidation  and  establishment  of  the  choriomaternal 
relationship.  A discussion  of  the  role  of  the  corpus 
luteum  in  pregnancy  of  primates,  citing  the  investi- 
gative work  as  well  as  clinical  illustration  of  the  role 
of  the  corpus  luteum  in  pregnancy,  follows.  Pla- 
cental hormones  are  discussed,  including  chorionic 
gonadotropin,  progesterone,  estrogens,  corticoids,  and 
ACTH.  Experimental  evidence  as  to  the  place  of 
formation  of  these  placental  hormones  is  cited. 

In  his  second  chapter,  the  maternal  and  fetal 
secretory  systems,  feto-maternal  endocrinal  interac- 
tion, and  the  effects  of  hormones  on  sexual  differ- 
entiation are  discussed.  The  roles  in  pregnancy  of  the 
pituitary,  the  thyroid,  the  parathyroid  and  pancreas, 
the  adrenals,  and  the  hypothalamus  are  covered  in 
the  first  portion  of  this  chapter.  The  fetal  secretory 
system  is  then  covered,  including  the  hypophysis,  the 
thyroid,  the  pancreas  and  parathyroids,  the  adrenals, 
and  hypothalamus  of  the  fetus.  The  maternal-fetal 
interactions  are  then  taken  up.  The  chapter  ends  with 
a discussion  of  hormones  and  sex  differentiation,  and 
includes  several  theories,  including  the  author’s. 

In  his  third  chapter.  Dr.  Botella-Llusia  takes  up 
endocrine  factors  in  parturition,  as  well  as  the  endo- 
crinology of  puerperium  and  lactation. 

The  endocrinology  of  abortion,  molar  pregnancy, 
toxemias,  diabetes,  and  gestation  is  reviewed. 

The  last  chapter  is  concerned  with  the  physio- 
pathology  of  the  adrenal  glands  in  pregnancy,  and 
discusses  gestation  and  labor  as  agents  of  stress  and 
their  relationship  in  the  stress  theory. 

The  monograph  is  illustrated  with  line  diagrams. 
Each  chapter  is  followed  by  bibliography  and  a list 
of  general  references.  More  academic  than  clinical, 
the  monograph  is  an  excellent  reference  for  the 
endocrinologist  and  obstetrician. 

— Gilbert  Landis,  M.D.,  El  Paso. 


The  Color  Atlas  of  Intestinal  Parasites 

Francis  M.  Spencer,  A.B.,  M.D.,  F.A.C.P.,  gastro- 
enterologist, member  of  Department  of  Internal 
Medicine,  San  Angelo  Medical  and  Surgical  Clinic, 
San  Angelo;  and  Lee  S.  Monroe,  M.S.,  M.D., 
F.A.C.P.,  Chief,  Division  of  Gastroenterology,  Scripps 
Clinic  and  Research  Foundation,  La  Jolla,  Calif.  142 
pages.  $9.50.  Springfield,  111.,  Charles  C Thomas, 
1961. 

This  Atlas  is  designed  to  be  an  authoritative  guide 
for  the  clinical  laboratory  worker  and  the  laboratory 
director.  It  also  should  be  a reference  tool  in  medical 
school  laboratory  courses.  A large  number  of  photo- 
micrographs have  been  included  to  demonstrate  as 
completely  as  possible  the  many  variations  in  size, 
structure,  and  morphologic  detail  to  which  some 
species  are  subject.  Brief  comment  is  included  re- 
garding geographic  distribution,  pathogenicity,  inci- 
dence, and  importance  of  the  species. 

Clinical  Disturbances  of  Renal  Function 

Abraham  G.  White,  M.D.,  F.A.C.P.,  Associate 
Visiting  Physician  and  Chief  of  the  Renal  Disease 
Clinic,  Queens  Hospital  Center,  Jamaica,  N.  Y.  439 
pages.  $10.50.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961. 

This  book  is  recommended  reading  for  the  clini- 
cian, and  should  prove  extremely  useful  as  a refer- 
ence book  for  anyone  concerned  with  problems  of 
renal  disease.  It  is  well  organized,  and  physiology 
and  laboratory  facets  are  well  correlated  with  clinical 
aspects.  It  should  prove  an  extremely  useful  refer- 
ence for  any  clinician. 

— John  P.  Schneider,  M.D.,  Austin. 


“That’s  the  trouble  with  Washington 

no  one  ever  knows  where 
to  draw  the  line.’’ 


Volume  58,  JUNE,  7962 
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Pathogenesis  and  Treatment 
Of  Cerebrovascular  Disease 

Gampiled  and  edited  by  WILLIAM  S.  FIELDS,  Pro- 
fessor and  Chairman,  Department  of  Neurology, 
Baylor  University  College  of  Medicine.  556  pages. 
$15.  Springfield,  111.,  Charles  C Thomas,  1961. 

This  book  covers  in  detail  the  etiology  and  various 
forms  of  treatment  of  cerebrovascular  accidents.  It  is 
a little  over-enthusiastic  in  regard  to  the  results  of 
surgery  on  the  vascular  tree  of  the  central  nervous 
system. 

There  is  stiU  much  to  be  accomplished  in  technic 
and  method  before  doing  surgery  for  a ruptured 
aneurysm  without  producing  a neurological  deficit 
which  will  greatly  impair  the  activities  of  the  indi- 
vidual. This  volume  adequately  covers  the  conserva- 
tive and  more  radical  types  of  treatment.  Various 
groups  and  individuals  have  their  own  ideas  in 
regard  to  therapy,  and  in  due  time  some  adequate 
method  probably  will  be  established  for  the  treat- 
ment of  various  types  of  aneurysms. 

This  is  a book  worthwhile  for  anyone  interested 
in  doing  both  extra-  and  intracranial  vascular  surgery. 

— W.  A.  Jones,  M.D.,  El  Paso. 


Irritation  and  Counterirritation: 

A Hypothesis  About  the  Autoamputative 
Property  of  the  Nervous  System 

Adolphe  D.  Jonas,  M.  D.  368  pages.  $7.50.  New 
York,  Vantage  Press,  1962. 

The  author  is  a practicing  psychiatrist  in  New 
York  and  New  Rochelle.  He  also  is  a consultant  in 
bionics  and  is  engaged  in  a project  involving  the 
programming  for  a computer  using  paralogical 
thinking  as  a frame  of  reference. 

Laymen  who  are  puzzled  over  the  meaning  of 
illness,  and  all  scientists  whose  fields  concern  the 
psychobiological  phenomenom  will  be  interested  in 
this  revolutionary  thesis. 


Disorders  of  the  Developing  Nervous  System 

William  S.  Fields,  M.D.,  Professor  and  Chairman, 
Department  of  Neurology,  Baylor  University  College 
of  Medicine;  and  MURDINA  M.  Desmond,  M.D., 
Associate  Professor  of  Pediatrics,  Baylor  University 
College  of  Medicine,  Eds.  567  pages.  $17.  Spring- 
field,  111.,  Charles  C Thomas,  1961. 

The  eighth  scientifc  meeting  of  the  Houston 
Neurological  Society  was  devoted  to  a consideration 
of  the  prenatal  and  perinatal  factors  in  neurological 
disease,  and  to  the  pathogenesis  of  hydrocephalus. 
The  papers  and  discussions  have  been  presented  in 
this  volume.  This  is  the  sixth  in  a series  of  pub- 
lished symposia  of  the  Houston  Neurological  Society. 


Clinical  Diagnosis 
By  Laboratory  Examinations 

John  A.  Kolmer,  M.S.,  M.D.,  Dr.P.H.,  Sc.D., 
LL.D.,  F.A.C.P.,  F.A.C.D.  (Hon.),  Professor  Emeritus 
of  Medicine  and  Direaor  of  The  Instimte  of  Pre- 
ventive Medicine  and  Public  Health,  Temple  Uni- 
versity School  of  Medicine;  Professor  of  Medicine, 
Temple  University  School  of  Dentistry,  ed.  3.  543 
pages.  $10.  New  York,  Appleton-Century-Crofts,  Inc. 
1961. 

The  third  edition  of  this  excellent  text  has  re- 
tained its  concise  and  detailed  information  and 
added  those  disease  concepts  and  definitive  studies 
that  have  been  developed  more  recently.  The  co- 
ordination and  classification  of  material  is  exact; 
the  text  is  condensed,  and  the  tables  are  easily  in- 
terpreted and  contain  much  information.  The  be- 
ginning words  of  each  chapter,  "the  clinical  inter- 
pretation of”,  give  the  essence  of  the  writing,  for  in 
each  chapter  a specific  type  of  examination  of  body 
materials  is  named  and  the  normal  results  of  such 
examinations  are  given,  with  statements  of  which 
disease  or  condition  results  in  increase  or  decrease 
from  normal.  A compact  discussion  accompanies 
these  facts,  giving  explanations  of  the  underlying 
physiology  and  causes  for  departure  from  normal. 
All  the  body  materials  are  covered  by  this  manner 
of  presentation,  special  examinations  for  each  organ 
system  are  given;  microbiology,  mycology,  exfoliative 
cytology  are  included,  each  in  its  special  adaptation; 
and  immunology  in  its  various  applications  is  well 
described  with  special  attention  to  the  blood  groups. 
There  is  a very  usable  chapter  given  to  the  clinical 
interpretation  of  functional  examinations  in  which 
precise,  step  by  step  preparation  of  patients  for  each 
function  testing  is  given.  Actual  laboratory  proce- 
dures are  rarely  given,  but  adequate  bibliographies 
give  available  references  for  such  procedures. 

This  is  a valuable  daily  reference  book  in  dif- 
ferential diagnosis  when  the  results  of  complete 
laboratory  tests  are  available.  It  also  is  a good  re- 
view of  possible  tests  for  the  differentiation  of 
symptoms.  For  the  clinical  pathologist  it  is  particu- 
larly useful  for  checking  normals  and  determining 
reasons  for  departure  from  normal. 

This  is  a book  for  the  on-the-desk  library. 

— Mildred  Cariker,  M.  D.,  Marshall. 


Cardio-Vascular  Surgery: 

A Manual  for  Nurses 

Edited  by  George  H.  Peddie,  M.D.,  Surgical  Staff, 
The  Methodist  Hospital,  Houston;  and  FRANCES  E. 
Brush,  R.N.,  Direaor  of  Nursing,  The  Methodist 
Hospital,  Houston.  166  pages.  $2.75.  New  York, 
G.  P.  Putnam’s  Sons,  1961. 
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Introduction  to  Anesthesia: 

I The  Principles  of  Safe  Practice 

I 

Robert  D.  Dripps,  M.D.,  Professor  and  Chairman, 
Department  of  Anesthesiology,  Schools  of  Medicine, 
University  of  Pennsylvania,  and  anesthetist.  Hospital 
of  the  University  of  Pennsylvania,  Philadelphia; 
James  E.  Eckenhoff,  M.D.,  Professor  of  Anesthe- 
siology, Schools  of  Medicine,  University  of  Pennsyl- 
vania, and  anesthetist.  Hospital  of  the  University  of 
Pennsylvania,  Philadelphia;  and  LEROY  D.  Vandam, 
M.D.,  Qinical  Professor  of  Anesthesia,  Harvard 
Medical  School,  and  Direaor  of  Anesthesia,  Peter 
Bent  Brigham  Hospital,  Boston,  ed.  2.  413  pages. 
$8.  Philadelphia,  W.  B.  Saunders  Company,  1961. 

This  book  is  a comprehensive  guide  to  clinical 
anesthesia  and  its  safe  practice.  The  approach  to  the 
patient  is  divided  into  several  sections,  beginning 
with  the  preanesthetic  evaluation  and  continuing 
through  the  postoperative  period.  The  basic  prin- 
ciples underlying  current  practice  are  outlined  in 
the  discussion  of  each  subject.  Besides  the  expected 
topics  covered,  this  volume  is  unique  in  providing 
information  on  effects  of  elevated  carbon  dioxide, 
infant  resuscitation,  anesthesia  for  ambulatory  pa- 
tients, fires  and  explosions,  surgeon-anesthetist  rela- 
tionships, recovery  room,  asepsis  in  anesthesia,  man- 
agement of  coma,  inhalation  therapy,  pulmonary 
function,  instruction  in  anesthesia,  and  medicolegal 
considerations. 


While  presenting  no  material  that  is  new  or  un- 
familiar to  practicing  anesthesiologists,  the  book 
serves  as  an  excellent  means  of  acquainting  students, 
interns,  and  residents  with  the  varied  facets  of  this 
specialty.  In  addition,  it  may  be  a valuable  reference 
work  for  physicians  in  other  fields.  The  second 
edition  includes  a number  of  topics  not  covered  in 
the  first  publication,  such  as  hypothermia,  hypnosis, 
and  deliberare  hypotension.  That  this  volume  was 
carefully  compiled  over  a period  of  several  years  is 
evident  from  the  complete  and  orderly  finished 
product.  Except  for  an  occasional  typographical 
error,  the  appearance  of  the  book  is  quite  satis- 
factory. It  is  recommended  as  an  introductory  or 
reference  work  for  those  interested  in  modern  clinical 
anesthesiology. 

— George  P.  Collins,  M.D.,  Pasadena. 


Good-Bye,  Dr.  Roch 

Andre  Soubiran.  331  pages.  $4.50.  Garden  City, 
N.Y.,  Doubleday  and  Company,  Inc.  1961. 

This  is  a dramatic  novel  of  a mental  institution 
and  the  changes  wrought  by  a conscientious  physi- 
cian struggling  against  indifference  and  violence.  The 
aurhor  has  published  a trilogy,  "Men  in  White,” 
"The  Doctors,”  and  "The  Healing  Oath,”  in  the 
United  States.  He  recently  has  finished  a history 
of  medicine. 


Recent  Deaths 


DR.  G.  P.  DAY 

Dr.  George  P.  Day,  a recently  retired  physician  of 
Houston,  died  there  April  4,  1962. 

Until  his  recent  illness.  Dr.  Day  was  said  to  be  the 
oldest  practicing  physician  in  the  Harris  County 
Medical  Society.  Born  in  MadisonviUe,  Texas,  on 
March  10,  1879,  Dr.  Day  attended  public  schools 
there,  and  was  graduated  from  the  Medical  Depart- 
ment of  the  University  of  Texas  in  1905.  He  re- 
turned to  MadisonviUe  in  1906  to  practice  until 
1927,  when  he  moved  to  Houston.  He  was  the  Madi- 
son County  Health  Officer  for  many  years. 

Dr.  Day  suffered  many  of  the  hardships  of  a 
country  doctor;  he  even  had  to  postpone  his  wedding 
because  he  contracted  smallpox  while  making  his 
rounds  during  his  first  months  of  practice.  In  1955, 
the  Medical  Branch  held  a class  reunion,  and  Dr.  Day 
was  awarded  a certificate  for  rhe  high  ideals  and 
standards  he  followed  in  his  praaice. 

In  February,  1962,  Dr.  and  Mrs.  Day  celebrated 
their  56th  wedding  anniversary.  She  is  the  former 
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Lillian  Commor  and  they  were  married  at  Commor, 
Texas,  Feb.  1,  1906. 

Elected  to  inactive  membership  in  the  Texas 
Medical  Association  in  1955,  Dr.  Day  had  been  an 
active  member  since  1906.  He  also  was  a member 
of  the  American  Medical  Association  and  the  Chris- 
tian Church. 

Survivors  are  Mrs.  Day,  a daughter,  Mrs.  S.  W. 
Garrison;  two  sons.  Dr.  George  P.  Day,  Jr.,  all  of 
Houston,  and  Dr.  M.  L.  Day  of  Phoenix,  Ariz. 
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DR.  J.  C.  WATKINS 

Dr.  John  C.  Watkins,  Harlingen  general  practi- 
tioner, died  there  April  30,  1962,  of  general  arterio- 
sclerosis and  cardio-renal-vasctdar  disease  with  failure. 
During  52  years  of  practice  he  delivered  11,000 
babies;  95  per  cent  were  home  deliveries. 

Dr.  Watkins  was  born  Feb.  11,  1877,  at  Harrison, 
Ark.,  the  son  of  Thomas  A.  and  Mary  (Sanders) 
Watkins.  He  attended  the  local  schools,  leaving 
home  in  1904  to  attend  St.  Louis  University  in  St. 
Louis,  Mo.,  where  he  received  the  M.D.  degree  in 
1908.  The  following  year  he  interned  at  Female  Hos- 
pital in  St.  Louis. 

He  practiced  in  Oklahoma  after  that,  first  at 
Hallett  until  1912  and  at  Chicotah  until  1925  when 
he  moved  to  Harlingen.  He  was  a registered  pharma- 
cist and  operated  a drug  store  in  connection  with  his 
practice  at  Hallett,  Okla.  He  was  a licensed  embalmer 
and  worked  his  way  through  medical  school  at  St. 
Louis  as  an  undertaker.  He  was  the  author  of  several 
articles  in  the  Oklahoma  Medical  Journal. 

Rejected  for  military  service  in  World  War  I,  he 
served  two  days  a week  on  an  examining  board 
throughout  the  war. 

He  married  the  former  Daisy  Stotts  of  Huntsville, 
Ark.,  on  June  29,  1904,  in  Huntsville.  The  couple 
had  no  children. 

He  was  a member  of  the  Christian  Church,  Ki- 
wanis  Club,  International  Order  of  Odd  Fellows, 
Masonic  Lodge,  and  Shrine. 

Dr.  Watkins  served  as  county  health  officer  in 
McIntosh  County,  Okla.,  from  1918  to  1924  and  as 
county  physician  in  Cameron  County  since  1930  and 
city  health  officer  of  Harlingen  from  1936  to  1958. 

He  was  a charter  member  of  the  active  staff  of 
the  Valley  Baptist  Hospital  at  Harlingen  and  of  the 
active  staff  of  the  Dolly  Vinsant  Memorial  Hospital 
at  San  Benito. 

At  the  time  of  his  death,  he  was  an  honorary 
member  of  the  staff  of  the  Valley  Baptist  Hospital, 
the  Cameron-Willacy  Counties  Medical  Society,  the 


Texas  Medical  Association,  and  a member  of  the 
American  Medical  Association. 

His  hobbies  were  hunting  and  fishing,  and  other 
interests  outside  his  profession  included  farming  and 
stock  ranching. 

Survivors  include  his  wife;  two  brothers,  George 
of  Harlingen  and  Elbert  of  Edinburg;  and  three 
sisters,  Mrs.  R.  W.  Armitage  and  Mrs.  Vern  Hehnig, 
both  of  Vega,  and  Mrs.  Charles  Kaighn  of  Tucum- 
cari,  N.  Mex. 


DR.  R.  F.  POWERS 

Dr.  Rufus  F.  Powers,  64,  died  in  a San  Angelo 
hospital  April  29,  1962.  He  was  chief  of  obstetrics 
and  gynecology  at  St.  John’s  and  Shannon  hospitals 
there.  Cause  of  death  was  acute  myocardial  infarction. 
He  had  been  hospitalized  since  March  13  after  suf- 
fering a heart  attack. 

Dr.  Powers  was  born  Feb.  6,  1898,  in  Wise,  Va., 
the  son  of  John  W.  and  Cynthia  (McFalls)  Powers. 
He  received  his  preliminary  education  at  Wise  and 
Grundy,  Va.,  schools.  In  1926  he  received  the  B.S. 
degree  from  Oregon  Agricultural  College  ( now 
Oregon  State)  at  Corvalls,  Ore.  He  attended  the  Uni- 
versity of  Oregon  Medical  School,  Portland,  after 
that  and  received  his  M.D.  degree  in  1928.  He  in- 
terned at  Barnes  and  St.  Louis  Maternity  Hospitals, 
St.  Louis. 

He  did  postgraduate  work  at  Cook  County  Hos- 
pital, Chicago,  Tulane  University  School  of  Medicine, 
New  Orleans,  and  St.  Louis  Maternity  Hospital. 

During  World  War  I he  served  in  the  United 
States  Navy  as  a pharmacist’s  mate  second  class. 

He  was  the  author  of  "Evaluation  of  Induced 
Labor”  which  was  published  in  Medical  Record  and 
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Annals  in  1950.  His  paper,  "A  New  Method  for 
Hemorrhoidectomies,”  was  read  before  the  Texas 
Medical  Association’s  Section  on  Surgery  in  April, 
1955. 

He  was  a member  of  the  Texas  Medical  Associa- 
tion through  the  Lubbock-Crosby  and  later  the  Tom 
Green-Eight  Counties  Medical  Societies.  He  was  a 
past  president  of  the  Tom  Green-Eight  Counties 
Medical  Society.  He  was  a member  of  the  American 
Medical  Association,  the  Texas  Association  of  Ob- 
stetricians and  Gynecologists,  West  Texas  Obstetri- 
cians and  Gynecologists  Society,  and  a Fellow  of  the 
International  College  of  Surgeons  and  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists.  In 
1955,  Dr.  Powers  received  a fellowship  award  from 
the  International  College  of  Surgeons.  He  was  past 
president  of  the  St.  John’s  Hospital  Staff. 

He  was  a member  of  the  Episcopal  Church,  Ex- 
change Club,  Shrine,  Scottish  Rite  and  Masonic  Blue 
Lodge. 

His  hobbies  were  fishing,  hunting,  and  making 
movies. 

Survivors  include  his  wife;  four  daughters,  Mrs. 
John  Pitts  of  San  Angelo,  Mrs.  R.  F.  Buttery  of 
Yreka,  Calif.,  Mrs.  Michael  Trezza  of  New  York 
City,  and  Mrs.  Annette  Meek  of  AmariUo;  one 
brother,  W.  Farley  Powers  of  Norfolk,  Va.;  three 
sisters,  Mrs.  Ida  Buchanan,  Mrs.  Annette  Kennedy, 
and  Mrs.  Sophia  Robinson,  all  of  Coeburn,  Va.,  and 
three  grandchildren. 

DR.  W.  W.  FITZPATRICK 

Dr.  William  W.  Fitzpatrick,  Paris  physician  since 
1904,  died  May  10,  1962,  in  the  hospital  he  had 
served  for  50  years. 

Dr.  Fitzpatrick,  86,  had  been  on  the  staff  of  St. 
Joseph’s  Hospital  since  its  founding  in  1911,  and 
had  helped  organize  its  first  staff.  Last  November,  he 
received  a plaque  recognizing  his  50  years’  service 
to  the  hospital  from  the  Sisters  of  Charity  of  In- 
carnate Word,  hospital  administrators. 

Dr.  Fitzpatrick  was  born  Nov.  25,  1878,  the  son 
of  William  Rogers  and  Ella  (Withrow)  Fitzpatrick. 
He  attended  college  at  Notre  Dame  University 
where  he  was  a star  baseball  pitcher.  He  received 
his  bachelor  of  science  degree  in  1898.  Dr.  Fitz- 
patrick then  attended  Jefferson  Medical  College  at 
Philadelphia,  Pa.,  where  he  received  his  medical 
degree  in  1902. 

He  interned  at  St.  Paul’s  Hospital  in  Dallas,  St. 
Joseph’s  Hospital  in  Chicago,  and  Emergency  Hos- 
pital in  Buffalo,  N.  Y.  For  postgraduate  work  he 
journeyed  to  Vienna  in  1928  and  again  in  1935. 

During  World  War  I he  was  a major  in  the  Medi- 
cal Corps  of  the  U.  S.  Army.  He  was  in  New  Or- 
leans ready  to  embark  for  Europe  when  the  Ar- 
mistice was  signed. 


He  was  a charter  member  of  the  Paris  Rotary 
Club. 

He  was  a member  of  the  American  Medical 
Association  and  Lamar  County  Medical  Society  of 


DR.  W.  W.  FITZPATRICK 


which  he  was  president  in  1934.  He  was  elected  to 
honorary  membership  in  Texas  Medical  Association 
in  1958. 

He  was  a Roman  Catholic. 

His  hobbies  included  photography  and  operating 
a ham  radio. 

Survivors  include  his  wife;  a son,  William  W. 
Fitzpatrick,  New  York  City;  a daughter,  Mrs.  John 
A.  Gillespie,  Galveston;  and  three  grandchildren, 
Joseph  W.,  Judith,  and  Letty  Gillespie;  and  a sister. 
Miss  Fay  Fitzpatrick,  Nashville,  Tenn. 

DR.  E.  W.  JONES 

Dr.  E.  W.  Jones,  69,  retired  physician  who  was  a 
former  vice  president  of  Texas  Medical  Association, 
died  of  a heart  attack  March  4,  1962,  in  Lubbock 
where  he  had  made  his  home  since  1955.  Before 
moving  there,  he  had  practiced  40  years  in  Welling- 
ton. 

Until  a year  ago  he  had  worked  with  the  Vet- 
erans Administration  in  Lubbock  and  had  been  sur- 
geon for  Boys’  State  in  Austin  each  summer.  Al- 
though not  in  active  practice  in  Lubbock,  Dr.  Jones 
was  on  the  courtesy  staff  of  West  Texas,  St.  Mary 
of  the  Plains,  and  Methodist  hospitals.  He  was  a 
member  of  the  American  Medical  Association, 
Southern  Medical  Association,  and  the  Lubbock- 
Crosby  Counties  Medical  Society.  He  was  elected  to 
honorary  membership  in  the  Texas  Medical  Asso- 
ciation in  1956. 
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A native  of  Gorman,  Texas,  Dr.  Jones  was  gradu- 
ated from  Baylor  University  Medical  School  in  1913. 
During  his  long  years  in  practice  in  Wellington,  he 
received  a number  of  honors.  In  1931,  he  was  elected 
Wellington’s  Most  Useful  Citizen.  He  served  as  a 
member  of  the  Board  of  City  Development,  as  a 
Scoutmaster,  and  a member  of  the  school  board  of 
the  Wellington  schools;  he  taught  a Sunday  school 
class  of  the  First  Baptist  Church,  and  was  Com- 
mander of  the  American  Legion. 

He  was  chairman  of  the  Texas  Medical  Associa- 
tion’s Section  on  Obstetrics  and  Gynecology  in  1942. 
He  had  been  presiident  of  the  Five  Counties  Medical 
Society  and  of  the  Panhandle  District  Medical  So- 
ciety. His  election  to  vice  president  of  the  Associa- 
tion came  in  1947. 

He  was  a member  of  the  Lubbock  Downtown 
Rotary  Club  and  the  Red  Raider  Club.  He  belonged 
to  the  First  Methodist  Church. 

Dr.  Jones  built  St.  Joseph’s  Hospital  in  Welling- 
ton; and  upon  its  completion  in  1938,  he  gave  it  to 
the  Dominican  Order  of  the  Catholic  Church. 

During  World  War  I,  Dr.  Jones  served  in  the 
Army  Medical  Corps.  He  was  chairman  of  the  War 
Finance  Committee  in  Wellington  during  World 
War  11.  He  was  a member  of  the  post-war  planning 
committee  that  gave  Wellington  its  Marian  Airpark, 
the  expanded  street  and  water  program  and  other 
improvements. 

Survivors  include  his  wife;  a son.  Dr.  E.  K.  Jones, 
Amarillo;  a brother.  Dr.  Calvin  Jones,  Pampa;  four 
sisters,  Mrs.  J.  A.  McCommas  and  Mrs.  Lucy  O’Neil, 
both  of  Lubbock,  Mrs.  C.  R.  Wood,  Paducah,  and 
Mrs.  Marvin  Nix,  Gorman;  and  two  grandchildren. 
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DR.  H.  L STEINBACH 

Dr.  Herbert  Louis  Steinbach,  58,  Brenham  eye, 
ear,  nose,  and  throat  specialist,  died  unexpectedly  at 
his  home  there  April  5,  1962.  Cause  of  death  was 
coronary  occlusion. 

He  had  lived  in  Washington  County  all  of  his 
life  excepting  the  years  he  was  away  in  school  and 
in  military  service. 

He  was  born  March  6,  1904,  in  Brenham,  the  son 
of  Edward  and  Bertha  (Krause)  Steinbach.  He  at- 
tended Cedar  Hill  rural  school,  Blinn  Memorial  Col- 
lege in  Brenham,  and  received  the  bachelor  of  arts 
degree  from  the  University  of  Texas,  Austin,  in  1928. 

He  was  graduated  from  the  University  of  Texas 
Medical  Branch  in  Galveston  in  1931.  The  following 
year  he  interned  at  Jefferson  Davis  Hospital,  Hous- 
ton, staying  on  to  complete  a year’s  residency  in 
1933. 

He  began  the  general  practice  of  medicine  in 
Burton,  Texas,  where  he  stayed  for  a year,  leaving 
to  do  eye,  ear,  nose,  and  throat  postgraduate  study 
in  New  Orleans  at  Tulane  University  School  of 
Medicine.  Later,  in  1936,  he  did  postgraduate  work 
in  Denver,  Colo. 

He  returned  to  Brenham  in  1935  and  entered  hiis 
specialty  practice  with  the  late  Dr.  R.  E.  Nicholson. 

From  1943  to  1946  he  served  in  the  U.  S.  Navy 
and  attained  the  rank  of  commander. 

He  was  married  June  7,  1930,  to  Miss  Elsa 
Kolwes  of  Brenham. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, the  Texas  Medical  Association  through  the 
Washington-Burleson  Counties  Medical  Society,  Tex- 
as Otolaryngological  Association,  Southern  Medical 
Association,  and  Alpha  Kappa  Kappa  medical  fra- 
ternity. 

He  was  a member  of  the  Lutheran  church,  the 
Masonic  Order,  and  the  Lion’s  Club  which  had 
presented  him  a 25  year  service  pin.  He  was  a 
member  of  the  Lutheran  Brotherhood  and  the  De- 
velopment Board  of  Texas  Lutheran  College. 
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His  hobbies  were  fishing,  going  to  his  ranch,  and 
working  with  scouts. 

He  is  survived  by  his  wife;  two  sons,  Herbert 
Louis  Steinbach,  Jr.,  an  honor  student  in  the  Uni- 
versity of  Texas  Medical  Branch  in  Galveston,  and 
John  Edward  Steinbach,  a student  at  Brenham  high 
school;  one  daughter,  Mrs.  Howard  Zuch  of  Fort 
Worth;  his  mother,  Mrs.  Edward  Steinbach  of  Bren- 
ham; two  sisters,  Mrs.  Elwald  Tiaden  and  Miss  Al- 
vina Steinbach,  both  of  Brenham;  and  two  grand- 
daughters, Carolyn  and  Laura  Anne  Zuch  of  Fort 
Worth. 


DR.  W.  W.  ANDERSON 

Dr.  Walter  Winston  Anderson,  83,  of  Kountze, 
died  April  5,  1962,  at  the  home  of  his  daughter  in 
Kountze. 


DR.  W.  W.  ANDERSON 

Born,  Nov.  15,  1878,  in  San  Saba,  Tex.,  Dr.  An- 
derson was  the  son  of  James  Leroy  and  American 
Virginia  (Barclay)  Anderson.  Most  of  his  early 
years  were  spent  in  Tyler  county  where  he  graduated 
from  Woodville  High  School. 

Following  his  graduation  with  honors  from  Mem- 
phis Hospital  Medical  College  in  1898,  Dr.  Ander- 
son began  the  practice  of  medicine  in  Castell  (Llano 
County) . Prior  to  1907,  when  he  was  made  physician 
for  Kirby  Lumber  Company  with  headquarters  in 
Beaumont,  he  praaiced  in  Angelina,  San  Augustine, 
and  Mason  counties. 

In  1912  he  married  Sarah  SteUa  Cruse,  daughter 
of  H.  A.  and  Josephine  (Collier)  Cruse  of  Wood- 
ville. She  died  Jan.  18,  1951. 

In  I9I8  he  volunteered  for  duty  in  the  army  and 
served  until  Armistice  Day  in  the  Medical  Corps. 


Before  moving  to  Kountze  in  1934,  he  practiced 
in  Daisetta.  In  Kountze  he  was  county  health  officer 
of  Hardin  County  for  more  than  20  years. 

Long  a member  of  the  Texas  and  American  Medi- 
cal Associations  through  the  Liberty-Chambers  and 
Hardin-Tyler  Counties  Medical  Societies,  he  was 
president  of  the  latter  group  in  1945. 

The  Methodist  Church  in  Kountze  observed  "Dr. 
Anderson  Night”  March  24,  1953. 

Dr.  Anderson  was  a Mason. 

He  retired  from  practice  in  1951,  and  was  an 
honorary  member  of  the  Hardin  Memorial  Hospital 
staff. 

Survivors  include  two  daughters,  Mrs.  Joada  Al- 
lums  of  Kountze  and  Mrs.  Winston  Woerheide  of 
Dallas,  and  four  grandsons. 

DR.  J.  H.  BARRETT 

Dr.  John  H.  Barrett,  Houston  specialist  in  otology, 
laryngology,  and  rhinology,  died  of  a heart  attack 
Feb.  11,  1962,  while  on  a weekend  visit  with  his 
family  at  their  farm  near  Palestine. 

Dr.  Barrett,  55,  was  one  of  the  pioneers  in  Hous- 
ton medicine  in  the  delicate  fenestration  operation 
used  to  combat  deafness.  He  was  a staff  member  of 
the  Baylor  University  College  of  Medicine. 

A native  of  Palestine,  he  had  practiced  in  Houston 
about  20  years.  Previously,  he  was  a general  prac- 
titioner in  Palestine. 

He  was  born  May  24,  1906.  His  parents  were 
Donald  M.  and  Margaret  (Faires)  Barrett  of  Pales- 
tine. He  graduated  from  Palestine  High  School  in 
1923,  and  attended  Rice  Institute,  the  University  of 
the  South  at  Sewanee,  Tenn.,  and  the  University  of 
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Texas  where  he  was  a member  of  Delta  Tau  Delta 
fraternity.  He  was  graduated  from  Baylor  University 
College  of  Medicine  in  Dallas  in  1932.  While  at 
Baylor  he  was  elected  to  Alpha  Pi  Alpha,  honorary 
medical  fraternity. 

During  1932-34  he  was  intern  and  house  surgeon 
at  Kings  County  Hospital,  Brooklyn,  N.  Y.,  house 
surgeon  at  Missouri  Pacific  Hospital  in  Palestine, 
Texas,  and  ship  surgeon  on  the  S.S.  Santa  Rita, 
Grace  Line,  with  offices  at  Hanover  Square,  New 
York  City. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, American  Academy  of  Ophthalmology  and 
Otolaryngology,  Houston  Otological  Society,  Associa- 
tion of  American  Physicians  and  Surgeons,  American 
Laryngology,  Rhinology,  and  Otology  Society,  Texas 
Otological  Association,  American  College  of  Sur- 
geons, American  Broncho-Esophagological  Associa- 
tion, and  the  Texas  Medical  Association  through 
Anderson-Houston  and  Harris  Counties  Medical  So- 
cieties. He  was  certified  by  the  American  Board  of 
Otolaryngology. 

He  was  a member  of  the  Houston  Country  Club, 
Houston  Club,  and  St.  John  the  Divine  Episcopal 
Church. 

Survivors  include  his  wife,  Mrs.  Emily  Elizabeth 
Chauncey  Barrett,  whom  he  married  in  Valdosta, 
Ga.,  on  Nov.  30,  1935;  a daughter,  Chauncey,  both 
of  Houston;  and  three  sisters,  Mrs.  G.  S.  Maury  and 
Mrs.  R.  M.  Ives  of  Houston  and  Mrs.  Gordon 
Broyles  of  Palestine. 


DR.  E.  L HAILEY 

Dr.  Eugene  L.  Hailey,  78,  of  Denison,  died  there 
Feb.  26,  1962.  He  had  practiced  medicine  for  55 
years  and  was  one  of  the  venerable  doctors  who 
began  his  career  making  calls  by  horse  and  buggy 
and  on  horseback  when  the  going  was  rough. 

Death  due  to  lower  nephron  syndrome  and  rup- 
tured peptic  ulcer  came  after  an  illness  of  three  days. 

Dr.  Hailey,  a native  of  Crystal  Springs,  Miss.,  had 
practiced  medicine  in  Celina,  Tex.,  and  Stratford, 
Okla.,  before  coming  to  Denison  35  years  ago.  He 
was  born  Dec.  15,  1883,  the  son  of  J.  M.  and  Mary 
C.  (Dyer)  Hailey. 

On  Feb.  5,  1908,  he  married  Miss  Greeta  C. 
Goodwin  in  Stratford,  Okla.  He  had  launched  his 
first  medical  practice  there  two  years  before. 

After  attending  public  schools  in  Crystal  Springs, 
he  entered  Tulane  University  of  Louisiana  School  of 
Medicine  in  New  Orleans  and  later  attended  Louis- 
ville Medical  College,  Louisville,  Ky.,  graduating 
there  in  1906. 

He  served  as  a first  lieutenant  in  the  medical 
corps  during  World  War  1. 


DR.  E.  L.  HAILEY 


He  was  active  in  civic  affairs,  a past  president  of 
the  Lions  Club,  a member  of  the  First  Christian 
Church,  and  a Mason.  His  hobbies  were  farming 
and  cattle  raising. 

During  his  long  years  in  practice.  Dr.  Hailey 
delivered  more  than  3,500  babies;  his  fee  at  first 
was  $10. 

He  was  a member  of  the  American  Medical 
Association  and  the  Texas  Medical  Association 
through  the  Grayson  County  Medical  Society  which 
in  1953  nominated  him  for  the  award  of  General 
Practitioner  of  the  Year. 

Survivors  are  his  widow  and  a daughter,  Mrs. 
Virginia  Graves,  of  Denison;  two  sisters,  Mrs.  S.  G. 
Blalock  of  Portsmouth,  Vt.;  and  Mrs.  A.  J.  Sproles 
of  New  Orleans,  La.;  and  two  nieces,  Tana  and 
Nancy  Moore  of  Denison. 


DR.  C.  E.  GRAY 

Dr.  Clarence  E.  Gray,  Ennis  eye,  ear,  nose,  and 
throat  specialist,  died  April  19,  1962,  while  on 
vacation  in  Pensacola,  Fla.  Cause  of  death  was  acute 
myocardial  infarction. 

The  79  year  old  physician  had  practiced  in  Ennis 
since  1915. 

Elected  to  honorary  membership  in  Texas  Medical 
Association  in  1952,  Dr.  Gray  had  held  membership 
through  the  Ellis  County  Medical  Society. 

He  was  born  Oct.  25,  1882,  in  Kerens,  Tex.  His 
parents  were  Leonard  and  Susan  (McCullough) 
Gray.  He  was  graduated  from  the  University  of  Tex- 
as Medical  Branch  in  Galveston  in  1908  with  the 
M.D.  degree.  He  interned  at  St.  Mary’s  Infirmary  in 
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Galveston  in  1908-1909.  From  1909  to  1911  he  was 
in  residency  at  Brooklyn  Eye,  Ear,  Nose,  and  Throar 
Hospital  in  Brooklyn,  N.  Y. 

Dr.  Gray  was  a member  of  the  Baptist  Church. 

Mrs.  Gray  survives  as  do  a step  daughter,  Mrs. 
C.  E.  Smith  of  Lubbock;  a step  son,  J.  E.  Bell  of 
Sacramento,  Calif.;  two  grandchildren;  two  brothers, 
William  Gray  and  E.  H.  Gray,  both  of  Kerens;  and 
one  sister,  Mrs.  Will  Finley  of  Kerens. 


DR.  J.  W.  COLVIN 

Dr.  Joseph  Wesley  Colvin  died  of  nephrosis 
March  9,  1962,  in  Fort  Worth.  He  had  practiced  in 
Fort  Worth  since  1948. 

Dr.  Colvin  was  born  Aug.  6,  1911,  in  Greenup 
County,  Ky.  He  was  the  son  of  David  Thomas  and 
Artie  Colvin.  The  family  moved  to  Ohio  while  Dr. 
Colvin  still  was  a small  child,  and  he  attended 
public  schools  in  Portsmouth,  Ohio,  before  being 
graduated  in  1933  from  Ohio  University.  He  re- 


ceived his  doctor  of  medicine  degree  from  the  Uni- 
versity of  Cincinnati  College  of  Medicine  in  1937, 
and  interned  the  following  year  at  the  Good  Samari- 
tan Hospital,  Cincinnati. 

Following  the  outbreak  of  World  War  II,  Dr. 
Colvin  entered  the  U.  S.  Navy  Medical  Corps,  and 
had  attained  the  rank  of  lieutenant  commander 
when  he  left  the  service  in  1947.  He  entered  Harris 
Memorial  Methodist  Hospital  in  Fort  Worth  in 
1948  as  a resident  in  orthopedics.  He  was  in  general 
practice  in  Fort  Worth  from  1949  until  his  illness 
forced  him  to  retire  in  I960. 

He  was  a member  of  the  Tarrant  County  Medical 
Society,  the  Texas  Medical  Association,  the  American 
Medical  Association,  and  the  Fort  Worth  Academy 
of  Medicine. 

On  August  21,  1934,  Miss  Adele  Berger  and  Dr. 
Colvin  were  married  in  Cincinnati.  She  survives  as 
do  four  daughters,  Mesdames  Andrew  Hill,  Houston, 
and  James  Phillips  III,  Fort  Worth,  and  Misses 
Adele  and  Susan  Colvin  of  Fort  Worth;  and  one 
son,  Joseph  W.  Colvin,  Austin. 


Coming  Meetings 


American  Medical  Association,  Chicago,  June  24-28,  1962.  Dr. 
F.  J.  L.  Blasingame,  535  N.  Dearborn,  Chicago  10,  Exec.  Vice- 
Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


June 

American  College  of  Chest  Physicians,  Chicago,  June  21-25,  1962. 

Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  Neurological  Association,  Atlantic  City,  June  18-20,  1962. 

Dr.  M.  D.  Yahr,  710  W.  168th.  New  York  32,  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  18-20, 
1962.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 


July 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 
D.  Preston,  3700  Worth,  Dallas  10,  Sec. 


National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 

American  Academy  of  Dermatology.  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5. 
1963.  Mr.  M.  F.  Cabal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas. 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedia,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago.  Oa.  27-Nov.  1,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 


American  Association  of  Genito-Utinary  Surgeons.  Dr.  W.  J.  Engel, 
2020  E.  93rd.  Cleveland  6.  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons.  Dr.  T.  D.  Cronin,  6615 
Travis,  Houston  25,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society,  New  York.  Oa.  22-26,  1962.  Mr.  G. 

Whittlesey.  521  W.  57th.  New  York  19.  Sec. 

American  College  of  Allergists.  Mr.  E.  Bauers,  2160  Rand  Tower, 
Minneapolis,  Exec.  Vice-Pres. 

American  College  of  Gastroenterology,  Chicago.  Oa.  28-31,  1962. 

Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians.  Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine, 
Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Chicago.  Feb.  6-9,  1963-  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  Atlantic  City, 
Oct.  15-19,  1962.  Dr.  W.  E.  Adams,  40  East  Erie,  Chicago.  Sec. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  New 
York.  Aug.  28-31,  1962.  Dorothea  C.  Augustin,  30  N.  Michi- 
gan. Chicago  2.  Exec.  Sec. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society.  Dr.  C.  J.  Lund,  260  Crittenden 
Blvd.,  Rochester  20,  N.  Y. 

American  Heart  Association.  Cleveland,  Oa.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago.  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oa.  15-19, 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  New  York,  Oa.  21-26,  1962. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
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American  Society  of  Clinical  Pathologists,  Chicago.  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11.  Mgr. 

American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago,  Oct. 
11-13,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  W.  F.  James. 

1540  N.  State  Parkway,  Chicago,  Sec. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 
Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4.  Sec. 

Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oa.  7-9.  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinney,  Medical  Professional  Building,  San  Antonio  12, 
Sec. 

Southwest  Regional  Cancer  Conference.  Mrs.  I.  F.  Ball.  Westchester 
House,  Fort  Worth,  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oct.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard,  544  Pasteur 
Bldg.,  Oklahoma  City  3,  Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport.  Sec. 


State 

Texas  Academy  of  General  Practice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller. 
Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health,  San  Antonio.  Oa.  10-12,  1962. 

Mr.  F.  L.  Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April,  1963. 

Dr.  Elizabeth  Gentry,  1313  Sabine,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April,  1963. 

Dr.  W.  W.  Kelton,  Jr.,  108  W.  30th.  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April, 
1963.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 

Texas  Dermatological  Society,  Dallas,  April,  1963.  Dr.  D.  S.  Blair, 
1609  Medical  Arts  Bldg.,  Dallas.  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan.  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April.  1963.  Dr.  R.  E. 
Joyner,  Box  471,  Texas  City,  Sec. 

Texas  Neuropsychiatric  Association,  Mexico  City,  Nov.  9-10,  1962. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association.  Dallas,  April,  1963.  Dr.  Harold 
Hunt,  150  Eighth  St..  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April,  1963.  Dr.  Margaret 
Watkins.  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

Louis  E.  Adin,  Jr.,  3707  Gaston,  Dallas.  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April, 
1963.  Dr.  O.  Selke,  Medical  Professional  Bldg.,  Houston,  Sec. 
Texas  Proctologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston,  Sec. 


Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30,  1962.  Dr.  J. 

Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists.  I>allas,  April,  1963.  Dr.  E.  L. 

Slataper,  Medical  Towers.  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians.  Dallas,  April,  1963.  Dr. 
L.  Levy,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  Inc.,  Dallas,  April,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April,  1963.  Dr.  R.  O. 

Brauer,  6615  Travis,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Seaion,  Dallas,  April, 
1963.  Mrs.  W.  B.  Ruggles,  3701  Stratford,  Dallas,  Sec. 

Texas  Surgical  Society.  Dr.  W.  B.  King.  Jr..  2320  Columbus  Ave., 
Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April.  1963.  Dr.  J.  C. 

Long,  805  W.  8th.  Plainview,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco.  El  Paso.  Sec. 


District 

First  District  Society.  Dr.  G.  L.  Black,  1501  Arizona.  El  Paso.  Sec. 

Second  Distria  Society.  Dr.  Broadway  Broadrick,  Box  111,  Big 
Spring,  Sec. 

Third  Discria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson,  2308 
W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr.,  3154  Reid 
Drive,  Corpus  Christi.  Sec. 

Seventh  Distria  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Eighth  Distria  Society.  Dr.  H.  Davis,  120  Barracuda, ' Galveston. 
Sec. 

Ninth  District  Society. 

Tenth  Distria  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  Distria  Soci^,  Waco,  January,  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple.  Sec. 

Thirteenth  Distria  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Leaures.  Dr.  A.  O.  Jensen,  Suite  N-1, 
Medical  Center,  Denison.  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  Match  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 
Lee.  1300  8th.  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oa.  29-31,  1962. 
Miss  Alma  F.  O’Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dabme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Mrs.  Maria  P. 
Hathaway,  1012  State  Office  Bldg.,  Austin.  Exec.  Sec. 
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Vendor  Medical  Program: 

The  Background 

During  the  Regular  Session  of  the  Texas  Legisla- 
ture, 1957,  Representative  Bob  Bullock  of  Hillsboro 
introduced  a Constitutional  amendment  to  authorize 
medical  assistance  for  recipients  under  the  Public  As- 
sistance Programs  of  Texas. 

This  amendment  went  through  the  House  of  Rep- 
resentatives with  only  three  of  1 5 0 members  dissenting. 
Senator  Crawford  C.  Martin  of  Hillsboro  then  spon- 
sored the  amendment  through  the  Texas  Senate  with- 
out a dissenting  vote.  Submitted  to  the  voters  in  No- 
vember of  1958,  it  passed  with  a majority  of  some 
four  or  five  to  one.  Consequent  to  the  passage  of  this 
amendment,  the  staff  of  the  Texas  State  Department 
of  Public  Welfare,  along  with  the  legislative  sponsors, 
gathered  data  from  other  states  to  design  a workable 
statute  as  authorized  by  the  Texas  Constitution.  In  the 
Regular  Session  of  the  57  th  Legislature  (1961)  Sen- 
ator Martin  introduced  S.  B.  79  and  guided  it  through 
the  Legislature  to  approval.  This  Act  provides  for  in- 
patient hospital  care  and  physician’s  services  while  the 
patient  is  in  the  hospital,  as  well  as  for  medical  nurs- 
ing home  care  for  recipients  of  Old  Age  Assistance  in 
this  state.  The  bill  passed  the  Senate  and  House  of  Rep- 
resentatives by  an  overwhelming  majority  and  with  no 
amendment. 

Subsequently,  during  the  special  session  of  the  Leg- 
islature, an  appropriation  was  made  providing  the  ad- 
ministering agency,  the  Texas  State  Department  of  Pub- 
lic Welfare,  with  sufficient  funds  to  launch  this  pro- 
gram on  behalf  of  the  Old  Age  Assistance  recipients  of 
Texas.  The  bill  authorized  the  Department  of  Public 
Welfare  to  administer  the  program  in  one  of  several 
ways.  The  Department  of  Public  Welfare  chose  to 


purchase  a group  hospitalization  policy  for  the 
recipients  of  Old  Age  Assistance  to  provide  for 
the  hospitalization  phase.  On  Nov.  16,  1961, 
the  Texas  State  Department  of  Public  Welfare 
entered  into  an  agreement  with  Blue  Cross  of 
Texas  to  provide  coverage  under  the  inpatient 
hospitalization  phase  of  the  program.  This  pro- 
gram is  known  as  the  vendor  medical  program. 
It  is  significant  that  this  is  the  first  time  that 
any  state  has  provided  a group  hospitalization 
plan,  such  as  the  one  now  existent  in  this  state, 
for  Old  Age  Assistance  recipients.  The  plan  has 
received  wide  acclaim  on  a state  and  national 
level  and  it  has  been  publicly  endorsed  by  the 
leaders  of  the  Texas  Medical  Association  and 
the  Texas  Hospital  Association,  among  others. 

It  must  be  emphasized  that  the  Texas  State 
Department  of  Public  Welfare  has  received 
magnificent  cooperation  from  the  Texas  Med- 
ical Association,  the  Texas  Hospital  Associa- 
tion, and  other  interested  organizations.  With 
the  continuing  aid,  cooperation,  and  help  of 
these  organizations,  there  is  no  question  but 
that  the  program  will  be  successful.  The  De- 
partment of  Public  Welfare  believes  that  the 
hospitalization  program  gives  our  senior  citizens 
who  are  recipients  of  Old  Age  Assistance  a feel- 
ing of  dignity  and  freedom  because  they  def- 
initely have  free  choice  in  their  selection  of 
physicians  and  hospitals. 

The  other  phase,  the  nursing  home  care 
portion,  of  the  vendor  medical  program  is  not 
covered  under  the  insurance  program,  but  is  ad- 
ministered entirely  by  the  staff  of  the  Depart- 
ment of  Public  Welfare.  After  many  confer- 
ences with  nursing  home  operators  and  other 
interested  groups,  the  Department  of  Public 
Welfare  Board  established  a realistic  program. 
In  an  effort  to  insure  that  the  Department 
would  not  be  paying  for  services  not  rendered, 
it  established  its  own  standards  and  criteria  for 
classifying  nursing  homes.  These  standards  and 
requirements  are  not  unreasonable.  They  have 
to  do  with  aspects  of  the  physical  plant,  the 
equipment  available,  and  the  personnel  avail- 
able to  give  nursing  services. 


The  effective  date  of  the  establishment  of 
both  phases  was  Jan.  1,  1962.  At  that  time 
there  was  already  an  established  backlog  of  re- 
cipient-patients in  hospitals,  as  well  as  recipient- 
patients  in  established  licensed  nursing  homes. 
It  has  been  a tremendous  job  for  the  Depart- 
ment to  classify  these  homes  according  to  the 
standards  mentioned,  as  well  as  typing  the  pa- 
tients in  the  nursing  homes.  At  present  we  are 
virtually  on  a current  basis  in  classification  of 
nursing  homes  and  typing  of  patients. 

Classification  of  the  homes  is  no  small  task. 
Before  a nursing  home  may  be  classified  so  that 
it  may  participate  in  the  vendor  medical  pro- 
gram, it  must  be  permanently  licensed  as  a 
nursing  home.  The  licensing  authority  rests 
with  the  State  Department  of  Health.  Once  the 
Health  Department  has  licensed  the  home,  the 
owners  of  the  home  may  apply  to  the  Depart- 
ment of  Public  Welfare  for  classification  for 
participation  in  the  vendor  medical  program. 

Since  the  Welfare  Department  is  in  effect 
buying  a service,  we  believe  it  has  the  right  to 
classify  homes  according  to  the  services  they 
may  be  qualified  to  render.  The  standards  for 
nursing  homes  set  up  by  the  Department,  there- 
fore, establish  criteria  for  classified  homes  under 
three  categories: 

Class  I. — Homes  so  equipped  and  staffed 
as  to  provide  minimum  nursing  care; 

Class  II. — Homes  so  equipped  and  staffed 
as  to  provide  moderate  nursing  care; 

Class  III. — Homes  so  equipped  and  staffed 
as  to  provide  intensive  nursing  care. 

The  primary  difference  in  these  classifica- 
tions is  in  the  nursing  ratio  requirements,  as 
well  as  the  requirements  regarding  licensed 
nurses. 

The  typing  of  the  patient  is  based  upon  a 
medical  report  from  the  individual’s  family 
physician  and  a social  report  from  the  Depart- 
ment’s field  worker.  It  was  necessary  for  the 
Department,  operating  within  established  mon- 
etary limits,  to  develop  such  criteria  and  stand- 
ards which  would  insure  the  aged  recipient-pa- 
tient’s being  properly  typed  as  to  the  care  re- 
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quired.  The  rates  paid  by  the  state  for  this 
nursing  care  depend  upon  the  type  of  nursing 
care  required  as  well  as  upon  the  classification 
of  the  nursing  home. 

Current  statistics:  As  of  the  end  of  May, 
1962,  more  than  28,000  new  hospital  admis- 
sions had  been  paid  by  Blue  Cross  under  this 
program.  The  average  amount  for  the  individu- 
al hospital  bill  was  approximately  $187.  The 
average  stay  in  the  hospital  was  8.8  days.  Of 
the  recipients  of  Old  Age  Assistance  hospital- 
ized, 63  per  cent  were  women. 


Table  1. — Breakdown  of  Diagnoses 


Disease  of 

Total  % 

Male  % 

Female  ' 

Circulatory  System  

.19.9 

20.3 

19.6 

Respiratory  System 

, .18.3 

17.3 

18.9 

Digestive  System  

15.1 

14.2 

15.7 

Nervous  and  Sense  Organs 

. . 9.8 

10.0 

9.7 

G.  U 

. . 8.4 

11.8 

6.4 

Bones  and  Organs  of  Move 
ment  

. . 2.2 

1.7 

2.5 

Skin  and  Cellular  Tissue.  , 

. . 1.4 

1.4 

1.4 

Blood  and  Blood  Forming 
Organs  

. 1.2 

1.2 

1.2 

Neoplasm  

. . 7.8 

7.2 

6.8 

Other  conditions 

Allergy,  Endocrine,  Metabolic, 
and  Nutritional  2.8 

2.5 

3.0 

Infeaive  or  Parasitic 

, . 0.9 

0.9 

0.9 

Ill-defined  Conditions 

. . 4.5 

5.1 

4.1 

Accidents,  Poisoning,  and 
Violence  

. 8.3 

5.9 

9.6 

As  of  July  1,  approximately  396  licensed 
nursing  homes  and  hospitals  are  participating  in 
the  nursing  care  phase.  According  to  figures 
obtained  from  the  Health  Department,  on  Nov. 
24,  1961,  there  were  353  nursing  homes  li- 
censed in  Texas.  This  figure  as  of  May  1,  1962, 
has  increased  to  460  licensed  nursing  homes  in 
Texas.  There  are  more  than  5,500  recipients  of 
Old  Age  Assistance  in  these  homes  who  are  eli- 
gible for  the  nursing  care  phase  of  this  program. 

— J.  T.  Phillips,  M.D.,  Austin,  Texas, 
Medical  Director, 

State  Department  of  Public  Welfare. 

Presented  to  the  Clinical  Medicine  Seaion,  Texas  Society 
on  Aging,  meeting  in  Austin  on  May  15,  1962. 


Radiation  Hysteria 

Public  awareness  of  the  effects  of  fall-out 
radiation  has  produced  a wave  of  radiation  hys- 
teria. The  first  public  radiation  scare  occurred 
in  1905,  and  the  second  in  1925.  Physicians 
survived  both  eras  with  little  damage.  As  a 
matter  of  fact,  they  gained  in  knowledge,  and 
learned  to  use  this  modality  in  diagnosis  and 
therapy  better  than  before. 

The  question  arises  as  to  the  ability  of  medi- 
cal practitioners  to  survive  the  present  wave  of 
radiation  hysteria  and  still  render  good  and  ade- 
quate medical  care.  Members  of  the  Texas  Der- 
matological Society  believe  that  the  many  re- 
cent statements  in  advertising,  in  medical  mag- 
azines, and  even  in  textbooks,  by  eminent 
physicians  decrying  the  use  of  x-ray  should  not 
deter  any  doctor  from  using  his  own  good 
judgment.  At  a recent  meeting  of  the  Ameri- 
can Academy  of  Dermatology,  this  opinion 
was  sustained.  A noted  radiologist  commented 
that  it  should  never  be  stated  that  a specific 
irradiation  procedure  must  never  be  done.  It  is 
believed  that  many  instances  arise  in  medicine 
in  which  any  procedure  is  justified.  If  a physi- 
cian is  hindered  in  giving  his  best  treatment 
because  of  anxiety  that  is  related  to  possible 
medicolegal  consequences,  the  patient  will  suf- 
fer. So,  in  fact,  will  organized  medicine. 

Members  of  the  Texas  Dermatological  So- 
ciety wish  to  go  on  record  as  believing  in  the 
soundness  of  the  organization  and  in  their  abil- 
ity to  practice  good  medicine,  in  spite  of  the 
present  wave  of  radiation  hysteria. 

— Duncan  O.  Poth,  M.D., 

San  Antonio,  Texas,  President, 
Texas  Dermatological  Society. 


A unique  hearing  aid,  requiring  installation  of  a miniature  receiver  in  a hollow 
false  tooth,  is  reported  perfected  by  a physician  and  a dentist,  according  to  Medical 
World  News.  Through  contact  with  a live  tooth  next  to  the  false  one,  electric  signals 
are  transmitted  to  the  brain  via  dental  and  facial  nerves. 
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Last  Frontier  or  New  Frontier? 


President  John  F.  Kennedy  and  Administration  leaders  have  brought 
great  pressure  upon  members  of  the  House  Ways  and  Means  Committee  for 
a compromise  agreement  on  the  King -Anderson  bill.  Through  HEW  Secre- 
tary Abraham  Ribicoff , Mr.  Kennedy  has  announced  that  he  will  settle 
for  any  change  in  the  bill  as  long  as  the  funds  to  implement  it  are 
collected  through  the  social  security  program.  This,  of  course,  is 
the  President's  prime  effort  to  further  the  Administration's  so- 
cialistic welfare  program  without  regard  for  the  real  needs  of  the 
aged  citizens. 

At  the  present  time  in  the  Senate,  Senators  Anderson,  Javits,  and 
others  have  offered  an  amendment  to  H.R.  10606  which  includes  the 
social  security  approach  for  medical  care.  If  the  amendment  is  adopt- 
ed, the  bill  would  then  go  to  a conference  of  committees,  composed 
of  Senators  and  Congressmen,  to  adjust  differences. 

The  people  of  Texas  and  of  all  these  United  States  must  be  made  aware 
of  the  danger  of  any  sort  of  health  care  through  social  security.  It 
would  lead  to  more  bills  for  our  "welfare"  being  financed  through 
the  social  security  tax  which  would  have  to  be  increased  until  the 
income  tax  and  the  social  security  tax  combined  were  so  great  that 
the  federal  government  would  receive  the  maj  or  part  of  the  national  *: 
income.  If  we  apply  the  socialistic  principle  of  "from  each  accord- 
ing to  his  ability,  to  each  according  to  his  needs",  socialization 
by  taxation  can  be  accomplished  just  as  effectively  as  by  revolu- 
tion. 


Extreme  pressure  has  been  applied  to  our  Congressmen  by  intimating 
that  the  government  will  withhold  grants  for  federal  projects  in 
their  districts  or  states.  They  are  forced  into  "voting  scared".  It 
is  a deplorable  situation  when  a people  lives  in  fear  of  its  own  gov- 
ernment because  of  extreme  executive  pressure. 

Men  of  long  experience  in  Washington  feel  grave  concern  over  the 
dictatorial  position  of  the  national  administration.  The  Presi- 
dent is  using  the  emotional  appeal  of  helping  sick 
elderly  people,  whether  or  not  they  are  able  to  pay 
their  bills,  to  crack  the  Last  Frontier  of  individu- 
alism so  that  the  New  Frontier  of  socialism  may  pre- 
vail. This  could  be  the  very  last  mile  of  any  desir- 
able frontier  in  America. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 
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Freedoms  lost  to  big  government  are  seldom, 
if  ever,  regained.  Physicians  and  their  repre- 
sentative organization,  the  American  Medical 
Association,  must  stand  steadfast  against  gov- 
ernmental encroachment,  in  behalf  of  the  na* 
lion's  health  and  economic  well  being. 


Baptism  by  Fire 


Have  you  ever  faced  a hostile  audience  at  a 
public  meeting? 

Have  you  ever  had  your  motives  impugned  in  print 
or  your  statements  distorted  on  radio  or  television? 
Has  an  organization  you  work  for  ever  undergone 
; this  kind  of  attack?  As  President  of  the  American 
:V  Medical  Association,  I have,  and  so  has  the  associa- 
. tion  of  179,000  [now  186,000}  member-physicians 
which  I represent. 

A man  and  a great  organization  can  stand  con- 
- structive  criticism.  They  can  even  take  an  occasional 
low  blow.  But  when  they  are  fouled  time  after  time, 

. both  man  and  organization  get  irate.  They  should 
get  fighting  mad  when  all  the  good  they  have 
wrought  becomes  lost  in  a sea  of  distortions. 

I have  reached  that  point. 

In  the  Oil,  Chemical  and  Atomic  Union  News 
for  Feb.  20,  1961,  there  appears  an  article  entitled 
^ "How  AMA  Cracks  Whip  on  Your  Doctor”.  There 
7 is  no  by-line;  if  I were  a journalist,  I would  be 
ashamed  to  have  my  name  on  it.  Allegedly,  here  is 
' how  this  newspaper  garnered  the  so-called  facts  for 
this  piece  of  sensationalism; 

"To  find  out  the  answers  and  to  explore  the 
details  of  how  a few  powerful,  aging,  wealthy 
political  doctors  exercise  so  much  control.  Un- 
ion News  interviewed  a number  of  AMA  mem- 
bers who  must  remain  completely  anonymous 
' in  order  to  protect  themselves  from  reprisals”. 

This  kind  of  cover-up — anonymous  informants — 
is  the  oldest  and  worst  kind  of  journalism. 

I suppose  I am  one  of  those  alleged  "few  power- 
ful, aging,  wealthy  political  doctors”  exercising  all 
the  control.  However,  I am  afraid  that  the  only 
adjective  I live  up  to  is  the  one  about  "aging”. 

"How  about  powerful?”  you  might  ask.  Well,  I 
was  elected  President-Elect  by  the  AMA  House  of 
Delegates,  the  policy-making  body  of  211  members 


representing  each  state  medical  society.  These  dele- 
gates are  elected  by  the  physicians  in  their  respective 
states,  whom  they  represent.  My  term  of  office  was 
for  two  years — one  year  as  President-Elect  and  one  as 
President;  no  man  in  our  association  has  a monopoly 
on  the  highest  office. 

AMA  delegates,  too,  are  elected  for  short  terms, 
much  like  U.  S.  Congressmen,  and  they  can  be  voted 
out  at  the  next  state  election.  Even  the  nine  mem- 
bers of  the  AMA’s  Board  of  Trustees  are  elected  for 
five-year  terms,  and  may  succeed  themselves  only 
once.  The  charge  that  the  AMA  is  a hierarchy,  a 
clique,  or  a dictatorial  group,  simply  is  not  true.  A 
former  president  of  the  AMA,  such  as  I,  is  about 
as  powerful  in  the  organization  as  President  Eisen- 
hower is  in  the  Kennedy  administration.  As  a mem- 
ber of  organized  medicine,  however,  he  retains  his 
voice  in  who  represents  him  in  his  local,  state,  and 
national  medical  associations. 

The  writer  of  the  sensational  article  cited,  who- 
ever he  may  be,  has  allowed  his  imagination  to  run 
away  with  him,  and  his  misinformation  has  been 
used  as  malicious  propaganda.  Here  are  a few  ex- 
amples: 

"There  isn’t  an  organization  in  the  United  States 
that  exercises  more  dictatorial  control  over  its  mem- 
bership than  the  AMA  . . . The  organization  . . . 
grinds  out  vicious  propaganda  . . . [and}  exercises 
total  discipline  over  the  economic  life  of  its  mem- 
bership”. 

This  article  is  not  the  first  outpouring  of  hate 
against  the  American  Medical  Association.  Many 
news  releases,  articles,  editorials,  pamphlets,  and 
books  have  been  written  with  the  intent  of  destroy- 
ing its  prestige  and  that  of  the  179,000  [now  186,- 
000}  physicians  it  represents.  In  I960,  representatives 
of  an  organization  called  COPE  (the  AFL -CIO’s 
Committee  on  Political  Education)  issued  a "political 
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memo”  entitled  "The  Forand  Bill  and  the  Record  of 
the  AMA.”  In  it  the  AMA  was  labeled  the  leader  "in 
the  parade  of  reactionary  forces,”  and  the  association 
and  its  members  were  falsely  charged  with  opposing 
everything  from  compulsory  smallpox  vaccination  to 
school  health  service  legislation. 

AMA  officials  examined  the  AMA  position  and 
record  on  each  count.  Documenting  their  answer  to 
the  charges,  they  called  for  a retraction  of  these  false 
accusations  and  an  apology.  The  reply  they  got  was 
to  the  effect  that,  "We,  COPE,  believe  the  charges 
to  be  true.” 

Even  though  COPE  spokesmen  failed  to  document 
any  of  their  charges  and  the  AMA  officials  docu- 
mented their  rebuttals,  the  distortions  and  half-truths 
originated  by  COPE  have  been  repeated  in  news- 
papers, magazines,  and  speeches.  Not  long  ago  I 
participated  in  a debate  entitled:  "How  Shall  the 
Medical  Care  of  Our  Aging  Population  Be  Fi- 
nanced?” My  opponent,  a former  Social  Security 
administrator,  used  some  of  the  allegations  that  had 
been  made  by  COPE  representatives.  Obviously,  he 
had  accepted  the  charges  as  truth  without  checking. 
For  example,  he  charged  that  the  AMA  had  opposed 
compulsory  smallpox  vaccination.  The  truth  is  that 
the  AMA  has  fought  for  it  since  1863.  He  further 
stated  that  the  AMA  had  opposed  governmental  in- 
fant and  maternal  clinics.  The  truth  is  that  the 
AMA  favored  the  intent  of  the  legislation  but  had 
disagreed  with  the  method  proposed.  AMA  spokes- 
men asked  that  the  states  be  permitted  to  establish 
their  programs  with  the  cooperation  of  the  U.  S. 
Public  Health  Service,  instead  of  the  reverse. 

The  AMA  was  created  in  1847  with  only  two 
guiding  objectives.  These  two  objectives  are  the  same 
today  as  they  were  then. 

1.  To  promote  the  science  and  art  of  medicine. 

2.  To  promote  the  betterment  of  the  public  health. 

A myriad  of  projects  has  been  instituted  by  the 

AMA  for  the  betterment  of  the  public  health.  Let 
me  give  a few  examples.  The  association’s  relentless 
efforts  in  behalf  of  the  public  started  with  the  up- 
grading of  medical  schools.  The  first  objective  of 
the  AMA  was  to  elevate  standards  of  training  to  a 
uniform  level  throughout  the  medical  schools  in  the 
nation.  Today,  standards  in  the  approved  medical 
schools  in  the  United  States  are  the  highest  in  the 
world. 

The  efforts  of  the  physician-membership  of  AMA 
and  a staff  of  700  persons  have  brought  about,  or 
have  helped  to  bring  about,  the  following:  exposure 
of  quacks  and  medical  frauds;  telephone  systems  for 
emergency  care  of  patients;  improved  hospital  stand- 
ards; more  dependable  drugs;  enriched  bread,  im- 
proved baby  foods,  and  vitamin  D fortified  milk; 
safety  devices  for  automobiles;  adequate  labels  for 
all  poisonous  substances  that  are  sold;  poison  control 
centers;  warnings  about  the  possible  misuse  of  plastic 


bags;  mammoth  growth  in  voluntary  health  insur- 
ance; recruitment  of  talented  boys  and  girls  for  medi- 
cal careers;  and  scores  of  projects  to  assist  older  peo- 
ple in  their  homes  and  communities. 

What,  then,  are  the  real  motives  of  those  who 
malign  the  medical  profession? 

Medical  practitioners  and  their  representative  or- 
ganization, the  AMA,  are  significant  barriers  to  the 
extension  of  governmental  control  of  American  so- 
ciety. They  actively  oppose  governmental  encroach- 
ment on  the  freedoms  of  patients  and  those  of  physi- 
cians, hospitals,  and  allied  organizations  on  the 
health  team.  Some  persons  view  the  medical  profes- 
sion and  the  private  practice  system  of  medical 
care  as  the  first  target  in  their  efforts  for  full  statism. 
In  socialized  countries  around  the  world,  the  con- 
trol of  medicine  was  the  first  objective,  then  other 
segments  of  private  life  and  private  enterprise  were 
dragged  under  governmental  control. 

In  medicine,  in  business,  in  industry,  and  in  poli- 
tics, America  has  a system  unmatched  in  all  history 
and  in  the  world  today.  Yet  there  are  formidable 
spokesmen  who  are  determined  to  change  it  all.  In 
the  last  few  years  the  proponents  of  government 
medicine  have  been  attempting  to  get  a foothold  in 
the  medical  profession.  Instead  of  staging  a massive, 
frontal  attack,  they  have  selected  one  segment  of 
the  population — the  aged — and  have  sought  to  place 
the  financing  of  medical  care  for  the  elderly  under 
the  federal  government’s  Social  Security  System.  The 
AMA  has  opposed  their  efforts;  as  a result,  one  of 
the  most  frequent  accusations  that  is  hurled  against 
the  association  is  that  it  is  "against  old  people”.  Yet 
it  has  been  the  doctors  of  this  nation,  in  ccx)pera- 
tion  with  researchers,  with  hospitals,  and  with  many 
other  allies,  who  have  helped  to  create  the  new  and 
growing  segment  of  the  population  called  the  aged, 
or  over-65,  group.  Approximately  25  per  cent  of  all 
the  people  in  the  world  who  ever  attained  the  age 
of  65  are  living  today.  In  the  United  States  alone, 
there  are  more  than  16,000,000  persons  over  65. 
Even  more  remarkable  is  the  fact  that  most  of  these 
people  are  still  active,  are  in  reasonably  good  health, 
are  in  fairly  good  financial  condition,  and  can  con- 
tribute a great  deal  to  society  in  many  ways. 

The  American  Medical  Association  long  ago 
pledged  itself  to  improve  the  lot  of  the  aged  at 
the  state  and  community  level.  This  it  has  done,  and 
is  doing,  by  promoting  retirement  villages,  new  nurs- 
ing homes,  chronic  disease  centers,  home  care  pro- 
grams, recreational  facilities,  and  research  projects. 

Recently  the  American  Medical  Association  has 
come  under  direct  attack  by  a member  of  the  Ken- 
nedy Administration’s  Cabinet  on  the  issue  of  financ- 
ing medical  care  for  the  aged. 

Physicians  have  pledged  themselves  to  help  those 
who  need  help,  but  they  do  not  believe  that  tax 
dollars  should  be  used  to  finance  the  medical  and 
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hospital  expenses  of  those  who  are  able  to  finance 
the  cost  of  their  own  medical  care.  That  is  why  the 
AMA  supports  the  present  law  of  the  land,  the  Kerr- 
Mills  Medical  Assistance  for  the  Aged  Act,  which 
was  passed  by  Congress  in  I960.  This  law  provides 
broad  medical  care  benefits  for  persons  over  65  who 
need  financial  assistance.  It  covers  both  the  indigent 
and  the  near-needy — those  who  can  take  care  of 
day-to-day  living  expenses  but  who  would  have  dif- 
ficulty meeting  high  bills  resulting  from  long  or 
serious  illness. 

The  AMA  opposes  placement  of  medical  care  for 
older  persons,  regardless  of  their  financial  position, 
under  a social  security  medicine  system,  as  proposed 
by  the  Administration.  Any  plan  to  blanket  a seg- 
ment of  the  population  under  governmental  medi- 
cal programs,  regardless  of  an  individual’s  needs,  is 
an  open  invitation  for  expansion  of  such  schemes  to 
include  everyone  under  compulsory  national  medi- 
cine. 

The  Secretary  of  the  Department  of  Health,  Edu- 
cation and  Welfare  has  accused  AMA  spokesmen  of 
not  telling  the  truth  on  this  whole  issue.  We  say 
it  is  socialized  medicine,  and  Mr.  Ribicoff  says  it 
is  not. 

I believe  that  the  AMA  is  right.  In  New  America, 
publication  of  the  Socialist  party,  this  statement  has 
appeared:  "Once  the  Forand  bill  is  passed  this  nation 
will  be  provided  with  a mechanism  for  socialized 
medicine,  capable  of  indefinite  expansion  in  every 
direction  until  it  includes  the  entire  population.” 

Mr.  Ribicoff  also  charges  that  the  AMA  is  a pow- 
erful lobbyist  against  social  security  medicine.  How- 
ever, he  fails  to  say  that  the  association  is  a strong 
advocate  of  making  the  present  law  of  medical  as- 
sistance for  the  aged  work.  He  also  fails  to  mention 
that  the  two  most  powerftd  lobbies  in  the  United 
States — the  federal  government  and  the  AFL-CIO — 
are  promoting  the  use  of  the  social  security  mechan- 
ism instead  of  the  present  law. 

Mr.  Ribicoff,  who  is  supposed  to  be  assisting  in 
carrying  out  the  law  of  the  land,  actually  down- 
grades the  Kerr-Mills  Act.  He  says  that  it  cannot 
"possibly  take  care  of  the  vast  number  of  people. 
The  indigent,  the  people  that  are  really  poor,  that 
are  on  welfare,  will  be  taken  care  of  by  this  (Kerr- 
Mills),  but  the  average  American,  self-respecting 
who  works  for  a living  cannot  be  taken  care  of,  in 
my  opinion,  unless  it’s  done  under  Social  Security.” 

Kerr-MiUs  legislation  never  was  designed  to  take 
care  of  all  Americans,  over  or  under  65.  It  was  de- 
signed to  help  those  who  need  help  in  financing 
their  medical  care.  It  specifically  assists  the  needy 
and  near-needy,  and  this  is  as  far  as  the  government 
— federal,  state,  or  local — should  go.  To  help  the  per- 


son who  takes  care  of  himself  is  to  have  the  federal 
government  meddling  in  one’s  private,  personal 
affairs. 

Mr.  Ribicoff  also  claims  that  the  social  security 
system  is  a tried  and  tested  social  insurance  program. 
This  is  a misrepresentation.  The  facts  are  as  follows: 

1.  The  social  security  trust  fund  has  only 
about  $20,000,000,000  in  it,  but  it  has  obliga- 
tions of  more  than  $88,000,000,000  to  current 
payees. 

2.  If  discontinued  in  1965,  social  security 
could  pay  only  20  per  cent  of  the  $114,000,- 
000,000  in  benefit  indebtedness  owed  to  the 
then  current  beneficiaries. 

3.  Young  workers  and  those  who  enter  the 
labor  market  in  the  future,  together  with  their 
employers,  will  pay  more  in  taxes  than  they 
will  receive  in  benefits. 

Furthermore,  the  social  security  program  is  not 
"insurance”.  Benefits  are  not  paid  out  of  accumulated 
reserves,  as  in  private  insurance  programs,  but  are 
paid  out  of  current  income.  This  is  not  insurance. 
Under  the  social  security  system,  the  burden  of  bene- 
fits simply  is  being  passed  on  to  future  generations. 

Finally,  in  a desperate  attempt  to  minimize  the 
effect  of  the  AMA’s  effective  arguments  against  pro- 
posed social  security  medicine,  Mr.  Ribicoff  infers 
that  the  Association  does  not  represent  the  majority 
of  physicians.  Certainly,  some  physicians  do  not 
agree  with  the  AMA’s  stand,  but  the  percentage  is 
small. 

Mr.  Ribicoff  also  has  said  that  the  AMA  uses 
sanctions  against  members  who  don’t  go  along  with 
Association  policy.  'This  is  a falsehood. 

Despite  Mr.  Ribicoff’s  criticisms  and  those  of 
others,  the  American  Medical  Association  will  con- 
tinue to  be  a friend  of  the  people,  not  its  foe.  It 
will  continue  to  be  an  instrument  for  the  fastest 
medical  progress  possible,  and  will  continue  to  be 
a watchdog  of  the  nation’s  health.  It  will  stand  stead- 
fast against  any  interference  with  the  freedoms  of 
Americans  and  against  governmental  tampering  with 
business,  industry,  and  the  free  enterprise  system. 

Freedoms  lost  to  big  government  are  seldom,  if 
ever,  regained.  If  medicine  is  forced  to  capitulate  to 
big  government,  other  professions  and  businesses  may 
soon  follow.  Medical  practitioners  do  not  intend  to 
surrender.  They  are  confident  that  with  the  support 
of  all  those  who  believe  in  the  free  enterprise  sys- 
tem, they  can  win  the  battles — and  the  war — against 
governmental  encroachment. 

— E.  Vincent  Askey,  M.D.,  Los  Angeles,  Calif.,  Past 

President,  American  Medical  Association. 
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Clinical  Manifestations  J 
of  Nonspecific  Myocarditis 


RAYMOND  D.  PRUITT,  M.D. 


A GENERATION  ago,  advances  in  medical  knowl- 
edge were  rendering  outmoded  the  terms 
"chronic”  or  "non-specific  myocarditis”  as  appro- 
priate diagnoses  for  forms  of  congestive  heart  failure 
having  no  evident  cause  in  severe  valvular  disease  or 
acute  rheumatic  fever.  It  was  necessary  to  realize  that 
most  of  these  cases  of  congestive  failure  were  not 
associated  with  pathologic  changes  appropriately  des- 
ignated "myocarditis”  before  advancing  to  the  equally 
significant  realization  that  a few  of  them  were.  These 
few,  as  evidenced  by  the  smdies  of  Saphir^,  and  by 
Gore  and  Saphir'*,  compose  a small  percentage  of 
instances  in  which  cellular  infiltrates  can  be  found 
in  the  myocardium  at  the  time  of  necropsy.  In  most 
cases,  these  cellular  infiltrates  were  expressions  of 
systemic  infectious  disease  which  caused  death.  Im- 
pairment of  myocardial  function,  however,  made  only 
a limited  contribution  to  this  fatal  outcome. 

To  the  clinician,  myocarditis  becomes  an  in- 
triguing diagnostic  entity  when  it  is  the  major  or 
sole  pathologic  process  morphologically  identifiable, 
and  when  no  specific  etiologic  basis  for  it  can  be 
established.  Under  such  circumstances,  such  cryptic 
terms  as  "Fiedler’s  myocarditis,”  "idiopathic  myo- 
carditis,” and  "nonspecific  myocarditis”  may  be  ap- 
plied. But  when  affixed  to  a diagnostic  enigma, 
these  terms  are  but  an  introduction  to  a study  filled 
with  perplexing  mystery. 

Let  us  reflect  on  the  nature  of  the  problem.  To 
eliminate  contention  over  the  presence  or  absence  of 
myocardial  cellular  infiltrates  as  a feature  essential 
to  a diagnosis  of  myocarditis,  we  may  adopt  as  an 
alternative,  for  purposes  of  this  broad  view,  the  term 
"myocardiopathy”.  Elimination  of  this  arbitrary  cri- 
terion is  a rational  step,  since  a myocardium  infil- 
trated with  cells  at  one  stage  of  a disease  might  be 
devoid  of  cells  when  final  microscopic  examination 
is  made. 

Viewed  in  panorama,  the  realm  of  myocardiopathy 
is  not  homogeneously  formed  (Fig.  1).  A cluster  of 
cases  called  "familial  cardiomegaly”  occupies  one 
segment,  peripherally  placed.  Another  fringe  area 
contains  a concentration  of  cases  labeled  "adult  endo- 
cardial fibroelastosis”.  A group  somewhat  isolated — 


not  only  in  our  figurative  realm  but  also  by  the  real- 
ities of  geography — bears  the  name  "endomyocardial 
fibrosis”.  In  a zone  proximate  to  that  of  familial 
cardiomegaly,  but  definitely  beyond  the  usually  ac- 
cepted domain  of  idiopathic  myocardiopathy,  are 
cases  of  myocardiopathy  associated  with  Friedreich’s 
ataxia. 

These  clusters  of  cases  bearing  names  of  implied 
specificity  are  ranged  around  a nondescript  central 
zone  of  cases  still  bearing  the  ignominious  label 
"nonspecific  myocarditis”  or  "myocardiopathies  of 
undetermined  origin”.  For  those  who  would  hide 
ignorance  with  an  eponym,  they  may  be  termed 
"Fiedler’s  myocarditis”,  although,  as  Kline  and 
Saphir®  have  pointed  out,  Fiedler  "described  an  acute 
form  of  myocarditis,  of  sudden  onset  and  with  a 
quickly  developing  fatal  course.  However,*' in  later 
years,  the  term  'Fiedler’s  myocarditis’  was  also  ap- 
plied to  a type  of  myocarditis  anatomically  similarly 
isolated,  and  inevitably  causing  death  with  myocar- 
dial failure,  but  in  a patient  who  gradually  developed 
symptoms  with  a protracted  downhill  course.” 

In  what  measure  fragmentation  of  the  myocardiop- 
athies is  justified  is  debatable.  Certainly  the  instance 
of  the  family  reported  by  Evans,^  in  which  six  mem- 
bers in  two  generations  died  of  "familial  cardio- 
megaly”, (three  of  the  six  diagnoses  were  confirmed 
at  necropsy)  gives  strong  support  to  the  role  of  a 
genetic  factor  in  certain  instances  of  myocarditis  or 
myocardiopathy.  Sommers®  also  has  reported  cardio- 
megaly and  death  at  an  early  age  in  three  of  five 
siblings.  Histologic  study  disclosed  scarring  and  cel- 
lular infiltration  sufficient  to  satisfy  at  least  the 
minimum  criteria  for  a diagnosis  of  myocarditis. 
Therefore,  apart  from  the  familial  incidence,  these 
latter  cases  would  be  indistinguishable  from  sporad- 
ically occurring  cases  of  myocarditis. 

'Thomas,  Randall,  Bland,  and  Castleman®  reviewed 
10,000  autopsies  at  the  Massachusetts  General  Hos- 
pital, and  found  24  cases  of  chronic  heart  disease 
with  hypertrophy  of  uncertain  etiology.  Of  these,  20 
"had  in  common  abnormal  degrees  of  (endocardial) 
fibroelastosis”,  and  the  remaining  four  cases  "had 
little  in  common  with  the  above  group  or  with  each 
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Nine  cases  are  presented  to  illustrate 
the  clinical  manifestations  of  non- 
specific myocarditis.  That  this  prob- 
ably is  a heterogeneous  disease  is 
recognized,  as  is  the  need  for  further 
studies  in  this  field. 


other”.  This  study,  remarkable  for  its  thoughtful  and 
discerning  analysis  of  the  problem  of  heart  disease  of 
obscure  etiology,  provokes  a quandary:  are  those 
who  come  to  necropsy  at  Massachusetts  General  Hos- 
pital peculiarly  disposed  to  endocardial  fibroelastosis 
and  peculiarly  exempt  from  nonspecific  myocarditis 
and  familial  cardiomegaly,  or  is  the  divergence  in 
experience  primarily  a reflection  of  varying  diag- 
nostic criteria  and  labeling? 

Thomas  and  associates  do  draw  a sharp  distinaion 
between  the  findings  in  their  12  adult  cases  of 
endocardial  fibroelastosis  and  the  findings  in  3 
cases  of  East  African  endomyocardial  necrosis  sub- 
mitted by  Prof.  J.  N.  P.  Davies.  They  state: 

"On  gross  examination  the  most  prominent 
feature  of  his  (Prof.  Davies’)  specimens  is 
patchy  endocardial  thickening.  However,  on 
histologic  examination  the  thickened  areas 
show  destruction  of  the  original  endocardium 
and  adjacent  myocardium,  with  replacement  by 
vascular  fibrous  tissue.  In  these  areas  the  elastic 
tissue  of  the  original  endocardium  remains  only 
as  broken,  irregular  masses.  This  is  in  striking 
contrast  to  the  intact  proliferating  elastic  tissue 
in  endocardial  fibroelastosis.” 

This  represents  a highly  desirable  but  also  highly 
uncommon  effort  by  two  groups  of  investigators  to 
compare  at  first  hand  their  results. 

Prof.  Davies  himself  has  continued  this  effort  at 
analysis  and  correlation  of  the  myocardiopathies  in 
his  review  article.^  Noting  that  "the  center  of  the 
African  continent  is  no  place  in  which  to  write  a 
comprehensive  review”,  he  proceeds  to  record  one  of 
the  most  perceptive  and  enlightened  discussions  thus 

Dr.  Pruitt  is  professor  and 
chairman  of  the  Depart- 
ment of  Medicine,  Baylor 
University  College  of  Medi- 
cine. He  presented  this  pa- 
per before  the  Section  on 
Internal  Medicine  during 
the  Texas  Medical  Associ- 
ation's Annual  Session  in 
Galveston  in  April,  1961. 


Fig.  1.  The  diagram  represents  certain  relationships 
within  the  realm  of  the  myocardiopathies. 


far  published  of  these  perplexing  myo-endocardial 
diseases.  He  notes  specifically  the  role  of  the  "lump- 
ers” and  the  "splitters”  in  the  field.  The  "lumpers” 
would  lump  conditions  together,  "as  an  aid  to  de- 
scription and  memorizing  and  particularly  in  teach- 
ing, or  sometimes  out  of  inborn  conservatism  of 
mind”.  Davies  argues  persuasively,  however,  "in  the 
field  of  the  obscure  endocardial  diseases  it  is  now 
time  for  splitting,  even  if  only  into  a number  of 
temporary  categories  which  further  knowledge  may 
enable  some  synthesizer  to  put  together  again”. 

The  seemingly  major  significance  of  geography, 
or  race,  or  both,  has  been  impressed  on  the  author 
as  a newcomer  to  the  Gulf  Coast  region  with  its 
major  segment  of  Negro  population.  Colleagues  in 
several  hospitals  frequently  present  a patient,  com- 
monly a young  Negro  man,  whose  condition  has 
been  diagnosed  as  nonspecific  myocarditis.  The 
seemingly  high  incidence  of  congestive  failure  of 
undetermined  origin  in  this  segment  of  the  popula- 
tion is  impressive.  Whether  any  uniform  pattern  of 
myocardial  changes  exists  in  these  patients  remains 
undetermined.  The  frequency  of  atrioventricular 
valvular  involvement  in  the  endomyocardial  fibrosis 
of  East  Africa  and  the  infrequency  of  such  involve- 
ment in  American  Negroes  renders  a common  path- 
ology or  etiology  unlikely.  Finally,  I am  not  im- 
pressed with  the  likelihood  of  dietary  deficiency  as 
an  etiologic  factor  in  the  production  of  congestive 
failure  in  the  patients  studied  in  the  Houston  hos- 
pitals. 

These  comments  on  myocarditis  or  myocardi- 
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Fig.  2.  In  electrocardiogram  and  thoracic  roentgeno- 
gram, (case  3)  findings  simulated  pericarditis  attended 
by  inflow  tract  obstruction. 
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opathy  of  undetermined  origin  emphasize  the  need 
for  correlative  pathologic  studies  and  for  more 
knowledge  of  normal  and  abnormal  myocardial  me- 
tabolism. Pending  these  fundamental  developments, 
the  clinician  must  apply  the  only  approach  currently 
open  to  him — empiricism. 

Since  the  only  common  feature  in  obscure  cardiac 
diseases  is  their  failure  to  respond  to  any  form  of 
therapy  ( Follis,  R.  H.,  "Deficiency  Diseases,”  Spring- 
field,  111.,  Charles  C Thomas,  1958,  as  cited  by 
Davies^)  this  question  may  arise:  Is  any  particular 
end  served  by  making  a clinical  diagnosis  of  non- 
specific myocarditis?  The  answer  is  that  proper  di- 
agnosis at  least  avoids  futile  therapeutic  efforts  them- 
selves productive  of  distress  for  the  afflicted  patient. 


Clinical  Manifestations 

The  clinical  manifestations  of  nonspecific  myo- 
carditis may  indicate  myocardial  asthenia,  increased 
myocardial  irritability,  myocardial  destruction,  or 
myocardial  hypertrophy.  At  any  one  time,  one  or 
several  of  these  conditions  may  be  present,  and  the 
same  patient  may  show  different  manifestations  at 
different  times.  The  following  cases  illustrate  this. 


Myocardial  Asthenia 

Failure  of  the  ventricular  myocardium  to  function 
effectively  as  a pump  sooner  or  later  afflicts  almost 
every  patient  who  dies  of  nonspecific  myocarditis. 
In  the  four  cases  described  herein,  myocardial  as- 
thenia led  to  recognition  of  heart  disease. 

Fiedler’s  Myocarditis. — ^If  this  term  describes  "an 
acute  form  of  myocarditis,  of  sudden  onset  and  with 
a quickly  developing  fatal  course,”  then  the  following 
clinical  accoimt  is  representative  of  this  disease: 

Case  1. — The  patient  was  a white  woman  24  years  of 
age.  She  consulted  her  physician  after  several  weeks  of 
fatigue,  weakness,  and  mild  dyspnea.  In  the  hospital,  she 
was  in  transient  episodes  of  mild  shock;  in  a few  days 
these  became  more  severe  and  persistent.  Venous  pressure 
was  elevated.  Auscultation  of  the  heart  disclosed  the  pres- 
ence of  a diastolic  third  sound.  The  liver  was  barely  pal- 
pable. No  pitting  edema  was  present.  Roentgenograms  of 
the  chest  showed  an  enlarged  cardiac  silhouette  suggestive 
of  pericardial  effusion.  Fluoroscopy  revealed  diminished 
pulsations  of  the  cardiac  borders.  An  elearocardiogram 
showed  only  shallow  inversion  of  T waves  in  standard  limb 
and  precordial  leads.  Pericardial  tap  was  attempted  but  no 
fluid  was  obtained.  The  patient  failed  to  respond  to  thera- 
peutic measures,  and  died  two  days  after  the  attempted 
pericardiocentesis. 

At  necropsy,  the  heart  was  dilated  and  flabby.  Its  weight 
was  within  the  normal  range.  Microscopic  studies  pro- 
vided only  equivocal  evidence  of  myocardial  degeneration 
or  inflammatory  reaction,  and  an  adequate  anatomic  basis 
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for  the  patient’s  cardiac  failure  and  death  was  not  estab- 
lished. 

Myocardial  Asthenia  Attended  by  Pain. — ^While 
pain  suggestive  of  cardiac  disease  is  not  a common 
expression  of  myocarditis,  when  present,  its  origin 
is  obscure.  However,  such  a clinical  manifestation 
may  be  a presenting  symptom  in  the  patient  afflicted 
with  nonspecific  myocarditis. 

Case  2.* — K 19-year-old  Negro  man  was  admitted  to 
the  hospital  emergency  room.  He  complained  of  drowsi- 
ness and  pain  in  his  chest.  Six  days  before,  he  had  noted 
epigastric  pain  which,  after  one  day,  shifted  to  the  pre- 
cordial region  where  it  assumed  a pressure-like  charaaer. 
The  pain  persisted  until  the  fourth  day  of  illness,  when  the 
patient  became  drowsy  and  "slept  for  two  days”.  He  was 
found  on  the  steps  of  the  hospital,  drowsy,  but  able  to 
walk  to  the  emergency  room  and  give  the  details  of  his 
illness. 

His  pulse  rate  was  152  beats  per  minute  and  his  blood 
pressure,  systolic,  was  84  mm.  mercury  and  diastolic,  64 
mm.  mercury.  The  ventricular  rhythm  was  grossly  irregular 
and  a gallop  cadence  was  heard.  The  electrocardiogram  re- 
vealed complexes  indicative  of  aberrant  ventricular  excita- 
tion and  a tachycardia  of  multifocal  ventricular  origin. 
Within  a few  minutes  after  his  arrival,  the  patient’s  blood 
pressure  fell  and  his  heart  stopped  beating.  Resuscitation 
efforts  were  futile. 

At  necropsy,  the  heart  was  of  normal  weight.  The  path- 
ologist reported  the  presence  of  pinkish-gray  mottling  dif- 
fusely distributed  throughout  the  myocardium.  Microscopic 
examination  confirmed  the  presence  of  diffuse  myocarditis 
with  diffuse  mononuclear  interstitial  infiltration.  A case 
similar  to  this  one,  but  with  electrocardiographic  changes 
suggestive  of  acute  myocardial  injury,  has  been  reported  by 
Gillis  and  Walters.® 

Myocardial  Asthenia  Simulating  Inflow  Tract  Ob- 
struction.— The  occurrence  of  nonspecific  myocarditis 


*The  author  is  indebted  to  Col.  Robert  Dickerson, 
Brooke  Army  Hospital,  San  Antonio,  Qinical  Associate 
Professor  of  Medicine,  Baylor  University  College  of  Medi- 
cine, Houston,  for  providing  a summary  of  data  on  this 
case. 


Fig.  3.  Electrocardiogram  (case  4).  Ventricular  com- 
plexes in  the  precordial  leads  afford  evidence  sup- 
' pnartive  of  left  ventricular  hypertrophy. 

in  young  adults,  and  its  clinical  expression  in  refrac- 
tory congestive  failure,  sometimes  leads  to  concern 
that  the  patient  may  have  pericarditis  with  effusion. 
This  necessitates  an  effort  to  prove  or  disprove  the 
existence  of  this  potentially  remediable  disease. 

Case  3. — A white  boy,  15  years  of  age,  reported  that  for 
two  years  his  tolerance  for  exercise  had  been  reduced,  and 


Fig.  4.  Left.  Thoracic  roentgenogram  (case  4)  shows 
marked  enlargement  of  cardiac  silhouette.  Right.  In- 
terior of  left  ventricle  shows  hypertrophied  walls  and 
diffuse  thickening  of  endocardium. 
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that  for  3 months,  he  had  been  aware  of  dyspnea  on  exer- 
tion. Physical  examination  disclosed  cardiac  sounds  of 
normal  quality.  Chest  roentgenograms  showed  a large  cardi- 
ac shadow  which  suggested  pericardial  effusion.  An  electro- 
cardiogram (Fig.  2)  showed  ventricular  complexes  of  low 
voltage  in  the  standard  limb  and  unipolar  extremital  leads; 
in  precordial  Leads  Vs  and  Ve,  the  S-T  segments  were 
slightly  depressed  and  the  T waves  were  of  low  voltage  but 
upright.  Cardiac  catheterization  revealed  a mean  wedge 
pressure  of  27  mm.  mercury.  Cardiac  output  as  determined 
by  dye  dilution  curves  was  reduced.  Angiocardiography 
suggested  the  presence  of  a thickened  pericardium  or  peri- 
cardial effusion. 

Exploratory  thoracotomy  (December,  1955)  revealed 
ventricular  hypertrophy,  but  no  pericardial  disease.  The 
patient  died  suddenly  in  May,  1956. 

At  necropsy,  the  heart  weighed  300  Gm.  In  the  right 
ventricular  appendage  was  an  organized  thrombus.  The 
left  ventricular  chamber  was  of  normal  size  and  the  wall  of 
that  ventricle  was  1.1  cm.  in  thickness.  The  endocardium 
of  the  left  ventricle  was  thickened  markedly  over  the  septal 
wall  and  less  at  the  base  of  the  anterior  papillary  muscle. 
The  coronary  arteries  arose  from  the  aorta  and  showed  no 
intrinsic  disease. 

Microscopic  examination  showed  striking  changes  in  a 
seaion  taken  from  the  anterior  wall  of  the  right  ventricle. 
Scars  interrupted  individual  fibers  and  small  colleaions  of 
fibers.  Within  the  scar  tissue  were  cellular  infiltrates  com- 
posed predominantly  of  polymorphonuclear  leukocytes  and 
macrophages.  No  vascular  changes  were  present. 

The  endocardium  of  the  left  ventricle  was  thickened 
with  strands  of  fibrous  tissue  extending  into  the  myocardi- 
um to  involve  the  myocardial  sinusoids. 

Myocardial  Asthenia  With  Unanticipated  Sudden 
Death. — Sudden  death  occurs  in  patients  with  myo- 
carditis even  when  atrioventricular  conduction  de- 
fects have  not  been  identified.  Whether  sudden 
death  is  an  expression  of  increased  myocardial  irri- 
tability eventuating  in  ventricular  fibrillation,  or 
whether  it  is  a consequence  of  destructive  lesions  in 
the  atrioventricular  conduction  system  leading  to 
heart  block  and  ventricular  arrest,  remains  an  enigma. 

Case  4. — ^This  19-year-old  Negro  man  showed  the  usual 
symptoms  of  congestive  heart  failure.  He  had  no  murmur 
but  a gallop  cadence  was  heard.  An  elearocardiogram 
(Fig.  3)  afforded  evidence  in  the  precordial  leads  of  left 
ventricular  hypertrophy.  A thoracic  roentgenogram  (Fig.  4, 
left)  disclosed  marked  enlargement  of  the  cardiac  silhouette. 
The  patient  responded  well  to  treatment  for  control  of 
congestive  failure,  but  he  died  abruptly  on  the  day  his 
dismissal  from  the  hospital  was  planned. 

Necropsy  disclosed  a large  heart  weighing  500  Gm. 
(Fig.  4,  right).  Walls  of  both  ventricles  were  of  increased 
thickness.  Likewise,  the  endocardium  of  both  right  and 
left  ventricles  was  thickened  generally,  but  to  a greater 
degree  in  some  areas  than  in  others.  Cellular  infiltration 
was  not  found. 

This  case  forms  an  interesting  parallel  to  pathologic 
findings  reported  by  Thomas  and  associates  from  the  Massa- 
chusetts General  Hospital. 

Increased  Myocardial  Irritability 

Arrhythmias  of  ventricular  origin  are  common  in 
patients  who  have  nonspecific  myocarditis.  The  ex- 
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CR-5 


Fig.  5.  This  electrocardiogram  (case  5)  shows  pres- 
ence of  many  ventricular  premature  beats  of  multi- 
centric origin. 

istence  of  this  clinical  manifestation  was  a striking 
feature  in  the  following  case. 

Case  5. — ^A  white  man,  26  years  of  age,  sought  medical 
care  on  August  12,  1947,  because  of  exertional  dyspnea 
and  orthopnea  which  had  been  present  since  April  of  the 
same  year.  Examination  revealed  cardiac  enlargement  and 
a gallop  rhythm.  A roentgenogram  of  the  chest  supported 
evidence  of  marked  cardiac  enlargement.  In  an  electro- 
cardiogram, T waves  were  inverted  in  Leads  I and  CR-5. 
An  arrhythmia  (secondary  to  ventricular  premature  beats) 
arising  from  multiple  foci  was  present  (Fig.  5).  Dyspnea 
increased  in  spite  of  therapeutic  efforts  to  improve  cardiac 
function,  and  the  patient  died  on  April  23,  1947. 

Necropsy  confirmed  the  existence  of  marked  ventricular 
hypertrophy  (heart  weight;  564  Gm.  with  prediaed  nor- 
mal of  345  Gm.).  The  myocardium  was  soft  and  both 
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Fig.  6.  Above.  Electrocardiogram  (case  6)  shows  com-  graph  of  atrioventricular  node  shows  focal  destruction 
plete  dissociation  of  atrial  and  ventricular  complexes;  of  fibers  associated  with  lymphocytic  infiltrates, 
the  latter  are  of  multifocal  origin.  Below.  Photomicro- 
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Fig.  7.  Left.  Thoracic  roentgenogram  (case  7)  shows 
marked  enlargement  of  cardiac  silhouette.  Right. 
Electrocardiogram  (case  7)  shows  changes  which  in- 
dicate existence  of  a destructive  lesion  involving  the 
anterolateral  wall  of  the  left  ventricle. 
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the  right  and  left  ventricles  were  greatly  dilated.  No  mural 
thrombi  were  present.  Mild  coronary  atherosclerosis  was 
noted. 

A mild  interstitial  infiltration  of  polymorphonuclear 
leukocytes  was  observed  on  microscopic  examination  of  the 
ventricular  myocardium.  The  muscle  fibers  seemed  to  be 
more  widely  separated  than  normal,  and  in  the  same  areas 
the  cytoplasm  was  granular  in  appearance. 


Myocardial  Destruction 

Conduction  System  Lesions. — Atrioventricular  and 
bundle  branch  block  are  not  uncommon  clinical  fea- 
tures of  nonspecific  myocarditis.  In  the  patient  whose 
story  is  recorded  here,  atrioventricular  block  was 
responsible  for  the  dominant  clinical  manifestations. 

Case  6. — A white  man,  33  years  of  age,  had  heart  block 
with  slow  ventricular  rate  in  August  of  1954.  In  Novem- 
ber of  that  year,  he  developed  Stokes-Adams  seizures.  In 
July,  1955,  he  was  found  to  be  mildly  anemic  with  hemo- 
globin 10.9  Gm.  per  100  cc.  Biopsies  of  liver  and  bone 
marrow  gave  negative  results.  The  usual  therapy  for  heart 
block  was  given,  including  half  molar  sodium  lactate.  The 
patient’s  condition  did  not  change.  He  died  suddenly  on 
Aug.  13,  1955. 

Roentgenograms  of  the  chest  supported  evidence  of  mod- 
erate cardiac  enlargement.  An  elearocardiogram  (Fig.  6, 
above)  revealed  complete  dissociation  of  atrial  and  ventricu- 
lar complexes,  with  the  atrial  rate  98  and  the  ventricular 
rate  variable,  averaging  38  beats  per  minute.  The  ventricu- 


lar complexes  were  of  multifocal  origin. 

The  heart  was  hypertrophied  and  weighed  430  Gm.,  with 
a predicted  normal  of  285  Gm.  The  myocardium  appeared 
normal.  Opacity  of  the  endocardium  suggestive  of  thicken- 
ing was  observed.  On  the  septum  one  cm.  below  the  an- 
terior leaflet  of  the  mitral  valve  was  an  orange  plaque  6.5 
cm.  in  diameter.  Similar  endocardial  plaques  were  present 
over  the  posterior  papillary  muscle  of  the  left  ventricle  and 
in  the  right  ventricle  just  below  the  anterior  leaflet  of 
the  tricuspid  valve. 

Microscopic  studies  revealed  scattered  areas  of  scarring 
in  the  myocardium,  with  colleaions  of  lymphocytes  and 
cardiac  histocytes.  In  His’s  bundle  were  found  two  areas  of 
focal  destruction  of  muscle  associated  with  lymphocytic  in- 
filtrates (Fig.  6,  below). 

Myocardial  Parenchymal  Destruction. — ^Destruction 
of  myocardial  fibers  with  variable  degrees  of  thin- 
ning of  the  ventricular  walls  has  been  a striking 
feature  of  two  cases  in  which  necropsy  was  carried 
out  and  is  a feature  of  a third  as  yet  unresolved 
diagnostic  enigma.® 

Case  7. — K.  white  man,  age  37,  was  examined  on  May 
5,  1955.  He  reported  that  in  1941  he  had  been  accepted 
for  military  duty  and  had  tolerated  the  required  strenuous 
activities,  but  did  notice  some  dyspnea  and  exhaustion 
during  long  hikes.  In  1944,  he  sought  admission  to  the 
officers  corps,  but  was  refused  because  his  heart  was  en- 
larged. Soon  thereafter  he  was  sent  overseas  as  an  infantry- 
man. He  was  discharged  from  military  duty  in  1946.  In 
January,  1955,  he  experienced  dyspnea  of  increased  sever- 
ity, orthopnea,  and  marked  fatigue.  At  no  time  did  he 
have  pain  in  his  chest.  Examination  of  the  patient  in 
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May,  1955,  revealed  the  presence  of  a faint  systolic  mur- 
mur just  to  the  left  of  the  sternum.  A roentgenogram  of 
the  chest  showed  marked  enlargement  of  the  cardiac 
shadow  (Fig.  7,  left),  the  form  of  which  suggested  the 
presence  of  an  aneurysm  of  the  left  ventricular  wall  in  the 
apicolateral  region.  An  eleCTrocardiogram  indicated  a de- 
struaive  lesion  involving  the  myocardium  of  the  apicolateral 
region  of  the  left  ventricle  (Fig.  7,  right).  The  patient  was 
advised  to  continue  a program  of  treatment  appropriate 
for  congestive  heart  failure.  He  died  in  December,  1955, 
five  days  after  an  exacerbation  in  his  symptoms  of  severe 
congestive  heart  failure. 

The  heart  weighed  565  Gm.f  The  valves  and  coronary 
arteries  were  normal.  The  left  ventricle  in  its  anterolateral 
and  posterior  region,  as  well  as  the  adjacent  portions  of 
the  right  ventricle  posteriorly  showed  considerable  thinning. 
Examination  of  these  regions  of  the  myocardium  revealed 
gray  streaking  which  appeared  to  be  fibrous  replacement 
of  myocardium.  These  lesions  involved  the  apical  portion 
of  the  heart  and  extended  to  about  two-thirds  of  the  dis- 
tance between  the  apex  and  the  base.  In  the  basal  third,  the 
muscle  appeared  to  be  of  usual  thickness  on  gross  examina- 
tion, and  showed  only  focal  fibrosis. 

In  the  lateral  aspect  of  the  left  ventricle,  at  a point 
about  three-fifths  of  the  distance  from  the  apex  to  the  base, 
the  thinned  portion  of  the  myocardium  was  underlaid  by  a 
thin  and  organizing  mural  thrombus.  The  left  ventricular 
endocardium,  particularly  over  the  dilated  portion,  was 
gray  and  slightly  thickened. 

The  appearance  of  the  left  ventricular  wall  is  shown  in 


fThis  specimen  was  submitted  by  Dr.  Edward  H.  Fischer, 
North  Kansas  City,  Mo. 


Fig.  8,  left.  Noteworthy  is  the  extreme  degree  of  thinning 
of  this  wall  between  the  columnae  carneae;  in  places  it  is 
only  a millimeter  in  thickness. 

Microscopic  examination  disclosed  that  in  the  thinnest 
portion  of  the  left  ventricle,  there  was  considerable  fibrous 
replacement  of  myocardium.  This  new  material  took  the 
subepicardial  position,  and  intatt  muscle  was  present  under 
the  endocardium  (Fig.  8,  right).  Some  of  the  preserved 
endocardial  muscle  represented  fairly  well-preserved  col- 
umnae carneae. 

Elsewhere  in  the  myocardium  where  the  thinning  was 
not  apparent  were  isolated  muscle  fibers  and  small  bundles 
of  muscle  fibers  surrounded  by  collagenous  tissue.  No- 
where was  there  evidence  of  aaive  inflammation. 

Case  8. — ^This  case  is  similar  to  the  first  in  its  principal 
feamres.  This  patient  was  23  years  old  and  was  subject  to 
symptoms  of  dyspnea  and  episodes  of  pulmonary  embolism 
during  the  final  months  of  his  life,  and  he  died  during  a 
severe  attack. 

His  electrocardiogram  showed  changes  indicative  of  a 
destrurtive  lesion  involving  the  myocardium  of  the  apico- 
lateral region  of  the  left  ventricle  (Fig.  9). 

At  necropsy,  his  heart  weighed  520  Gm.  and,  as  can 
be  seen  in  Fig.  10,  above,  the  left  ventricular  wall  was 
thinned  and  scarred  in  the  apicolateral  region.  Microscopic 
examination  disclosed  pathologic  confluent  zones  of  fibrosis 
surrounding  small  islands  of  myocardial  fibers  (Fig.  10, 
below ) . 

Case  9. — The  third  patient  in  this  group,  a white  man 
aged  23  years,  is  alive  and  free  from  symptoms  of  cardiac 
disease.  He  reported  he  could  play  handball  or  run  three 
blocks  without  unusual  shortness  of  breath.  He  had  been 
refused  life  insurance  because  of  a systolic  murmur  at  the 


Fig.  8.  Left.  The  interior  of  the  left  ventricle  (case 
7)  shows  columnae  carneae  to  be  thick  and  not  evi- 
dently fibrosed,  whereas  the  cut  edge  of  the  over- 
lying  myocardial  wall  composing  the  apical  two- 
thirds  of  the  left  ventricle  is  only  1 or  2 mm.  thick. 


Right.  Photomicrograph  of  cross  section  of  the  left 
ventricular  wall,  anterolateral  region,  shows  mild 
fibrous  thickening  of  endocardium,  relatively  intact 
myocardium  of  columnae  carneae,  and  replacement 
of  epicardial  myocardium  by  scar. 
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Fig.  9.  Electrocardiogram  (case  8)  shows  deep  Q 
deflection  in  Leads  I,  AVL,  Vj,  V5,  end  Ve  to- 
gether with  increased  height  of  R deflection  in  Vi. 


base  of  the  heart.  The  physical  examination  otherwise  was 
negative.  A roentgenogram  of  the  chest  indicated  left 
ventricular  hypertrophy  ( Fig.  11).  Findings  derived  from 
catheterization  of  both  the  right  and  the  left  ventricles  were 
normal,  including  the  level  of  the  end  diastolic  left  ven- 
tricular pressure. 

Elearocardiographic  changes,  as  seen  in  Fig.  12,  are  re- 
markably similar  to  those  encountered  in  the  preceding  two 
cases  of  this  division.  Q deflections  were  present  in  Leads 
AVL,  Vb  and  Ve,  and  the  R waves  in  Vi  are  unusually 
tall,  suggesting  the  presence  of  a destructive  lesion  involv- 
ing the  apicolateral  region  of  the  left  ventricle. 

Of  further  interest  is  the  fact  that  this  patient  reported 


Fig.  10.  Right  Above.  View  of  the  opened  left  ven- 
tricle (case  8)  reveals  scarring  and  thinning  of  apical 
half  of  left  ventricular  wall.  Below.  Photomicrograph 
(case  8)  shows  confluent  scarring  surrounding  paths 
of  preserved  myocardial  fibers. 


Fig.  11.  Posteroahterior  (left)  and  left  anterior  ob-  a cardiac  silhouette  supportive  of  left  ventricular 
lique  (right)  roentgenograms  of  chest  (case  9)  show  hypertrophy. 
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manifestations  of  nonspecific  myocarditis  are  noted. 
These  are:  a)  myocardial  asthenia,  b)  increased 
myocardial  irritability,  c)  myocardial  destruction, 
and  d)  myocardial  hypertrophy. 

Nine  cases,  eight  of  which  came  to  necropsy,  are 
presented  to  illustrate  the  varying  clinical  manifesta- 
tions which  may  be  dominant  in  a specific  patient. 
These  include:  rapidly  fatal  course  terminating  in 
shock  ( classic  Fiedler’s  myocarditis ) ; myocardial 
asthenia  attended  by  pain;  myocardial  asthenia  sim- 
ulating pericarditis  with  effusion  and  inflow  tract 
obstruction;  myocardial  asthenia  terminating  in  un- 
anticipated sudden  death;  increased  myocardial  ir- 
ritability attended  by  marked  ventricular  arrhythmia 
of  multifocal  ventricular  origin;  myocardial  destruc- 
tive lesions,  atrioventricular  block,  Stokes-Adams 
seizures  and  sudden  death;  myocardial  destructive  le- 
sions attended  by  clinical  findings  suggesting  pres- 
ence of  aneurysm  of  the  left  ventricular  free  wall 
(three  cases). 

The  probably  heterogeneous  nature  of  diseases  in- 
cluded in  "nonspecific  myocarditis”  is  recognized, 
as  is  the  need  for  resolute  pursuit  of  studies  of  myo- 
cardial metabolism  if  the  problems  of  this  field  are 
to  be  resolved. 


Fig.  12.  This  electrocardiogram  (case  9)  shows  Q 
deflections  in  Leads  I,  AVL,  Vs  and  Vs.  R waves  in 
Vi  are  unusually  tall. 

that  one  of  his  brothers  died  of  a ruptured  heart  in  his 
twenties.  A ’second  brother,  now  in  his  thirties,  is  under 
treatment  for  "serious  heart  disease”  of  undetermined 
type.  The  question  arises,  therefore,  whether  the  patient 
reported  here  may  be  a victim  of  a familial  myocardiopathy. 

Myocardial  Hypertrophy 

A feature  common  to  all  cases  (except  case  3)  in 
which  the  patient  survived  more  than  a few  weeks  of 
his  illness  was  hypertrophy  of  the  heart  with  in- 
creased weight  related  to  increased  ventricular  mass. 
The  cause  of  ventricular  hypertrophy  is  as  obscure  as 
is  the  pathogenesis  of  the  disease  itself.  Presumably, 
myocardial  failure  attended  by  ventricular  dilation 
and  stretching  of  the  myocardial  fibers  would  be  the 
final  common  pathway  to  fiber  hypertrophy. 

Summary 

The  field  of  nonspecific  myocarditis  or  myocardi- 
opathy is  surveyed  and  certain  entities  in  or  related 
to  this  field  are  placed  in  perspective  one  with  the 
other. 

The  principal  changes  responsible  for  the  clinical 
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Congenital  Aneurysm  of  Membranous  Portion 
Of  Ventricular  Septum 


KURT  LEKISCH,  M.D. 


ONGENITAL  ANEURYSMS  of  the  membran- 
ous portion  of  the  ventricular  septiun  are  un- 
common. Clark  and  White, ^ in  1952,  reported  the 
postmortem  examination  of  a 47  year  old  patient  in 
whom  this  anomaly  was  the  only  significant  abnor- 
mality. These  authors  stated,  "The  diagnosis  of 
aneurysmal  defect  of  the  ventricular  septum  cannot 
be  made  clinically”.  Larsen  and  Noer'^  presented 
three  cases  of  this  anomaly  in  which  autopsy  was 
performed,  and  reached  the  same  conclusion:  "This 
condition  is  very  rare  and  cannot  be  diagnosed  in 
vivo”. 

The  malformation  of  the  membranous  portion  of 
the  ventricular  septum  was  diagnosed  in  a 25  year 


Fig.  1.  Diagram  is  based  on  projection  drawing  of 
section  through  interventricular  septum  membrana- 
ceum  of  adult  human  heart. 


old  asymptomatic  white  married  woman.  Retrograde 
left  cardiac  ventriculogram  and  retrograde  aortogram 
were  utilized  with  the  assistance  of  the  cinefluoro- 
graphic  technique.’^ 

Case  Report 

A 25  year  old  white  housewife,  the  mother  of  two 
children,  was  asymptomatic  until  approximately  Jan.  1, 
1961,  when  she  noted  occasional  dizzy  spells.  Ten  years 
previously  she  had  been  admitted  to  a central  Texas  hos- 
pital with  a febrile  illness  which  was  diagnosed  as  rheu- 
matic fever,  manifested  by  pain  in  right  and  left  knees, 
muscular  soreness  in  the  lower  extremities,  and  malaise. 
After  this  malady  abated,  a heart  murmur  was  heard  for 
the  first  time;  it  has  been  present  since.  The  remainder 
of  the  past  history  was  noncontributory. 

The  patient  was  well  developed,  well  nourished,  and  in 
no  acute  distress.  The  blood  pressure  was  122/80  mm.  of 
mercury,  and  all  peripheral  vessels  were  full  and  well  pal- 
pable. The  rhythm  was  normal.  The  extremities  did  not 
reveal  edema  or  cyanosis.  Positive  findings  were  confined 
to  the  heart.  The  lungs  were  clear,  the  heart  was  not 
enlarged,  and  all  heart  sounds  were  normal.  There  was  a 
grade  III  late  systolic  murmur.  High  pitched  and  of  musi- 
cal type,  it  was  best  heard  over  the  apex  and  along  the 
left  sternal  border. 

The  electrocardiogram  was  within  normal  limits.  The 
cardiac  series,  chest  roentgenograms  with  barium  swallow, 
showed  minimal  enlargement  of  the  left  atrium.  The 
pulmonary  artery  segment  disclosed  grade  I convexity  with 
insignificant  increase  of  bronchovascular  markings  through- 
out both  lung  fields. 

Based  upon  these  findings,  differential  diagnosis  was 
difficult  since  this  murmur  seemingly  did  not  fit  any  or- 
ganic lesion.  Catheterization  of  the  right  side  of  the  heart 
showed  normal  pressures  and  no  significant  left  to  right 


The  author  reports  what  is  believed  to  be 
the  first  case  in  which  an  aneurysmal 
defect  of  the  membranous  portion  of  the 
ventricular  septum  was  diagnosed  dur- 
ing life.  Retrograde  left  ventriculography 
and  simultaneous  biplane  cinefluorog- 
raphy  established  diagnosis. 
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shunt  at  any  level  by  the  oxygen  saturation  method.  In 
addition,  the  pulmonary  wedge  pressure  was  not  elevated. 

Retrograde  left  heart  catheterization  was  done  through 
the  left  common  femoral  artery  by  injeaing  40  cc.  of  90 
per  cent  Hypaque  into  the  left  ventricular  cavity  with 
simultaneous  biplane  cineroentgenography.  The  pressures 
were  recorded  in  the  left  ventricle  and  ascending  aorta.  No 
gradient  was  encountered  across  the  left  ventricular  outflow 
traa  and  aortic  valve,  the  systolic  pressure  being  equal 
in  ventricle  and  aorta  (Table  1).  A second  injeaion  into 
the  aorta  was  administered  and  recorded  by  biplane  cine- 
roentgenography. 


Table  1. — Pressures  Recorded  in  Retrograde  Left  Heart 
Catheterization. 


Left 

Ventricle 

Aorta 

Systolic  pressure 

138 

138 

Diastolic  pressure 

0 

84 

Mean  pressure 

51 

103 

Retrograde  Ventriculography. — On  the  cinefluorographic 
film,  no  ventricular  septal  defeCT  and  no  mitral  insuffici- 
ency were  detectable.  However,  an  anatomic  anomaly  of 
the  membranous  ventricular  septum  consistent  with  an 
aneurysm  at  the  atrioventricular  part  of  the  membranous 
sepmm  was  delineated.  This  finding  was  interpreted  as  a 
congenital  anomaly. 

Discussion 

It  is  not  within  the  scope  of  this  discussion  to 
consider  detailed  embryologic  abnormality  in  con- 
genital aneurysm  of  the  septum.  Pars  membranacea 
is  the  last  part  of  the  interventricular  septum  to  be 
formed  in  the  fetus.  This  formation  is  accompanied 
by  a complicated  mechanism  when  the  embryo  is 
10  to  15  mm.  long.  The  interventricular  foramen  is 
closed  by  tissue  which  proliferates  from  the  lower 
parts  of  the  right  and  left  bulbar  ridges  and  from 
the  fused  endocardial  cushions.®  A membranous  sep- 
tum is  formed  which  is  situated  partly  between  the 
left  and  right  ventricle  and  partly  between  the  left 
ventricle  and  the  right  atrium.  Because  of  its  thin- 
ness, it  is  the  weakest  part  of  the  interventricular 
septum.  In  the  case  under  consideration,  the  mem- 
branous septum  is  protruding  from  the  left  ventricle 
into  the  right  atrium,  thereby  forming  an  aneurysm 
of  the  septum.  Lev  and  Saphir,®  in  1938,  reviewed 
the  literature  and  found  descriptions  of  70  cases.  In 
recent  years  additional  cases  have  been  reported.^’  ® 

This  cardiac  malformation  is  usually  of  no  clinical 
significance,  but  certain  pathologic  features  of 
aneurysms  occasionally  found  should  be  emphasized. 
Brachfeld  and  Gorlin^  reported  a case  of  subaortic 
stenosis  with  associated  congenital  aneurysm  of  the 
interventricular  septum,  but  did  not  state  that  this 
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interventricular  aneurysm  was  responsible  for  sub- 
aortic stenosis.  Aneurysms  of  the  ventricular  septum 
have  been  known  to  rupture  into  the  right  atrium; 
however,  in  the  cases  diagnosed,  this  apparently  oc- 
curs before  birth  or  shortly  thereafter.®  Disturbances 
in  rhythm  are  well  recognized  in  association  with 
defects  of  the  interventricular  septum,  and  presum- 
ably are  caused  by  the  development  of  mild  cardiac 
fibrosis  around  the  defect.  This  would  affect  the 
Bundle  of  His-Tawara.  Larsen  and  Noer'^  and  Clark 
and  White^  have  reported  cases  with  severe  dis- 
turbances of  rhythm  such  as  heart  block  and  Adams- 
Stokes  syndrome,  some  ending  in  death. 

The  theory  of  congenital  maldevelopment  appears 


Fig.  2.  Lesion  in  patient's  heart  is  illustrated  in  this 
drawing. 
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to  be  favored.  It  is  supported  by  the  occurrence  of 
concomitant  congenital  anomalies.  Lev  and  Saphir® 
and  Rogers  and  associates®  have  described  aneurysms 
of  the  ventricular  septum  in  Mongoloids. 


Fig.  3.  Figures  labeled  A and  D,  both  for  anteropos- 
terior (top  half)  and  lateral  (bottom  half)  projections, 
represent  diastole.  B in  both  projections  represents 


In  the  present  case,  the  late  grade  III  systolic  mur- 
mur, somewhat  high  pitched  and  of  musical  type, 
most  likely  was  caused  by  the  aneurysmal  deforma- 
tion. Similar  peculiar  heart  murmurs  were  described 
in  two  of  the  three  cases  observed  by  Larsen  and 


early  systole,  and  C late  systole.  Aneurysm  is  shown 
in  the  darkly  shaded  areas  and  is  best  seen  in  C. 
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Noer,’  who  attributed  the  late  systolic  murmur  to 
aneurysmal  deformation. 

Retrograde  left  ventriculography  permitted  visual- 
ization of  the  aneurysm.  In  contrast,  routine  angio- 
cardiography with  the  dye  in  the  cardiac  cavities 
might  have  obscured  this  congenital  abnormality. 
With  angiocardiography,  Steinberg^®  demonstrated 
in  a 60  year  old  female  patient  a localized  bulge  high 
in  the  left  ventricular  septum  extending  toward  the 
right  ventricular  cavity;  however,  a filling  defect  of 
the  right  ventricle  corresponding  to  the  aneurysm 
was  not  recognized  when  the  right  ventricle  was 
visualized.  On  the  basis  of  the  angiocardiographic 
finding,  diagnosis  of  an  aneurysm  of  the  membranous 
ventricular  septum  during  life  was  proposed  by 
Steinberg.’^® 

Summary 

In  a case  of  congenital  aneurysm  of  the  membran- 
ous portion  of  the  ventricular  septum,  retrograde 
left  ventriculography  done  through  the  left  common 
femoral  artery  with  simultaneous  biplane  cineroent- 
genography  provided  precise  anatomic  delineation  of 
the  malformation.  Apart  from  this  defect,  there  was 
no  congenital  malformation  of  the  heart  or  great 
vessels.  The  patient  had  no  significant  complaints 
referable  to  the  cardiovascular  system,  and  was  eval- 
uated primarily  because  of  an  asymptomatic  grade 
III  late  systolic  murmur.  It  was  high  pitched,  musical 
type,  and  best  heard  over  the  apex  and  along  the 
left  sternal  border.  This  case  report  appears  to  be 


the  first  in  which  an  aneurysmal  defect  of  the  mem- 
branous portion  of  the  ventricular  septum  was  diag- 
nosed during  life. 

At  the  time  this  report  was  written,  the  patient 
had  no  complaints  referable  to  the  cardiovascular 
system. 
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Pediafric  Surgery  Aided 
By ''Baby”  Rubber  Tires 

Small  rubber  tires  designed  for  novelty  ashtrays  have  become  valuable  tools 
of  surgery  and  anesthesiology  at  Children’s  Hospital  of  Los  Angeles. 

Called  "donuts”  by  the  doctors,  the  tires  are  six  inches  in  diameter.  They 
have  been  used  as  pads  or  cushions  in  operations  on  children  some  25  times  a 
day  for  more  than  five  years. 

Placed  under  the  head,  the  tire  aids  in  exposure  of  the  larynx  during  intuba- 
tion of  the  trachea.  Placed  beneath  the  shoulders,  it  helps  maintain  a good  airway 
by  placing  the  respiratory  passages  on  a slight  stretch.  This  is  particularly  helpful 
with  infant  patients. 

Recently,  after  more  than  five  years  of  experience  in  their  usage,  surgeons 
reported  that  the  tire  is  ideal  for  any  operation  where  the  head  must  be  extended 
and/or  positioned.  Examples  are  tonsillectomies,  thyroidectomies,  tumors  of  the 
neck,  and  operations  on  the  nose  and  eyes. 

The  tires  are  virtually  indestructible  in  hospital  service,  and  easy  to  sterilize. 
The  supply  has  to  be  replenished  occasionally  because  doctors  who  have  com- 
pleted their  residencies  often  take  one  with  them  when  they  leave  the  hospital. 
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Subclavian  Arteriovenous  Fistula 

Herbert  E.  Madalin,  M.D.,  and  Joseph  F.  Alsop,  M.D. 


IMMEDIATE  REPAIR  OF  arterial  injuries  has 
become  an  established  surgical  principle  within 
the  past  ten  years.'*’  **  Unfortunately,  traumatic 
arteriovenous  fistulas  have  not  often  been  handled 
this  way.  This  is  evidenced  by  the  lack  of  any  re- 
ported cases  which  have  been  repaired  in  the  early 
post-traumatic  period.  The  earliest  repairs  we  found 
mentioned  in  the  English  literature  are  in  cases 
reported  by  ( 1 ) Gerbode  and  associates®  who  re- 
ported that  a femoral  arteriovenous  fistula  was  re- 
paired 25  days  after  injury  and  (2)  MacLean  and 
Mazzitello'^  who  reported  that  an  innominate  arterio- 
venous fistula  was  repaired  21  days  after  injury. 

Early  teaching  regarding  such  cases  stressed  de- 
laying surgery  to  permit  the  development  of  collateral 
circulation.*  However,  in  the  early  days  of  vascular 
surgery,  therapy  consisted  of  the  so-called  quadruple 
ligation  and  excision  of  the  affected  artery  and  vein 
in  continuity  with  the  fistula.  Without  collateral 
circulation,  a high  percentage  of  patients  would 
have  had  severe  acute  ischemia  following  excision  of 
the  vessels. 

During  the  Korean  War,  reparative  surgery  be- 
came the  official  policy  of  our  armed  forces  in  cases 
of  vascular  injury.®’  **  The  results  were  impressive 
when  compared  with  the  previous  therapy  of  ligation 
of  injured  vessels.  Arteriovenous  fistulas  and  aneu- 
rysms likewise  were  treated  by  repair,  but  were 
managed  by  observing  a three  months’  waiting 
period  preoperatively  whenever  possible  to  permit 
the  development  of  collateral  circulation.®  Under 
conditions  of  warfare,  this  probably  was  a good 
policy.  This  principle,  however,  seems  to  have  been 
carried  over  to  peace  time  although  present  con- 
ditions for  management  of  such  wounds  are  usually 
more  satisfactory  and  most  of  the  wounds  are  com- 
paratively small  and  clean.  Some  surgeons®  who  do 
not  advocate  waiting  for  collateral  circulation  to 
develop  still  recommend  waiting  for  local  tissue 
reaction  to  subside. 


From  the  Thoracic  and  Cardiovascular  Surgical  Service, 
Memorial  Hospital,  Corpus  Christi. 


Initial  repair  of  arteriovenous  fistulas,  we  believe, 
has  many  advantages  including  easier  local  dissection, 
shorter  hospitalization,  avoidance  of  long-term  com- 
plications, and  probably  better  repair.  With  good 
primary  repair,  furthermore,  collateral  circulation  is 
not  necessary. 

A case  report  of  traumatic  subclavian  arterio- 
venous fistula  repaired  three  days  after  injury  is 
presented.  This  is  earlier  repair  of  an  arteriovenous 
fistula  than  was  found  mentioned  in  the  English 
literamre. 


Case  Report 

C.  A.,  a 26  year  old  Latin-American  male,  was  admitted 
on  April  30,  1961,  to  the  emergency  room  of  Memorial 
Hospital  in  Corpus  Christi.  Shortly  before,  he  had  been 
wounded  in  the  right  subclavian  region  by  a .22  caliber  bul- 
let. The  patient  had  minimal  bleeding  and  was  in  no  distress. 
A swelling  was  noted  in  the  right  supraclavicular  region, 
but  no  bruit  was  noted  then.  A roentgenogram  of  the 
chest  revealed  the  swelling  noted  on  examination  but  it 
did  not  show  a hemothorax  or  pneumothorax  ( Fig.  1 ) . 
The  bullet  was  lodged  in  the  soft  tissues  above  and  pos- 
terior to  the  clavicle.  On  May  3,  1961,  three  days  after  the 
injury,  the  patient’s  physician  noted  a bruit  in  the  right 
supraclavicular  region  and  asked  for  surgical  consultation. 

On  examination,  the  patient  was  noted  to  have  a pul- 
sating mass  in  the  right  supraclavicular  fossa,  palpation  of 
which  revealed  a continuous  thrill  with  systolic  accenma- 
tion.  An  extremely  loud  machinery-like  bruit  was  heard  on 
auscultation  of  the  mass.  Blood  pressure  at  this  time  was 
142/68  mm.  of  mercury  and  pulse  was  120/min.  The  right 
upper  extremity  was  cold  as  compared  to  the  left.  The 
brachial  and  radial  pulses  were  diminished  on  the  right. 
The  patient  complained  of  pain  and  numbness  along  the 
ulnar  aspea  of  his  wrist  and  forearm. 

Since  the  diagnosis  of  an  arteriovenous  fistula  seemed 
clear,  no  further  diagnostic  studies  were  made.  The  site  of 
the  fistula  was  presumed  to  be  in  the  subclavian  vessels 
since  the  site  of  entry  and  the  site  of  lodgment  of  the 
bullet  were  apparent. 

On  the  same  day,  the  patient  was  taken  to  the  operating 
room  and  was  placed  in  the  supine  position  with  the  right 
hemithorax  slightly  elevated.  An  S-shaped  incision  was 
centered  over  the  clavicle.  The  capsule  of  the  sternoclavicular 
joint  was  divided  and  the  clavicle  was  disarticulated  and 
retracted  downward.  The  subclavian  vein  was  readily 
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A case  of  subclavian  arteriovenous  fistula 
repaired  three  days  after  injury  is  reported. 
The  authors  advocate  early  reparative  sur- 
gery because  of  their  belief  that  the  poten- 
tial hazards  of  waiting  tor  collateral  circula- 
tion to  develop  outweigh  the  benefits  of 
such  delay. 


identified  and  tapes  were  passed  around  it  at  proximal 
and  distal  sites.  The  pulsation  of  bright  red  blood  through 
the  thin  wall  of  the  vein  was  observed. 

On  disseaing  anterior  to  the  vein,  an  opening  was  made 
into  the  "aneurysmal  sac”.  Bleeding  was  controlled  digitally. 
The  term  aneurysm  is  used  loosely,  since  at  this  early  stage 
there  was  no  fibrosis  of  its  wall  and  it  consisted  only  of 
surrounding  tissues  compressed  by  blood  under  arterial 
pressure.  Since  this  blood  was  under  high  pressure,  it 
seemed  advisable  to  enter  the  chest  where  proximal  con- 
trol of  the  artery  could  be  obtained  without  the  danger 
of  again  entering  the  sac.  While  an  assistant  controlled 
the  bleeding  digitally  in  the  supraclavicular  region,  an 
anterolateral  incision  was  made  into  the  right  hemithorax 
in  the  third  interspace.  A tape  was  passed  around  the 
right  subclavian  artery  at  its  origin  distal  to  the  right 
common  carotid  artery  and  was  used  to  temporarily  oc- 
clude the  vessel  during  the  repair.  With  proximal  control 
of  the  artery,  the  disseaion  was  not  difficult. 

The  subclavian  artery  had  a single  large  defect  which 
included  all  but  a small  portion  of  the  circumference 
cephalad  ( Fig.  2 ) . The  vein  had  two  jagged  holes.  The 
nerves  in  the  brachial  plexus  seemed  to  be  intaa,  although 
the  portion  which  was  most  caudad  may  have  been  slightly 
traumatized  by  the  bullet.  Both  the  artery  and  the  vein  were 
repaired  with  5-0  vascular  silk.  Direct  transverse  repair  of 
the  artery  was  possible  without  compromising  the  lumen. 
One  opening  in  the  vein  was  repaired  transversely,  and  the 
other  was  repaired  longitudinally.  The  vein  was  only 
slightly  narrower  after  repair  ( Fig.  3 ) . On  removal  of  the 
clamps,  good  distal  pulsation  was  noted  in  the  artery,  while 
good  emptying  could  be  demonstrated  in  the  vein.  The 
capsule  of  the  sternoclavicular  joint  was  reapproximated 
with  silk  sutures  and  the  supraclavicular  incision  was  closed 
without  drains.  A small  catheter  was  left  in  the  chest  for 
24  hours. 

Postoperatively  the  patient  responded  well  with  the  ex- 
ception of  a small  amount  of  ateleaasis  of  the  middle  lobe, 
which  cleared  readily  with  nasotracheal  surtion.  The  patient 
continued  to  have  minimal  pain  along  the  ulnar  aspea  of 
his  wrist  and  forearm,  presumably  because  of  the  bullet’s 
trauma  to  the  brachial  plexus.  His  right  arm  was  placed  in 
a Velpeau  dressing  for  ten  days  and  in  a sling  after  that 
for  a month.  He  was  dismissed  12  days  after  surgery.  He 
continued  to  have  excellent  pulsations  of  the  right  radial 
artery  and  at  no  time  showed  any  evidence  of  venous  stasis 
or  swelling  of  his  arm. 

Discussion 

In  the  early  days  of  vascular  surgery,  the  preferred 
treatment  for  a patient  with  an  arteriovenous  fistula 


Fig.  1.  Film  of  chest  on  admission.  Note  bullet  in 
soft  tissues  above  right  clavicle.  No  hemothorax  or 
pneumothorax  is  present. 


was  the  so-called  quadruple  ligation  and  excision  of 
the  artery  and  vein  in  continuity  with  the  fistulous 
communication.  It  was  necessary  to  wait  until  col- 
lateral vessels  had  developed  before  proceeding  with 
surgery,  since  this  procedure,  done  in  the  early 
stages  following  the  injury,  would  result  in  most 
cases  in  severe  ischemia  of  the  affected  extremity. 

Rarely  does  a fistula  close  spontaneously.  In 
Hughes  and  Jahnke’s  series  of  Korean  War  injuries, 
less  than  five  per  cent  of  major  vessel  arteriovenous 
fistulas  closed  spontaneously.®  This  was  also  true  in 
the  World  War  II  series  reported  by  Shumacker, 
where  8 of  245  arteriovenous  fistulas  closed  spon- 
taneously.^® 

During  World  War  II,  repair  of  arterial  injuries 
was  attempted  on  a small  scale.  DeBakey  and 
Simeone^  reported  only  135  out  of  2,471  arterial 
injuries  in  which  some  type  of  reparative  surgery 
was  done.  Although  the  results  were  better  than  in 
those  treated  with  ligation,  they  did  not  approach 
the  results  reported  in  later  series.  This  probably  was 
because  of  the  usually  unavoidable  delay  in  repairing 
these  vessels  under  conditions  of  combat. 

During  the  Korean  War,  a policy  of  direct  repair 
of  vasctdar  injuries  was  initiated.®’  In  this  war, 
faster  evacuation  of  wounded  men  was  effected  and 
consequently  earlier  surgical  repair  with  better  re- 
sults was  possible.  Arteriovenous  fistulas  and  false 
aneurysms,  however,  were  not  repaired  in  the  early 
post-traumatic  period.  In  these  cases,  a three  month 
period  of  waiting  for  collateral  vessels  to  develop 
was  observed  before  repair  was  undertaken.®  Direct 
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Fig  2.  Path  of  the  bullet  and  the  vascular  damage 
seen  at  the  time  of  surgery. 


repair  of  the  artery  was  then  performed.  In  a few 
cases,  the  vein  was  also  repaired.  It  seemed  obvious 
that  better  results,  manifested  by  less  arterial  in- 
sufficiency, were  obtained  when  reparative  surgery 
was  performed  instead  of  quadruple  ligation  and 
excision.®’  ® 

Although  the  observation  of  a waiting  period  be- 
fore surgery  was  undoubtedly  the  correct  course 
under  conditions  of  war,  we  believe  that  in  civilian 
practice,  when  the  diagnosis  of  arteriovenous  fistula 
is  made  early  and  there  are  few  associated  injuries, 
the  repair  should  be  undertaken  without  delay. 

The  period  of  waiting  for  collateral  vessels  to  de- 
velop involves  certain  risks,  requires  a longer  hos- 
pitalization and  greater  expense,  is  inconvenient  to 
the  patient,  and  makes  subsequent  surgical  repair 
difficult.  If  there  is  more  than  a brief  delay  before 
surgery,  some  patients  may  not  return  for  the  op- 
eration. Consequently,  they  may  not  be  seen  again 
until  serious  long-term  complications  are  present. 
These  complications  are  (1)  venous  insufficiency, 
(2)  arterial  insufficiency,  (3)  cardiac  dilatation  and 
failure,  (4)  pressure  on  nerves  and  other  surround- 
ing structures  by  the  associated  aneurysm,  ( 5 ) blood 
stream  infeaion,  and  (6)  disproportionate  increase 
in  length  of  a growing  extremity.^’  ®’  ® Results  of 
the  surgery  may  be  less  satisfactory  after  delay  since 
the  tissue  planes  may  be  difficult  to  develop  because 
of  surrounding  fibrosis  and  new  collateral  blood 
vessels  may  cause  a bloody  field.  In  addition,  degen- 


Fig. 3.  After  repair.  The  vein  was  slightly  narrowed. 


eration  of  the  vessels  and  dilatation  of  the  artery 
proximal  to  the  fistula  occurs,®  and  may  make  good 
repair  difficult. 

In  early  surgery  one  hazardous  area  is  the  ex- 
tremely thin  aneurysmal  wall.  The  wall,  as  such,  in 
the  early  phase  has  no  fibrous  tissue  and  is  actually 
composed  of  compressed  tissues  surrounding  a blood 
filled  space.  The  blood  here  is  under  arterial  pressure. 
We  found  it  almost  impossible  to  determine  the  lim- 
its of  the  aneurysmal  space  and  actually  entered  it 
at  a distance  from  the  artery.  If  the  surgeon  keeps 
this  in  mind  and  obtains  good  proximal  and  distal 
control  of  the  vessels  early  in  the  dissection,  no  great 
hazard  will  exist. 

Although  the  vein  in  the  fistula  frequently  has 
been  sacrificed  by  the  surgeon,  there  is  definite 
morbidity  associated  with  this  practice.®  In  the  case 
reported,  the  vein  was  repaired  and  although  its 
lumen  was  slightly  narrowed,  its  function  was  good 
as  evidenced  by  the  complete  absence  of  venous 
engorgement  or  swelling  of  the  extremity. 

Summary  and  Conclusions 

A case  of  traumatic  arteriovenous  fistula  of  the 
subclavian  vessels  repaired  three  days  after  injury 
is  reported.  This  is  believed  the  earliest  repair  of 
an  arteriovenous  fistula  mentioned  in  the  English 
literature. 
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Early  surgery  of  traumatic  arteriovenous  fistulas 
is  advocated  since  direct  repair  of  the  involved 
vessels  restores  normal  function.  The  potential  haz- 
ards of  waiting  for  collateral  circulation  to  develop 
outweigh  the  benefits  of  such  delay.  With  direct 
repair,  furthermore,  there  is  no  need  for  such  col- 
lateral circulation. 

The  main  difficulty  in  early  repair  was  the  ab- 
sence of  any  substance  in  the  aneurysmal  wall.  With 
good  proximal  and  distal  control  of  the  involved 
vessels,  this  is  no  serious  problem.  In  this  case, 
proximal  control  of  the  subclavian  artery  was  ob- 
tained within  the  chest. 
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SKF  Grants  $5,500  to  Texas  Agencies 

The  Smith  Kline  & French  Foundation,  primarily  interested  in  medicine  and 
medically  related  science,  has  made  grants  totaling  $5,500  to  three  Texas 
agencies. 

The  United  Funds  of  Dallas  and  Harris  Counties  received  $500  each,  and  the 
University  of  Texas  Southwestern  Medical  School,  Dallas,  received  $4,500. 

Total  grants  throughout  the  nation  totaled  $631,675,  and  were  made  to  more 
than  300  agencies.  Established  by  the  Smith  Kline  & French  Laboratories,  the 
Foundation  supports  work  in  four  major  areas  — education,  mental  health,  public 
charities  and  community  development,  and  basic  research  projects. 

Last  year,  the  Foundation  broadened  its  range  of  interest  to  include  problems 
created  by  "urban  sprawl’’.  A grant  of  $10,000  was  made  to  the  Pennsylvania 
Economy  League  in  support  of  an  extensive  smdy  of  the  relationships  among  the 
governments  of  some  400  municipal  units  in  the  region  around  Philadelphia. 

Grants  totaling  $28,054  were  given  for  basic  medical  research.  Although  the 
Foundation  has  placed  less  emphasis  on  such  grants  in  recent  years  because  of  the 
availability  of  funds  from  other  sources,  it  endeavors  to  give  aid  in  emergency 
situations  where  funds  are  not  available  from  other  sources  and  are  needed  on 
short  notice. 
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Current  Therapy 
In  Cerebrovascular  Insufficiency 


Martin  E.  Bruetman,  M.D. 


N TREATING  PATIENTS  with  cerebrovascular 
insufficiency,  many  physicians  are  compelled,  by 
their  individual  experience,  to  choose  between  anti- 
coagulant and  surgical  therapyd'^’  Is  it  possible 
that  both  modes  have  a place,  either  as  comple- 
mentary procedures  or  as  alternative  treatments  for 
different  types  of  cases?  The  answer  to  this  question 
must  be  in  a complete  evaluation  of  the  two  treat- 
ments and  in  an  analysis  of  comparable  series  of 
patients. 

One  danger  in  such  an  analysis  is  involvement 
with  insignificant  numbers  and  confusing  statistics. 
Depending  partly  on  how  the  numbers  have  been 
collected  and  analyzed,  or  inferred  from  a given 
hypothesis,  the  same  numbers  may  be  used  either  in 
favor  of  or  against  a particular  mode  of  treatment. 
Large  numbers  of  cases  are  impressive,  but  the  ac- 
cumulation of  large  series  in  which  only  one  type 
of  treatment  is  used  only  confuses  the  issue. 

In  the  present  discussion,  the  problem  is  stated 
and  analyzed  without  resorting  to  case  series. 

Cerebrovascular  insufficiency  is  characterized  by  a 
number  of  motor,  sensory,  and  mental  symptoms  and 
signs,  no  one  of  which  is  pathognomonic.'^’  The 
same  symptoms  and  signs  can  cause  the  neurologist 
to  suspect  a brain  tumor,  a subdural  hematoma,  and, 
in  some  rare  cases,  demyelinating  disease.  Based  on 
the  combined  clinical  symptoms,  it  is  possible  to 
arrive  at  a tentative  diagnosis  with  a fairly  high 
degree  of  accuracy,  but  not  with  enough  certainty 
to  advise  the  patient  to  submit  either  to  anticoagu- 
lant or  to  surgical  treatment.  Several  procedures 
intended  to  increase  the  certainty  of  the  diagnosis 
and  to  provide  information  on  which  to  base  a 
choice  of  therapy  have  been  advocated  and  are 
currently  in  use.  These  diagnostic  procedures  should 
be  carefully  analyzed  in  an  effort  to  decide  whether 
they  have  merit,  whether  they  are  complementary  or 


supplementary  to  other  procedures  and  whether  they 
are  able  to  provide  the  necessary  information. 

Diagnostic  Procedures 

Ophthalmodynamometry  is  satisfactory  in  a certain 
number  of  patients,  but  only  as  far  as  the  carotid 
system  is  concerned.^^’  The  number  of  false  nega- 
tive readings  is  sufficiently  high  to  make  the  useful- 
ness of  this  test  less  than  is  desired.  Probably,  in 
skillful  hands,  the  results  of  ophthalmodynamometry 
are  accurate.  However,  the  test  is  subjective,  and  an 
attempt  should  be  made  to  find  some  other  tech- 
nique which  would  be  of  greater  help  to  those  who 
are  inexperienced. 

Electroencephalography  can  be  performed  in  most 
medical  centers,  but  it  only  provides  support  of  a 
suspicion.®  There  still  is  not  sufficient  association 
between  cerebrovascular  insufficiency  syndromes  and 
electroencephalographic  patterns  to  be  of  value  in 
diagnosis.  Even  when  carotid  compression  is  used 
in  conjunction  with  electroencephalographic  record- 
ing, the  information  gained  is  no  more  specific  than 
that  available  by  other  means. 

Angiography  is  perhaps  the  most  helpful  test  pres- 
ently available  to  delineate  lesions  which  cause  ar- 
terial stenosis.^’  The  procedure,  when  compe- 
tently performed,  has  a minimum  morbidity  and 
almost  no  mortality,  and  can  be  performed  in  any 
medical  center.  Unless  the  patient’s  condition  is  pre- 
carious, all  four  vessels  which  supply  the  circle  of 
Willis  should  be  visualized  intracraniaily  as  well  as 
extracranially,  since  an  understanding  of  the  dynam- 
ics of  collateral  circulation  and  distribution  of  patho- 
logic lesions  is  essential  to  proper  evaluation.  As 
much  information  as  possible  should  be  obtained 
the  first  time  in  order  to  avoid  the  necessity  of  re- 
peating the  procedure. 

Once  these  tests  have  been  performed,  all  of  the 
available  information  should  be  reviewed  to  decide 
how  to  treat  the  patient. 
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Many  questions  remain  before  guides  can  be 
established  for  definite  modes  of  treatment 
of  cerebrovascular  insufficiency.  Current  diag- 
nostic evaluation  is  based  on  varying  criteria, 
thus  cases  treated  surgically  cannot  be  com- 
pared with  those  treated  by  anticoagulant 
therapy.  Each  patient  should  be  evaluated  in- 
dividually. 


Anticoagulant  Therapy 

The  results  of  anticoagulant  therapy  were  prom- 
ising, but  the  following  reflections  should  be 
made;!- 

1.  No  reported  series  of  patients  treated  with 
anticoagulants  has  had  an  adequately  objective  diag- 
nosis of  cerebral  vascular  insufficiency. 

2.  It  is  unknown  how  long  these  patients  should 
be  treated  with  drugs,  but  this  mode  of  therapy  is 
known  to  carry  with  it  some  risk. 

3.  There  is  no  conclusive  evidence  of  the  mech- 
anism of  action  by  which  these  drugs  prevent 
strokes.®’  ® For  example,  it  has  been  postulated  that 
transient  ischemic  attacks  are  secondary  to  small 
emboli  originating  at  a site  of  atherosclerotic  stenosis. 
If  the  formation  of  emboli  has  been  prevented  by 
anticoagulants,  then  one  can  say  that  this  is  a mode 
of  treatment,  but  this  method  does  not  attack  the 
basic  cause  of  embolus  formation.  In  addition,  the 
artery  eventually  will  become  so  stenotic  that  re- 
tarded blood  flow  will  cause  the  anticoagulants  to 
be  ineffective.  Ultimately,  the  artery  will  become 
completely  blocked. 

Anticoagulant  treatment  has  been  useful  despite 
the  questions  that  are  still  unanswered,  and  it  has 
proved  of  symptomatic  value  in  a small  number  of 
cases. 

Surgical  Therapy 

Surgical  intervention  is  the  alternative  toward 
which  most  attention  is  now  being  directed,  but  the 
following  factors  should  be  considered.^’ 

1.  Any  type  of  surgical  procedure  has  its  own 
risks,  and  this  specific  procedure  has  a certain  num- 
ber of  risks  that  should  be  contemplated  in  each 
case  before  operation  is  recommended. 

2.  Indications  for  the  procedure  have  not  yet  been 
firmly  established. 

The  aim  of  this  method  is  the  restoration  of  blood 


flow  to  normal  limits  or  improvement  of  the  circu- 
lation of  the  blood  at  one  specific  location — for 
example,  at  the  bifurcation  of  the  common  carotid 
artery.  Only  a critical  evaluation  of  this  procedure, 
and  time  itself,  will  permit  a more  definite  answer 
regarding  the  merits  of  this  form  of  treatment  in 
selected  cases. 

Both  treatments  have  been  postulated  as  being 
beneficial,  and  there  (is  no  doubt  that  both  have  been 
partially  so.  However,  from  available  evidence  there 
is  no  assurance  that  one  mode  can  take  the  place  of 
the  other.  At  present  there  is  no  published  series  of 
results  of  anticoagulant  treatment  in  patients  who 
had  proven  diagnoses.  AU  of  the  published  series 
of  cases  have  been  based  on  clinical  information 
only.  Published  surgical  results  do  not  contain  cases 
which  can  be  compared  with  nonsurgical  cases. 
Among  the  surgical  patients,  significant  numbers 
have  not  had  a long  enough  postoperative  followup 
to  provide  conclusive  evidence.  The  surgical  cases 
cannot  be  compared  with  the  anticoagulant  cases 
since  the  diagnostic  evaluation  has  been  based  on 
different  criteria. 

Before  any  definite  decision  can  be  reached  re- 
garding the  place  of  these  two  modes  of  therapy, 
many  questions  still  must  be  answered.  Perhaps  the 
most  important  are: 

1.  When  is  a stenotic  lesion  significant? 

a.  When  has  the  cerebral  blood  flow  been  de- 
creased to  the  limit  where  it  is  considered 
likely  to  cause  signs  and  symptoms  of  cerebro- 
vascular insufficiency? 

b.  When  are  pre-  and  poststenotic  pressure 
gradients  significant? 

2.  Can  the  true  extent  of  a stenotic  lesion  be 
demonstrated  by  arteriography? 

3.  Are  emboli  the  cause  of  transient  ischemic 
attacks? 

4.  Can  naturally  developing  collateral  circulation 
take  the  place  of  medical  or  surgical  therapy? 

Eventually,  answers  to  aU  of  these  questions  may 
be  available.  In  the  meantime,  each  case  should  be 
evaluated  individually  since  there  are  no  rules  or 
statistics  which  can  be  used  as  guides  for  establishing 
a definite  mode  of  treatment  of  patients  with  cere- 
bral vascular  insufficiency. 

It  is  hoped  that  in  fumre  investigations,  efforts 
will  be  directed  toward  answering  the  foregoing 
questions.  All  groups  involved  in  cerebrovascular 
disease  research,  as  well  as  others  who  are  interested 
in  this  critical  subject,  should  unify  their  efforts  to 
obtain  comparable  series  of  patients  and  more  basic 
understanding  of  the  physiologic  response  to  treat- 
ment. Theeuthor  hopes  that  a series  of  patients  who 
have  received  no  treatment  will  be  reported  to  show 
the  natural  evolution  of  the  disease  and  to  be  used 
as  a control  group. 
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Medical  Artist  Creates  Miniature  Skeleton 

Johns  Hopkins’  medical  artist  Leon  Schlossberg  has  created  an  18-inch  plastic 
model  of  the  human  skeleton  that  is  able  to  demonstrate  almost  any  position  of 
its  life-sized  counterpart. 

The  26-piece  skeleton  has  the  color  and  texture  of  bone  and  is  unbreakable 
and  flexible.  Anatomically  accurate  to  the  smallest  detail,  the  skeleton’s  movable 
joints  are  held  together  by  tiny  wires. 

'The  artist  conceived  the  idea  three  years  ago  when  he  noticed  that  radiology 
students,  who  were  required  to  position  patients  as  part  of  their  training,  lacked 
suitable  mock-ups  for  practice.  Orders  for  the  skeleton  have  come  from  lawyers, 
who  find  the  compact,  portable  skeletons  useful  in  court.  A picture  story  on  the 
skeleton  was  featured  in  a recent  issue  of  Medical  World  News. 


488 


TEXAS  State  Journal  of  Medicine 


Slow  Exchange  Transfusion;  Its  Rationale 


Carl  N.  Haggard,  M.D. 


INDICATIONS  for  exchange  transfusions  are  now 
fairly  standard.^'®  Research  and  clinical  data  have 
established  serum  bilirubin  levels  of  20  mg.  per  100 
cc.  as  the  point  above  which  kernicterus  is  increas- 
ingly likely  to  occur.^’ 

It  is  difficult  to  determine  in  which  infants  the 
bilirubin  level  will  be  exceeded,  so  that  exchange 
transfusion  can  be  completed  before  this  level  is 
reached.  Early  exchange  is  recommended  in  all  in- 
fants suspected  of  having  significant  hemolytic  dis- 
ease of  the  newborn,  unless  good  reasons  exist  for 
another  course  of  aaion.  Allen  and  Diamond  have 
stated:  "It  is  hardly  possible  that  all  factors  that  pro- 
duce kernicterus  are  known  and  it  is  much  better  to 
take  the  conservative  course  of  immediate  exchange 
transfusion  in  these  cases  than  to  wait  for  develop- 
menrs.”^^  Apparently  there  is  a point  of  no  return 
when  an  exchange  transfusion  previously  delayed 
can  not  save  the  infant  from  death,  or  perhaps  worse, 
a life  with  severe  neurological  defects.  J^rly  ex- 
change is  often  mandatory. 

In  the  first  exchanges  performed  by  rhe  author 
it  was  noted  that  rapid  procedures  were  not  tolerated 
as  weU  as  slow  ones.  Cardiac  arrhythmias,  congestive 
failure,  continuous  crying  and  trembling  were  elim- 
inated practically  by  the  slow  technique.  Later,  sev- 
eral authors  presented  data  to  support  the  assumption 
that  homeostatic  mechanisms  could  operate  best  with 
a slow  exchange  technique.^®'^^  (The  term  "slow 
technique”  is  used  in  this  paper  to  define  exchange 
transfusion  in  which  a three  minute  interval  elapses 
between  each  withdrawal  and  injection  of  10  cc. 
quantities  of  blood.)  It  is  believed  that  the  slow 
technique  of  exchange  allows  many  necessary  bio- 
chemical adjustments.^®’  Were  it  not  for  rapid 
adjustments  made  in  the  body  of  the  infant,  ex- 
change transfusion  would  hardly  be  compatible  with 
life,  since  blood  in  the  preserved  state  in  the  quanti- 
ties used  could  not  be  tolerated  otherwise.®® 

Smith  gives  the  circulation  time  in  the  newborn 
infant  as  1.8  minutes.^®  Haselhorst,  using  congo  red 
dye,  found  umbilical  vein  to  umbilical  artery  circula- 
tion time  to  be  60  seconds.^®  Hubbard,  with  the  use 


of  radioactive  sodium,  foimd  the  circulation  time 
from  one  arm  to  the  opposite  arm  to  be  3 to  12 
seconds.^^  Sechel,  using  the  histamine  technique, 
found  the  circulation  time  in  newborn  infants  to  be 
28  to  34  seconds.^®  Maximum  diffusion  time  can  be 
calculated  at  about  three  minutes. 

Taylor  reported  an  unexplained  death  from  ex- 
change transfusion  in  which  a 2:1  A-V  block  oc- 
curred, with  a serum  potassium  level  of  4.3  mEq.®^ 
Walker  and  Neligan  reported  one  case  of  cardiac 
arrest  during  exchange  transfusion;®^  Pew  reported 
a similar  instance.®®  Bolande  reported  on  one  infant 
whose  serum  potassium  reached  17  mEq.  without 
causing  detectable  ill  effects.^®  Baker  found  thar  a 
potassium  concentration  of  14.8  mEq.  per  liter  which 
was  perfused  directly  and  continuously  into  the 
coronary  arteries  was  necessary  to  arrest  isolated 
hearts  obtained  from  fetuses  of  16  to  20  weeks’ 
gestation.®®  Potassium  citrate  equivalent  to  230  mEq. 
per  liter,  in  amounts  varying  from  6 to  20  ml.  is  in- 
stilled directly  into  the  coronary  arteries  of  children 
to  produce  cardiac  arrest  for  heart  surgery.®’^  This  is 
a maximum  of  4.6  mEq.  and  a minimum  of  1.38 
mEq.  Thus,  potassium  alone  seems  to  vary  in  the 
amount  required  ro  produce  cardiac  arresr  in  dif- 
ferent patients.®®  Other  factors  may  influence  the 
response  of  the  heart  muscle.  Hoff  and  others  pro- 
duced ventricular  fibrillation  by  cold  in  dogs  whose 
temperature  dropped  below  73  F.®®  Deterling  and 
others,  in  studying  physiologic  changes  associated 
with  hypothermia,  subsrantiated  these  findings.®®  In- 
fants undergoing  exchange  transfusion  are  subjected 
to  elevated  potassium  levels  as  well  as  cold  from 
the  refrigerated  blood.®®  This  could  cause  the  cardiac 
arrhythmias  and  arrests  sometimes  encountered  dur- 
ing exchange  transfusions.  Many  infants  who  evenm- 


The  author  recommends  slower  procedures 
in  exchanging  blood  of  infants.  He  ob- 
serves that  cardiac  arrhythmias,  congestive 
failure,  continuous  crying  and  trembling 
were  almost  eliminated  by  the  slow  tech- 
nique. 
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Table  1. — Serum  Bilkuhin  Values  Obtained. 

Column  2 = Serum  bilirubin  at  beginning  of  exchange. 

Column  3 = Serum  bilirubin  at  midpoint  of  exchange.  Column  4=  Serum  bilirubin  at  conclusion  of  exchange. 


Infant 

Early 

Serum  Bilirubin  Mg.  % 
Mid- 

Final 

1.  Male  McM.  I 

18.0 

12.8 

6.8 

2.  Male  McM.  II 

21.5 

10.2 

8.6 

3.  Female  J. 

14.0 

8.4 

6.4 

4.  Female  C. 

8.8 

4.8 

4.0* 

5.  Female  C. 

21.0 

17.0 

13.9 

6.  Female  V. 

5.8 

4.0 

2.4 

7.  Female  H. 

18.9 

12.0 

10.7 

8.  Female  S.  I 

11.6 

8.2 

5.8 

9.  Female  S.  II 

25.0 

14.8 

11.7 

10.  Female  C. 

8.8 

5.3 

4.1 

11.  Female  W. 

4.9 

5.1 

7.1 

12.  Female  FI. 

1.8 

3.0 

3.2 

13.  Male  R. 

14.0 

10.0- 

8.7 

14.  Male  M.  I 

23.0 

20.0 

10.0 

15.  Male  M.  II 

34.0 

18.1 

20.0 

16.  Male  W.  I 

4.1 

5.1 

8.1 

17.  Male  W.  II 

16.1 

14.0 

12.0 

18.  Male  G. 

4.5 

4.7 

5.2 

19.  Female  M. 

9.0 

12.3 

9.8 

20.  Male  L. 

22.0 

14.6 

13.4 

21.  Female  H. 

6.1 

8.6 

6.8 

22.  Female  G.  I 

15.3 

12.1 

10.0 

23.  Female  G.  II 

26.9 

19.1 

15.2 

24.  Male  H. 

10.6 

6.5 

5.6 

25.  Male  S. 

8.6 

4.8 

3.5 

26.  Female  C. 

3.8 

3.6 

3.0 

27.  Male  A. 

1.1 

0.9 

0.8 

28.  Male  B.  I 

5.6 

4.8 

2.7 

29.  Male  B.  II 

19.1 

10.1 

8.8 

30.  Male  N. 

3.5 

4.3 

5.0 

31.  Male  H. 

8.2 

5.1 

3.8 

32.  Female  B.  I 

13.8 

10.6 

5.8 

33.  Female  B.  II 

22.4 

16.2 

12.lt 

34.  Female  B. 

6.8 

4.6 

2.3 

35-  Female  C. 

11.0 

13.0 

9.4 

36.  Male  C. 

6.8 

5.0 

3.0 

37.  Male  J.  I 

5.6 

6.9 

5.2 

38.  Male  J.  II 

23.8 

15.2 

7.4 

39.  Female  M. 

18.0 

16.0 

14.9 

40.  Male  M.  (Died) 

8.3 

4.4 

2.1 

41.  Male  K.  (Died) 

6.6 

6.9 

2.8t 

42.  Female  C. 

10.6 

8.4 

6.3 

43.  Female  P.  (Seen  at  2 VS  days) 

10.6 

8.9 

6.3 

44.  Female  L.  I 

11.8 

14.0 

10.6 

45.  Female  L.  II 

13.8 

16.1 

11.5 

46.  Female  P.  I 

9.2 

14.6 

7.1 

47.  Female  P.  II 

21.7 

13.2 

10.3 

48.  Male  D. 

22.0 

9.3 

3.6 

49.  Female  W. 

2.3 

4.6 

7.0 

50.  MaleT. 

30.0 

15.5 

6.4 

51.  Male  S. 

5.7 

5.1 

3.4 

52.  Female  H. 

7.6 

6.2 

3.2 

53.  Female  M.  \<r.  ■ 

54.  Male  M. 

3.6 

3.9 

2.8 

3.5 

8.1 

2.7 

55.  Female  L. 

4.0 

8.0 

5.0 

56.  Male  S. 

6.5 

6.0 

2.3 

57.  Female  K. 

11.5 

5.8 

5.9 

58.  Male  W. 

6.0 

8.0 

6.0 

59.  Female  V. 

6.3 

5.8 

4.1 

60.  Male  E.  I 

6.1 

6.8 

4.4 

61.  Male  E.  II 

22.0 

14.0 

10.0 

62.  Female  A.  I 

16.5 

15.1 

11.0 

63.  Female  A.  II 

22.0 

18.8 

13.4 

64.  Female  A.  Ill 

25.0 

12.1 

7.5 

65.  Female  A.  IV 

28.0 

9.8 

6.3 

66.  Female  A.  V 

29.0 

28.3 

16.0 

67.  Male  W.  I 

12.0 

16.8 

9.1 

68.  Male  W.  II  (Died) 

37.8 

41.0 

28.0 

Average  Serum  Bilirubin 

13.29 

10.4 

7.53 

*Exchange  started  at  36  hours.  Died  before  completion. 
tDied  in  sleep  of  pneumonia  at  two  months  of  age. 

$Died  of  pulmonary  hemorrhage  and 
hours  after  exchange. 

kernicterus  eight 

Table  2. — Data  on  Electrolyte  Studies. 

Column  2= Value  at  beginning  of  exchange  in  milliequivalents. 
Column  3=  Value  at  midpoint  of  exchange  in  milliequivalents. 
Column  4=Value  at  conclusion  of  exchange  in  milliequivalents. 


Gise 

K#1 

K 

K#2 

K#3 

Na#l 

Na 

Na#2 

Na#3 

Co.#l 

CO2 

Co2#2 

Co2#3 

Bili- 
rubin 
Donor 
Blood 
Mg.  % 

14 

8 

10 

12 

142 

142 

140 

24 

21 

20 

Donor  Blood 

12 

138 

16 

0.3 

15 

11 

13 

11 

136 

138 

152 

29 

22 

17 

Donor  Blood 

9 

150 

13 

1.0 

35 

6 

8 

8 

141 

146 

146 

20 

20 

18 

Donor  Blood 

10 

148 

17 

0.45 

37 

5 

6 

8 

140 

146 

154 

25 

21 

19 

Donor  Blood 

8 

158 

15 

0.3 

37 

2nd  Exch. 

9 

8 

8 

150 

152 

156 

14 

16 

18 

Donor  Blood 

10 

154 

17 

0.6 

41 

6 

6 

8 

154 

150 

143 

26 

24 

21 

Donor  Blood 

7 

138 

9 

0.5 

42 

5 

7 

7 

139 

138 

134 

25 

23 

20 

Donor  Blood 

9 

135 

14 

0.4 

43 

6 

7 

9 

146 

146 

143 

29 

20 

21 

Donor  Blood 

10 

144 

17 

0.6 

44 

4 

8 

10 

139 

142 

149 

23 

24 

21 

Donor  Blood 

10 

154 

20 

0.7 

44 

2nd  Exch. 

7 

8 

8 

158 

152 

150 

17 

16 

16 

Donor  Blood 

7 

150 

12 

0.6 

46 

4 

7 

10 

148 

150 

154 

18 

18 

16 

Donor  Blood 

9 

153 

15 

0.5 

48 

6 

10 

11 

150 

150 

146 

21 

20 

21 

Donor  Blood 

11 

148 

15 

0.5 

60 

3 

7 

12 

154 

154 

151 

18 

19 

17 

Donor  Blood 

12 

151 

15 

0.7 

62 

4 

10 

10 

140 

144 

148 

27 

20 

19 

Donor  Blood 

11 

149 

17 

0.6 

ally  recover  demonstrate  cardiac  arrhythmias  during 
exchange. 

At  times  it  may  be  necessary  to  exchange  the  blood 
of  an  extremely  ill  infant  with  several  small  amounts 
two  to  four  hours  apart.  Adequate  exchange  of 
two  blood  volumes  can  be  calculated  by  the  formula 
V-S 

R==blood  remaining. 

V=calculated  blood  volume  of  infant  in  ml. 

S==si2e  of  syringe  in  ml. 

N=number  of  syringefuls  removed  and  replaced. 

This  paper  presents  data  to  support  the  rationale 
of  slow  exchange. 

In  this  study  are  included  239  infants  for  whom 
hemolytic  disease  was  expected  or  conditions  were 
present  favoring  its  development.  Representing  53 
per  cent  of  the  total,  blood  of  127  infants  was  ex- 
changed, the  majority  via  the  umbilical  vein.®' 
Blood  of  two  infants  was  exchanged  via  femoral  vein 
catheterization.®^  The  radial-artery-outflow— saphe- 


nous-vein-inflow technique  was  not  used.®®’  ®®  A su- 
praumbilical  cut-down  technique  was  used  in  one 
infant.®^ 

Donor’s  ceils  and  mother’s  serum  were  cross- 
matched  by  the  indirect  Coombs’  technique  in  ail 
cases.^’  ®®  No  warning  device  was  used  but  blood  was 
set  at  air-conditioned  room  temperature  from  time  of 
crossmatching  until  it  was  used.®®  In  this  way  the 
blood,  although  not  warmed  to  body  temperature, 
was  not  refrigerator-cold.  The  rapidity  of  use  gov- 
erned the  temperature  of  the  blood  used,  so  unfor- 
tunately the  most  urgent  exchanges  were  performed 
with  the  coldest  blood.  There  are  now  available  sev- 
eral warming  devices  for  blood.  The  best  is  a simple 
water  bath  thermostatically  controlled  to  raise  blood 
temperature  to  37°.  The  blood  container  is  placed  in 
this  bath  and  in  30  minutes  is  warmed  to  body 
temperature. 

Diamond’s  technique  for  exchange  transfusion  was 
employed  except  in  three  infants  for  whom  multiple 
small  exchanges  at  two  to  four  hour  intervals  were 
used.  Each  had  red  blood  counts  below  2,000,000  cu. 
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SLOW  EXCHANGE  TRANSFUSION  — Hoggarrf  — continued 

ml.  and  was  pallid  and  edematous.  A sample  of  blood 
was  drawn  from  the  infants  at  the  beginning  of  the 
exchange,  again  after  completion  of  250  ml.  to  300 
ml.  of  exchange,  and  finally  at  the  end  of  the  ex- 
change. Serum  bilirubin  and  electrolyte  determina- 
tions were  performed  on  these  samples.  A minimum 
two  volume  exchange  was  performed.  Average  time 
required  for  the  exchange  was  three  and  one-half 
hours.  During  the  exchange  the  baby  was  warmed 
by  carefully  padded  heating  pads.  Electric  bunting 
was  not  used.®^  The  catheter  was  withdrawn  at  the 
conclusion  of  the  exchange.®  No  difficulty  was  en- 
countered in  re-entering  the  umbilical  vein  when 
necessary.  The  blood  of  one  infant  was  exchanged 
five  times  via  the  umbilical  vein. 

One  major  variation  from  Diamond’s  technique 
was  that  at  three  minute  intervals,  timed  by  the 
nurse  who  maintained  a tally  sheet,  10  ml.  of  blood 
was  withdrawn  and  replaced.  Only  the  physician  and 
one  nurse  were  needed.  The  exchanges  were  per- 
formed with  the  usual  equipment  found  in  most 
hospitals. 

In  68  of  the  127  exchanges  in  this  series  serum 
bilirubin  determinations  are  complete. 

Potassium,  sodium,  and  carbon  dioxide  combining 
powers  were  determined  on  the  blood  of  14  patients 
and  on  the  donor  blood  used  in  exchange. 

Discussion 

It  appears  from  the  bilirubin  levels  obtained  that 
serum  bilirubin  was  reduced  less  than  the  values 
given  in  other  papers  on  this  subject.  However,  the 
slow  technique  used  in  exchanging  probably  ac- 
counts for  the  difference.  Perhaps,  as  suggested  by 
other  investigators,^®'  more  bilirubin  is  mobil- 
ized from  tissues  and  extravascular  spaces,  thus  re- 
moving a greater  total  volume  of  bilirubin.  All  other 
factors  being  constant,  this  would  mean  fewer  ex- 
changes in  any  given  infant  because  of  a more  effi- 
cient, though  slower,  operation  by  the  same  tech- 
nique. 

The  serum  potassium  levels  are  high  in  this  study. 
They,  however,  agree  with  the  values  found  by 
Campbell,^®  who  obtained  an  average  potassium 
level  in  16  normal  newborn  infants  of  20.6  mg.  per 
100  cc.  or  5.3  mEq.  The  studies  by  the  author  and 
his  co-workers  were  of  infants  with  hemolytic  dis- 
ease of  the  newborn,  which  would  be  expected  to 
elevate  the  potassium  levels  still  higher.  The  average 
potassium  level  in  these  babies  prior  to  exchange 
was  6 mEq.  There  is  a direct  relationship  of  the 
infant’s  potassium  level  at  conclusion  of  exchange 
and  the  potassium  level  of  the  donor  blood.  The 
two  are  about  equal  when  the  exchange  is  com- 


pleted. The  values  on  donor  blood  in  this  series  are 
similar  to  those  obtained  by  Schechter,^®  who  found 
that  an  increasing  potassium  level  in  donor  blood  is 
directly  proportional  to  the  length  of  storage  of 
the  blood. 

The  serum  C02-combining-power  values  indicate 
the  ability  of  the  infant’s  homeostatic  mechanisms  to 
alter  the  chemistry  of  infused  blood  to  render  it  com- 
patible with  life.  In  spite  of  a generally  low  CO'2- 
combining-power  in  the  donor  blood,  homeostatic 
mechanisms  must  have  altered  it,  so  that  the  CO2- 
combining-power  at  the  conclusion  of  exchange  was 
altered  only  slightly  toward  the  acidotic  side. 


1 

Dr.  Carl  N.  Haggard  spec- 
ializes in  pediatries  and 
surgery  in  Houston. 

Sodium  levels  show  more  variability  but  generally 
approach  the  level  of  the  transfused  blood  when  ex- 
change is  completed.  This  may  be  attributed  to  the 
renal  immaturity  in  the  newborn  infant.  McCance^^ 
found  that  the  seven  day  old  infant  could  excrete 
about  0.7  Gm.  of  sodium  per  liter  of  urine;  the  14 
day  old  infant  about  1.4  Gm.  and  the  21  day  old 
infant  about  2.2  Gm.  of  sodium  per  liter  of  urine. 

The  serum  bilirubin  value  of  14  donor  bloods 
varied  from  0.3  mg.  per  100  cc.  to  1 mg.  per  100  cc. 
This  level  is  not  as  high  as  that  found  by  Brown.®® 
Perhaps  the  lower  values  here  are  accounted  for  by 
the  freshness  of  the  blood.  No  blood  which  had  been 
stored  for  more  than  one  week  was  used. 

Average  serum  bilirubin  of  the  infants  before, 
during,  and  after  exchange  was  as  follows: 

Mean  Bilirubin  Levels,  Mg.  % ( 68  Infants ) 


At  start 

13.3 

Mid  point 

10.4 

End  of  procedure 

7.5 

In  only  9 of  the  68  exchanges  (13  per  cent)  the 
serum  bilirubin  level  was  higher  at  the  conclusion 
than  it  was  at  the  beginning  of  exchange.  In  the 
remaining  87  per  cent,  the  serum  bilirubin  level  was 
lower  at  the  conclusion  than  it  was  at  the  beginning 
of  exchange.  Since  serum  bilirubin  determinations 
were  not  obtained  on  all  patients,  nor  at  the  same 
intervals  following  exchange,  no  figures  can  be 
shown  to  uphold  the  impression  that  the  bilirubin 
values  rose  in  the  first  24  to  36  hours  following 
exchange  and  gradually  decreased  thereafter. 

Most  of  these  infants  were  seen  or  their  physi-  . 
cians  were  contacted  in  1958  or  1959.  As  far  as  is  ! 
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known  all  of  them  are  developing  normally.  Many  of 
them  required  occasional  simple  transfusions  for 
three  to  six  months  after  leaving  the  hospital.  Giblett 
and  others  found  the  bone  marrow  to  be  depressed 
for  some  time  after  hemolytic  disease  and  exchange 
transfusion.'*-  I.Q.’s  were  not  obtained.  Day  and 
Haines  found  that  adequately  treated  hemolytic  dis- 
ease of  the  newborn  resulted  in  no  significant  lower- 
ing of  I.Q.  when  compared  with  "control”  infants 
who  had  no  neonatal  illnesses.® 

One  infant  in  the  current  series  who  was  seen 
last  at  age  14  months,  was  under  treatment  for  septic 
necrosis  of  the  head  of  the  femur. 

The  mortality  rate  in  this  series  was  3-9  per  cent. 
Any  infant  born  alive  was  considered  salvageable. 
One  infant  was  seen  first  at  36  hours;  60  ml.  of  Rh 
negative  blood  had  been  given  as  a simple  trans- 
fusion 15  hours  after  birth.  Blood  of  another  baby, 
a mongoloid,  was  exchanged  twice.  The  baby  was 
discharged  on  the  tenth  day  doing  well  hematologi- 
cally  and  in  good  condition  clinically.  She  reportedly 
died  in  her  sleep  of  "pneumonia”  in  a distant  state 
at  two  months  of  age.  These  two  cases  are  included 
in  determining  the  mortality  rate.  Were  they  ex- 
cluded the  mortality  rate  would  be  2.3  per  cent. 


This  approaches  the  theoretical  ideal  of  Walker  of 
2 per  cent.-* 


Summary 

Serum  bilirubin  levels  before,  during,  and  after 
exchange  transfusion  were  determined  in  68  ex- 
changes. Potassium,  sodium,  and  CO2  combining 
powers  before,  during,  and  after  exchange  were 
determined  in  14  infants.  Bilirubin  levels  in  14 
donor  blood  samples  were  determined.  The  relation 
of  potassium,  sodium,  and  CO2  combining-power 
values  to  the  values  obtained  in  donor  blood  is 
discussed.  The  greater  efficiency  of  slow  exchange 
transfusion  is  believed  to  be  supported  by  the  data 
obtained. 


Grateful  appreciation  is  expressed  to  Dr.  R.  V.  Platou, 
Chairman,  Department  of  Pediatrics,  Tulane  University 
School  of  Medicine,  New  Orleans,  for  his  encouragement 
and  advice  in  the  preparation  of  this  paper. 

^ Dr.  Haggard,  4205  Caroline  St.,  Houston  4. 

A bibliography  may  be  obtained  upon  request  from  the  author. 


Of  Hogs  and  Humans 

Not  long  ago.  Secretary  of  Health,  Education,  and  Welfare  Ribicoff  re- 
marked that  men,  women,  and  children  should  receive  the  same  protection  against 
the  marketing  of  worthless  drugs  as  do  hogs,  sheep,  and  cattle.  This  made  head- 
lines in  many  papers,  was  repeated  in  a Presidential  message  to  Congress,  and  un- 
doubtedly created  a strong  public  impression.  The  consumer  could  easily  conclude 
that  animals  are  protected  by  law  against  bad  drugs  and  that  human  beings  are 
not.  But  the  facts  are  otherwise. 

Medicines  for  animals  and  human  beings  alike  are  regulated  by  two  sets  of 
laws,  one  covering  biological  products  such  as  serums  and  vaccines,  the  other 
covering  nonbiological  medications  usually  dispensed  in  the  form  of  tablets  or 
capsules. 

It  is  true  that  for  animals  the  Virus,  Serum,  Toxin,  and  Analogous  Products 
Act  of  1913  prohibits  the  sale  of  "worthless”  products,  and  that  the  specific  word 
"worthless”  is  not  used  in  the  corresponding  legislation  relating  to  medicines  for 
man.  It  is  equally  true,  however,  that  the  Act  relating  to  human  biologicals,  the 
Virus,  Serum,  and  Toxin  Act  of  1944,  affords  human  beings  every  bit  as  strong 
protection.  In  this  Act,  the  Public  Health  Service  is  given  authority  to  insure  "the 
continued  safety,  purity,  and  potency  of  biological  medicines”.  Moreover,  the 
product  must  "effect  a given  result”.  It  cannot,  in  other  words,  be  worthless. 

With  respect  to  other  medicines,  both  animals  and  humans  are  protected  by 
exactly  the  same  law  — the  Food,  Drug,  and  Cosmetic  Act  of  1938. 

Obviously,  then,  hogs  do  not  receive  greater  protection  than  humans.  This  is 
the  fact  of  the  matter,  and  when  the  fact  pertains  to  such  a vital  question  as  the 
public  health,  it  is  important  to  keep  the  record  straight. 
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Three  cases  are  presented  in  which  improve- 
ment in  glucose  tolerance  followed  the 

use  of  tolbutamide  therapy.  Stimulation  of  I ■■I' i 

beta  cell  function  of  the  islets  of  Longer-  lOlDUTaiTIIQ©  IrlSlBpy 
bans,  with  increased  liberation  of  insulin, 
may  be  the  cause  of  such  remissions. 


HE  LIFE  HISTORY  of  diabetes  is  character- 
ized by  its  chronicity,  and  the  dictum  “once 
a diabetic  always  a diabetic”  still  is  trueJ  There  are, 
however,  many  papers  in  the  medical  literature  that 
describe  temporary  remissions  of  diabetes;  in  some 
cases  remission  is  spontaneous  and  in  others  it  is 
attributed  to  therapy. 

In  1796,  an  English  physician,  Dr.  John  Rolio, 
described  amelioration  of  the  diabetic  state  as  a 
result  of  treatment.^^  Treatment  in  those  days  con- 
sisted of  various  degrees  of  starvation,  and  its  pro- 
ponents claimed  improved  carbohydrate  tolerance  to 
the  point  that  the  patients  could  remain  aglycosuric 
for  years  on  a normal  diet.^  Newburgh  and  Conn 
reported  disappearance  of  diabetes  in  obese  patients 
after  adequate  weight  reduction  with  remrn  of 
glucose  tolerance  levels  to  normal.^^  Initially,  they 
felt  that  this  was  a different  kind  of  diabetes  related 
to  obesity.  Later,  however,  they  demonstrated  that 
some  of  these  obese  diabetic  patients  failed  to 
achieve  normal  glucose  tolerance  levels,  which  indi- 
cated that  the  diabetes  of  obesity  was  essentially  the 
same  as  other  forms.^^ 

The  possibility  for  remission  in  diabetes  is  given 
impetus  by  pathologic  studies.  McCallum,  in  1907, 
studied  the  pancreas  of  two  children  who  died  of 
acute  diabetes.  He  noted  changes  of  compensatory 
hypertrophy  and  regeneration  of  the  islets  of  Langer- 
hans.^^  Cecil  reported  hypertrophy  of  the  islets  and 
newly  formed  islet  tissue  in  34  of  100  autopsies 
performed  on  diabetic  patients.®  Other  smdies  have 
suggested  that  the  pancreas  is  not  a static  organ  as 
the  brain  or  myocardium,  but  rather  a tissue  that  can 
repair  and  regenerate  itself  after  degenerative 
changes  have  been  caused  by  the  diabetogenic 
factor.^ 


With  the  advent  of  a drug  (tolbutamide)  that 
could  stimulate  the  beta  cells  of  the  islets  of  Langer- 
hans  to  liberate  insulin,  the  possibility  that  remission  ' 
of  diabetes  could  be  produced  again  appeared  likely.  ^ 
The  possible  exhaustion  of  the  beta  cells  from  such 
prolonged  stimulation  by  tolbutamide  also  has  been 
seriously  questioned.  Lazarow  studied  the  effects  of 
long-term  administration  of  tolbutamide  to  rats  in  a 
subdiabetic  state.®  'Iliese  rats  had  been  given  sub- 
diabetogenic  doses  of  alloxan  so  that  their  glucose 
tolerance  had  been  impaired,  but  they  had  normal 
postprandial  blood  sugars.  In  some  of  the  rats  treated 
with  tolbutamide  (500  mg.  per  Kg.  of  body  weight 
per  day)  impairment  of  the  glucose  tolerance  did 
result.  The  administration  of  the  drug  did  not, 
however,  push  subdiabetic  rats  into  frank  diabetes. 

In  contrast  to  the  adverse  effect  of  tolbutamide 
on  the  glucose  tolerance  of  the  subdiabetic  rats  was 
a study  by  Fajans  and  Conn.®  They  demonstrated 
improvement  of  glucose  tolerance  of  13  of  14  young, 
nonobese,  mild  diabetic  patients  during  treatment 
with  tolbutamide  over  a period  of  2 to  22  months. 
The  researchers  believed  this  improvement  was  re- 
lated to  increased  insulin  secretion  from  the  pan- 
creas caused  by  tolbutamide.  Other  investigators  have 
demonstrated  improvement  of  glucose  tolerance  dur- 
ing the  administration  of  carbutamide,  tolbutamide, 
and  chlorpropamide.®’  Though  the  patient  might 
relapse  in  from  1 to  16  months,  remission  of  the 
diabetic  state  could  again  be  produced  by  adminis- 
tration of  one  Gm.  of  tolbutamide  daily  for  several 
months. 

In  trials  of  oral  hypoglycemic  agents,  Crowley, 
Wolff,  and  Bloom  found  in  1957  that  many  patients 
with  newly  diagnosed  diabetes  did  not  respond  to 
diet  alone,  but  were  responsive  when  tolbutamide 
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was  added.  They  remained  normoglycemic  and  free 
from  sugar  in  rhe  urine  after  six  weeks  of  treatment 
with  this  hypoglycemic  agent.^  Since  then  tolbuta- 
mide has  been  used  extensively  in  patients  who  have 
developed  a mild  type  of  diabetes  after  maturity  and 
who  have  failed  to  respond  to  dietary  restriction 
alone.  Those  patients  who  relapse  when  the  tol- 
butamide is  withdrawn  remain  responsive  to  the 
drug  when  it  is  reintroduced,  and  thereafter  treat- 
ment can  be  continuous.^  The  following  cases  of 
diabetes,  with  onset  after  maturity,  were  controlled 
with  tolbutamide,  which  manifested  remission  of 
diabetes  and  improvement  of  glucose  tolerance. 

Case  Reports 

Case  1. — A 52  year  old  white  woman  was  in  good  health 
until  July,  1954,  when  she  had  sudden  loss  of  consciousness 
for  one  minute.  On  regaining  consciousness,  she  had  impair- 
ment of  vision.  She  had  to  tilt  her  head  back  and  look 
down  to  see  clearly.  When  she  looked  straight  ahead,  her 
vision  blurred.  This  defect  persisted  for  one  week.  She  then 
experienced  a sudden  severe  headache  and  had  a clearing  of 
her  vision.  She  did  not  consult  a physician  until  November, 
1954,  when  an  ophthalmologist  found  that  she  had  a com- 
plete left  homonymous  hemianopsia.  A neurosurgeon  was 
consulted,  and  cerebral  arteriograms  and  air  encephalograms 
were  made.  No  surgically  correaible  lesion  was  found,  and 
it  was  believed  that  the  patient  had  sustained  a small 
cerebral  thrombosis  which  caused  the  defect  of  visual  fields. 

On  April  18,  1955,  she  complained  of  vague  symptoms 
of  weakness,  nervousness,  dizziness,  warm  feelings,  and 
blurring  of  vision.  There  had  been  no  disturbance  of 
weight,  bowel  function,  urinary  symptoms,  or  personality 
changes.  Her  father  had  diabetes  and  required  insulin 
therapy  for  10  years  before  he  died  at  age  81.  Her  father’s 
sister  died  in  diabetic  coma  at  age  70.  Her  brother  died  at 
age  38  from  meningitis,  apparently  without  diabetes,  and 
two  nondiabetic  sisters  were  living  and  well.  Her  mother 
was  said  to  be  well  at  age  74. 


The  physical  examination  demonstrated  a well  de- 
veloped and  nourished  alert  white  female  with  some  in- 
crease in  psychomotor  activity.  Weight  was  98  pounds; 
temperamre,  98.6  F.;  pulse,  96;  blood  pressure,  150/90. 
A left  complete  homonymous  hemianopsia  was  noted  on 
gross  testing  of  the  visual  fields.  The  fundi  were  normal 
with  the  exception  of  some  tortuosity  of  the  arterioles  and 
slight  arteriolar-venule  nicking.  A nodule  2 cm.  in  di- 
ameter was  noted  on  the  isthmus  of  the  thyroid.  It  was 
smooth,  firm,  and  nontender.  There  were  no  signs  of 
hyperthyroidism.  The  lungs  and  heart  were  normal.  Ab- 
dominal, pelvic,  reaal,  and  remaining  neurologic  exami- 
nations were  within  normal  limits.  After  ingestion  of 
100  Gm.  of  glucose,  the  fasting  blood  sugar  increased  in 
one  hour  from  129  to  294  mg.  per  100  cc.  At  the  second 
hour,  blood  sugar  was  240  mg.  per  100  cc.,  and  was  235 
mg.  per  100  cc.  at  the  end  of  the  third  hour.  The  urine  at 
the  beginning  of  the  test  contained  a trace  of  sugar,  and 
subsequent  samples  showed  4 plus  content.  Diabetes  mellitus 
was  diagnosed,  and  the  patient  was  hospitalized  for  further 
study  and  treatment. 

Protein  bound  iodine  was  7.8  meg.  per  100  cc.,  and  radio- 
iodine uptake  was  25  per  cent.  The  patient  was  regulated 
on  a 1,200  calorie  diabetic  diet  and  16  units  of  NPH 
insulin  each  morning.  A subtotal  thyroidectomy  revealed  a 
2 cm.  colloid  adenoma  in  the  removed  rhyroid  tissue.  The 
patient  was  discharged  April  25,  1955.  Her  course  during 
the  next  five  years  is  graphically  shown  in  Fig.  1.  She 
tolerated  the  insulin  and  diet  well,  with  the  exception  of 
ill-advised  weight  loss,  for  two  years.  When  next  seen  on 
May  25,  1957,  the  patient  showed  evidence  of  marked 
insulin  lipodystrophy.  The  insulin  was  omitted  and  tol- 
butamide was  given.  After  an  initial  loading  dose,  good 
control  of  blood  sugar  was  maintained  with  1 Gm.  per  day. 

Sixteen  months  later,  the  drug  and  diet  were  discontinued. 
One  month  later,  a glucose  tolerance  test  showed  fasting 
blood  sugar  to  be  100  mg.  per  100  cc.  One  hour  after 
ingestion  of  100  Gm.  of  glucose,  the  sample  was  140  mg. 
per  100  cc.  The  second  hour’s  sample  was  110  mg.  per 
100  cc.  and  the  third  hour’s  sample  was  100  mg.  per  100 
cc.  The  urine  was  negative  for  sugar  with  the  exception  of 
a 2 plus  sample  at  the  time  of  the  second  hour’s  sampling. 
The  patient  continued  on  a free  diet  without  drugs  for  11 
months  before  the  glucose  tolerance  test  was  repeated.  The 
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fasting  blood  glucose  was  100  mg.  per  100  cc.;  subsequent 
tests  showed  200,  85,  and  65  mg.  per  100  cc.  at  the  first, 
second,  and  third  hour  samplings,  respectively.  The  urine 
samples  were  free  from  glucose,  with  the  exception  of  a 2 
plus  showing  at  the  time  of  the  first  hour’s  sample.  The 
patient  has  had  periodic  examinations  every  three  months, 
has  remained  in  good  health,  and  has  sustained  a remission 
of  diabetes  which  has  persisted  for  two  and  one-half  years. 

Case  2. — A 75  year  old  white  man  was  diagnosed  as 
having  diabetes  mellitus  in  May,  1958,  when  he  was  found 
to  have  glycosuria  and  a fasting  blood  sugar  level  of  more 
than  200  mg.  per  100  cc.  He  was  studied  in  Baylor  hospital 
from  June  13  until  June  29,  1958,  and  was  thought  to 
have  mild  adult  type  diabetes  incompletely  controlled  on  a 
2,200  calorie  diabetic  diet  with  10  units  of  NPH  insulin 
each  morning.  With  no  change  in  diet  or  insulin  dosage, 
his  fasting  blood  sugar  levels  dropped  progressively  during 
the  first  week  of  hospitalization  from  240  to  118  mg.  per 
100  cc.  His  liver  was  enlarged  but  the  liver  function  tests 
were  all  normal.  He  had  severe  pulmonary  insufficiency 
due  to  pulmonary  emphysema  and  fibrosis,  and  this  im- 
proved under  nebulization  therapy  with  Tergemist  and 
Aerolone  administered  by  intermittent  positive  pressure.  On 
June  25,  the  insulin  was  omitted  and  tolbutamide  was 
given  with  a dose  of  3 Gm.  for  2 days,  2 Gm.  for  2 days, 
and  then  1 Gm.  daily.  The  patient  experienced  good  con- 
trol of  the  diabetes. 

He  developed  severe  pulmonary  insufficiency  due  to  a 
mixed  infection  of  the  tracheobronchial  tree  in  October, 
and  was  readmitted  to  the  hospital  on  October  10,  1958. 
Intensive  therapy  with  nebulization  of  neomycin  and  bron- 
chodilator  drugs  was  given.  Systemic  antibiotics  in  the 
form  of  penicillin  and  streptomycin  were  used.  Eosinophils 
were  11  per  cent,  and  the  patient  failed  to  improve.  Massive 
steroid  therapy  was  added  along  with  40  units  of  adreno- 
corticotropin  (ACTH)  daily  and  24  mg.  of  Medrol  daily 
(by  mouth)  in  divided  doses.  In  spite  of  the  infection  and 
the  steroid  therapy,  the  blood  glucose  remained  within 
normal  limits.  Tolbutamide  was  discontinued  and  the  pa- 
tient was  allowed  a free  diet.  His  urine  remained  free  from 
sugar  and  frequent  determinations  of  the  fasting  blood 
glucose  level  gave  normal  results.  Three  months  after 


omitting  the  tolbutamide,  a glucose  tolerance  test  was  per- 
formed. The  fasting  blood  glucose  was  110  mg.  per  100 
cc.,  and  after  100  Gm.  of  glucose  by  mouth,  the  blood 
glucose  was  240  mg.  per  100  cc.  at  the  end  of  the  first 
hour.  Results  at  the  second,  third,  and  fourth  hours,  re- 
spectively, were  170,  110,  and  55  mg.  per  100  cc.  At  the 
end  of  the  fourth  hour,  the  patient  had  marked  symptoms 
of  hypoglycemia;  he  was  weak,  sweaty,  dizzy,  nervous,  and 
trembling.  These  symptoms  cleared  promptly  after  he  ate  a 
meal.  The  course  of  remission  of  his  diabetes  is  illustrated 
in  Fig.  2. 

In  June,  1959,  the  patient  experienced  nausea,  bloating, 
abdominal  discomfort,  and  an  increase  in  size  of  the  liver. 
Extensive  gastroenterologic  studies  and  a needle  biopsy  of 
the  liver  were  performed.  'The  liver  function  test  results  were 
within  normal  limits  with  the  exception  of  a bromsulfalein 
retention  of  25  per  cent  in  45  minutes.  Pathologic  ex- 
amination revealed  a moderate  increase  in  fibrous  tissue 
with  extreme  vacuolation  about  the  central  veins  and  ex- 
tensive binucleation  of  cells  and  areas  in  which  individual 
cells  showed  various  degenerative  changes.  A diagnosis  of 
fatty  metamorphosis  with  moderate  cirrhosis  was  made. 

On  July  10,  I960,  when  the  patient  was  feeling  his 
best,  he  had  a return  of  glycosuria,  and  promptly  resumed 
his  diabetic  diet  and  tolbutamide.  On  Sept.  6,  his  diabetes 
was  found  to  be  out  of  control,  and  NPH  insulin,  20  units 
each  morning,  was  prescribed.  After  one  month,  insulin  was 
increased  to  30  units  daily.  Another  episode  of  pneumonitis 
and  pulmonary  insufficiency  in  November  required  inten- 
sive steroid  and  antibiotic  therapy  in  the  hospital,  and  again 
the  insulin  and  tolbutamide  were  found  unnecessary  for 
maintenance  of  a normal  blood  sugar  level.  Since  February, 
when  the  patient  sustained  a massive  pulmonary  infarction 
requiring  heparin  anticoagulant  therapy  and  inferior  vena 
cava  ligation,  he  has  been  prescribed  1 Gm.  of  tolbutamide 
a day  and  a diabetic  diet. 

Case  3. — A 56  year  old  white  female  office  worker  was 
first  diagnosed  as  having  moderately  severe  diabetes  mellitus 
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in  June,  1956.  A Folin-Wu  glucose  tolerance  test  showed 
the  fasting  blood  sugar  to  be  300  mg.  per  100  cc.  One-half 
hour  after  ingestion  of  100  Gm.  of  glucose,  the  blood 
glucose  was  410  mg.  per  100  cc.  One  and  two  hour  sam- 
ples showed  490  and  520  mg.  per  100  cc.,  respeaively. 
All  urine  samples  were  4 plus  for  sugar.  The  patient  was 
obese,  and  was  hospitali2ed  for  control  of  the  diabetes 
with  diet  and  insulin.  An  800  calorie  diabetic  diet  and  30 
units  of  protamine  zinc  insulin  each  morning  before  break- 
fast controlled  the  diabetes.  During  the  next  few  months, 
the  patient’s  weight  was  reduced  from  162  to  140  pounds. 

On  Dec.  13,  1957,  the  patient  was  found  to  have  no 
complaints  related  to  the  diabetes.  She  weighed  160  pounds 
and  had  a blood  pressure  of  170/94.  She  had  mild  osteo- 
arthritic  changes  involving  her  hips  and  back.  Her  fasting 
blood  sugar  was  100  mg.  per  100  cc.  Her  insulin  was 
omitted  and  she  was  given  tolbutamide,  starting  with  214 
Gm.  the  first  day,  2 Gm.  the  second  day;  114  Gm.  the 
third  day  and  thereafter  a maintenance  dose  of  1 Gm.  a 
day.  Mild  sedation  with  barbiturates  and  Rauwolfia  was 
prescribed  for  the  hypertension.  She  did  not  lose  weight, 
but  her  diabetes  remained  under  good  control  with  this 
therapy  program. 

On  Dec.  23,  1959,  she  was  hospitalized  because  of 
chills,  fever,  cough,  and  clinical  signs  of  a basilar  pneu- 
monitis. This  was  thought  to  be  primarily  a viral  pneu- 
monitis. 'The  patient  was  treated  with  chloramphenicol,  steam 
inhalation,  and  symptomatic  measures.  The  tolbutamide  was 
omitted  at  the  time  of  admission  to  the  hospital,  and  the 
patient  was  observed  closely  for  increase  in  glucose  con- 
centration in  blood  and  urine.  She  was  in  the  hospital  for 
a week  and  during  this  period  her  blood  glucose  levels  on 
fasting  and  214  hours  after  breakfast  remained  normal. 
Urine  remained  free  from  sugar.  Prior  to  hospitalization, 
she  had  had  several  weak  nervous  spells,  which  had  been 
relieved  by  orange  juice  containing  sugar.  A weight  gain 
of  10  pounds  had  occurred  during  the  month  preceding 
hospitalization.  Because  of  this  it  was  believed  that  she 
might  be  in  diabetic  remission  and  that  reduction  of  weight 
could  be  more  readily  achieved  without  the  initiation  of 
hypoglycemia  by  tolbutamide. 

A 900  calorie  reducing  diet  of  a nondiabetic  type  was 
prescribed.  An  appetite  depressant  of  the  sustained  action 
type  was  given  each  morning.  The  patient  lost  30  pounds  in 
three  months.  On  March  18,  I960,  her  weight  was  148 
pounds,  still  20  pounds  over  her  normal  weight.  A glucose 


tolerance  test  was  performed  and  the  fasting  blood  sugar 
was  140  mg.  per  100  cc.  After  ingestion  of  100  Gm.  of 
glucose,  the  first,  second,  and  third  blood  glucose  samples 
showed  285,  235,  and  175  mg.  per  100  cc.,  respectively. 
She  was  returned  to  a diabetic  diet,  and  was  able  to  main- 
tain her  urine  free  from  sugar  and  her  blood  glucose 
within  normal  limits  until  June  6,  I960,  when  the  fasting 
blood  glucose  was  elevated  to  155  mg.  per  100  cc.  Tol- 
butamide therapy  was  reinstituted  at  1 Gm.  a day.  The 
patient  has  continued  on  this  program,  keeping  her  weight 
under  150  pounds.  A summary  of  her  course  is  shown  in 
Fig.  3. 

Discussion 

Several  factors,  often  acting  simultaneously,  may 
be  responsible  for  the  improvement  in  diabetes. 
Such  improvement  may  be  due  to  restoration  of  the 
damaged  islets  of  Langerhans,  to  a reduction  in  the 
requirement  for  insulin,  or  to  the  increased  efficiency 
of  the  action  of  insulin.  The  previously  untreated 
diabetic  patient,  after  prolonged,  thorough  treatment 
with  diet  and  insulin,  responds  with  a distinct  decline 
in  the  insulin  needed.®  Conceivably,  tolbutamide 
may  improve  islet  cell  function  either  by  stimulating 
the  beta  cells  to  increase  the  rate  of  insulin  produc- 
tion and  release,  or  by  increasing  the  number  of 
beta  cells.  The  normalization  of  the  response  to  a 
glucose  load,  the  occurrence  of  fasting  hypoglycemia, 
and  the  finding  in  some  cases  of  postglucose  hypo- 
glycemia, all  suggest  increased  secretion  of  insulin 
as  an  important  mode  of  action  of  tolbutamide.  In 
Case  2,  the  finding  of  postglucose  hypoglycemia 
suggests  that  the  initial  defect  is  failure  to  release 
insulin  quickly  in  response  to  hyperglycemia.^®  Mac- 
lean  and  Ogilvie^^  have  shown  that  the  size  of  the 
islets  of  Langerhans  and  the  proportion  and  weight 
of  islet  tissue  were  greater  in  young  patients  with 
acute  diabetes  (death  within  eight  weeks  of  onset  of 
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symptoms)  than  in  young  patients  with  chronic 
diabetes,  and  in  the  same  range  as  in  nondiabetic 
controls.  Indeed,  acute  diabetes  in  the  young  may 
be  accompanied  by  initial  hyperplasia  of  the  islets. 
However,  with  increasing  duration  of  the  disease 
there  is  a diminution  of  islet  tissue  to  levels  which 
usually  are  found  in  young  chronic  diabetic  pa- 
tients. In  those  people  genetically  predisposed  to 
diabetes,  it  would  seem  reasonable  to  administer  tol- 
butamide early  in  the  course  of  the  disease  with  the 
hope  of  preventing  the  development  of  chronic  dia- 
betes. The  prolonged  remission  of  diabetes  in  Case  1 
may  be  partially  related  to  the  early  discovery  of  the 
disease  and  the  prompt  treatment  with  insulin,  diet, 
and  then  tolbutamide.  By  such  therapy,  it  may  be 
possible  to  prevent  development  of  abnormality  of 
islet  cell  function. 
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INSULIN  ALLERGY 


A.  Ford  Wolf,  M.D. 

Allergic  reactions  to  insulin  are  much 
less  common  now  than  they  were  in  past  years. 
However  such  reactions  do  occur  with  significant 
frequency  and  with  all  types  of  insulin.  It  has  been 
estimated  that  some  degree  of  sensitivity  reaction 
occurs  in  from  10  per  cent^’  ^ to  55  per  cent^^  of 
persons  using  insulin.  The  quoted  differences  prob- 
ably are  due  to  variations  in  interpretation  of  what 
constitutes  a reaction.  If  the  observer  includes  small 
red  swellings  at  the  site  of  injection  and  if  he  is 
diligent  about  following  the  course  of  his  patients 
after  injection,  the  incidence,  of  course,  will  be  high. 
Marble^®  states  that  in  his  experience  one-fourth  to 
one-third  of  the  patients  show  untoward  skin  re- 
sponses at  one  time  or  another,  excluding  the  mild 
local  reaction. 


Types  of  Reactions 

Mild  local  redness  and  swelling  at  the  site  of  in- 
jection occurs  often,  especially  in  the  early  weeks 
of  treatment.  It  is  slightly  annoying  but  of  little 
consequence  and  it  does  not  presage  a more  serious 
reaction. 

Larger  and  more  painful  swelling  also  occurs  lo- 
cally. Most  often  it  begins  within  an  hour  after 
injection.  It  may  vary  in  size  from  3 to  15  cm.  Dura- 
tion of  the  swelling  may  be  12  hours  or  as  long  as 
4 or  5 days. 

Less  frequently  urticaria  or  angio-edema  may  re- 
sult. Either  may  be  mild  and  transient  or  it  can  be 
widespread,  massive,  and  severe.  Patients  with  the 
latter  type  most  often  require  treatment.  It  also 
causes  more  discomfort  to  the  patient  than  the  local 
reaction.  The  urticaria  or  angio-edema  may  begin  a 
few  minutes  after  an  injection  and  last  1 to  12  or 
more  hours. 

The  more  serious  types  of  systemic  reactions  are 
rare.  These  include  severe  acute  anaphylactic  reaction 


and  lesser  degrees  of  difficulty  manifested  by  pallor, 
sweating,  hypotension,  syncope,  and  laryngeal  stridor. 
These  possibly  may  be  accompanied  by  angio-edema 
of  lips,  face,  eyelids,  or  genitalia.  Sometimes  there 
may  be  arthralgia  and  joint  swelling.  Purpura  may 
occur  rarely. 

The  infrequency  of  generalized  reactions  is  attested 
by  Marble’s^®  statement  that  in  the  years  1951-1957 
there  were  more  than  18,000  patients  with  diabetes 
admitted  to  the  Joslin  Clinic  hospital  service.  Of 
these  patients,  90  per  cent  took  insulin  and  no  case 
of  generalized  reaction  was  observed. 

Fewer  reactions  are  seen  now  than  were  seen  in 
the  30’s  and  early  40’s.  This  decline  in  reactions 
probably  is  related  to  one  of  the  fundamental  causes 
of  insulin  allergy.  Various  theories  have  been  ad- 
vanced to  explain  insulin  allergy,  some  of  which  are 
allergy  to  the  insulin  molecule  itself,  to  the  animal 
species  from  which  the  insulin  is  derived,  from  added 
or  modifying  substances  such  as  protamine  or  globin, 
or  from  protein  or  other  impurities  acquired  during 
manufacture. 

By  far  the  majority  of  reactions  result  from  im- 
purities in  the  form  of  other  protein  molecules  or 
from  the  modifying  substances.  This  theory  is  borne 
out  by  the  work  of  Jorpes®  who  was  able  to  abolish 
local  skin  reactions  in  300  patients  by  recrystallizing 
insulin  five  to  seven  times.  Paley^®  observed  two 
patients  who  were  not  relieved  by  such  recrystalliza- 
tion, and  he  concluded  that  these  patients  were  either 
sensitive  to  insulin  or  that  the  recrystallization  proc- 
ess was  inadequate. 

One  clinical  observation  that  would  suggest  a true 
sensitivity  to  insulin  is  that  in  most  instances,  after 


Allergic  reactions  to  insulin  occur  with 
significant  frequency  and  with  all  types  of 
insulin.  Minor  manifestations  occur  frequent- 
ly, but  they  usually  subside  spontaneously 
with  little  treatment.  More  severe  reactions, 
though  less  common,  may  require  a change 
in  brand  or  type  of  insulin  or  desensitization. 
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desensitizatioti  to  crystalline  insulin,  a patient  can 
take  any  kind  of  commercially  available  insulin  with- 
out allergic  manifestations  either  localized  or  sys- 
temic.®’ ® 

Modified  insulins  such  as  protamine  and  globin 
apparently  cause  more  reactions  than  crystalline  in- 
sulin. This  is  not  necessarily  because  of  sensitivity  to 
the  protamine  or  to  globin,  but  is  more  likely  be- 
cause these  substances  serve  as  haptens  or  materials 
that  modify  a potential  antigen  in  such  a way  that  it 
becomes  a true  antigen.  This  idea  is  enhanced  by 
the  work  of  Kern  and  Langer,^-  who  did  not  get  any 
positive  skin  tests  to  protamine  solution  in  controls 
or  in  17  patients  who  were  having  reactions  from 
protamine  zinc  insulin. 

It  is  unlikely  that  there  is  much  relation  between 
insulin  allergy  and  insulin  resistance.  Insulin  anti- 
bodies have  been  demonstrated  in  the  sera  of  pa- 
tients with  diabetes  receiving  insulin  for  three 
months  or  longer  and  were  absent  in  untreated 
subjects.  Berson  and  Yalow^  suggested  that  the  in- 
creased insulin  requirement  during  infection  resulted 
in  part  to  nonspecific  stimulation  of  the  rate  of  in- 
sulin antibody  production.  To  the  author’s  knowl- 
edge, however,  no  one  has  linked  closely  allergy  and 
true  insulin  resistance,  though  both  may  occur  in  the 
same  individual. 

The  severe  anaphylactic  reactions  most  often  occur 
in  patients  who  have  taken  insulin,  discontinued  it 
for  a period  of  months  or  years,  and  later  resumed 
it.  During  the  interim  a strong  antibody  titre  has 
been  built  up.  Such  does  not  occur  when  daily  doses 
are  given  for  they  serve  to  desensitize  to  some  degree. 

Treatment 

Treatment  of  insulin  hypersensitivity  is  determined 
by  the  severity  and  the  type  of  reaction,  the  severity 
of  the  diabetes,  and  the  immediate  needs. 

If  the  reaction  is  purely  local  it  is  likely  that  it 
will  soon  subside.  Antihistaminics  given  orally  or 
injected  along  with  the  insulin  may  make  the  patient 
comfortable  until  spontaneous  desensitization  occurs. 
Such  desensitization  usually  takes  place  in  two  to 
six  weeks. 

In  a few  patients  change  of  brand  of  insulin  may 
be  effective.  In  some  individuals,  especially  those 
who  have  other  known  allergies,  there  is  sensitivity 
to  beef  or  pork  protein.  A change  to  the  type  avoid- 
ing the  species  sensitivity  may  be  aU  that  is  neces- 
sary. Insulins  made  from  beef  or  pork  only  are 
available.  Generally  insulins  are  from  pooled  ex- 
tracts. 

Oral  hypoglycemic  agents  do  little  to  help  solve 


the  problem  of  insulin  reactions.  If  the  patient  acm- 
ally  needs  insulin  he  should  be  desensitized.  As 
Marble^^  points  out,  if  such  a patient  barely  can  be 
controlled  on  oral  agents  and  subsequently  gets  into 
difficulties  that  materially  increase  his  insulin  re- 
quirement, valuable  time  may  be  lost  in  desensitizing 
him. 


Table  1. — Desensitization  Schedule 


Dilution 

1:1000 

1:100 

1:10 

U.40 

Intradermal 

0.1  cc. 

0.1  cc. 

0.1  cc. 

0.1  cc. 

Subcutaneous 

0.2  cc. 

0.2  cc. 

0.2  cc. 

0.2  cc. 

Subcutaneous 

0.4  cc. 

. 0.4  cc. 

0.4  cc. 

0.4  cc. 

Subcutaneous 

0.8  cc. 

■ 0.8  cc. 

0.8  cc. 

0.6  cc. 
0.8  cc. 

Oral  carbohydrate  or  a regular  meal  is  likely  to  be  needed 
before  the  last  two  injections  because  of  the  amount  of 
insulin  given.  A total  of  52  units  will  be  used  in  the  last 
column. 

Dolger**  used  "denatured”  insulin  on  patients  who 
had  had  allergic  difficulties  with  other  insulin.  He 
immersed  vials  of  crystalline  zinc  insulin  in  boiling 
water  for  30  minutes  and  found  it  effective.  The 
insulin  lost  little  of  its  potency,  perhaps  not  more 
than  20  per  cent.  This  "denaturing  by  heat”  process 
can  be  used  only  with  unmodified  clear,  regular,  and 
crystalline  insulins. 

Desensitization  should  be  used  if  the  patient  has 
had  severe  general  or  anaphylactic  reaction  or  has 
been  found  intolerant  to  various  types  of  insulin 
There  are  many  schedules  for  desensitization  and 
crystalline  insulin  sho'uld  be  used.  The  initial  dose 
should  be  small  and  progressive  increases  in  dosage 
should  be  made  every  30  minutes  unless  an  allergic 
reaction  occurs.  Should  an  urticarial  reaction  or  local 
edema  occur,  the  dosage  should  be  reduced  by  one- 
third  and  increases  started  again. 

A suitable  schedule  for  rapid  desensitization  that 
can  be  conducted  in  8 to  9 hours,  giving  injections 
every  30  minutes,  is  given  in  Table  1.  Dilutions  are 
of  40-unit  crystalline  zinc  insulin,  using  distilled 
water  or  normal  saline. 

If  unusual  difficulty  should  be  encountered  during 
the  desensitization  procedure  an  antihistamine  may 
be  injected  or  one  can  give  a soluble  corticosteroid 
and  continue  with  the  program. 

If  the  patient  is  not  in  immediate  need  of  insulin 
and  if  he  can  be  controlled  reasonably  with  diet  and 
oral  hypoglycemic  agents  the  desensitization  process 
may  be  extended  over  a period  of  four  to  five  days 
using  the  schedule  in  Table  1 and  giving  only  four 
injections  daily. 

As  mentioned  previously,  once  a patient  is  de- 
sensitized to  crystalline  insulin  he  probably  will 
tolerate  any  kind  of  insulin.  Infrequently  patients 
become  resensitized.  This  is  particularly  true  in  pa- 
tients who  interrupt  insulin  therapy  for  two  weeks 
or  more. 
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Oral  Hypoglycemic  Agents 

Allergic  reactions  to  oral  hypoglycemic  agents  are 
rare  and  for  the  most  part  are  relatively  minor. 
Gorman  and  Weaver®  report  three  cases  of  skin  rash 
in  291  patients  treated  with  tolbutamide. 

O’Donovan^®  reported  on  an  analysis  of  more  than 
9,000  patients  with  diabetes  who  had  been  taking 
tolbutamide  for  1 to  28  months.  No  definite  inci- 
dence of  allergic  reaction  was  given  but  the  author 
stated  that  the  drug  was  withdrawn  in  1.5  per  cent 
of  the  cases  because  of  side  effects  which  included 
gastrointestinal  disturbances,  urticarial  rashes,  and 
transient  leukopenia.  Other  authors'^’  gave  an  in- 
cidence of  3 per  cent  to  11  per  cent  side  effects  in- 
cluding urticaria,  other  dermatologic  manifestations, 
and  mild  blood  changes. 


Chlorpropamide  has  been  known  to  cause  exfolia- 
tive dermatitis,^®  Stevens-Johnson  syndrome,^®  al- 
lergic purpura,^®  and  jaundice.®  That  the  jaundice 
may  be  on  a hypersensitivity  basis  is  suggested  by 
the  time  interval  between  onset  of  therapy  and  oc- 
currence of  jaundice,  the  association  of  skin  mani- 
festations with  it,  the  eosinophilia,  and  the  lack  of  a 
definite  dose  relationship.  All  cases  of  jaundice  so 
far  reported  have  occurred  within  six  weeks  of  start- 
ing therapy.  The  relative  infrequence  of  the  occur- 
rence of  jaundice  is  shown  by  the  fact  that  in  more 
than  three  years  of  clinical  use  only  29  cases  of 
jaundice  have  been  reported.^®  Some  depression  of 
formed  blood  elements  has  been  reported  but  it  is 
not  known  whether  this  is  an  allergic  process. 

Phenethylbiguanide  (DBI)  apparently  causes  few- 
er allergic  reactions  than  the  two  agents  previously 


mentioned.  Gastrointestinal  intolerance  is  rather 
common  bur  this  is  not  on  an  allergic  basis. 


Summary 


Minor  manifestations  of  insulin  allergy  can  occur 
frequently  but  they  usually  subside  spontaneously  in 
time.  Little  treatment  is  needed  other  than  reassur- 
ance and,  possibly,  antihistaminics.  More  severe  re- 
actions occur  infrequently  and  may  necessitate  change 
of  brand  or  type  of  insulin  or  desensitization.  Rarely 
an  anaphylactoid  reaction  occurs  and  this  always  de- 
mands desensitization  if  the  patient  is  to  continue 
insulin  therapy.  Relatively  benign  and  infrequent 
reactions  occur  from  the  oral  hypoglycemic  agents. 
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Natural  History  of  Diabetes  Mellitus 


CARE  OF  THE  PATIENT  with  juvenile  diabetes 
mellitus  presents  several  challenging  problems 
to  the  physician  who  cares  principally  for  adults 
with  diabetes. 

It  is  well  established  that  diabetes  mellitus  in  the 
child  is  unlike  its  more  common  counterpart  in  the 
adult.^'^  The  points  of  difference  between  the  adidt 
and  the  child  with  diabetes  are  multiple.  Some 
general  differences  are  noted  in  Table  1.  Although 
the  clinical  differences  in  mode  of  onset,  prior  nu- 
trition, and  psychogenic  factors  are  more  readily 
apparent,  the  major  difference  is  found  in  the  degree 
or  extent  of  their  dependency  on  exogenous  insulin. 

WrenshalE’  ® demonstrated  by  pancreatic  assay 
techniques  that  the  child  with  diabetes  mellitus  has 
no  measurable  insulin  activity.  Corresponding  smdies 
of  adults  with  diabetes  have  revealed  levels  ranging 
from  40  to  70  per  cent  of  normal.  More  recent 
studies  employing  a plasma-insulin  assay  method"’  ® 
have  shown  an  absence  of  plasma-insulin  in  the 
patients  with  juvenile  diabetes,  whereas  it  has  been 
shown  that  adults  with  diabetes  have  levels  only 
slightly  lower  than  those  of  normal  controls.  Seltzer^ 
was  unable  to  elicit  an  insulin  response  in  the  patient 
with  juvenile  diabetes  even  following  administration 
of  oral  glucose  in  large  amounts.  These  studies  sub- 
stantiate the  clinical  impression  that  the  adult  with 
diabetes  has  only  a partial  deficiency  of  endogenous 
insulin  production,  whereas  the  child  is  totally  deficit 
and  therefore  is  entirely  dependent  on  exogenously 
administered  insulin. 

Because  of  these  differences  in  diabetes  mellitus 
in  the  child  from  diabetes  mellitus  in  the  adult,  it  is 
important  that  new  therapeutic  plans  be  evaluated 
in  the  light  of  a thorough  knowledge  of  the  natural 
history  of  the  disease.  Interest  in  oral  hypoglycemic 
agents  continues,  and  it  is  possible  that  some  of  the 
results  noted  in  reports  concerning  the  effectiveness 
of  oral  hypoglycemic  agents  in  the  child®’  might 
be  explained  by  the  natural  history  of  the  disease. 

In  this  report,  27  records  of  juvenile  diabetic 
patients  have  been  selected  for  evaluation  and  dis- 
cussion. In  addition,  a discussion  of  the  disorder  is 


Table  1. — General  Differences  in  Juvenile  and  Adult 
Diabetes  Mellitus 

Diabetes  mellitus  with 


Growth  onset 

Mamrity  Onset 

Mode  of  onset 

Acute,  classical,  & 
progressive 

Vague  & gradual 

Sex  predilection 

None 

Predominantly 

females 

Familial  history 

Relatively 

uncommon 

Very  common 

Nutritional  status 

Underweight 

Usually  obese 

Exogenous  insulin 

Total  replacement 

Usually  partial 

needs 

permanent 

Often  transitory 

Purpose  of  diet 

Adequate  & 

Restriaed  & 

constant 

constant 

Control  of 
glycosuria 

Controlled  spill 

Complete 

Emotional  patterns 

Immamre  & 

Usually  mature  & 

erratic 

stable 

Response  to  oral 

Negligible 

Usually  partially 

hypoglycemic 

effectiveness 

effective 

agents 


presented  which  may  enable  physicians  and  parents 
to  anticipate  and  therefore  circumvent  or  minimize 
many  of  the  problems  peculiar  ro  the  child  with 
diabetes  mellitus. 


Materials  and  Methods 

The  criteria  for  selecrion  of  the  27  children  whose 
histories  are  utilized  in  this  report: 


Proper  management  of  juvenile  diabetes 
requires  a thorough  knowledge  of  its  na- 
tural course  and  an  understanding  of  the 
emotional  problems  of 
the  child.  An  analysis 
of  27  cases  is  present- 
ed. 
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In  the  Child 


L B.  Travis,  M.D.,  C.  W.  Daeschner,  M.D. 
W.  F.  Dodge,  M.D.,  and  J.  Burns,  M.D. 


1.  Diagnosis  of  juvenile  or  growth  onset  of  dia- 
betes mellitus 

2.  Observation  by  one  of  authors  within  one 
month  of  onset 

3.  Orientation  in  diabetic  home  care  by  one  of 
authors 

4.  Outpatient  observation  by  one  of  authors  for 
period  of  at  least  one  year 

Each  child  was  seen  by  one  of  the  authors  when 
the  initial  diagnosis  was  made,  and  each  was  ori- 
ented in  diabetic  care  at  this  time.  All  of  these  chil- 
dren were  patients  who  had  been  seen  at  frequent 


0-2  2-4  4-6  6-8  8-10  10  12  12  14  years 
Age  Onset  Diabetes  Mellitus 

Fig.  1.  Onset  age  of  27  children  with  diabetes 
mellitus. 

intervals  for  1 to  6.5  years,  the  average  length  of 
time  being  3.9  years.  The  age  of  the  child  at  the 
onset  of  the  disease  varied  from  11  months  to  13V^ 
years  (Fig.  1).  Twenty-two  of  the  children  were 
Anglo-Americans,  4 were  Negroes,  and  1 was  a Latin- 
American.  There  were  15  males  and  12  females. 
A family  history  of  diabetes  was  reported  for  10  of 
the  27  children  at  the  time  of  the  diagnoses.  The  in- 
terval between  the  onset  of  symptoms  and  the  clin- 
ical diagnosis  varied  from  3 days  to  11  weeks  and 
averaged  3.1  weeks.  Nine  of  the  27  children  had 
histories  of  upper  respiratory  infections  occurring 
within  one  month  before  the  clinical  onset  of  dia- 
betes. 

At  the  time  of  initial  diagnoses  educational  ses- 
sions were  conduaed  by  one  of  the  authors  using 


methods  similar  to  those  described  by  Danowski,^^ 
Tolstoi,^^  and  Read  and  Baer.^^  Six  to  ten  one-hour 
interviews  were  held  with  each  parent  and  child 
during  which  various  aspects  of  the  home  care  of 
the  diabetic  child  were  discussed.  These  included 
consideration  of  diet  planning  by  the  "exchange  sys- 
tem”, the  use  of  long-acting  and  regular  insulin,  the 
significance  and  meaning  of  tests  for  glycosuria,  and 
ketonuria,  a system  for  modifying  daily  insulin 
dosage,  the  selection  of  regular  insulin  supplements 
during  illness,  the  influence  of  exercise,  emotions, 
and  illnesses  on  insulin  needs,  and  the  importance  of 
good  psychologic  adjustment  to  the  presence  of  dia- 
betes mellitus  in  the  home.  Later,  in  the  course  of 
routine  outpatient  consultations,  supplemental  edu- 
cational experience  was  provided. 

The  severity  of  the  patient’s  illness  at  the  time  of 
clinical  recognition  of  the  disease  was  evaluated  ac- 
cording to  the  system  shown  in  Table  2.  Stage  1 
describes  those  patients  with  no  impairment  of  sen- 
sorium  and  with  evidence  of  uncompensated  acidosis 
or  clinical  evidence  of  dehydration.  These  patients 
rarely  require  fluids  to  be  administered  parenterally. 
Patients  classified  as  Stage  II  show  some  advanced 
symptoms  noted  in  the  previous  group,  and  although 
well  oriented,  they  are  somewhat  depressed  and 
lethargic  showing  early  evidence  of  dehydration  and 

Table  2. — Stages  of  Diabetes 

Stage  I 

Polyuria,  polydypsia,  polyphagia,  weight  loss,  sensorium 
clear.  May  complain  of  fatigue.  Laboratory  findings:  hy- 
perglycemia, glycosuria,  and  ketonuria. 

Stage  II 

Stage  I symptoms  plus  some  sensorium  depression  and 
lethargy.  Well  oriented,  marked  malaise,  moderate  dehy- 
dration, moderate  increase  in  depth  and  rate  of  respiration, 
decreased  CO2,  and  sodium. 

Stage  III 

Stage  U symptoms  plus  disturbed  orientation  and  definite 
lethargy,  stuporous.  Hyperpnea  ( Kussmaul ) , marked  de- 
hydration, but  normal  blood  pressure  and  good  circulation. 
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a moderate  increase  in  the  rate  and  depth  of  respira- 
tion. The  Stage  III  subjects  are  clearly  dehydrated 
and  are  lethargic.  Typical  Kussmaul  respiration  is 
present,  but  there  is  no  evidence  of  circulatory  col- 
lapse. Stage  IV  subjects  are  comatose  and  have  severe 
uncompensated  acidosis.  Circulatory  collapse  may  be 
evidenced  by  reduced  blood  pressure  and  scanty 
urine  volume. 

Table  3. — Diabetic  Control 
Excellent 

Patient  is  in  good  control  of  glycosuria  with  maintenance 
of  dietary  constancy.  No  ketonuria  and  no  hypoglycemic 
reactions. 

Good 

Control  attempted,  but  there  is  tendency  toward  reaaions, 
loose  dietary  control,  and  occasional  loss  of  control  of  gly- 
cosuria. Intermittent  ketonuria  during  infections. 

Fair 

Poor  control  of  diet;  erratic  insulin  dose  adjustment.  Ex- 
cessive glycosuria  and  significant  loss  of  control  during 
infections. 

Poor 

Often  in  hospital,  seldom  in  "control”. 


A plan  for  the  evaluation  of  long-term  control  of 
diabetes  is  described  in  Table  3.  Excellent  control 
describes  those  patients  who  achieve  consistent  ade- 
quate control  of  glycosuria  (one  half  of  the  tests 
showing  negative  results  and  only  a rare  test  show- 
ing above  2-1-),  who  experience  no  episodes  of 
ketonuria  or  hypoglycemia,  and  who  maintain  dietary 
constancy.  A good  control  rating  is  assigned  to  those 
subjects  whose  efforts  are  less  successful.  Their  gly- 
cosuria is  marked  to  a greater  degree,  and  they  ex- 
perience occasional  mild  hypoglycemic  episodes;  pa- 
tients with  infections  sometimes  show  ketonuria. 
Fak  control  denotes  those  subjects  with  irregular 
dietary  intake,  erratic  insulin  dose  adjustment,  glyco- 
suria levels  varying  from  moderate  to  excessive,  and 
significant  loss  of  control  during  infections.  Poor 
control  is  the  category  which  includes  all  patients 
who  do  not  fit  into  one  of  the  previously  mentioned 
groups  and  includes  all  patients  who  require  frequent 
hospitalization. 

Results 

The  typical  onset  of  juvenile  diabetes  mellitus  is 
acute  and  is  characterized  clinically  by  polyphagia, 
polydipsia,  polyuria,  and  weight  loss  of  relatively 
short  duration.  Unrecognized,  these  symptoms  can  be- 
come intensified  and  progress  rapidly  to  ketosis, 
acidosis,  and  coma.  Hyperglycemia  and  glycosuria  are 
invariably  present  even  in  the  early  stages  of  the  dis- 
ease process.  In  the  present  series  ( Fig.  2 ) only  1 of 
the  27  children  presented  initial  symptoms  of  severe 


Number  of  Patients 

Fig.  2.  The  severity  of  the  patient's  illness  at  the 
time  of  clinical  recognition  was  graded  according  to 
Table  2.  The  majority  of  these  children  showed  only 
the  earliest  manifestations  of  the  diabetic  state. 

diabetic  acidosis  and  coma.  Sixteen  showed  early  mani- 
festations of  the  diabetic  state  and  were  given  a Stage 
I rating  as  outlined  in  Table  2.  Eight  of  the  children 
presented  various  stages  of  clinical  dehydration  and 
disturbed  sensorium  but  did  not  show  signs  of  circu- 
latory embarrassment  ( Stage  ,II ) . The  remaining  2 
children  were  slightly  lethargic  and  showed  signs  of 
dehydration  ( Stage  III ) . All  of  the  patients  exhibited 
significant  hyperglycemia  and  glycosuria,  and  23  of 
the  27  had  ketonuria.  Seventeen  of  the  children  re- 
quired intravenous  fluid  therapy  at  the  time  of  their 
initial  hospitalization,  whereas  the  remaining  10  re- 
quired only  appropriate  insulin  therapy. 

Recent  weight  loss  was  clinically  evident  in  the 
majority  of  the  children.  Fig.  3 shows  the  mean  per 
cent  weight  gain  in  these  27  children  over  their 
admission  weight.  The  gain  in  weight  was  rapid 
during  the  first  week.  This  may  be  accounted  for  in 
part  by  correction  of  body  fluid  deficits,  but  since 
dehydration  was  not  generally  severe,  this  is  thought 
to  represent  mainly  increase  in  true  body  mass.  The 
average  gain  in  weight  during  the  first  two  weeks 
was  approximately  15  per  cent  of  the  admission 
weight. 


Fig.  3.  The  mean  per  cent  weight  gain  over  the  ad- 
mission weight  of  27  children  with  diabetes  mellitus. 
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Exogenenous  Insulin  (units/Kg.) 


The  initial  amount  of  insulin  required  to  correct 
the  hyperglycemia  was  high,  averaging  4.2  units  per 
kilogram  per  24  hours,  (range  1.6  to  10).  Following 
the  initial  period  this  requirement  was  rapidly  and 
significantly  reduced,  reaching  its  lowest  level  from 
two  to  four  months  after  treatment  was  begun  (Fig. 
4).  At  that  time  the  usual  insulin  requirement  was 
no  more  than  about  0.4  units/Kg./day,  and  a few 
children  remained  free  of  glycosuria  on  as  little  as 
0.2  units/Kg./day.  Ultimately,  however,  there  was  an 
increase  in  the  amount  of  exogenous  insulin  required 
which  reached  an  average  of  0.1  units/Kg./day  ap- 
proximately one  year  after  onset.  This  average  insulin 
requirement  then  remained  relatively  stable  for  the 
duration  of  the  follow-up  period. 

The  per  cent  of  patients  at  each  level  of  control, 
as  evaluated  by  previously  presented  criteria  (Table 
3),  is  shown  graphically  for  each  year  after  onset  in 
Fig.  5.  The  relative  percentage  of  patients  in  each 
classification  did  not  change  significantly  in  the 
follow-up  years.  The  degree  of  control  did  not  ap- 
pear to  correlate  with  age  at  onset,  severity  of  onset, 
duration  of  disease,  or  the  socioeconomic  status  of 
the  family.  The  degree  of  control  correlated  more 
closely  and  more  directly  with  parental  acceptance 
and  responsibility  concerning  the  child’s  disease,  and 
with  the  degree  of  home  stability. 


Fig.  4.  Exogenous  insulin  requirements  in  units/Kg. 
/day  at  various  durations  following  onset.  The  mean 
insulin  requirement  after  one  year's  duration  was 
approximately  1.0  units/Kg./day. 


Discussion 

As  mentioned  previously,  juvenile  diabetes  differs 
in  many  respects  from  diabetes  which  has  its  onset 
in  adult  life.  Unlike  the  adult  with  diabetes  who  is 
generally  overweight  and  may  have  hyperglycemia 
and  intermittent  glycosuria  for  months  or  years  be- 
fore the  picture  of  diabetes  mellitus  becomes  clinical- 
ly distinct,  the  child  characteristically  has  an  abrupt 
onset  with  the  appearance  within  a few  weeks  of 


Number 

Patients 


Execellent  □ 
Good  TZl 


Duration  ot  Diabetes  Mellitus 

Fig.  5.  Level  of  control  in  these  diabetic  children 
for  each  year  after  onset.  The  relative  percentage  of 
patients  in  each  classification  did  not  change  sig- 
nificantly. 

symptoms  demanding  medical  attention.  The  interval 
between  the  onset  of  symptoms  and  clinical  diag- 
nosis has  been  extremely  variable  in  reported 
studies^^  and  has  ranged  from  3 days  to  24  months. 
The  average  duration  in  the  present  study  of  3.1 
weeks  is  in  close  agreement  with  that  of  Traisman 
and  others,^^  whose  average  for  102  children  was 
3.6  weeks. 

The  incidence  of  infections,  particularly  of  the 
upper  respiratory  tract,  preceding  the  clinical  onset 
of  diabetes  mellitus  in  the  child  has  been  reported 
to  be  approximately  40  per  cent.®’  This  series 
of  children  had  a lower  percentage  (30  per  cent  of 
histories  of  preceding  infectious  processes).  The 
significance  of  these  upper  respiratory  infections  in 
the  precipitation  of  their  diabetes  mellitus  is  diffi- 
cult to  evaluate  because  of  the  high  incidence  of 
such  infections  in  this  particular  age  group.  Specific 
infections,  such  as  mumps,  which  occurred  in  one 
of  our  children  and  in  7 per  cent  of  John’s  patients® 
may  have  some  etiologic  significance. 

It  has  been  reported  by  several  investigators®’ 
that  60  per  cent  of  patients  with  juvenile  diabetes 
were  between  4 and  12  years  of  age  at  the  onset  of 
the  disease.  Nineteen  of  our  27  patients  (70  per 
cent)  were  within  this  eight  year  period  with  a peak 
instance  occurring  between  four  and  six  years  of  age. 

Steinke,  and  others,^®  have  recently  reported  that 
they  were  able  to  demonstrate  high  levels  of  insulin 
antagonists  in  the  blood  of  the  patient  with  juvenile 
diabetes  at  the  onset  of  his  disease.  Although  this 
finding  has  not  been  confirmed  by  other  investiga- 
tors, it  would  be  in  keeping  with  the  necessity  for 
initially  administering  massive  amounts  of  exogenous 
insulin.  In  the  period  immediately  following  acute 
onset,  insulin-like  activity  of  the  blood  has  been 
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found  to  be  increased  above  normal  levels®’  and 
normal  amounts  of  insulin  have  been  extracted  from 
the  pancreas.^’  ^ Histologic  studies  of  the  pancreas  at 
this  time  have  shown  hyperplasia  and  hypertrophy  of 
the  islets  of  Langerhansd®  At  this  time  there  is  a 
lessening  of  the  need  for  exogenous  insulin  as  was 
shown  in  Fig.  4.  The  degree  of  drop  in  insulin  re- 
quirement is  extremely  variable.  If  it  is  assumed  that 
the  "total”  diabetic  child  who  is  well  controlled  re- 
quires approximately  1.0  units/Kg./day — as  has 
been  shown  in  this  series  as  well  as  by  other  investi- 
gators^-’ — then  it  is  readily  apparent  that  during 
this  period  of  reduced  insulin  needs,  the  child’s  pan- 
creas is  producing  the  major  portion  of  his  daily 
insulin  requirement.  White^^  who  defines  total  dia- 
betes as  increased  insulin  requirement,  nocturnal 
hyperglycemia,  and  unresponsiveness  to  oral  hypogly- 
cemic agents,  has  stated  that  approximately  40  per 
cent  of  the  patients  with  juvenile  diabetes  reached 
the  "total”  diabetic  state  by  the  end  of  one  year 
while  approximately  10  per  cent  demonstrate  total 
diabetes  from  the  beginning  of  their  illness.  In  Fig.  6, 
one  half  (14  of  27)  of  the  patients  have  been 
arbitrarily  selected  and  graphically  plotted  according 
to  the  amount  of  insulin  required  at  various  times 
after  onset.  Approximately  50  per  cent  of  the  chil- 
dren fall  below  the  arbitrary  figure  of  1.0  units/Kg./ 
day  at  one  year’s  duration  of  the  disease.  It  should 
also  be  noted  that  the  amount  of  insulin  required  at 
any  one  time  period  varies  considerably  with  the 
patient.  In  Fig.  7 the  children  seen  at  various  disease 
durations  are  compared  on  a percentage  basis  with 
those  who  exhibit  the  total  diabetic  state  (1.0  unit 
Kg.  per  day  plus  or  minus  one  standard  deviation). 
The  relative  percentage  of  patients  reaching  the 
"total”  diabetic  state  at  various  disease  durations 
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Fig.  6.  Exogenous  insulin  requirement  in  1 4 of  the 
diabetic  children.  Each  line  represents  one  patient. 
The  points  not  connected  by  lines  at  the  12  month 
level  represent  the  remaining  13  patients. 


compares  favorably  with  White’ s^^  percentage  in  a 
much  larger  series. 

During  the  period  of  reduced  insulin  needs,  the 
diabetic  child  is  similar  to  the  adult  with  diabetes  in 
that  he  has  only  partial  diabetes.  It  is  at  this  stage  of 
the  child’s  diabetes  that  the  oral  hypoglycemic  agents 
may  reduce  exogenous  insulin  requirements.  Although 
their  use  in  the  early  stages  of  childhood  diabetes 
temporarily  has  reduced  requirements  for  injected 
insulin,®’  the  natural  course  of  the  disease  has 
not  been  materially  affected.  In  no  reported  case  has 
there  been  prolongation  of  this  remission  period  for 
greater  than  two  years.  As  previously  noted,  only 
slightly  over  70  per  cent  of  the  children  will  be  ex- 
pected to  "normally”  develop  the  total  diabetic  state 
at  this  time. 

This  gradual  increase  in  the  insulin  requirement 
may  be  modified  abruptly  by  infections  or  exercise. 
Fig.  8 is  representative  of  the  influence  of  infection 
in  a six  year  old  Negro  female  who  was  admitted 
with  profound  acidosis.  After  requiring  large  amounts 
of  insulin  for  the  first  few  days,  the  insulin  require- 
ment rapidly  dropped  and  on  several  clinic  visits 
following  discharge,  her  urinalysis  consistently  re- 
vealed absence  of  glycosuria.  During  this  period  she 
had  relatively  frequent  episodes  of  mild  to  moderate 
hypoglycemia.  She  was  then  unavailable  for  follow-up 
for  approximately  one  year  during  which  time  her 
urine  remained  relatively  free  of  glycosuria  and  her 
insulin  dosage  was  unchanged.  Nineteen  months  after 
the  onset  of  her  diabetes  she  developed  an  acute 
infection  and  shortly  thereafter,  once  again,  severe 
keto-acidosis.  Again  she  required  large  amounts  of 
insulin  for  a short  period  and  then  her  requirement 
dropped  to  her  pre-acidotic  level.  Since  that  time,  her 
insulin  requirement  has  been  gradually  increased 
toward  the  expected  level  of  1.0  units/Kg./day. 

Just  as  infections  may  increase  the  need  for  exo- 
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lyr.  LSyrs.  2yrs.  3yrs.  4yrs.  5yrs.  6yrs. 
Duration  of  Diabetes 


Fig.  7.  The  children  seen  at  various  disease  dura- 
tions are  compared  on  a percentage  basis  with  those 
who  exhibit  the  “total"  diabetic  state.  At  five  years' 
duration,  approximately  90  per  cent  of  the  children 
have  reached  the  "total"  diabetic  state. 
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acidosis 


Duration  of  Diabetes  - Months 


Fig.  8.  Representative  course  of  childhood  diabetes 
in  a six  year  old  child  showing  the  marked  increase 
in  insulin  requirement  with  infection. 

genous  insulin,  increased  physical  activity  may  tend 
to  decrease  this  need.^^’  This  effect  has  been  well 
demonstrated  in  camps  for  patients  with  diabetes.  In 
an  earlier  paper-^  Dodge  reported  that  in  association 
with  the  increased  activity  of  camp  life  the  amount 
of  insulin  required  for  patients  was  reduced  an  av- 
erage of  15  per  cent  during  a one  week  period  of 
observation  (Fig.  9).  This  effect  depends,  of  course, 
on  the  patient’s  degree  of  control  at  the  beginning 
of  the  camp  activity.  This  was  exemplified  in  a more 
recent  camp  situation  in  which  the  patients’  degrees 
of  control  at  the  beginning  of  camp  period  were 
somewhat  poorer.  By  the  end  of  camp,  although 
there  had  been  a considerable  drop  in  cerrain  in- 
dividual insulin  doses,  there  was  an  overall  average 
increase  in’  insulin  needs  of  19  per  cent.  Although 
the  change  in  insulin  dose  is  not  as  much,  there  is 
generally  some  decrease  in  the  amount  of  insulin 
required  for  patients  during  rhe  increased  acrivity  of 
the  usual  summer  school  vacation  as  compared  with 
the  amount  required  for  the  more  sedentary  life 
during  the  school  session.  In  general,  this  variation  is 
more  pronounced  in  boys  than  in  girls.  It  has  also 
been  shown  by  several  investigators^^’  that  there 
is  a slight  increase  in  the  amount  of  insulin  required 
during  the  adolescent  growth  spurt. 

Various  methods  have  been  devised  for  education 
and  management  of  the  patient  with  juvenile  dia- 
betes.^^'  It  is  not  the  purpose  of  this  report  to 
debate  the  relative  merits  of  these  methods  or  to  dis- 
cuss the  rationale  behind  each  of  them.  Any  system 
must  conform  to  two  general  criteria.  First,  the  system 
should  be  designed  to  give  as  much  physiologic  con- 
trol of  rhe  diabetes  as  is  consistent  with  normal 
growth,  development,  and  personality  adjustment. 
The  second  criteria  is  that  the  system  be  acceptable 
to  the  child  so  as  to  avoid  excessive  hostility. 

Because  the  fully  developed  juvenile  diabetic  pa- 
tient is  wholly  dependent  upon  injected  insulin  to 
meet  his  daily  insulin  requirements  and  because  of 
the  various  factors  thus  far  enumerated  which  may 
change  these  requirements,  it  is  mandatory  rhat  his 
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Fig.  9.  Effect  of  activity  on  insulin  requirement 
during  a one-week  diabetic  camp. 

parents  have  a working  knowledge  of  the  aaion  of 
insulin  and  a "rule  of  thumb”  method  for  changing 
the  child’s  dosage  as  indicated  by  changes  in  the 
urine  tests.  The  methods  for  changes  in  the  daily 
insulin  dosage,  as  well  as  the  method  for  administer- 
ing regular  insulin  supplements,  are  best  discussed 
with  the  parents  at  the  initial  educational  sessions 
( previously  outlined-® ) . Following  this  period  of  in- 
struction, the  parents  and  child  should  take  the  re- 
sponsibility for  selecting  insulin  dose,  with  counseling 
from  the  physician  as  needed. 

The  importance  of  environmental  adjustment  in 
the  control  of  the  patient  with  juvenile  diabetes  has 
been  extensively  reviewed,-®'®^  and  there  have  been 
indications  of  a direct  correlation.  As  noted  previous- 
ly, the  only  correlation  with  degree  of  control  which 
was  found  in  this  small  group  of  children  was  with 
the  emotional  adjustment  of  the  child  and  his  family. 

Difficulties  of  emotional  adjustment  in  the  non- 
diabetic adolescent  are  well  known.  His  attempts  to 
establish  an  adult  identity  are  characterized  by  re- 
bellion and  hostility.  "Rigid  control”  and  its  many 
connotations  may  present  an  insurmountable  prob- 
lem for  the  adolescent  patient.  By  encouraging  him 
to  assume  the  responsibility  for  the  major  part  of 
his  daily  care  his  cooperation  may  be  enlisted  and 
his  rebellion  against  diabetes  minimized. 

With  such  a short  term  follow-up,  no  definite 
statements  of  eventual  prognosis  can  be  made  re- 
garding vascular  changes  or  longevity  in  these  chil- 
dren. Although  many  authors®®’  ®®  believe  that  there 
is  a direct  correlation  between  degrees  of  control  and 
degenerative  changes,  there  is  mounting  evidence  that 
there  is  a closer  correlation  between  duration  of  dia- 
betes and  extent  of  vascular  complications.®^’  ®^  'This 
latter  observation  appears  more  in  keeping  with 
these  findings  in  a group  of  children  with  diabetes 
studied  by  renal  biopsy®®  in  whom  histologic  changes 
have  been  seen  as  early  as  one  month  following 
initial  diagnosis. 
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Summary 

Diabetes  mellitus,  which  has  its  onset  during 
childhood,  differs  in  almost  every  aspect  from  that 
which  has  its  onset  in  adult  life.  The  principal  dif- 
ference between  these  two  is  in  the  degree  of  insulin 
dependency.  Whereas  the  diabetic  child  lis  totally 
dependent  on  exogenous  insulin,  the  usual  diabetic 


adult  has  only  a partial  deficiency  of  endogenous 
insulin  production  and  is  thus  able  to  meet  the  major 
part  of  his  insulin  needs. 

The  present  report  has  involved  an  analysis  of  27 
records  of  patients  with  juvenile  diabetes.  An  at- 
tempt has  been  made  to  outline  the  natural  history 
of  this  disease,  and  to  present  a method  in  which 
some  of  the  major  problems  may  be  resolved.  Proper 
management  of  juvenile  diabetes  requires  a thorough 
knowledge  of  the  natural  course  of  the  disease  as  well 
as  an  understanding  of  the  emotional  problems  of  the 
child.  Specific  management  has  not  been  considered 
in  great  detail. 

1^  Drs.  Travis,  Daeschner,  and  Dodge,  Department  of 
Pediatrics,  University  of  Texas  Medical  Branch,  Galveston. 

Dr.  Burns,  1918  Hornet  Avenue,  San  Diego,  Calif. 

A complete  list  of  references  may  be  obtained  from  the  author  on 
request. 


Geogtapbic  Split  Shown 
On  Support  of  Health  Care  Plans 

Where  physicians  live  determines  to  some  extent  how  they  stand  on  the 
various  plans  for  health  care  for  the  aged,  according  to  a poll  conducted  by  the 
editors  of  Modern  Medicine  magazine. 

The  Kerr-Mills  Act  is  never  displaced  as  the  most  popular  plan,  but  its  pop- 
ularity among  physicians  shows  a slight  decline  in  the  largest  cities  and  in  a 
number  of  heavily  populated  states. 

The  following  table  shows  the  voting  from  a few  representative  states;  the 
number  of  ballots  returned  is  shown  in  parentheses. 


Physician  Preference  By  State,  in  Percentages 


Kerr- 

Mills 

Bow 

King- 

Anderson 

Javits 

No  preference, 
or  against  all 
legislation 

National  average 

62.3 

16.9 

9.8 

3.7 

7.3 

Arizona  (236) 

61.4 

16.5 

8.1 

4.2 

9.8 

Arkansas  (225) 

83.1 

7.6 

1.3 

1.8 

6.2 

California  (3,545) 

59.6 

16.9 

12.5 

3.4 

7.6 

District  of  Columbia  (228) 

48.7 

18.0 

17.5 

7.0 

8.8 

Idaho  (116) 

72.4 

19.0 

3.4 

0.9 

4.3 

Illinois  (1,454) 

58.4 

15.9 

13.3 

3.3 

9.1 

Kansas  (290) 

66.9 

16.9 

6.6 

1.7 

7.9 

Minnesota  (698) 

72.0 

14.2 

6.7 

2.9 

4.2 

Nebraska  (223) 

70.8 

13.9 

4.5 

0.9 

9.9 

New  Jersey  (937) 

52.8 

19.7 

12.0 

6.6 

8.9 

New  York  (3,159) 

43.5 

18.0 

21.8 

9.3 

7.4 

South  Carolina  (200) 

79.0 

16.0 

2.5 

0.0 

2.5 

Texas  (1,852) 

73.4 

13.5 

3.5 

2.6 

7.0 

Washington  (626) 

66.1 

19.2 

8.0 

1.9 

4.8 
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A case  is  presented  of  acute  hemolytic  anemia  in  a 29  year 
old  woman.  During  life  an  effort  was  made  to  establish  the  specific 
etiology  of  the  hemolytic  process,  but  it  was  never  possible  to  do 
so  with  certainty.  The  autopsy  showed  the  process  was  due  to  one 
of  the  less  common  causes. 


Acute  Hemolytic  Anemia 

D.  W.  Seldin,  M.D.,  W.  W.  Goldman,  M.D. 

R.  R.  Burns,  M.D.,  B.  D.  Fallis,  M.D. 


This  is  the  fourth  in  a series  of  clinicopathologic  con- 
ferences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  Dr.  Seldin,  Chairman  of  the  Department  of 
Medicine,  conducts  the  conference.  Dr.  Goldman,  as  the 
clinical  hematologist,  presents  the  main  clinical  discussion. 
Dr.  Burns  is  of  the  Department  of  Radiology,  and  Dr. 
Fallis  is  of  the  Department  of  Pathology.  The  case  report 
is  from  Parkland  Memorial  Hospital. 

History. — A 29  year  old  Negro  housewife  whose  chief 
complaint  was  severe  low  back  pain  for  three  days  was  seen 
on  her  first  admission  to  the  hospital. 

The  patient  had  been  in  good  health  until  three  weeks 
before  the  present  illness,  when  she  developed  severe  low 
back  pain  which  radiated  to  the  lower  abdomen.  The  pain 
began  two  days  before  the  onset  of  the  menstrual  period. 
She  subsequently  had  a normal  period  and  the  pain  sub- 
sided on  the  second  day.  Previous  menses  had  not  been 
associated  with  pain.  The  patient  continued  to  feel  weak 
and  tired,  but  reported  no  new  complaints  until  approxi- 
mately one  week  prior  to  admission  when  she  developed  a 
cough  productive  of  yellow  sputum.  She  consulted  her 
physician  who  noted  a temperature  of  103  F.,  and  rales  in 
the  left  lower  lobe.  She  was  treated  with  Declomycin,  and 
the  fever  and  cough  promptly  disappeared.  Three  days 
before  admission  to  the  hospital,  the  patient  developed 
substernal  "gas  pain”  unrelated  to  meals  but  apparently 
partially  relieved  by  belching.  The  pain,  which  spread  to 
the  lower  part  of  the  back,  was  steady,  dull,  unaltered  by 
position  or  motion,  and  occasionally  was  associated  with 
sharp,  nonpleuritic  pain  at  the  tip  of  the  left  scapula.  One 
day  prior  to  admission  to  the  hospital,  the  patient  again 
saw  her  doctor  who  noted  that  she  was  pale.  He  prescribed 
symptomatic  therapy  and  referred  her  to  the  hospital  for 
further  study. 

At  the  time  of  admission  the  patient  complained  of 
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back  pain,  as  described,  but  had  no  abdominal  pain.  She 
specifically  denied  having  had  jaundice,  dark  urine,  pale 
stools,  epistaxis,  hematemesis,  or  melena.  There  had  been 
no  anorexia,  nausea,  vomiting  or  change  in  bowel  habits, 
no  fever,  and  no  genitourinary  symptoms.  She  had  lost 
20  pounds  during  the  past  year  on  a weight  reduction  diet. 
She  had  had  three  normal  pregnancies,  none  of  which  was 
associated  with  excessive  bleeding. 

Past  history,  family  history  and  review  of  systems  were 
non-contributory.  Other  possibly  pertinent  information  noted 
in  her  history  was  that  rats  were  known  to  be  around  her 
home,  and  that  she  had  been  drinking  well  water  prior  to 
the  present  illness. 

Physical  Examination. — Blood  Pressure  140/90  mm.  of 
mercury,  pulse  104  and  regular,  respirations  26,  tempera- 
ture 100  F.  (oral).  The  patient  was  a young,  well-nour- 
ished Negro  who  appeared  acutely  ill,  cried  and  sweated 
profusely.  She  moved  about  constantly  in  an  attempt  to  re- 
lieve apparently  excruciating  pain.  There  was  marked  pallor 
and  slight  scleral  icterus,  but  no  cyanosis  or  edema.  Fundi 
revealed  only  venous  tortuosity;  tympanic  membranes,  nares 
and  pharynx  were  unremarkable.  The  tongue  was  well  papil- 
lated  and  there  was  no  cheilosis.  There  was  shotty  anterior 
cervical  lymphadenopathy,  but  none  elsewhere.  There  was  a 
grade  I ejection  type  systolic  murmur  along  the  left  sternal 
border.  Aortic  second  sound  (A2)  was  equal  to  pulmonic 
second  sound  (Pa).  There  was  no  gallop,  and  peripheral 
pulses  were  intact.  The  abdomen  was  poorly  relaxed  but  not 
tender;  no  organs  or  masses  could  be  palpated.  Bowel 
sounds  were  normal.  There  was  no  costovertebral  angle  or 
vertebral  tenderness  and  there  was  full  range  of  back  motion 
without  pain.  Pelvic  examination  revealed  no  abnormalities. 
Rectal  examination  revealed  external  hemorrhoidal  tags  and 
guaiac  negative  stool.  Extremities  were  normal  and  neuro- 
logic examination  was  negative. 

Course. — Initially,  the  patient’s  pain  was  controlled  par- 
tially by  narcotics.  Later  the  narcotics  had  no  effect.  The 
pain  did  not  change  in  character,  but  a low  abdominal 
pain  which  occasionally  radiated  into  the  anterior  thighs 
was  noted.  The  low  back  pain  remained  the  primary  com- 
plaint until  one  day  prior  to  death,  when  substernal  pain 
radiating  straight  through  to  the  back  developed.  Eight 
days  after  admission,  tachycardia  and  tachypnea  developed 
in  association  with  rapidly  falling  hemoglobin.  The  patient 
received  two  units  of  packed  cells  without  any  effect  on 
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Fig.  1.  Anteroposterior  radiograph  of  chest  taken 
on  the  fifth  hospital  day. 


respiratory  or  cardiac  rate.  On  the  following  day,  flame- 
shaped hemorrhages  were  noted  in  the  fundi  for  the  first 
time.  At  this  time,  steroid  therapy  was  begun. 

Tachypnea  continued  and  the  lung  fields  remained  clear. 
Two  units  of  packed  cells  again  were  administered  because 
of  a rapid  fall  in  hemoglobin  on  the  11th  hospital  day.  At 
this  time,  the  liver  became  palpable  for  the  first  time.  It 
was  smooth,  slightly  tender,  and  extended  three  finger- 
breadths  below  the  right  costal  margin.  Although  this 
condition  was  believed  caused  by  a venous  congestive  state 


Fig.  2.  Radiograph  of  stomach  and  small  intestine 
obtained  during  an  upper  gastrointestinal  study. 


secondary  to  anemia,  the  patient  appeared  critically  ill  and 
digitalization  was  begun.  The  patient  also  developed  tender- 
ness over  the  sternum  for  the  first  time.  On  the  13th  day, 
she  appeared  more  icteric  and  very  pale.  She  continued  to 
have  dyspnea  and  tachycardia,  and  more  marked  anxiety. 
The  serum  was  dark  brown;  carbon  dioxide  combining 
power  (CO2)  was  4 milliequivalents  (mEq.);  and  the  pH 
was  7.26;  and  pCOo  was  12.  The  patient  died  on  the  13th 
day  before  additional  blood  transfusions  could  be  started. 

Laboratory  bindings. — Some  of  the  laboratory  findings, 
maximum  daily  temperatures,  and  therapy  are  summarized 
in  Table  I.  In  addition,  the  following  results  of  laboratory 
studies  were  obtained:  Mean  corpuscular  hemoglobin,  91 
and  87;  mean  corpuscular  hemoglobin  concentration,  30 
and  28;  Price-Jones  curve  within  the  normal  range;  serum 
iron  70  meg. /1 00  cc.;  total  iron  binding  capacity  300 
meg./ 100  cc.;  uric  acid  3.4  mg./ 100  cc.;  blood  urea  nitro- 
gen (BUN)  11  and  13  mg. /1 00  cc.;  amylase  less  than  320 
units;  leucine  aminopeptidase  112  units;  febrile  agglutinins 
(including  leptospirosis)  negative;  stool  guaiac  negative; 
Bence  Jones  protein  negative;  cold  agglutinins  negative; 
L.E.  preparations  x 3 to  negative.  Heinz  bodies  in  red 
blood  cells  74  per  cent  (control  10  per  cent);  hemoglobin 
electrophoresis  AA;  serum  protein  electrophoresis  32  per 
cent  gamma  globulin;  coagulation  time  normal.  Bone 
marrow  study  revealed  marked  hyperplasia  of  erythroid 
series.  Urinalysis  showed  0 to  1 plus  albumin;  bile  nega- 
tive; urobilinogen,  0 to  1 plus;  0 to  20  red  blood  cell 
count  and  5 to  20  white  blood  cells  per  high  power  field. 


Clinical  Discussion 

Dr,  Donald  W.  Seldin. — Dr.  Burns,  may  we  hear 
the  report  on  the  roentgenographic  studies. 

Dr.  R.  R.  Burns. — The  patient’s  chest  films  on  ad- 
mission showed  a normal  cardiomediastinal  silhouette. 
There  was  a fine  interstitial  pulmonary  infiltrate,  bi- 
laterally. No  pleural  fluid  was  present.  In  addition  to 
infectious  infiltrates,  this  picture  is  sometimes  seen 
in  acute  mitral  failure,  lymphatic  neoplastic  spread, 
and  in  sarcoid  types  of  infiltrate. 

Radiographic  studies  of  the  abdomen  showed  an 
enlarged  liver.  However,  the  liver  was  not  palpable  at 
that  time,  I believe.  Renal  shadows  were  considered 
to  be  normal  as  were  the  psoas  margins,  and  the 
spleen  was  not  enlarged.  The  bowel  gas  pattern  was 
normal  and  no  opaque  calculi  were  seen.  Four  days 
following  the  patient’s  admission,  the  intravenous 
pyelogram  showed  normal  excretory  function,  and 
normal  renal  architecture  on  both  sides.  There  was 
a slight  unusual  course  of  the  right  ureter  which 
was  thought  due  to  its  position  on  the  psoas  muscle. 
No  obstructive  uropathy  was  found. 

Repeat  chest  examination,  performed  six  days 
after  admission,  again  showed  the  appearance  of  an 
interstitial  type  of  parenchymal  infiltrate  in  the  lung 
fields,  pulmonary  vascular  prominence,  and  prom- 
inenr  pulmonary  outflow  tract.  The  heart  was  only 
slightly  larger  in  its  transverse  diameter  than  on  the 
day  of  admission.  This  could  be  merely  the  change 
between  systole  and  diastole.  A prominence  in  the 
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topoietic  cells,  chiefly  normoblasts. 

Fig.  4.  Gross  photograph  of  the  gastric  carcinoma 


Fig.  3.  Photomicrograph  of  spleen,  x 420.  Note 
congested  pulp  cords  and  relatively  empty  sinusoids. 
Dark  cells  in  sinusoid  in  upper  center  are  hema- 


minor fissure  also  was  observed,  which  could  have 
been  due  to  a collection  of  fluid.  Results  of  a barium 
enema  were  considered  normal.  The  gallbladder  study 
was  normal.  The  upper  gastrointestinal  tract  series 
showed  a rather  persistent  filling  defect  in  the  an- 
trum which  we  could  not  delineate  because  of  the 
superimposed  small  bowel  picture.  It  was  believed  to 
be  superfluous  and  although  a repeat  study  was  re- 
quested, it  was  not  done  because  of  the  patient’s 
condition. 

Dr.  Seldin. — Any  further  comments  or  questions 
regarding  the  roentgenographic  findings?  If  not.  Dr. 
Goldman. 

Dr.  Winfrey  W.  Goldman. — ^This  is  a very  un- 
usual case,  especially  in  the  context  of  the  work-up 
and  the  eventual  outcome.  First,  there  is  little  ques- 
tion that  the  patient  was  admitted  with  an  acute 
hemolytic  state,  manifested  by  anemia  and  marked 
reticulocytosis.  Other  indirect  features  of  hemolysis 
were  an  increase  in  the  indirect  bilirubin,  a hemo- 
globin concentration  falling  at  a rate  of  about  6 per 
cent  per  day,  as  well  as  a classic  symptom  of  marked 
hemolysis,  back  pain  and  abdominal  pain  radiating 
into  the  thigh.  One  may  look  back  over  this  case  and 
surmise  that  the  hemolytic  state  developed  in  this 
patient  about  five  weeks  prior  to  death,  and  that  it 
persisted  and  became  progressively  more  marked.  She 
probably  died  secondary  to  this  violent  hemolytic 
state. 

In  the  evaluation  of  this  case,  one  has  to  consider 
possible  etiologies.  First,  congenital  hemolytic  ane- 
mia. This  is  very  unlikely.  The  majority  of  congenital 
hemolytic  anemias  do  not  have  such  an  abrupt  onset 
of  symptoms  to  this  marked  degree,  especially  in  a 
patient  of  this  age  and  one  who  has  had  three  preg- 
nancies without  previous  known  difficulty.  There 
are  two  exceptions.  One  is  paroxysmal  nocturnal 


hemoglobinuria.  This  characteristically  may  develop 
in  patients  during  the  third  and  fourth  decade,  in 
men  or  women,  and  symptoms  may  be  associated 
with  menses.  Generally,  these  cases  have  leukopenia 
and  thrombocytopenia.  This  patient,  instead,  had 
leukocytosis  and  thrombocytosis.  The  second  excep- 
tion is  a patient  who  has  received  drugs,  so-called 
electron  carrying  drugs,  capable  of  inducing  the 
hemolysis  of  primaquine  sensitive  disease.  This  is  a 
distinct  possibility.  This  disease  is  occasionally  asso- 
ciated with  violent  hemolysis.  We  were  told  that 
this  patient  had  74  per  cent  Heinz  bodies  in  the 
red  cells.  This  test  for  "sensitive”  cells  is  very  sig- 
nificant, according  to  the  literature,  if  40  per  cent  to 
90  per  cent  or  more  of  the  red  cells  show  five  or 
more  Heinz  bodies.  Normal  individuals  develop 
Heinz  bodies  after  incubation  with  acetylphenylhy- 
drazine  but  only  one  or  two  per  cell  with  less  than  28 
per  cent  or  so  of  cells  showing  five  or  more  per  red 
cell.  'This  test,  as  reported,  was  positive  and  prima- 
quine sensirive  disease  was  a distinct  possibility 
early  in  rhe  course.  Perhaps  somewhere  in  the  pa- 
tient’s therapy,  prior  to  admission,  she  might  have 
received  a drug  that  induced  this  condition.  I could 
find  no  real  culprit  other  than  that  she  took  Dristan. 
She  had  taken  Dristan  for  years.  She  did  take 
Declomycin,  but  I’m  not  aware  that  it  can  produce 
this  condition.  Streptomycin  has  been  incriminated 
in  inducing  hemolysis  in  primaquine  sensitive  dis- 
ease, but  certainly  this  is  not  one  of  the  usual  drugs 
to  do  this. 

As  the  case  proceeds,  however,  it  becomes  apparent 
that  primaquine  sensitive  disease  is  an  unlikely  diag- 
nosis. It  lasted  too  long.  'The  patient  probably  had 
been  sick  for  five  weeks,  although  we  couldn’t  be 
sure  that  the  original  pain  was  due  to  hemolysis.  In 
primaquine  sensitive  disease,  even  if  the  patient  con- 


Volume  58,  JULY,  1962 


511 


Fig.  5.  Photomicrograph  of  gastric  carcinoma,  x 27. 

tinues  to  take  the  drug,  most  of  the  hemolytic  symp- 
toms and  overt  hemolysis  are  over  in  about  eight 
days.  In  this  case  the  disease  continued  even  in  the 
hospital,  much  longer  than  eight  days. 

Next,  we  should  note  that  the  patient’s  disease 
was  characterized  by  violent  hemolysis,  and  this 
brings  several  possibilities  to  mind.  Outstanding  is 
acquired  hemolytic  anemia  of  immunologic  type. 
Another  possibility  is  clostridial  septicemia;  but  the 
course  was  probably  too  prolonged,  and  there  is  no 
reason  to  suspect  a source  or  site  of  clostridial  infec- 
tion. Another  possibility  with  violent  hemolysis  of 
this  type  is  thrombotic  thrombohemolytic  thrombo- 
cytopenic purpura.  At  no  time,  though,  did  this  pa- 
tient have  purpura,  thrombocytopenia,  or  neurologic 
changes. 

As  for  acquired  hemolytic  anemia  of  the  immuno- 
logic type,  and  this  would  be  the  most  outstanding 
possibility  to  consider  in  this  patient,  we  have  no 
objective  evidence.  Multiple  direct  Coombs’  tests 
were  done;  all  were  negative.  The  Coombs’  test  is 
one  of  the  most  reliable  methods  for  detecting  this 
disease  whether  it  be  primary  ( or  idiopathic ) , or 
secondary.  However,  in  about  10,  15,  maybe  20  per 
cent  of  patients  who  actually  do  have  "coated”  or 
"sensitized”  red  cells  with  hemolysis  there  may  be  a 
negative  direct  Coombs’  test.  One  cause  is  the  pro- 
zone phenomenon.  But  I believe  the  test  was  given 
with  diluted  serum  as  well  as  with  serum  directly  out 
of  the  bottle.  Still  it  was  negative.  Another  possibility 
is  that  the  Coombs’  serum  used  did  not  contain  anti- 
bodies directed  against  the  type  of  globulin  that 
sensitized  the  patient’s  cells.  I am  told  the  laboratory 
uses  rabbit  anti-human  serum  prepared  by  immun- 
izing rabbits  with  whole  human  serum.  Another  re- 
ported possible  cause  of  a false  negative  Coombs’ 
test  is  a sensitizing  antibody  that  may  be  comple- 
ment-dependent, and  that  the  complement  has  been 
consumed  by  the  hyperhemolytic  state. 


Fig.  6.  Photomicrograph  of  gastric  carcinoma,  x 

86,  showing  atypical  glands  in  mucosa. 

We  do  not  have  objective  or  satisfactory  evidence 
as  to  the  mechanism  of  this  patient’s  violent  hemoly- 
sis. There  is  a whole  spectrum  of  acute  hemolytic 
states  in  which  the  mechanism  is  not  known.  One, 
for  example,  is  Moschowitz’s  disease  or  thrombotic 
thrombohemolytic  thrombocytopenic  purpura,  as  pre- 
viously mentioned.  The  majority  of  these,  even  with 
special  tests,  fail  to  show  auto-sensitization  of  red 
cells.  And  there  are  other  acute  hemolytic  phe- 
nomena which  are  not  understood.  But  it  is  believed 
that  this  patient  probably  had  an  auto-immune  state 
in  which  tests  failed  to  reveal  sensitized  cells.  There 
were  other  features  which  suggested  that  this  auto- 
immune state  was  secondary  in  namre.  'The  most 
common  secondary  acquired  hemolytic  anemia  of 
this  degree  is  that  which  is  secondary  to  lymphomas. 
The  displaced  ureter  offers  some  reason  to  believe 
that  lymphoma  is  a real  possibility.  Nevertheless, 
from  what  we  now  know  in  this  patient,  it  would 
be  most  difficult  to  predict  the  precise  mechanism 
of  the  hemolytic  anemia,  or  the  basic  etiology. 

As  far  as  treatment  is  concerned,  perhaps  steroids 
should  have  been  started  earlier  and  in  larger  doses. 
We  don’t  really  know  what  the  patient  had,  or  what 
the  mechanism  was,  but  I think  in  a patient  like 
this  we  should  assume  that  the  disease  is  treatable. 
As  for  transfusions  in  this  type  of  problem,  I think 
it  wise  to  transfuse  the  patient  with  washed  cells. 
This  patient  perhaps  should  have  received  more 
transfusions.  There  are  inherent  dangers  in  trans- 
fusing these  patients,  but  these  dangers  are  mini- 
mized by  using  washed  cells.  Whole  blood  trans- 
fusion may  furnish  complement.  Some  patients,  es- 
pecially those  with  auto-immune  disease,  develop 
more  violent  hemolysis  after  the  transfusion,  perhaps 
because  of  complement.  Another  problem  is  that  the 
patients  are  more  difficult  to  type  and  cross  match, 
especially  those  with  acquired  hemolytic  anemia  of 
the  auto-immune  type,  and  transfusion  reactions  are 
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a problem.  This  tends  to  encourage  use  of  measures 
other  than  transfusion,  unless  the  patient  shows  signs 
that  are  secondary  to  the  shrunken  red  cell  mass,  as 
this  patient  did.  Also  in  paroxysmal  nocturnal  hemo- 
globinuria it  has  been  emphasized  that  these  patients 
in  their  hemolytic  crises  may  become  worse  after 
whole  blood  transfusions.  Perhaps  certain  agents, 
properdin  and  others,  being  furnished  by  the  trans- 
fusion make  the  hemolytic  state  worse,  so  that  in 
this  condition  it  is  strongly  recommended  that 
washed  red  cells  be  used. 

What  can  you  expect  from  steroids  in  auto-im- 
mune antiglobulin  positive  type  hemolytic  states? 
In  the  French  series  70  per  cent  or  more  respond 
rather  dramatically  or  favorably.  In  Osgood’s  series  I 
believe  that  almost  90  per  cent,  perhaps  more,  were 
controlled  by  steroids.  Other  authors  feel  that  with 
rare  exceptions  these  conditions  can  be  controlled  by 
large  doses  of  steroids.  One  to  200  mg.  of  hydrocorti- 
sone every  eight  hours  are  given  parenterally,  ini- 
tially; if  the  patient  responds,  oral  preparations  are 
started.  It  has  been  reported  that  in  patients  who  do 
not  respond  to  steroids,  there  is  an  increased  rate 
of  response  in  24  to  48  hours  if  adrenocorticotropin 
( ACTH ) is  used.  I have  no  explanation  for  this  and 
have  not  found  anyone  who  does,  but  it  often  has 
been  reported. 

One  must  consider  splenectomy,  even  though  the 
tendency  today  is  to  do  splenectomy  less  and  less. 
In  this  case,  observing  it  in  retrospect,  with  the 
failure  of  response  to  steroids,  and  especially  if 
ACTH  had  been  given  with  no  response,  one  might 
have  considered  an  emergency  splenectomy.  There  is 
no  reason  to  suspect  that  the  patient  had  a hemor- 
rhagic diathesis;  the  platelets  were  well  maintained. 
There  was  but  little  prolongation  of  the  prothrombin 


Fig.  7.  Photomicrograph  of  mediastinal  lymph  node, 
X 210.  Except  for  some  lymphocytes  in  center  of 
field,  lymphoid  tissue  has  been  replaced  by  signet- 
ring tumor  cells. 


time,  probably  due  to  the  consumption  of  clotting 
factors  by  the  hemolytic  process. 

I would  say  from  the  protocol  that  with  this  degree 
of  hemolysis  it  was  probably  some  sort  of  auto- 
immune basis  and  probably  was  secondary.  Lym- 
phoma is  an  outstanding  possibility,  just  on  the  basis 
of  the  odds. 

Dr.  Seldin. — Does  anybody  have  any  further  com- 
ments or  questions? 

If  not,  I would  like  to  make  two  comments:  first, 
about  the  diagnosis;  second,  about  the  acidosis. 

The  roentgenogram  of  the  chest  is  particularly 
interesting  because  it  indicated  that  the  patient  has 
a very  diffuse,  lacy  interstitial  infiltration  of  the 
lungs.  This  cannot  readily  be  attributed  to  left  ven- 
tricular failure:  The  history  is  not  suggestive  of 
cardiac  decompensation,  there  is  no  evidence  of  un- 
derlying heart  disease,  and  finally  there  are  no  signs 
of  left  ventricular  enlargement,  either  by  physical 
examination  or  on  roentgenogram.  What,  then,  is 
the  etiology  of  the  roentgenographic  finding?  This 
issue  has  to  be  coupled  with  the  fact  that  the  patient 
has  a mild  but  definite  hyperglobulinemia.  It  seems 
reasonable  to  suggest  that  the  patient  has  some  pri- 
mary disease  of  the  lungs  which  is  responsible  for 
both  the  lacy  pulmonary  infiltration  and  also  the 
hyperglobulinemic  state.  I think  that  this  question 
was  raised  on  the  ward  and  a connective  tissue 
disease  was  suggested.  If  she  had  a connective  tissue 
disease,  such  as  lupus  erythematosus,  could  hemolysis 
of  this  violence  be  produced  by  it?  What  is  your 
opinion,  Dr.  Goldman? 

Dr.  Goldman. — Yes,  cases  of  extremely  violent 
hemolysis  have  been  reported  in  lupus  erythematosus, 
even  before  other  manifestations  of  the  disease  were 
prominent. 

Dr.  Seldin. — Since  hyperglobulinemia,  interstitial 


Fig.  8.  Photomicrograph,  lung  and  visceral  pleura, 
X 27.  Note  plugs  of  tumor  cells  in  parenchymal  and 
pleural  lymphatic  vessels. 
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Fig.  9.  Photomicrograph  of  lung,  x 86.  In  center 
of  field  is  pulmonary  arteriole  partly  filled  with 
organizing  thrombus  containing  tumor  cells.  Dilated 
lymphatics  filled  with  tumor  are  on  either  side  of 
the  arteriole.  In  lower  left,  part  of  wall  of  bronchiole 
is  visible. 


Fig.  10.  Photomicrograph  of  vertebra,  x 86.  Mar- 
row has  been  replaced  by  tumor,  and  many  small, 
newly  formed  bone  trabeculae  are  present. 


pulmonary  infiltration,  and  violent  hemolysis  can  all 
result  from  lupus  erythematosus,  this  diagnosis  must 
be  considered  along  with  lymphoma. 

Apart  from  the  problem  of  the  namre  of  the 
underlying  disease  process,  the  second  point  of  ex- 
treme importance  in  this  case  is  the  finding  of 
COo  content  of  4 mEq./L.  I think  we  can  say  with 
confidence,  even  without  measurement  of  pH,  that 
this  is  a metabolic  acidosis.  Respiratory  alkalosis  by 
itself  never  produces,  in  my  experience,  a plasma 
bicarbonate  concentration  this  low.  I think,  therefore, 
that  the  patient  must  have  had  an  overwhelming 
metabolic  acidosis  which,  moreover,  could  not  be  the 
consequence  of  renal  failure,  since  the  BUN  was 
normal.  We  therefore  have  clearcut  evidence  that 
the  patient  has  an  acidosis  of  some  type  other  than 
that  attributable  to  the  accumulation  of  sulfuric  acid 
and  phosphoric  acid,  which  is  characteristic  of  the 
acidosis  of  renal  failure.  Furthermore,  since  there 
is  no  selective  hyperchloremia,  this  could  not  have 
been  hyperchloremic  renal  tubular  acidosis.  In  short, 
we  are  thrust  back  to  a differential  diagnosis  of  an 
acidosis  which  is  presumably  attributable  to  organic 
acids.  Beriberi  can  do  this;  we  have  seen  a number 
of  instances  of  beriberi  causing  an  acidosis,  pre- 
sumably attributable  to  the  accumulation  of  pyruvate, 
Krebs’  intermediates,  and  the  like,  of  severe  mag- 
nimde.  Such  an  acidosis  melts  away  in  a matter 
of  hours  with  the  administration  of  thiamine.  We 
have  no  reason  to  suppose  that  this  is  the  case  here, 
since  there  is  no  history  of  grave  dietary  deficiency. 
Methyl  alcohol  poisoning  can  also  produce  an  organic 
acidosis  of  this  severity  due  to  the  accumulation  prin- 
cipally of  formic  acid.  Clearly,  however,  from  the 
clinical  configuration  of  this  disease  and  the  history, 
we  can  discount  this  possibility.  This  leads  us  to  the 


most  likely  cause  of  the  disturbance — ^lactic  acid 
acidosis.  Lactic  acid  can  accumulate  in  clinically  sig- 
nificant amounts  in  the  plasma  under  a variety  of 
circumstances.  Modest  elevations  occur  with  tension 
and  anxiety,  presumably  because  of  the  discharge  of 
epinephrine.  Muscular  activity,  such  as  might  be 
caused  by  a chill  or  a convulsion,  also  can  result  in 
the  appearance  of  modest  amounts  of  lactic  acid 
in  the  plasma.  But  the  two  important  factors  that 
account  for  the  accumulation  of  large  amounts  of 
lactic  acid  are  anoxia  and  shock.  Anoxia  does  not 
appear  to  be  of  major  significance  as  compared  to 
shock.  This  is  clear  from  Huckabee’s  smdies.  Al- 
though anoxia,  such  as  might  occur  from  diminished 
oxygen  saturation  because  of  deranged  pulmonary 
function,  can  produce  clinically  important  lactic 
acid  acidosis  it  does  not  usually  result  in  overwhelm- 
ing acidosis.  Lactic  acid  acidosis  of  overwhelming 
proportions  seems  to  be  associated  almost  exclusively 
with  collapse  of  the  circulation.  In  the  second  of 
Huckabee’s  articles  in  the  American  Journal  of  Medi- 
cine* the  patients  were  suffering  from  lethal  diseases; 
all  seemed  to  have  either  overt  or  insidious  vascular 
collapse.  Clearly,  the  patient  should  have  been  trans- 
fused much  more  aggressively  than  she  was. 

Any  further  comments  or  questions? 


Pathologic  Findings 

Dr.  B.  D.  Fallis. — Necropsy  showed  both  the  ef- 
fects of  the  hemolytic  anemia  and  its  presumptive 
cause,  namely,  a small  gastric  carcinoma  with  wide- 

*Huckabee,  W.  E.:  Abnormal  Resting  Blood  Lactate,  11. 
Lactic  Acidosis.  Am.  J.  Med.  30:840  (June)  1961. 
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Table  1. — Laboratory  Data,  Maxiirtum  Daily  Temperature,  Therapy  Schedule  by  Hospital  Days. 
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HEMOLYTIC  ANEMIA  — SeW/n  ef  al.  — continued 


Spread  lymphatic  metastases.  The  usual  lesions  of 
hemolytic  anemia  were  found  and  consisted  of  pallor 
of  the  viscera,  extramedullary  hematopoiesis  in  the 
liver  and  spleen,  and  severe  congestion  of  the  red 
pulp  of  the  spleen.  The  spleen  weighed  210  Gm. 
and  was  firm  but  pliable.  The  parenchyma  bulged 
from  the  cut  surfaces,  was  dark  purple,  and  scraped 
with  difficulty.  The  white  follicles  were  inconspicu- 
ous. Microscopically,  the  cords  of  BiUroth  were 
packed  with  erythrocytes,  and  the  littoral  cells  of  the 
sinusoids  were  swollen.  The  sinusoids  were  slightly 
dilated  but  contained  only  a few  erythrocytes  and 
clusters  of  hematopoietic  cells,  chiefly  normoblasts. 
These  splenic  changes  are  characteristic  of  hemolytic 
anemia  of  any  cause.  In  the  normal  splenic  circula- 
tion, blood  from  the  peniciUiary  arterioles  probably 
passes  through  the  reticulin  meshwork  and  spleno- 
cytes  of  the  cords  of  BiUroth  and  enters  the  sinusoids 
via  the  pores  of  Mollier  between  the  littoral  cells 
lining  the  sinusoids.  Abnormal  erythrocytes  such  as 
sickled  cells  or  spherocytes  pass  with  difficulty 
through  the  pulp  cords,  which  become  severely  con- 
gested, while  the  sinusoids  contain  only  a few  ceUs. 
The  extrameduUary  hematopoiesis  is,  of  course,  com- 
pensatory. 

Externally,  the  stomach  was  normal.  Four  cm. 
proximal  to  the  pyloric  ring  on  the  greater  curvature 
there  was  an  elevated  plaque  on  the  mucosal  surface 
measuring  2 cm.  in  diameter.  It  was  firm  and  had  a 
slightly  depressed,  granular  center  covered  by  a thin 
film  of  grayish-yellow  material.  On  cut  surface  the 
mucosa  of  the  stomach  was  absent  over  the  center 
of  the  lesion.  The  tumor  tissue  was  firm,  grayish- 
yellow,  and  homogenous,  and  extended  into  the 
thickened  submucosa.  Microscopic  examination 
showed  loss  of  the  mucosa  centraUy.  At  the  margins 
of  the  ulcer  the  mucosal  epithelium  was  composed 
of  pleomorphic  and  hyperchromatic  cells  with  loss 
of  polarity  and  an  atypical  glandular  pattern.  More 
peripherally  the  tumor  was  a typical  signet-ring 
type  of  mucinous  carcinoma  with  characteristic 
rounded  cells  containing  a central  globule  of  mucus 
and  an  eccentric,  hyperchromatic  nucleus.  These 
signet-ring  cells  were  scattered  singly  among  the 
carcinomatous  glands  and  the  remaining  normal 
pyloric  glands.  The  submucosa  was  thick  and  fibrotic. 
Among  the  fibroblasts  and  collagen  fibers  were  many 
lymphocytes  and  signet-ring  tumor  cells,  scattered 
singly  or  in  clusters  of  two  or  three  cells. 

From  the  primary  gastric  carcinoma  there  had 
occurred  widespread  lymphatic  dissemination.  Meta- 
stases were  found  in  the  gastric,  peribiliary,  peri- 
aortic, iliac,  mediastinal,  and  left  supraclavicular 
lymph  nodes.  Most  of  the  involved  nodes  measured 
1 to  3 cm.  in  diameter  and  were  almost  completely 
replaced  by  sheets  of  signet-ring  tumor  cells  with 


only  small  foci  of  residual  lymphoid  tissue  visible 
microscopically.  The  involved  left  supraclavicular 
lymph  node  (Virchow-Troisier ) measured  2 cm.  in 
greatest  dimension  but  lay  well  behind  the  medial 
end  of  the  clavicle  which  accounts  for  the  failure  to 
discover  the  node  clinically. 

There  was  diffuse  "lymphangitic”  carcinomatosis 
of  the  lungs  and  visceral  pleura.  The  interlobular 
lymphatics  were  conspicuous  grossly  in  the  visceral 
pleura  and  on  the  cut  surface  of  the  lungs,  and  ap- 
peared as  firm,  beady  white  cords.  Microscopically 
all  the  lymphatic  vessels  of  the  visceral  pleura  and 
lung  were  widely  dilated  and  filled  with  masses  of 
tumor  cells.  There  was  secondary  invasion  of  pul- 
monary arterioles  and  venules,  many  of  which  con- 
tained tumor  cells  and  thrombus  in  varying  stages 
of  organization.  The  pulmonary  metastases,  of  course, 
caused  the  infiltrate  noted  radiographically.  Such 
widespread  "lymphangitic”  carcinomatosis  of  the 
lungs  often  causes  severe  dyspnea  and  can  provoke 
a subacute  cor  pulmonale.  However,  the  electrocar- 
diographic studies  did  not  suggest  cor  pulmonale, 
and  the  right  ventricle  was  not  hypertrophied  at 
necropsy. 

Several  sections  of  various  vertebrae  were  available, 
and  each  showed  metastatic  carcinoma.  About  one- 
third  of  the  marrow  was  replaced  by  tumor  tissue 
so  that  myelophthisis  probably  contributed  to  the 
anemia.  In  the  foci  of  metastatic  carcinoma  there 
was  active  osteogenesis  with  many  small  newly- 
formed  trabeculae  and  active  proliferation  of  osteo- 
blasts, which  correlates  with  the  elevated  alkaline 
phosphatase  found  clinically. 

The  ovaries  were  normal  grossly.  However,  one 
ovary  contained  clusters  of  tumor  cells  in  its  dilated 
hilar  lymphatic  vessels.  Occasionally  a small  and 
clinically  occult  gastric  carcinoma  presents  with 
huge  bilateral  ovarian  metastases,  the  so-called 
Krukenberg  tumor  of  the  ovary.  This  is  more  often 
seen  with  gastric  carcinoma  in  young  women.  The 
route  by  which  these  metastases  are  established  is 
debatable  and  probably  varies  in  different  cases.  The 
present  case  illustrates  that  lymphatic  metastasis  from 
gastric  carcinoma  to  the  ovary  can  occur.  There 
were  no  hematogenous  metastases,  and  there  were 
no  peritoneal  implants.  No  other  significant  lesions 
were  found. 

The  severe  hemolytic  anemia  in  this  patient  is 
probably  a "symptomatic  hemolytic  anemia”  in 
association  with  gastric  carcinoma  with  widespread 
metastases.  There  is  no  proof  that  an  immune  mech- 
anism was  responsible  for  this  anemia,  and  the 
persistently  negative  Coombs’  test  suggests  that  the 
hemolysis  was  not  induced  by  antibodies.  There  are 
many  reports  of  the  association  of  hemolytic  anemia 
with  a malignant  neoplasm,  but  most  such  reports 
deal  with  auto-immune  hemolytic  anemias  caused 
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by  malignant  lymphomas  or  leukemias.  Relatively 
few  cases  of  hemolytic  anemia  on  a presumably  non- 
immune  basis  have  been  recorded;  the  mechanism  of 
the  hemolysis  in  these  cases  is  obscure.  The  most 
reasonable  theory  is  that  the  tumor  tissue  itself  forms 
some  non-immune  hemolytic  substance  which  either 
injures  blood  cells  as  they  pass  through  the  tumor  or 
is  released  into  the  circulating  blood  to  injure  blood 
cells  throughout  the  body.  Hemolytic  substances 
have,  in  fact,  been  isolated  from  tumor  tissue  by 
Stefanini  and  his  co-workers*  and  by  other  investi- 
gators. The  tissue  hemolysins  isolated  by  Stefanini 
and  others  were  unsaturated  fatty  acids,  but  other 
investigators  have  identified  other  hemolytic  agents 
including  lysolecithin.  These  tissue  extracts  are  hemo- 
lytic in  vitro  but  have  not  yet  been  proved  to  cause 
hemolysis  in  vivo. 

The  age  of  this  patient  also  is  of  interest  in  view 
of  the  gastric  carcinoma.  Carcinoma  of  the  stomach 
is  a disease  of  older  adults  with  a peak  incidence  in 
the  seventh  decade.  However,  it  should  be  recalled 
that  15  per  cent  of  such  patients  are  less  than  50 
years  old. 

Clinical  Comment 

Dr.  Seldin. — Dr.  Goldman,  do  you  want  to  make 
some  closing  remarks.^ 

Dr.  Goldman. — This  problem  of  anemia  associated 
with  neoplasms  is  subject  to  many  conflicting  re- 
ports. There  are  several  groups  of  mechanisms.  The 
obvious  ones  are  myelophthisic  anemia  from  neo- 
plasms and  those  from  blood  loss  and  iron  deficiency; 
these  do  not  require  any  further  comment  here. 

In  patients  with  carcinoma,  the  most  common 
anemia  found  is  that  associated  with  moderate 
shortening  of  the  red  cell  life  span  and  a meager 
compensatory  marrow  response.  Authorities  in  this 
country  tend  to  regard  this  as  one  of  the  "simple 

*Stefanini,  M.,  et  al.:  Role  of  Hemolytic  System  in 
Human  Tissues  in  Some  Hemolytic  States,  Am.  J.  M.  Sc. 
242:303  (Sept.)  1961. 


chronic  anemias”,  due  to  mechanisms  unknown. 
Green’s  studies,  on  the  other  hand,  have  suggested 
that  in  these  cases,  neoplasms  with  "simple  anemia”, 
about  50  per  cent  will  have  a positive  antiglobulin 
test,  especially  if  diluted  Coombs’  serum  is  used.  He 
further  postulates  that  these  are  not  gamma  globulins 
and  that  they  are  incomplete  "cold”  type  antibodies. 
However,  many  investigators  have  nor  been  able  to 
confirm  this  theory.  Another  reason  for  wonder  is 
that  incomplete  cold  antibodies  characteristically  re- 
quire a strong  Coombs’  serum  for  detection.  Why 
these  cases  (and  almost  all  of  them  were  thought  to 
be  associated  with  the  "cold”  antibody)  required 
dilution  of  the  Coombs’  serum  to  produce  a positive 
Coombs’  test  is  not  well  understood,  at  least  by  me. 
This  anemia  of  neoplastic  disease — what  I have  just 
described — is  said  to  be  associated  with  "occult 
hemolysis”  due  to  a shortening  of  the  life  span  of 
the  cells  and  "relative”  bone  marrow  failure.  It  is 
called  "occult  hemolysis”  because  the  indirect  featured 
of  hemolysis  are  not  present. 

There  are  cancer  cases  with  violent  hemolysis, 
where  the  shortening  of  the  life  span  is  marked,  and 
the  bone  marrow  does  attempt  to  compensate.  These 
are  usually  found  with  reticuloendothelial  neo- 
plasms, and  on  the  whole  this  is  usually  associated 
with  sensitized  (Coombs’  positive)  red  cells.  Non- 
reticuloendothelial  neoplasms  are  also  outstanding 
causes,  even  excluding  Green’s  work,  of  auto-immune 
type  hemolysis.  It  is  not  as  common  as  reticuloendo- 
thelial neoplasms.  As  far  as  I know  marked  hemo- 
lysis almost  invariably  has  been  associated  with  auto- 
sensitization of  red  cells.  There  were  other  cases 
reported  (I  turned  to  the  literature  after  seeing  this 
case)  of  violent  hemolysis  with  neoplasms,  but  I 
was  unable  to  find  even  a case  report  offering  de- 
tected mechanisms  for  this  phenomenon  of  violent 
hemolysis  with  cancer  except  for  the  cases  associated 
with  positive  Coombs’  test.  Now  I am  sure  mech- 
anisms have  been  reported  and  I did  not  locate 
them.  I think  it  is  a very  unusual  case. 

I Drs.  Seldin,  Goldman,  Burns,  and  Fallis;  University  of 
Texas  Southwestern  Medical  School;  5323  Harry  Hines 
Blvd.,  Dallas  35. 
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Texas  Delegates  Play  Role 

AMA  Reaffirms  Active  Opposition 
To  King-Anderson  Legisiation 


EXAS  Delegates  played  a significant  role  in  for- 
mulating  national  policy  in  opposition  to  the  King- 
Anderson  bill  and  social  security  retirement  cover- 
age for  physicians  at  the  1962  Annual  Meeting  of 
the  American  Medical  Association  in  Chicago  on 
June  24-29. 

Texas  was  one  of  16  states  which  introduced  reso- 
lutions which  asked  the  House  of  Delegates  to  re-in- 
dorse the  position  of  active  opposition  to  H.R.  4222 
and  similar  legislation  providing  medical  care  for  the 
aged  through  the  Social  Security  System.  The  Texas 
resolution  pointed  out  that  such  a program  was  un- 
necessary, it  would  cover  all  beneficiaries  regardless 
of  their  need,  it  would  result  in  governmental  con- 
trol of  medical  practice,  and  it  would  result  in  the 
deterioration  of  the  quality  of  medical  care,  not  only 
for  the  aged  but  for  the  population  as  a whole. 

As  a result  of  the  Texas  resolution  and  those  pre- 
sented by  other  states,  the  House  of  Delegates  enthu- 
siastically reaffirmed  the  AMA  position  of  active 
opposition  to  King-Anderson  type  legislation. 

The  House  of  Delegates  also  acted  favorably  on  a 
second  Texas  resolution  and  those  from  nine  sup- 
porting states  in  reaffirming  the  AMA  position  of 
opposition  to  compulsory  inclusion  of  physicians 
under  the  Social  Security  Act.  Defeated  were  two 
resolutions  in  support  of  coverage  presented  by  the 
New  York  and  Pennsylvania  delegations. 

The  Texas  resolution  pointed  out  that  the  major- 
ity of  members  of  the  medical  profession  would  pre- 
fer to  finance  their  retirement  programs  and  benefits 
for  their  survivors  through  nongovernmental,  volun- 
tary prepayment  systems.  A majority  of  state  societies, 
including  Texas,  which  have  conducted  polls  of  their 
members  have  documented  that  a majority  are  op- 


posed to  compulsory  coverage  under  Title  II  of  the 
Social  Security  Act.  The  resolution  also  cited  the  faa 
that  the  retirement  practices  of  physicians  indicate 
that  they  usually  do  not  retire  at  age  65. 

Liberty  Amendment  . 

The  AMA  House  of  Delegates  called  for  further 
study  of  a third  Texas  resolution  which  asked  for 
support  of  a proposed  Constitutional  amendment, 
H.J.  Res.  23,  known  as  the  Liberty  .Amendment,  now 
pending  before  the  87th  Congress. 

This  legislation  would  prohibit  the  federal  govern- 
ment from  participating  in  any  business,  professional, 
commercial,  financial,  or  industrial  enterprise,  except 
as  specified  in  the  Constitution.  It  further  provides 
that  the  constitution  or  laws  of  any  state,  or  laws  of 
the  United  States,  should  not  be  subject  to  the  terms 
of  any  foreign  or  domestic  agreements.  The  Liberty 
Amendment  also  calls  for  the  liquidation  of  business 
properties  owned  and  operated  by  the  government 
within  three  years.  A fourth  section  of  H.J.  Res.  23 
would  repeal  the  l6th  Amendment  to  the  Constim- 
tion  dealing  with  the  federal  income  tax. 

Mindful  of  the  many  ramifications  involved  in  this 
proposed  legislation,  the  AMA  House  of  Delegates 
did  not  take  final  action  on  the  Texas  resolution,  but 
referred  it  to  the  Board  of  Trustees  for  considera- 
tion by  an  appropriate  AMA  council  or  committee. 

Medical  Education  Council 

While  gaining  favorable  consideration  of  these 
resolutions,  the  Texas  delegation  was  unsuccessful  in 
its  efforts  to  secure  a more  balanced  representation 
of  membership  on  the  AMA  Council  on  Medical 
Education  and  Hospitals. 
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The  Texas  resolution  pointed  out  that  the  AMA 
Council  is  comprised  largely  of  career  academicians 
and  those  holding  medical  school  appointments  ( 8 of 
10  members) . It  further  stated  that  private  practicing 
physicians  not  affiliated  with  medical  schools  and 
those  in  other  fields  of  medicine  also  have  a great 
interest  in  responsibility  in  the  broad  realm  of  mat- 
ters pertaining  to  medical  education  and  to  hospitals. 

In  a parliamentary  move,  Texas  delegates  sup- 
ported a Missouri  resolution  which  stated  that  at  least 
six  members  of  the  Council  should  be  engaged  pri- 
marily in  the  private  practice  of  medicine  in  hos- 
pitals that  do  not  have  a medical  school  affiliation, 
and  that  not  more  than  four  members  may  be  sal- 
aried personnel  of  a medical  school  or  university. 

This  resolution  was  lost,  however,  following  con- 
siderable debate  and  discussion  by  the  House  of 
Delegates.  The  prevailing  majority  supported  the 
principle  that  restrictive  provisions  should  not  be 
placed  upon  membership  of  the  AMA  Council. 

Participating  in  the  deliberations  of  the  House  of 
Delegates  were  Texas’  eight  delegates:  Drs.  G.  W. 
Cleveland,  Austin;  J.  B.  Copeland,  San  Antonio;  John 
K.  Glen,  Houston;  John  L.  Otto,  Galveston;  M.  O. 
Rouse,  Dallas;  Troy  A.  Shafer,  Harlingen;  J.  C.  Ter- 
rell, Stephenville;  and  T.  C.  Terrell,  Fort  Worth. 
They  were  joined  by  Texas’  seven  alternate  delegates 
and  the  largest  supporting  group  of  physicians  and 
medical  society  representatives  ever  to  attend  a meet- 
ing of  the  AMA  House  of  Delegates. 

Election  of  Officers 

Dr.  Edward  R.  Annis  of  Maimi,  Fla.,  chairman  of 
the  AMA  National  Speakers  Bureau  and  well  known 
spokesman  in  the  campaign  against  the  King-An- 
derson  bill,  was  chosen  President-Elect  of  the  asso- 
ciation. Dr.  Annis  will  become  president  at  the  June, 
1963,  annual  meeting  in  Atlantic  City,  succeeding 
Dr.  George  M.  Fister  of  Ogden,  Utah,  who  assumed 
office  at  the  inaugural  ceremony  in  Chicago. 

In  addition  to  Dr.  Annis,  the  following  officers 
were  named  at  the  closing  session: 

Dr.  J.  P.  Ctdpepper,  Jr.,  Hattiesburg,  Miss.,  Vice 
President;  Dr.  Norman  A.  Welch,  Boston,  re-elected 
Speaker  of  the  House,  and  Dr.  Milford  O.  Rouse, 
Dallas,  re-elected  Vice  Speaker. 

Dr.  Charles  L.  Hudson,  Cleveland,  Ohio,  and  Dr. 
Wesley  W.  Hall,  Reno,  Nev.,  were  re-elected  to  five- 
year  terms  on  the  Board  of  Trustees.  Dr.  Elmer  G. 
Shelley,  North  East,  Pa.,  was  renamed  to  the  Judicial 
Council. 

Re-elected  to  the  Council  on  Medical  Education 
and  Hospitals  were  Dr.  Warde  B.  Allen,  Baltimore, 
and  Dr.  W.  Clarke  Wescoe,  Lawrence,  Kan. 

Dr.  George  W.  Slagle,  Battle  Creek,  Mich.,  was 
elected  to  the  Council  on  Medical  Service,  succeeding 
Dr.  Robert  L.  Novy,  Detroit. 


For  the  Council  on  Constitution  and  Bylaws,  Dr. 
Walter  E.  Bornemeier,  Chicago,  was  re-elected,  and 
Dr.  James  Monroe  Kolb,  Sr.,  Clarksville,  Ark.,  was 
named  to  fill  the  unexpired  term  of  the  late  Dr. 
Walter  E.  Vest,  Huntington,  W.  Va. 

The  AMA  1962  Distinguished  Service  Award  was 
voted  to  Dr.  Russell  L.  Cecil,  81,  of  New  York  City, 
senior  editor  of  the  "Textbook  of  Medicine”  and  one 
of  the  nation’s  leading  researchers  in  arthritis. 

Final  registration  figures  at  the  meeting  reached  a 
total  of  42,643,  including  14,092  physicians. 

Texans  Reap  Awards 

Texans  won  several  awards  during  the  recent  meet- 
ing of  the  American  Medical  Association  in  Chicago. 
Dr.  Howard  C.  Coggeshall,  Dallas,  rated  the  "best  of 
show”  award  in  the  exhibit  of  paintings  sponsored 
by  the  American  Physicians  Art  Association.  His  can- 
vas was  "High  Sierra”. 

In  the  scientific  exhibit,  certificates  of  merit  went 
to  Johanna  Blumel,  Ph.D.  (deceased),  Drs.  E.  Burke 
Evans,  G.  W.  N.  Eggers,  and  Jerry  D.  Julian  of  the 
University  of  Texas  Medical  Branch,  Galveston,  for 
their  exhibit,  "Vertebral  Anomalies — A Genetic  and 
Clinical  Study”. 

A certificate  of  merit  also  was  given  to  Dr.  Donn 
J.  Brascho,  Brooke  General  Hospital,  Fort  Sam  Hous- 
ton, for  his  exhibit,  "The  Post-Mortem  Coronaro- 
gram”.  Honorable  mention  went  to  Drs.  J.  R.  Derrick, 
D.  C.  Spencer,  R.  N.  Cooley,  and  R.  W.  Brown  at 
the  Medical  Branch  for  their  exhibit,  "Segmental 
Renal  Arteriography”. 

Texas'  Executive  Secretary 
Selected  for  National  Position 

C.  Lincoln  Williston,  Austin,  Executive  Secretary 
of  the  Texas  Medical  Association,  was  elected  Presi- 
dent-Elect of  the  Medical  Society  Executives  Associa- 
tion at  the  organization’s  1962  annual  meeting  in 
Chicago  on  June  24.  MSEA  is  comprised  of  305 
executives  who  serve  county,  state,  and  national  medi- 
cal societies. 

Mr.  Williston  will  assume  the  office  of  president  in 
June,  1963.  He  has  served  as  a member  of  the  Board 
of  Directors  for  the  past  two  years,  and  previously 
served  as  chairman  of  the  Association’s  annual  teach- 
ing institute. 

Dr.  Rouse  Re-Elected  AMA  Vice  Speaker 

Dr.  M.  O.  Rouse,  Dallas,  was  re-elected  Vice 
Speaker  of  the  American  Medical  Association’s  House 
of  Delegates  at  the  1962  Annual  Meeting  in  Chicago. 

Dr.  Rouse  was  elected  unanimously  and  received  a 
standing  ovation  from  the  House  for  his  considerate 
and  effective  service  as  Vice  Speaker  for  the  past 
three  years. 
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Readership  Survey  Indicates 
Journal  Accepted  Favorably 


Favorable  acceptance  of  the  Texas  State  Jour- 
nal of  Medicine  by  physician-readers  was  re- 
flected in  results  of  a recently  completed  readership 
survey. 

A sampling  of  Texas  physicians,  selected  at  ran- 
dom from  a membership  list  of  the  Texas  Medical 
Association,  received  a mail  questionnaire. 

Of  the  606  questionnaires  mailed  out,  128  were 
returned  for  a 21  per  cent  response,  considered 
sufficient  to  be  of  statistical  significance. 

In  comparison  with  other  general  medical  publi- 
cations, 74  per  cent  of  the  respondents  gave  the 
Journal  a favorable  rating.  A majority,  6l  per  cent, 
rated  the  Journal  above  average. 

Eighty-nine  per  cent  of  the  respondents  stated  the 
Journal  was  of  value  to  them.  Four  aspects  of  value, 
cited  by  a majority  of  respondents,  were  interesting 
information,  news  of  TMA  aaivities  and  policies, 
information  on  pending  medical  legislation,  and  pro- 
fessional aid. 

Among  the  regular  features  of  the  Journal,  the 
highest  reader  interest  was  indicated  in  original  ar- 
ticles, editorials,  medicolegal  notes,  coming  meetings, 
and  general  news.  Other  regular  features,  which  drew 
more  than  50  per  cent  favorable  interest,  were  the 
President’s  Page,  Pro/Con,  postgraduate  courses,  per- 
sonals, deaths,  and  cartoons. 

Fifty-eight  per  cent  of  the  respondents  classified 
the  majority  of  scientific  articles  appearing  in  the 
Journal  as  good.  Sixty-seven  per  cent  rated  the  quality 
of  the  illustrations  as  good.  Ninety-one  per  cent  ap- 
proved original  article  symposiums  devoted  to  one 
subject. 

Sixty-seven  per  cent  of  the  respondents  spent  30 
minutes  or  less  reading  each  issue  of  the  Journal, 
while  30  per  cent  spent  an  hour  reading  each  issue. 

Seventy-nine  per  cent  of  the  physicians  reported 
they  read  the  advertising  which  appears  in  the 


[Ed.  Note:  Miss  Gladys  Barrileaux,  first  recipient  of  the 
Harriet  Cunningham  Memorial  Graduate  Fellowship  in 
Medical  Writing,  compiled  the  readership  survey  of  the 
Texas  State  Journal  of  Medicine  in  conjunction  with  her 
work  for  the  Journal  and  as  a research  projeCT  for  the 
School  of  Journalism  at  the  University  of  Texas.  The  proj- 
ea,  incidentally,  merited  her  a grade  of  "A”  from  the 
School.  Individuals  who  are  interested  may  obtain  the  com- 
prehensive survey  by  writing  to  the  Journal,  1801  N.  Lamar 
Blvd.,  Austin.] 


Journal  and  56  per  cent  stated  they  found  the  ad- 
vertising helpful. 

Some  features  of  the  Journal,  listed  as  "most  liked”, 
were  readability,  compactness,  size,  quality,  general 
character  of  news,  and  conciseness.  Among  the  "least 
liked”  features  were  lengthy  scientific  articles,  ir- 
relevant scientific  articles,  too  few  scientific  articles 
of  interest  to  general  practitioners,  and  reports  of 
county  society  meetings. 

All  geographical  areas  of  the  state  were  covered 
in  the  selection  of  respondents.  Ages  of  the  respon- 
dents, grouped  in  five-year  intervals,  ranged  from 
25  to  75  years  and  over.  The  largest  number  of 
respondents,  31,  was  in  the  40-44  age  group.  Twenty 
fields  of  medical  practice  were  represented  among 
the  respondents.  General  practice  led  with  42;  sur- 
gery was  next,  with  18;  and  pediatrics  was  third 
with  11  respondents. 

On  the  whole  the  opinions  expressed  by  the  re- 
spondents reflect  a majority  of  favorable  interest  in 
the  Journal’s  contents,  ^appearance  and  organization, 
and  purpose.  The  participating  physicians,  by  their 
thoughtful  and  candid  answers,  provided  constructive 
criticism,  helpful  suggestions,  and  valid  comments. 
The  Journal  staff  is  appreciative  of  the  time  and  ef- 
fort of  physicians  who  took  part  in  the  survey. 


Journal  Emphasizes  Editing  Accuracy,  Format 

During  1961,  the  Texas  State  Journal  of  Medi- 
cine placed  emphasis  upon  the  procurement  of 
good  scientific  articles  and  upon  accuracy  in  edit- 
ing contributions. 

The  format  of  the  Journal  was  streamlined  and, 
to  some  extent,  standardized  to  attain  a more  pro- 
fessional appearance. 

As  a result,  the  Journal  received  three  awards 
during  1961,  the  latest  of  which  was  a citation 
for  excellence  of  format  by  a Chicago  firm  spe- 
cializing in  magazine  layout.  The  Journal  was 
rated  among  the  top  five  of  the  34  publications 
which  are  members  of  the  State  Medical  Journal 
Bureau. 

Earlier,  the  Journal  received  two  awards  from 
the  Mid-Continent  Conference  of  Industrial  Edi- 
tors, a first  place  award  in  its  category  for  pro- 
moting the  goals  of  the  Association,  and  a third 
place  award  for  general  excellence. 
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Medical  Branch  Plans 
Clinical  Research  Center 

A general  clinical  research  center  to  concentrate 
on  the  intensive  study  of  diseases  in  man  will  be 
established  at  the  University  of  Texas  Medical 
Branch,  Dr.  John  B.  Truslow,  executive  dean  and 
director,  has  announced  upon  receipt  of  approval 
of  a grant  application  by  the  Division  of  General 
Medical  Sciences  of  the  National  Institutes  of  Health. 

The  grant  — one  of  ten  announced  for  medical 
centers  and  schools  in  five  states  — will  trigger 
work  immediately  on  remodeling  a 10-bed  unit 
supported  by  ultra-modern  equipment  in  John  Sealy 
Hospital,  and  the  service  will  become  operative  in 
November,  Dr.  Truslow  said. 

Productive  clinical  studies  of  man  and  his  dis- 
eases require  precise  controls  and  observations  of  the 
patient,  his  diet,  therapy  and  necessary  tests,  and 
procedures.  Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  Public  Health  Services,  explained  in  Washington 
as  the  grants  were  announced. 

"Since  it  is  frequently  impossible  to  conduct  such 
intensive  clinical  studies  in  ordinary  hospital  wards,” 
Dr.  Terry  said,  "The  General  Clinical  Research  pro- 
gram has  been  established  to  provide  a special  setting 
in  medical  schools  and  research  institutions.”  Dr. 
Terry  was  on  the  faculty  here  in  the  Department  of 
Public  Health  and  Preventive  Medicine  in  the  early 
1940’s. 

The  Clinical  Research  Program  here,  unlike  some 
other  programs,  will  embrace  investigation  of  disease 
problems  ordinarily  managed  by  any  of  the  Center’s 
clinical  departments,  such  as  internal  medicine,  sur- 
gery, pediatrics,  and  obstetrics  and  gynecology.  Dr. 
Truslow  explained.  Special  equipment  and  personnel, 
and  procedures  dedicated  to  the  research  center,  will 
have  the  backing  of  other  extensive  laboratory,  serv- 
ice, and  professional  facilities  of  the  University. 

The  grant  to  the  Medical  Center  followed  careful 
study  and  detailed  evaluation  of  the  program  de- 
veloped by  the  School  of  Medicine  faculty.  It  was 
made  on  the  recommendations  of  a committee  of  the 
National  Advisory  Health  Council  of  nonfederal 
scientists,  when  plans  were  approved  to  convert  more 
than  6,500  square  feet  in  the  strategic  heart  of  the 
main  hospital  on  the  fourth  floor  to  house  the  pa- 
tients and  a special  team  of  doctors,  nurses,  and 
paramedical  personnel  to  conduct  the  research. 

Dr.  William  Levin,  associate  professor  of  internal 
medicine,  was  appointed  director  of  the  center. 
Faculty  members  from  all  departments  of  the  medical 
school  and  the  hospitals  will  participate  in  the  clin- 
ical investigations  to  be  conducted  in  the  research 
center. 


It  will  be  possible  for  both  clinical  and  basic 
scientists  in  the  center  to  carry  out  studies  in  the 
full  range  of  diseases  afflicting  humans,  some  of 
which  are  already  planned.  These  include  investiga- 
tions of  thyroid  function  effeas  of  chemicals  in  the 
management  of  cancer,  radiation  effects  in  man, 
management  of  severe  burns,  medical  and  surgical 
aspects  of  peptic  ulcer  and  ulcerative  colitis,  physiol- 
ogy of  childbirth,  nutrition  during  pregnancy,  dia- 
betes, increased  susceptibility  to  infections,  changes 
in  the  serum  proteins  in  the  presence  of  malig- 
nancies, and  special  studies  of  kidney  and  heart  dis- 
eases in  children. 

The  remodeling  program  will  put  the  most  modern 
scientific  equipment,  specialized  core  laboratories, 
metabolic  kitchens,  and  other  appropriate  facilities 
at  the  disposal  of  the  doctors,  specially  trained 
nurses,  and  scientists  in  the  unit. 

The  grant  is  for  $280,000  for  the  first  year,  and 
is  renewable  annually  over  an  initial  period  of  seven 
years  as  approval  is  obtained  from  the  Public  Health 
Service. 

"Facilities  and  resources  for  controlled  clinical  re- 
search on  a national  scale  are  made  possible  through 
this  program,”  Dr.  Terry  commented  from  Wash- 
ington. "The  research  need  not  be  oriented  in  the 
direction  of  any  particular  disease  category,  is  un- 
restricted in  scope,  but  is  expected  to  be  significant, 
meritorious,  and  associated  with  good  quality  medi- 
cal care.” 

Other  institutions  receiving  NIH  support  in  sim- 
ilar grants  are  the  University  of  California,  Stanford 
University,  the  University  of  Buffalo,  Albert  Ein- 
stein College  of  Medicine,  the  University  Hospitals 
of  Cleveland,  Jefferson  Medical  College,  and  Chil- 
dren’s Hospital  of  Pittsburgh. 


Five  Guests  To  Teach 
Pediatric  Postgraduate  Symposium 

The  Division  of  Maternal  and  Child  Health  of  the 
State  Department  of  Health,  and  the  Department  of 
Pediatrics  of  Baylor  University  College  of  Medicine 
will  hold  the  annual  Pediatric  Postgraduate  Sym- 
posium at  Texas  Children’s  Hospital  in  Houston 
Nov.  15-17. 

Guest  speakers  to  participate  in  the  program  are 
Drs.  Frederick  C.  Robbins,  Cleveland;  Gilbert  B. 
Forbes,  Rochester,  Minn.;  John  M.  Craig,  Boston; 
Ralph  J.  P.  Wedgwood,  Seattle;  and  L.  Stanley  James, 
New  York  City. 

Physicians  interested  in  attending  the  symposium 
may  obtain  complete  information  from  Dr.  Russell 
J.  Blattner,  Chairman,  Department  of  Pediatrics, 
Baylor  University  College  of  Medicine,  1200'  M.  D. 
Anderson  Boulevard,  Houston  25. 
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Postgraduate  Courses 

The  American  College  of  Physicians  has  scheduled 
15  postgraduate  courses  to  be  presented  throughout 
the  country  during  1962-1963.  Averaging  five  days 
in  duration,  the  courses  will  have  a tuition  of  $60 
to  members  and  $80  to  non-members.  Registrations 
and  requests  for  information  should  be  directed  to 
Edward  C.  Rosenow,  Jr.,  M.D.,  Executive  Director, 
American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia  4. 

Clinical  and  Research  Advances  in  Pediatrics  and 
Child  Guidance  will  be  the  topic  of  a postgraduate 
course  in  Estes  Park,  Colo.,  Aug.  6-10.  Sponsored  by 
the  University  of  Colorado  School  of  Medicine  and 
the  Office  of  Postgraduate  Medical  Education  of  the 
university’s  Medical  Center,  the  course  will  feature 
Drs.  Alfred  M.  Bongiovanni,  Philadelphia;  Irving 
Schulman,  Chicago;  and  Albert  J.  Solnit,  New  Haven, 
as  guest  speakers.  Tuition  will  be  $75,  and  advance 
registration  is  required.  Inquiries  may  be  directed  to 
the  Office  of  Postgraduate  Medical  Education,  Uni- 
versity of  Colorado  Medical  Center,  4200  East  Ninth 
Avenue,  r>enver  20. 

Schedules  of  Laboratory  Refresher  Training  Cours- 
es offered  by  the  Laboratory  Branch  of  the  Com- 
municable Disease  Center,  Atlanta,  Ga.,  may  be  ob- 
tained from  that  office,  in  care  of  the  U.  S.  Public 
Health  Service,  Atlanta  22. 

Management  of  disease  in  the  elderly  patient  will 
be  discussed  in  a postgraduate  course  July  22.  Spon- 
sored by  the  University  of  Texas  Postgraduate  School 
of  Medicine,  the  course  will  be  held  in  the  Jesse 
Jones  Library  Building,  Houston,  from  8:30  a.m. 
until  1 pm.  Tuition  will  be  $10.  Faculty  members 
will  be  Drs.  Leo  Alexander,  Boston;  Jesse  W.  Hofer, 
Houston;  Henry  F.  Page,  Philadelphia;  Richard  T. 
Smith,  Philadelphia;  and  Stewart  A.  Wilbur,  Hous- 
ton. Application  may  be  made  to  the  Postgraduate 
School,  102  Jesse  Jones  Library  Building,  Texas 
Medical  Center,  Houston  25. 

Four  half-day  sessions  of  study  in  obstetrics  and 
gynecology  will  be  sponsored  by  the  University  of 
Texas  Medical  Branch  in  Galveston  on  Aug.  8-11. 
Afternoons  will  be  left  free  for  relaxation,  and 
entertainment  for  the  family  is  available. 

The  Texas  Academy  of  General  Practice  has  ap- 
proved this  course  for  15  hours  of  category  1 credit. 
Guest  speakers  will  be  Drs.  M.  L.  Riva,  Jersey  City; 
James  T.  Bradbury,  Iowa  City;  Arthur  L.  Haskins, 
Baltimore;  William  J.  McGanity,  Alois  Vasicka,  L. 
Charles  Powell,  Harry  T.  Hutchinson,  A.  L.  LeBlanc, 
and  Harry  M.  Little,  Jr.,  all  of  the  Medical  Branch. 

There  will  be  small  groups  for  participation  by 
everyone  in  discussions.  Inquiries  may  be  addressed 
to  Dr.  William  J.  McGanity,  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of 
Texas  Medical  Branch,  Galveston. 


Public  Health  Program 
In  Gerontology  Planned 

Boston  University  this  fall  will  inaugurate  the  first 
public  health  nursing  program  in  gerontology  in  the 
country. 

The  Boston  University  School  of  Nursing  will  offer 
a new  post  master’s  program  designed  to  provide 
public  health  nursing  leadership  for  middle-aged  and 
older  citizens.  The  calendar-year  program  will  lead 
to  a certificate  of  Advanced  Graduate  Study  and 
presupposes  a Master’s  Degree  in  Public  Health  or 
Public  Health  Service.  The  program  has  been  made 
possible  through  a five-year  grant  from  the  U.  S. 
Department  of  Health,  Education,  and  Welfare  and 
also  provides  for  six  government  traineeships. 

Drug  Firms  Support  Research 

Drug  manufacturers  invested  a record  $206,500,- 
000  in  research  last  year,  according  to  the  annual 
survey  on  research  and  development  conducted  by 
the  Pharmaceutical  Manufacturers  Association.  The 
new  high  was  reached  despite  a general  down-turn 
in  profits.  'The  1959  figure  was  $197,000,000,  the 
trade  association  reported.  Research  expenditures  this 
year  will  rise  to  about  $227,000,000  for  human 
drugs. 


“The  doctor  had  me  cut  down  to  one  cigarette 
a day.” 
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Dr.  Harris  To  Retire 
As  Department  Chairman 


Dr.  Tims  H.  Harris,  chairman  of  the  Department 
of  Neurology  and  Psychiatry  at  the  University  of 
Texas  Medical  Branch  in  Galveston,  will  retire  from 

the  post  he  has  held 
since  the  department 
was  founded  36  years 
ago.  His  resignation  will 
be  effective  Sept.  1,  but 
his  service  to  the  medi- 
cal branch  as  professor 
and  clinician  will  con- 
tinue, according  to  Dr. 
John  B.  Tmslow,  execu- 
tive dean  and  director. 
Dr.  Harris,  who  will 
70  in  November,  has  been  a strong  influence  in  the 
development  of  psychiatry  in  the  Southwest.  He  pio- 
neered in  the  organization  of  university  departments 
of  psychiatry  when  he  helped  create  the  department 
in  1926.  It  was  certified  as  a graduate  training  center 
in  1930  by  the  accrediting  agencies  of  the  American 
Medical  Association. 

Since  then  he  has  piloted  the  training  of  184  board- 
qualified  psychiatrists  in  the  resident  program  of  the 
medical  branch  hospitals,  in  addition  to  directing  the 
education  of  thousands  of  medical  undergraduates  in 
the  fundamentals  of  psychiatry.  Since  its  beginning 
as  a resident  training  program  for  three  men,  Dr. 
Harris  has  helped  to  build  his  department  to  its  pres- 
ent status  as  the  Medical  Branch’s  largest  with  30 


physicians  in  training  at  all  times  under  a three-year 
curriculum. 

Two  years  ago  a Tims  Harris  Society  was  formed 
and  more  than  150  psychiatrists  who  trained  under 
him  remrned  to  Galveston  from  all  sections  of  the 
country  to  honor  him.  The  same  year  he  was  awarded 
an  honorary  doctor  of  science  degree  by  Southwestern 
University  at  Georgetown. 

During  his  long  career,  he  has  directed  the  care  of 
thousands  of  psychiatric  patients  at  the  Tims  Harris 
Clinic,  through  the  Medical  Branch  hospitals  and  at 
St.  Mary’s  Infirmary  in  Galveston. 

Dr.  Harris  received  his  B.A.  degree  from  South- 
western University  where  he  was  captain  of  the  foot- 
ball and  baseball  teams.  He  received  his  M.D.  degree 
at  the  University  of  Texas  Medical  Branch  in  1919 
and  served  his  internship  at  John  Sealy  Hospital.  The 
following  year  he  joined  the  faculty  as  an  instructor 
in  internal  medicine  and  pursued  graduate  smdies  at 
the  New  York  Neurological  Instimte,  the  Psycho- 
pathic Division  of  Bellevue  Hospital,  Manhattan 
State  Hospital,  and  Colorado  State  Psychopathic 
Hospital.  He  rose  to  associate  professor  of  internal 
medicine  before  starting  his  present  department  in 
1926. 

Dr.  Harris  was  reared  in  Fulshear,  Tex.,  near  Hous- 
ton. His  father  was  a pioneer  Texas  physician  and  a 
veteran  surgeon  of  the  Confederate  Army.  In  1927, 
Dr.  Harris  married  Laura  Hutchings  of  Galveston. 
They  are  the  parents  of  four  children. 


DR.  HARRIS 


Smith  County  Society 
Establishes  Student  Loan  Fund 

The  Smith  County  Medical  Society  recently  voted 
to  establish  the  East  Texas  Smdent  Loan  Fund  to  aid 
worthy  and  needy  junior  and  senior  medical  smdents 
from  the  Eleventh  District.  The  fund  wiU  be  admin- 
istered by  the  deans  of  the  two  state  supported  medi- 
cal schools. 

Each  member  of  the  Smith  County  Society  will  be 
assessed  $10  annually  to  perpemate  the  fund;  pro- 
vision also  has  been  made  to  accept  bequests  and 
gifts  to  the  fund. 

At  the  present  time,  the  fund  stands  at  $1,000, 
which  will  be  divided  between  two  smdents  each 
year.  As  the  fund  increases,  the  scope  of  aid  will  be 
expanded. 


Dermatology  Congress  Scheduled  Sept.  9-15 

A scientific  program  involving  more  than  350  par- 
ticipants from  41  countries  will  be  presented  at  the 
12th  International  Congress  of  Dermatology  Sept. 
9-15,  1962,  in  Washington,  D.C. 

Other  scientific  features  of  the  meeting  will  be 
more  than  100  exhibits  and  a full  schedule  of  live, 
filmed,  and  televised  case  presentations.  Three  teams 
of  simultaneous  translators  will  function  during  the 
five-day  scientific  session,  enabling  physicians  to  hear 
most  of  the  offerings  in  English,  French,  German,  or 
Spanish — the  official  languages  of  the  congress. 


The  American  Association  of  Electromyography 
and  Electrodiagnosis  will  meet  Aug.  26,  1962,  in 
New  York  City.  All  inquiries  should  be  addressed 
to  Dr.  M.  K.  Newman,  I686I  Wyoming  Avenue, 
Detroit  21,  Mich. 
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Dr.  Harvey  Renger  of  Hallettsville,  immediate  Past 
President  of  Texas  Medical  Association,  presented  the 
Nurse  of  the  Year  award  to  Mrs.  Willie  B.  Robichaux 
of  Beaumont,  second  from  left,  at  the  11th  annual 
state  convention  of  the  Texas  League  of  Vocational 
Nurses  held  June  8-10  in  Houston.  Also  pictured  at 
the  banquet  presentation  are  Mrs.  Neva  McKay  of 
Abilene,  far  left,  president  of  the  Texas  League  of 
Vocational  Nurses,  and  Miss  Hedwig  A.  Pustejovsky 
of  Houston,  convention  chairman  and  president  of 
the  Harris  County  League  of  Vocational  Nurses. 


Dinner  Will  Honor 
Retiring  Pharmacy  Dean 

An  appreciation  dinner  honoring  Henry  M.  Bur- 
lage,  Ph.D.,  on  the  occasion  of  his  retirement  as  dean 
of  the  University  of  Teaxs  College  of  Pharmacy  is 
a highlight  of  the  83rd  annual  meeting  of  the  Texas 
Pharmaceutical  Association  on  July  22-25  in  Dallas. 

Lee  F.  Worrell,  Ph.D.,  succeeds  Dean  Burlage,  who 
remains  on  the  faculty  of  the  College  of  Pharmacy  as 
professor  and  consultant.  Under  Dean  Burlage’s  lead- 
ership, the  College  of  Pharmacy  has  experienced  15 
years  of  growth  and  progress,  marked  by  a new  phar- 
macy building,  upgrading  of  the  faculty,  expansion 
of  library  facilities,  development  of  a graduate  pro- 
gram and  research  activities,  inception  of  the  Pharma- 
ceutical Foundation,  and  the  Pharmacy  Extension 
Service. 

Dean  Burlage’s  teaching  career  includes  faculty  po- 
sitions at  Purdue  and  Harvard  Universities,  the  Uni- 
versity of  North  Carolina,  and  the  University  of 
Washington.  He  has  been  a professor  of  pharmacy 
and  pharmaceutical  chemistry  at  the  University  of 
Texas  in  addition  to  his  position  as  dean. 

"The  Challenge  to  a Changing  Profession”  is  the 
TPA  convention  theme.  A full  program  of  prominent 
speakers,  100  exhibit  booths,  and  entertainment  events 
for  TPA  members  and  the  ladies  auxiliary  is  sched- 
uled during  the  four-day  convention. 


Personals 

Dr.  Arvel  E.  Haley,  Dallas,  has  been  elected  presi- 
dent of  the  Dallas  Heart  Association.  The  outgoing 
president.  Dr.  Marion  }.  Greve,  was  presented  with 
that  organization’s  distinguished  service  medal. 

Dr.  George  W . Dana  has  been  named  vice  presi- 
dent and  director  of  medical  research  for  the  Re- 
public National  Life  Insurance  Company  of  Dallas. 

Dr.  Charles  F.  Gell,  clinical  professor  of  physiol- 
ogy at  Southwestern  Medical  School,  Dallas,  has  been 
elected  to  membership  in  the  Academie  Interna- 
tionale de  Medecine  Aeronautique,  an  international 
organization  composed  of  fewer  than  50  of  the 
world’s  most  distinguished  leaders  in  aviation  and 
space  medicine.  Dr.  Gell  is  manager  of  life  sciences 
for  Chance  Vought  Astronautics  Division  of  Ling- 
Temco-Vought. 

Dr.  G.  W.  N.  Eggers,  professor  of  orthopedic  sur- 
gery at  the  University  of  Texas  Medical  Branch,  Gal- 
veston, is  the  new  president  of  the  American  Ortho- 
pedic Association. 

Dr.  William  P.  Ball,  Cleburne,  received  an  hon- 
orary degree  from  Baylor  University  during  May 
commencement  exercises  in  Waco.  A longtime  bene- 
factor of  his  alma  mater.  Dr.  Ball  has  donated  more 
than  $230,000  in  schola,rships  to  the  several  branches 
of  the  university. 

Dr.  Joseph  R.  Shaeffer,  San  Antonio,  was  named 
that  city’s  outstanding  citizen  by  the  Council  of 
Presidents.  His  work  with  refugees  from  Hurricane 
Carla  and  his  assistance  in  civil  defense  preparation 
as  well  as  his  lectures  and  assistance  with  a recent 
cancer  clinic  were  cited. 

Dr.  Fred  B.  Vogt,  formerly  of  Houston,  has  joined 
the  staff  of  Texas  Bio-Nuclear,  the  Austin  division 
of  Kaman  Aircraft  Corporation,  as  Director  of  Bio- 
medical Engineering.  Having  completed  training  both 
in  electrical  engineering  and  medicine.  Dr.  Vogt  is 
particularly  interested  in  human  physiological  instru- 
mentation, with  emphasis  on  the  cardiovascular 
system. 

Tyler  Man  Heads  Hospital  Association 

Mr.  George  B.  Pearson,  Administrator  of  the  Medi- 
cal Center  Hospital,  Tyler,  is  the  new  president  of 
the  Texas  Hospital  Association.  Other  officers  are 
Dr.  Leigh  J.  Crozier,  Houston,  president-elect;  Mr. 

T.  H.  Morrison,  Jr.,  Harlingen,  vice  president;  and 
Mr.  W.  B.  Eorster,  San  Antonio,  treasurer. 

Thousands  died  of  gas  last  year.  A few  inhaled  it,  j 
some  lit  it,  but  most  of  them  just  stepped  on  it.  5 
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Medicolegal  Notes 

Liability  for  Acts  of  Interns 


The  intern  is  generally  a medical  school  graduate 
who  has  not  yet  been  licensed  to  practice  medicine. 
Since  he  is  employed  by  the  hospital  to  perform  du- 
ties while  he  is  gaining  additional  medical  education 
and  experience  required  as  a prerequisite  for  licensure 
and  his  duties  are  supervised  by  the  hospital’s  staff 
physicians,  the  hospital  has  been  held  liable  for  the 
negligent  acts  of  an  intern. 

Because  the  duties  of  an  intern  include  assisting 
physicians  in  treating  their  patients,  there  is  authority 
holding  a physician  liable  under  the  doctrine  of  re- 
spondeat superior  for  the  negligence  of  an  intern 
when  the  intern  was  negligent  in  assisting  the  physi- 
cian. In  a Pennsylvania  case,  McConnell  v.  Williams, 
[361  Pa.  355,  65  A.  2d  243  (1949)],  the  Supreme 
Court  of  Permsylvania  acknowledged  that  the  intern 
was  an  employee  of  the  hospital,  but  applied  the 
doctrine  of  respondeat  superior  to  impose  liability 
for  the  intern’s  negligence  upon  the  physician.  In 
considering  the  stams  of  the  intern,  the  court  applied 
agency  principles,  and  said  in  part  as  follows: 

"The  next  important  fact  to  be  considered  is 
that  defendant  himself  testified  that  he  had  com- 
plete control  of  the  operating  room  and  of  every 
person  within  it  while  the  operation  was  in 
progress.  . . . And  indeed  it  can  readily  be  under- 
stood that  in  the  course  of  an  operation  in  the 
operating  room  of  a hospital,  and  until  the  sur- 
geon leaves  that  room  at  the  conclusion  of  the 
operation,  (the  'operation’  in  the  present  case 
including  the  tying  of  the  cord  and  the  insertion 
of  the  silver  nitrate  solution  in  the  infant’s  eyes) 
he  is  in  the  same  complete  charge  of  those  who 
are  present  and  assisting  him.  . . . 

If  then,  it  be  true  that  defendant  had  super- 
visory control  and  the  right  to  give  orders  to 
the  interne  in  regard  to  the  very  act  in  the  per- 
formance of  which  the  latter  was  negligent,  it 
would  follow,  according  to  the  classical  test  of 
agency  hereinbefore  stated,  that  a jury  would  be 
justified  in  concluding  that  the  temporary  rela- 
tionship between  defendant  and  the  interne  was 
that  of  master  and  servant,  and  that  consequently 
defendant  was  legally  liable  for  the  harm  caused 
by  any  negligence  on  the  part  of  the  interne. 

The  difference  between  the  hospital’s  supply- 
ing mere  mechanical  implements  or  medicines, 
and  its  furnishing,  at  defendant’s  request,  an  in- 


terne to  assist  him  in  the  operating  room  in  the 
discharge  of  a duty  which  rested  primarily  on 
defendant’s  own  shoulders,  is  obvious,  because, 
by  the  interne’s  becoming  subject  to  his  own 
control,  he  became  responsible  for  the  proper 
performance  by  the  interne  of  all  acts  done  in 
subordination  to  such  control,  whether  defendant 
actually  exercised  it  or  not,  and  it  would  make 
no  difference,  in  view  of  such  control,  whether 
the  interne  was  furnished  by  the  hospital  or  had 
been  obtained  in  some  other  manner.” 

It  is  important  for  the  physician  to  remember  the 
status  of  the  intern  and  the  supervision  which  the 
physician  must  necessarily  exercise  over  the  acts  of 
interns.  The  physician  should  exercise  the  same  super- 
visory control  in  relation  to  interns  as  is  required  for 
other  assistants  when  performing  medical  procedures. 

— Philip  R.  Overton,  LL.B. 


4,578  Blood  Banks 
Described  in  New  Directory 

Greater  proportionate  use  of  packed  red  cells  and 
plasma,  two  major  components  of  whole  blood,  is 
revealed  in  a new  Directory  of  Blood  Transfusion 
Facilities  and  Services  released  by  the  Joint  Blood 
Council  of  Washington,  D.  C. 

Included  also  in  the  1962  directory  are  the  central 
and  regional  consultative  reference  laboratories  of 
the  American  Association  of  Blood  Banks,  the  com- 
mittees on  blood  of  state  medical  societies,  and  state 
blood  bank  associations.  Names  and  addresses  of 
corresponding  officials  are  provided  in  this  section. 

Each  facility  reports  its  source,  processing,  storage, 
and  disposition  of  blood.  Many  other  details  such 
as  approval  by  medical  societies,  usage  advisory  com- 
mittees, civil  defense  assignments,  and  other  tissue 
storage  banks  are  included  and  give  character  and 
classification  for  ready  reference. 

The  attractively  designed  and  bound  book  contains 
no  advertising.  It  is  available  at  $5  prepaid  from  the 
Joint  Blood  Council,  1500  Massachusetts  Avenue, 
N.W.,  Washington  5,  D.  C.  Another  directory  will 
not  be  issued  for  at  least  two  years. 


Vo/ume  58,  JULY,  1962 


525 


Biological  Effects  of  Plastics 
Studied  by  UT  Scientists 

A new  research  grant  and  a new  home  are  summer 
tonics  for  the  University  of  Texas  Drug-Plastic  Re- 
search Laboratory. 

A $5,100  grant  from  the  University  Research  In- 
stitute will  be  used  to  purchase  special  equipment 
used  in  the  smdy  of  the  effects  of  plastics  on  the 
biological  system. 

The  laboratory  will  move  later  this  summer  from 
the  Pharmacy  Building  to  expanded  headquarters 
at  Balcones  Research  Center,  the  former  government 
magnesium  plant  northwest  of  Austin  now  occupied 
by  University  scientists  in  more  than  25  fields. 

The  enlarged  laboratory  will  serve  as  a center  for 
research  in  the  use  of  plastics  for  medical  purposes 
and  as  a training  ground  for  graduate  pharmacy 
students,  reports  its  director,  John  Autian,  Ph.D. 
Aided  by  the  new  University  funds  and  an  $80,000 
U.  S.  Public  Health  Service  grant.  Dr.  Autian  and 
his  associates  hope  to  accumulate  enough  knowledge 
to  serve  members  of  the  medical  and  pharmaceutical 
professions  as  a clearing  house  for  information  on 
plastics. 

Dr.  Autian  points  out  that  there  are  no  federal 
laws  governing  the  chemical  contents  of  plastic  ma- 
terials produced  for  medical  use,  although  research 
indicates  that  some  plastics  are  not  biologically  safe. 
Plastic  materials  implanted  in  animal  tissues  have 
caused  cancers. 

The  University  scientists  are  making  the  first  long- 
range  study  of  the  biological  effects  of  plastics.  In 
addition,  they  hope  to  develop  testing  procedures  to 
insure  safety  and  find  new  uses  for  plastics  in  phar- 
macy and  medicine. 

Dr.  Autian,  a Philadelphian  who  came  to  the 
University  of  Texas  in  I960  from  the  University  of 
Michigan,  is  a consultant  on  plastics  to  the  National 
Institutes  of  Health  clinical  center  in  Bethesda,  Md. 
He  is  serving  this  year  as  a vice  president  of  the 
American  Association  for  the  Advancement  of 
Science. 

Radioisotopes  in  Medical  Research 

The  first  civilian  shipment  of  radioisotopes  was 
made  to  a cancer  hospital  in  St.  Louis  in  September, 
1946,  according  to  Glenn  T.  Seaborg,  chairman  of 
the  Atomic  Energy  Commission,  in  the  1962  edition 
of  the  Old  Farmer’s  Almanac.  Today  there  are  some 
6,000  licensed  users  of  this  atomic  energy  by-product, 
more  than  2,500  of  which  are  in  medical  research. 
Radiation  therapy  developed  by  these  isotopes  has 
given  relief  to  some  100,000  cancer  patients. 


European  Tours  Available 
For  Medical  Branch  Alumni 

The  Alumni  Association  of  the  University  of 
Texas  Medical  Branch  is  planning  two  tours  for 
members  of  its  alumni  association.  Tours  will  leave 
on  Oct.  6,  1962,  and  March  11,  1963.  They  are  open 
to  members  of  the  alumni  association,  their  asso- 
ciates, patrons,  and  families. 

Plan  "A”  takes  in  Lisbon,  Madrid,  Paris,  London, 
Vienna,  Rome,  and  Zurich,  and  lasts  25  days.  The 
cost  is  $775  from  New  York,  and  includes  round 
trip  air  transportation  by  DCS  jet,  hotels  with  pri- 
vate bath,  two  meals  each  day,  tips,  taxes,  and  sight- 
seeing by  private  motor  coach. 

Plan  "B”  requires  only  17  days,  and  the  cost,  $499, 
includes  round  trip  air  transportation  by  DCS  jet, 
hotels  with  private  bath,  three  meals  each  day,  tips, 
taxes,  and  private  motorcoach  travel  through  Spain 
and  Portugal,  the  two  countries  visited  on  this  tour. 

Inquiries  may  be  addressed  to  Miss  Mildred  Rob- 
ertson, Universiay  of  Texas  Medical  Branch  Alumni 
Office,  Galveston. 

Western  Institute  on  Epilepsy 

Western  Instimte  on  Epilepsy  will  be  held  Oct. 
19-20,  1962,  in  San  Francisco.  Additional  information 
may  be  obtained  frorq  Dr.  Bill  Garoutte,  program 
chairman.  University  of  California  Medical  Center, 
San  Francisco  22. 


“Let’s  see  if  I’ve  got  this  right,  Madam.  You 
say  you  were  sitting  down  talking  on  the  tele- 
phone for  some  time  and  then  found  you 
couldn’t  straighten  up?’’ 
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Beckett,  M.  B.,  et  al.:  An  Epidemic  of  Salmonella 
Typhimurium  Traced  to  Frozen  Egg  Whites,  Student 
Med.  9:142  (Dec.)  I960. 

Berlin,  C.,  and  Tager,  A.;  Dermatitis  Solaris  in 
Children;  A Herald  Manifestation  Xeroderma  Pig- 
mentosum, Arch.  Derm.  84:997  (Dec.)  1961. 

Buchbinder,  L.:  Current  Status  of  Food  Poisoning 
Control,  Public  Health  Rep.  76:515  (June)  1961. 

Cockerell,  E.  G.,  et  al.:  Changes  After  Prolonged 
Exposure  to  Sunlight;  A Study  of  Factors  Influencing 
Actinic  Degeneration,  Arch.  Derm.  84:467  (Sept.) 
1961. 

Cohen,  E.  L.:  Medical  Aspects  of  Suntan  Lotions 
and  Protective  Preparations;  the  Treatment  of  Sun- 
burn, Curr.  Med.  Drugs  2:35  (Oct.)  1961. 

Craig,  A.  B.,  Jr.:  Underwater  Swimming  and  Loss 
of  Consciousness,  J.A.M.A.  176:255  (April  29) 
1961. 

Daniels,  F.,  Jr.:  Physical  Factors  in  Sun  Exposures, 
Arch.  Derm.  85:358  (March)  1962. 

Davis,  J.  H.:  Fatal  Underwater  Breath  Holding  in 
Trained  Swimmers,  J.  Forensic  Sci.  6:301  (July) 
1961. 

Elam,  J.  O.,  et  al.:  Training  Laymen  in  Emergency 
Resuscitation,  Anesth.  Analg.  (Cleveland)  40:603 
(Nov.-Dee.)  1961. 

Everett,  M.  A.:  Cutaneous  Reactions  to  Light, 
Med.  Times  88:1389  (Dec.)  I960. 

Googins,  J.  A.,  et  al.:  Two  Gastroenteritis  Out- 
breaks from  Ham  in  Picnic  Fare,  Public  Health 
Rep.  76:945  (Nov.)  1961. 

Hoagland,  R.  J.,  and  Bishop,  R.  J.,  Jr.:  A Physio- 
logic Treatment  of  Heat  Stroke,  Amer.  J.  Med.  Sci. 
241:415  (April)  1961. 

Imbrie,  J.  D.,  et  al.:  Follow-up  Study;  Effect  of 
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Oral  Methoxsalen  ( 8-Methoxypsoralen ) on  Sunburn 
and  Suntan,  Arch.  Derm.  82:617  (Oct.)  I960. 

Knochel,  J.  P.,  et  al.:  The  Renal,  Cardiovascular, 
Hematologic  and  Serum  Electrolyte  Abnormalities  of 
Heat  Stroke,  Amer.  J.  Med.  30:299  (Feb.)  1961. 

Knox,  J.  M.:  The  111  Effects  of  Sunlight,  Clin. 
Med.  69:43  (Jan.)  1962. 

Kowalski,  J.  M.:  Sun  and  Skin,  Illinois  Med.  J. 
120:93  (Aug.)  1961. 

Malmann,  W.  L.:  The  New  Look  in  Food  Poison- 
ing Control,  J.  Mich.  Med.  Soc.  60:236  (Feb.)  1961. 

Middleton,  K.  R.:  Cardiac  Arrest  Induced  by 
Drowning;  Attempted  Resuscitation  by  External  and 
Internal  Cardiac  Massage,  Canad.  Med.  Ass.  J.  86:- 
374  (Feb.  24)  1962. 

Minard,  D.:  Prevention  of  Heat  Casualties  in 
Marine  Corps  Recruits;  Period  of  1955-1960,  With 
Comparative  Incidence  Rates  and  Climatic  Heat 
Stresses  in  Other  Training  Categories,  Milit.  Med. 
126:261  (April)  1961. 

Pacy,  H.:  Holiday  Hazards,  Med.  J.  Aust.  48(2)  ;- 
1010  (Dec.  23)  1961. 

Prince,  W.,  and  Crowell,  G.  K.:  Identification  of 
Staphylococcus  Aureus  in  a Food  Poisoning  Incident, 
Public  Health  Rep.  75:1067  (Nov.)  I960. 

Redding,  J.,  et  al.:  Drowning  Treated  with  Inter- 
mittent Positive  Pressure  Breathing,  J.  Appl.  Physiol. 
15:849  (Sept.)  I960. 

Redding,  J.  S.,  and  Cozine,  R.  A.:  Restoration  of 
Circulation  After  Fresh  Water  Drowning,  J.  Appl. 
Physiol.  16:1071  (Nov.)  1961. 

Redding,  J.  S.,  et  al.:  Resuscitation  from  Drown- 
ing, J.A.M.A.  178:1136  (Dec.  23)  1961. 

Semple,  A.  B.,  et  al.:  Paratyphoid  Fever  Traced  to 
Desiccated  Coconut,  Lancet  2:364  (Aug.  12)  1961. 

Shibolet,  S.,  et  al.:  Fibrinolysis  and  Hemorrhages 
in  Fatal  Heatstroke,  New  Engl.  J.  Med.  266:169 
(Jan.  25)  1962. 

Smith,  J.  G.,  Jr.,  et  al.:  Hexosamine  and  Hydroxy- 
proline  Alterations  in  Chronically  Sun-Damaged 
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Skin,  Proc.  Soc.  Exp.  Biol.  Med.  108:533  (Nov.) 

1961. 

Stonehill,  R.  B.,  and  Keil,  P.  G.:  Successful  Pre- 
ventive Medical  Measures  Against  Heat  Illness  at 
Lackland  Air  Force  Base,  Amer.  J.  Pub.  Health  51:- 
586  (April)  1961. 

Newly  Acquired  Films 

FALSE  ANEURYSM  OF  THE  RIGHT  SUPERIOR 
GLUTEAL  ARTERY  (no  date)  sound,  color,  11 
minutes,  professional,  16  mm.  A-50. 

Produced  by  George  Waldron,  M.D.,  Houston. 
DIALOGUE  WITH  LIFE  (no  date)  sound,  black 
and  white,  26  minutes,  16  mm.,  D-86. 

"Dialogue  With  Life”  opens  with  a grim  reminder 
of  the  medical  environment  in  the  1930’s.  The  tre- 
mendous complexity  of  care,  marking  the  "explosion 
of  science  into  medicine”,  is  illustrated  by  actual 
scenes  of  a hospital  staff  at  work  with  the  complex 
equipment  required  to  save  lives. 

The  insurance  principle  of  "spreading  the  risk”  is 
introduced  as  the  most  widely  accepted  means  of 
financing  today’s  better  health  care.  Confidence  is 
expressed  in  the  present  direction  of  private  medi- 
cine and  voluntary  health  insurance. 

EMOTIONAL  FACTORS  IN  GENERAL  PRAC- 
TICE (I960)  sound,  black  and  white,  43  minutes, 
professional,  16  mm.,  E-34. 

This  film  outlines  the  treatment  by  a general  prac- 
titioner of  a woman  with  emotional  depression.  As- 
sisting him  are  two  psychiatrists,  a surgeon,  two  in- 
ternists, and  an  allergist.  At  a weekly  meeting  of 
this  group,  the  general  practitioner  presents  the 
current  progress  in  the  case  and  receives  suggestions 
for  his  next  interview  with  the  patient.  Both  the 
seminars  and  the  interview  with  the  patient  are 
spontaneous  and  unrehearsed,  and  the  resulting  film 
is  a condensation  of  film  records  accumulated  over 
a two  month  period.  The  gradual  improvement  of 
the  patient  is  followed. 

TECHNIQUE  OF  RADICAL  MASTECTOMY 
(1961)  sound,  color,  15  minutes,  professional,  16 
mm.,  C-118. 

Produced  by  A.  E.  Moore,  M.D.,  San  Diego,  Calif. 
THE  ORGANIZATION  OF  CARDIAC  RESUSCI- 
TATION (1962)  sound,  color,  17  minutes,  profes- 
sional, 16  mm.,  C-117. 

The  film  emphasizes  the  necessary  elements  in 
planning  effectively  the  organization  of  cardiac  re- 
suscitation — organize,  familiarize,  evaluate,  resusci- 
tate, review.  A major  point  in  the  film  is  that  know- 
ing what  to  do  and  how  to  do  it  lessens  the  likelihood 
of  panic  if  cardiac  arrest  does  occur;  this  is  an  ex- 
cellent film  to  help  professional  groups  review  men- 
tally the  need  for  planning  what  to  do  in  these 
emergencies. 


New  Books  Received 

Boyd,  W.:  An  Introduction  to  the  Study  of  Dis- 
ease, ed.  5,  Philadelphia,  Lea  and  Febiger,  1962. 

Bryan,  W.  J.,  Jr.:  Legal  Aspects  of  Hypnosis, 
Springfield,  111.,  Charles  C Thomas,  1962. 

De  Kruif,  P.:  The  Sweeping  Wind,  a Memoir, 
New  York,  Harcourt,  Brace  and  World,  1962. 

Greenhill,  J.  P.:  Analgesia  and  Anesthesia  in  Ob- 
stetrics, ed.  2,  Springfield,  111.,  Charles  C Thomas, 
1962. 

Harney,  M.  L.,  and  Cross,  J.  C.:  The  Narcotic  Offi- 
cer’s Notebook,  Springfield,  111.,  Charles  C Thomas, 
1961. 

Hours,  M.:  From  Evidence  to  Proof,  Springfield, 
111.,  Charles  C Thomas,  1956. 

Major,  R.  H.,  and  Delp,  M.  H.:  Physical  Diag- 
nosis, ed.  6,  Philadelphia,  W.  B.  Saunders,  1962. 

Wells,  B.  B.:  Clinical  Pathology,  ed.  3,  Philadel- 
phia, W.  B.  Saunders,  1961. 

Modestov,  V.  K.,  Ed.:  The  Use  of  Radioisotopes 
in  Clinical  and  Experimental  Investigations,  Mos- 
cow, Ministry  of  Health,  USSR,  1958. 

Netter,  F.  H.:  The  Ciba  Collection  of  Medical 
Illustrations,  vol.  3,  Digestive  System,  Part  II,  Lower 
Digestive  Tract,  Summit,  N.  J.,  Ciba,  1962. 

O’Donoghue,  D.  H.:  Treatment  of  Injuries  to 
Athletes,  Philadelphia,  ,W.  B.  Saunders,  1962. 

Poynter,  F.  N.  L.:  The  Evolution  of  Medical  Prac- 
tice in  Britain,  London,  Pitman  Medical  Publishers, 
1961. 

Rashevsky,  N.:  Mathematical  Principles  in  Biology 
and  Their  Applications,  Springfield,  111.,  Charles  C 
Thomas,  1961. 

Riedman,  S.  R.:  Masters  of  the  Scalpel,  Chicago, 
Rand  McNally,  1962. 

Schoeck,  H.,  Ed.:  Financing  Medical  Care:  An 
Appraisal  of  Foreign  Programs,  Caldwell,  Idaho,  Cax- 
ton  Printers,  1962. 

Shultz,  G.  D.:  Letters  to  Jane,  rev.  ed.,  Philadel- 
phia, J.  B.  Lippincott,  I960. 

Slaughter,  F.  G.:  Tomorrow’s  Miracle,  Garden 
City,  Doubleday,  1962. 

Snyder,  C.  McC.:  Dr.  Mary  Walker,  the  Little  Lady 
in  Pants,  New  York,  Vantage  Press,  1962. 

Thorwald,  J.:  The  Dismissal,  the  Last  Days  of 
Ferdinand  Sauerbruch,  New  York,  Pantheon  Books, 
1962. 

Waife,  S.  O.,  and  Shapiro,  A.  P.,  Eds.:  Clinical 
Evaluation  of  New  Drugs  by  14  Authors,  New  York, 
Hoeber-Harper,  1959. 

World  Medical  Association:  World  Medical  Pe- 
riodicals, ed.  3,  New  York,  Author,  1961. 

Zakusov,  V.  V.,  Ed.:  Recent  Data  on  the  Pharma- 
cology and  Clinical  Aspects  of  Phenothiazine  Deriva- 
tives, Moscow,  Academy  of  Medical  Sciences,  USSR, 
1958. 
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Gifts  to  the  Library 

Dr.  Mathis  W.  Blackst(x:k,  Austin,  51  journals. 

Brooke  General  Hospital,  Fort  Sam  Houston,  234 
reprints. 

Dr.  George  E.  Clark,  Jr.,  Austin,  27  books,  221 
journals. 

Dr.  Joe  Donaldson,  Pampa,  128  journals. 

Dr.  Joe  T.  Gilbert,  Austin,  12  journals,  1 book. 

Dr.  Alfred  J.  Kelly,  Austin,  33  journals. 

Dr.  James  E.  Kreisle,  Austin,  3 journals,  1 book. 

Dr.  Georgia  Legert,  Austin,  39  journals,  14  re- 
prints, 7 pamphlets. 

Dr.  J.  D.  Magee,  Jr.,  Abilene,  11  books,  60  jour- 
nals, 10  boxes  Stereoscopic  Studies,  Edinburgh  Anato- 
my. 

Dr.  Morris  D.  McCauley,  Austin,  21  journals. 

Dr.  Thomas  R.  McElhenney,  Austin,  69  journals. 

Dr.  Lee  K.  Ory,  Comanche,  132  journals. 

Dr.  T.  S.  Painter,  Jr.,  Austin,  75  journals 

Dr.  Thomas  G.  Price,  Austin,  27  journals. 

Dr.  Nelson  L.  Schiller,  Austin,  9 journals,  6 re- 
prints. 

Dr.  Esther  Stallmann,  Austin,  4 journals. 

Dr.  Charles  E.  Willingham,  Tyler,  73  books. 


Progress  in  Liver  Diseases 

Hans  Popper,  M.D.,  Ph.D.,  Pathologist-in-Chief, 
The  Mount  Sinai  Hospital;  Professor  of  Pathology, 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, New  York,  and  Fenton  Schaffner,  M.D., 
M.S.,  Assistant  Attending  Physician  in  Medicine  and 
Pathology,  The  Mount  Sinai  Hospital;  Associate  in 
Medicine,  College  of  Physicians  and  Surgeons,  Co- 
lumbia University,  New  York,  Eds.  363  pages.  |13.75. 
New  York,  Grune  and  Stratton,  1961. 

The  rapidity  of  progress  makes  it  virtually  im- 
possible to  keep  abreast  of  all  the  advancements  in 
the  various  fields  of  medicine.  Synopses  summariz- 
ing significant  work  are  of  great  benefit  in  making 
such  data  readily  available  to  the  practitioner.  "Prog- 
ress in  Liver  Diseases”  is  an  excellent  volume  which 
admirably  narrows  the  gap  between  laboratory  and 
clinical  medicine.  The  large  volume  of  data  under- 
standably prevents  a detailed  review  of  all  significant 
advances  in  hepatic  disease.  However,  the  extensive 
bibliography  is  one  of  the  best  and  most  useful 
features  of  the  volume. 

The  sections  discussing  current  concepts  of  cirrho- 
sis and  auto-immunity  in  liver  disease  are  especially 
informative  and  provocative.  The  difficult  subject  of 
hepatic  metabolism  is  well  covered,  and  the  newer 
diagnostic  procedures  are  amply  outlined.  The  for- 
mation and  transport  of  bilirubin  and  bilirubin  con- 
jugates are  presented  in  enough  detail  to  whet  one’s 
appetite  for  further  investigation  into  this  fascinating 
and  rapidly  changing  field.  The  practitioner  might 


object  that  relatively  little  space  is  devoted  to  treat- 
ment, but  the  primary  aspects  of  therapy  are  amply 
discussed. 

The  book  is  not  intended  to  be  a comprehensive 
volume  on  liver  disease,  but  the  reader  is  impressed 
thar  here  is  a volume  to  be  recommended  as  a wel- 
come reference  addition  to  any  physician’s  library. 
The  authors  and  contributors  are  to  be  congratulated 
for  bringing  out  a timely  work,  and  one  hopes  that 
future  volumes  will  be  forthcoming. 

— W.  Morse  Hicks,  Jr.,  M.D.,  Victoria. 

Clinical  Obstetrics 

Benjamin  Tenney,  M.D.,  Clinical  Professor  of  Ob- 
stetrics and  Gynecology,  Harvard  Medical  School; 
Director  of  the  Department  of  Obstetrics  and  Gyne- 
cology, The  Boston  City  Hospital,  and  BRIAN  LITTLE, 
M.D.,  F.R.C.S.  (C),  Associate  in  Obstetrics  and 
Gynecology,  Harvard  Medical  School;  Associate  Di- 
rector of  the  Department  of  Obstetrics  and  Gyne- 
cology, Boston  City  Hospital;  Obstetrician  and  Gyne- 
cologist, Boston  Lying-in  Hospital.  440  pages.  $8.50. 
Philadelphia,  W.  B.  Saunders  Company,  1961. 

The  authors  have  approached  their  subject  in  a 
somewhat  unusual  manner  which  must  represent 
their  accumulated  lecture  experience. 

It  becomes  apparent  early  in  the  book  that  extra 
space  is  devoted  to  facets  of  obstetrics  which  have 
given  rise  to  questions  and  misunderstandings  in 
teaching.  This  does  not  infer  that  this  is  a book  solely 
for  students;  on  the  contrary,  it  serves  as  a very  read- 
able refresher  for  the  practitioner  whose  work  in- 
cludes obstetrics.  It  is  one  of  the  few  books  whose 
authors  seem  to  have  an  understanding  of  the  prob- 
lems so  many  physicians  face  without  the  benefits 
of  consultants  or  nursing  help. 

The  attitudes  toward  treatment  and  therapy,  while 
conservative  (as  would  be  expected  from  Boston) 
are  very  much  up  to  the  minute.  The  absence  of 
graphs  and  percentage  charts  is  something  the  re- 
viewer applauds. 

In  all,  this  is  a very  readable  outline  of  clinical 
obstetrics. 

— R.  E.  Eryer,  M.D.,  Brownsville. 

Classics  of  Cardiology 

Frederick  A.  Willius,  M.D.,  M.S.  in  Med.,  Former 
Chief,  Section  of  Cardiology,  Professor  Emeritus  of 
Medicine,  Mayo  Foundation  for  Medical  Education 
and  Research,  Graduate  School,  University  of  Minne- 
sota and  Thomas  E.  Keys,  M.A.,  Librarian,  The 
Mayo  Clinic;  Assistant  Professor  of  the  History  of 
Medicine,  Mayo  Foundation  for  Medical  Education 
and  Research,  Graduate  School,  University  of  Minne- 
sota. Vol.  2.  858  pages.  New  York,  Dover  Publica- 
tions, Inc.  1961. 

Living  Beyond  Your  Heart  Attack 

Eugene  B.  Mozes,  M.D.,  212  pages.  $3.50.  Engle- 
wood Cliffs,  New  Jersey,  Prentice-Hall,  Inc.,  1959. 
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Beloved  Professor 

Russell  E.  Frost,  338  pages.  $3.75.  New  York, 
Vantage  Press,  1961. 

This  book  is  a biography  of  Dr.  William  Dodge 
Frost,  University  of  Wisconsin  bacteriologist,  1895- 
1938,  and  a crusader  in  the  fight  against  tuberculosis. 
His  son  writes  in  detail  of  his  father’s  early  years 
on  a Minnesota  prairie,  and  his  college  days,  spent 
working  as  a school  teacher,  mill  hand,  and  farmer 
to  pay  his  way  through  school  to  earn  a bachelor 
and  master’s  degree  in  botany. 

Following  a short  career  in  public  health.  Dr. 
Frost  settled  at  the  University  of  Wisconsin  and 
became  an  inspiration  to  generations  of  students. 


Upon  his  retirement  he  continued  his  work  as 
founder  and  guiding  spirit  of  the  Morningside  Sana- 
torium. 

The  Science  of  Dreams 

Edwin  Diamond.  264  pages.  $4.50.  Garden  Gty, 
N.Y.,  Doubleday  and  Company,  Inc.  1962. 

Tliis  book  is  an  absorbing  study  of  dreams,  dream- 
ers, and  dreaming.  An  analysis  of  what  you  dream 
and  why,  how,  how  often,  and  how  long.  'The  author 
is  the  science  editor  of  Newsweek.  He  has  covered 
and  written  the  major  science  stories  of  the  last 
decade. 


Recent  Deaths 


DR.  J.  E.  WILLERSON 

Dr.  James  Edward  Willerson,  retired  San  Antonio 
psychiatrist,  died  in  a hospital  there  May  18,  1962, 
of  carcinoma  of  the  pancreas.  He  was  86  years  old. 

Dr.  Willerson  had  practiced  medicine  in  Cornhill 
and  Jarrell  in  WiUiamson  County  from  1907  to  1918, 
in  Lampasas  from  1918  until  1936,  in  Austin  at  the 
Austin  State  Hospital  from  1936  to  1941,  and  in  San 
Antonio  at  the  San  Antonio  State  Hospital  from  1941 
until  his  retirement  in  1950. 

At  the  age  of  74,  after  being  retired  by  the  San 
Antonio  State  Hospital,  Dr.  Willerson  joined  the 
medical  staff  of  Lackland  Air  Force  Base  as  assistant 
flight  surgeon  and  was  believed  to  be  the  oldest  doc- 
tor on  duty  with  the  air  force.  He  was  employed  as 
a civilian. 


DR.  J.  E.  WILLERSON 


Dr.  WiUerson  was  born  in  Bland,  Tex.,  April  8, 
1876,  the  son  of  R.  T.  and  Elmira  Willerson.  He 
received  his  preliminary  education  at  Wedemeyer 
Academy,  Belton,  and  received  his  M.D.  degree  from 
the  University  of  Texas  in  1905.  He  served  his  in- 
ternship at  St.  Mary’s  Infirmary,  Galveston,  in  1906. 
He  did  postgraduate  work  in  New  Orleans  in  1910 
and  in  New  York  in  1916  and  again  in  1921. 

He  was  a Mason  and  a member  of  the  Baptist 
church.  * 

He  married  the  former  Annie  Black  of  Williamson 
County  in  1907. 

He  was  a member  of  the  American  Medical  As- 
sociation and  an  honorary  member  of  Texas  Medical 
Association  through  the  Bexar  County  Medical  So- 
ciety. 

He  is  survived  by  his  wife;  a son.  Dr.  Darrell  Wil- 
lerson of  San  Antonio;  a daughter,  Mrs.  Helen  Blair 
of  Dallas;  four  sisters,  Mrs.  Lucy  Burleson  of  San 
Antonio,  Mrs.  Adolph  Fuch  of  Kerrville,  Mrs.  A.  G. 
Watson  of  Belton,  and  Mrs.  EUie  Swain  of  Austin; 
and  six  grandchildren. 

DR.  W.  W.  BEACH 

Dr.  William  Walter  Beach  died  Feb.  24,  1962,  at 
the  age  of  82,  in  an  El  Paso  hospital.  He  had  lived 
in  El  Paso  since  1947. 

He  was  born  on  Oct.  8,  1879,  on  a farm  near  Evant, 
Tex.  His  parents  were  Ben  and  Elizabeth  Beach. 

He  attended  public  school  at  Goldthwaite,  Tex. 
He  entered  Memphis  Hospital  Medical  College,  Mem- 
phis, Tenn.,  and  graduated  with  the  M.D.  degree  in 
1905.  He  began  practice  at  Mead,  Indian  Territory 
(now  Oklahoma).  He  moved  to  Texas  in  1913,  and 
in  1927  he  established  and  operated  a hospital  in 
Shamrock. 

He  was  elected  to  honorary  membership  in  the 
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Texas  Medical  Association  in  1949  through  the  Arm- 
strong-Donley-Childress-Collingsworth  - Hall  - Wheeler 
Counties  Medical  Society. 

On  Oct.  18,  1908,  he  was  married  to  Miss  Ethel  A. 
Gooch  of  Shive,  Tex. 

He  was  a member  of  the  First  Baptist  Church  of 
El  Paso. 

Dr.  Beach  is  survived  by  his  wife;  one  daughter, 
Mrs.  A.  R.  Hille  of  Las  Cruces,  N.  Mex.;  one  brother, 
Albert  Beach  of  Dallas;  nine  grandchildren;  and  seven 
great-grandchildren. 

DR.J.  B.  BARNETT 

Dr.  John  Bryan  Barnett  of  Marlin  died  at  his  home 
May  27,  1962,  after  having  a heart  attack.  He  was  65. 

He  had  been  head  of  the  internal  medicine  depart- 
ment of  Torbett  Clinic  and  Hospital  in  Marlin  since 
1940.  Before  that  time  he  had  practiced  general 
medicine  in  Thornton  since  1922. 

Dr.  Barnett  was  interested  in  stimulating  farm 
programs  in  Limestone  County  and  also  in  promoting 
road  and  highway  improvements.  He  once  received 
a certificate  as  Limestone  County’s  Man  of  the  Year 
for  his  work  in  highway  improvement  planning. 

He  recently  led  a nationwide  drive  to  get  a monu- 
ment erected  in  Muleshoe  in  memory  of  the  mule. 
He  had  worked  mules  to  plows  and  driven  mule  teams 
to  freight  wagons  as  a youth.  He  said  he  thought  the 
mule  ought  to  have  a monument  because  mules  played 
an  important  part  in  the  settlement  and  development 
of  the  West.  Dr.  Barnett  was  a charter  member  of 
the  Mule  Memorial  Association  and  served  on  its 
advisory  committee. 


DR.  J.  B.  BARNETT 


Dr.  Barnett  was  born  Aug.  10,  1896,  at  Oletha, 
Tex.,  the  son  of  William  Walter  and  Mary  Ella 
(Sansom)  Barnett.  He  attended  grade  school  at 
Thornton  and  graduated  from  Mexia  high  school.  He 
attended  the  University  of  Texas  in  Austin  for  a 
year  before  going  to  the  University  of  Texas  Medical 
Branch  in  Galveston  in  1916  to  get  his  medical  train- 
ing and  receive  his  degree  in  1920.  He  interned  at 
Kansas  City  General  Hospital  in  1920-1921  and  re- 
mained to  serve  a residency  the  following  year. 

He  did  postgraduate  work  at  Harvard  University 
in  1922,  Poly  Clinic,  New  York  City,  1939-1940,  and 
the  University  of  Texas  Medical  Branch  in  1945. 

On  Jan.  1,  1934,  he  married  FlaUie  Mae  Jones  of 
Kosse. 

His  business  interests  included  farming  and  ranch- 
ing, and  he  was  a direaor  of  Torbett  Clinic  and 
Hospital  and  Majestic  Hotel  and  Bath  House  Cor- 
poration. 

During  World  War  I,  in  1916-1918  he  was  an 
army  corporal  stationed  at  Galveston. 

Dr.  Barnett  had  served  as  president  and  secretary 
of  Falls  County  Medical  Society  and  was  a delegate 
to  the  Southern  Qinical  Society  of  which  he  was  a 
charter  member.  He  was  a member  of  the  Texas 
Medical  Association,  the  American  Medical  Associa- 
tion, a fellow  of  the  American  College  of  Chest  Physi- 
cians and  of  the  Texas  Chapter  of  the  American  Col- 
lege of  Chest  Physicians,  a member  of  the  Texas  and 
American  Heart  Associations,  and  a member  of  the 
Falls  County  and  the  Texas  Tuberculosis  Associations. 

He  recently  was  named  an  officer  in  the  University 
of  Texas  Dad’s  Club.  He  was  a member  and  past 
president  of  the  Rotary  Club,  a Mason,  and  an  offi- 
cer in  the  Marlin  Chamber  of  Commerce. 

He  was  a member  of  Phi  Beta  Pi  Medical  Fra- 
ternity, a member  and  past  director  of  the  Junior 
Chamber  of  Commerce  and  of  the  U.  S.  Chamber  of 
Commerce,  a member  and  past  direaor  of  the  Marlin 
Country  Club;  a member  of  the  Executive  Board  of 
Boy  Scouts  of  America,  and  also  a member  of  the 
Parent-Teacher’s  Association. 

He  was  a past  commander  of  the  American  Legion 
in  Limestone  County,  and  received  a Certificate  of 
Distinguished  Citizenship  awarded  by  the  American 
Legion  in  1931-  He  was  listed  in  "Who’s  Who  in 
the  South  and  Southwest’’. 

His  hobbies  were  raising  saddle  horses  and  raising 
chinchillas,  in  addition  to  farming,  ranching,  and  all 
types  of  athletics,  hunting,  and  fishing. 

Survivors  include  Mrs.  Barnett;  two  sons.  Dr.  W.  D. 
Barnett  of  Dallas  and  John  B.  Barnett,  Jr.,  of  Marlin; 
two  daughters,  Mrs.  Max  D.  Drury  of  Charlotte  and 
Miss  Elaine  Barnett  of  Thornton;  two  sisters,  Mrs. 
Ozelle  Prichard  and  Miss  Ellen  Barnett,  both  of 
'Thornton;  one  brother,  Cecil  Barnett  of  Thornton; 
and  three  grandchildren. 
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DR.  E.  P.  ZARSKY 

Dr.  Emil  Peter  Zarsky,  63,  died  May  8,  1962,  at  a 
Refugio  hospital.  He  was  interred  in  the  National 
Cemetery  at  Fort  Sam  Houston,  Texas. 

He  had  practiced  in  Refugio  for  32  years  as  a 
physician  and  surgeon.  During  World  War  II  he 
was  a U.  S.  Army  surgeon  for  23  months  on  the 
battlefields  of  Europe.  He  attained  the  rank  of  major 
and  received  the  Silver  Star,  Bronze  Star,  American 
Defense  Medal  with  four  bronze  stars,  the  Purple 


DR.  E.  P.  ZARSKY 


Heart,  and  the  Victory  Ribbon.  He  was  wounded 
and  disabled  when  a field  hospital  was  bombed,  and 
he  retired  from  the  Army  in  May,  1946. 

Dr.  Zarsky  was  born  Dec.  1,  1898,  in  Schulenburg 
and  moved  shortly  afterward  to  Woodsboro.  He  was 
the  son  of  Ludvik  and  Mary  A.  (Gaudisek)  Zarsky. 

He  received  his  elementary  education  at  Woods- 
boro, and  his  high  school  and  premedical  training 
at  St.  Edwards  University  in  Austin.  He  received 
the  M.D.  degree  from  St.  Louis  University  School  of 
Medicine  in  1929-  He  interned  at  St.  Mary’s  Hospital 
in  Kansas  City,  Mo. 

He  was  married  in  1930  to  Lucille  Barrett  of 
Kansas  City  and  began  the  practice  of  medicine  in 
Refugio  at  that  time. 

He  was  a Roman  Catholic. 

His  hobbies  were  hunting  and  fishing. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, the  Texas  Medical  Association,  and  the  San 
Patricio-Aransas-Refugio  Counties  Medical  Society  of 
which  he  was  one  of  the  past  presidents. 

Survivors  are  his  wife;  a sister,  Mrs.  Emma  Smy- 
strala  of  Woodsboro;  and  four  brothers,  Frank  and 
Louis  of  Woodsboro,  John  of  Refugio,  and  Charlie 
of  Victoria. 


DR.  G.  A.  REED 

Dr.  George  Alexander  Reed  of  Pharr  died  in  his 
office  April  27,  1962,  of  cardiac  arrest.  The  38  year 
old  anesthesiologist  had  moved  to  Pharr  a few  months 
ago  from  McAllen  where  he  was  associated  with  the 
McAllen  Municipal  Hospital. 

Dr.  Reed  was  born  May  30,  1923,  in  Denver, 
Colo.,  the  son  of  J.  M.  and  Martha  (Rusmisel) 
Reed.  He  grew  up  in  San  Antonio  where  he  was 
graduated  from  Harlandale  High  School  and  from 
Trinity  University  in  1950.. 

He  served  in  the  Naval  Air  Corps  in  the  Pacific 
for  four  and  one-half  years  during  World  War  II  and 
held  the  Navy  Cross  and  several  citations.  He  was 
buried  with  full  military  honors  in  the  National 
Cemetery  at  Fort  Sam  Houston,  Texas. 

He  studied  at  Southwestern  Medical  School,  re- 
ceiving his  degree  in  1953.  He  interned  at  Robert 
B.  Green  Hospital  in  San  Antonio  and  served  a year’s 
residency  at  Hermann  Hospital  in  Houston. 

From  October,  1954,  to  March,  1955,  he  was  in 
general  practice  in  Pecos. 

He  was  a member  of  Lions  International  and  his 
hobby  was  flying. 

He  belonged  to  the  Methodist  Church. 

He  married  the  former  Georgia  Lee  Poe  of  Manila, 
Ark.,  in  1958,  at  Las  Vegas,  Nev. 

He  was  a member  of  the  Texas  Medical  Associa- 
tion, first  through  the  Bexar  County  Medical  Asso- 
ciation and  later  through  the  Hidalgo-Starr  Counties 
Medical  Society,  and  of  the  American  Medical  Asso- 
ciation. 

He  is  survived  by  his  wife;  two  daughters,  Stepha- 
nie and  Pamela,  and  one  son,  George  A.,  Jr.;  and 
his  mother  of  San  Antonio. 
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I DR.  H.  V.  REEVES 

Dr.  Hiram  Verner  Reeves,  82,  an  El  Campo  physi- 
cian since  1919,  died  April  19,  1962,  in  an  El  Campo 
hospital.  Cause  of  death  was  coronary  thrombosis. 

A native  Texan,  Dr.  Reeves  was  born  at  Blue 
Ridge.  His  parents  were  Mr.  and  Mrs.  William  C. 
Reeves.  He  went  to  school  at  Whitewright  and  re- 
ceived his  M.D.  degree  from  the  Medical  Depart- 
ment of  the  University  of  Kentucky  in  1904.  He 
practiced  at  Bells,  Canyon,  and  Crandall,  all  Texas 
communities,  until  he  moved  to  El  Campo. 

He  was  a member  of  the  Baptist  church,  and  was 
a 32nd  degree  Mason  and  a Shriner. 

He  was  elected  to  honorary  membership  in  the 
Texas  Medical  Association  in  1952  having  served  in 
Grayson,  Kaufman,  and  Wharton-Jackson  Counties 
Medical  Societies.  In  1939  he  was  president  of  the 
Wharton-Jackson  Counties  Medical  Society.  He  was 
a member  of  the  American  Medical  Association. 

He  married  the  former  Jessie  Mathews  in  Bells, 
Tex.,  Dec.  17,  1907. 


Survivors  are  his  wife;  daughter,  Mrs.  R.  T.  West- 
moreland, Providence,  R.  I.;  son,  H.  V.  Reeves,  Jr., 
Santa  Fe,  N.  Mex.;  five  sisters,  Mrs.  Nora  McDonald, 
Abilene;  Miss  Blannie  Reeves,  Miss  Icy  Reeves,  and 
Miss  Roy  Reeves,  all  of  Fort  Worth;  Mrs.  Grady 
Sanders,  Dallas;  three  brothers,  Joe  L.  Reeves,  White- 
wright; G.  E.  Reeves,  Abilene;  and  Cull  Reeves, 
Dallas;  and  three  grandchildren.  Reeves,  Nancy,  and 
Janie  Westmoreland. 


Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Los  Angeles,  Nov. 
25-28,  1962.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


July 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 
D.  Preston,  3700  Worth,  Dallas  10,  Sec. 


August 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  New 
York,  Aug.  28-31,  1962.  Dorothea  C.  Augustin,  30  N.  Michi- 
gan. Chicago  2,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

Texas  State  Board  of  Medical  Examiners,  Houston,  Aug.  17-19,  1962. 
Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Eighth  District  Society,  Alvin,  Aug.  25,  1962.  Dr.  H.  Davis,  120 
Barracuda,  Galveston,  Sec. 


National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5, 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas, 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn..  Sec. 

American  Academy  of  Pediatrics,  Chicago,  Oct.  27-Nov.  1,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 


American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21, 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons,  Washington,  D.  C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd.,  Roch- 
ester, N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson.  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society.  New  York,  Oct.  22-26,  1962.  Mr.  G. 

Whittlesey.  521  W.  57th,  New  York  19.  Sec. 

American  College  of  Allergists.  Mr.  E.  Bauers,  2160  Rand  Tower, 
Minneapolis,  Exec.  Vice-Pres. 

American  College  of  Chest  Physicians.  Mr.  M.  Kornfeld,  112  E. 
Chestnut,  Chicago  11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Chicago,  Oct.  28-31.  1962 
Mr.  D.  Weiss,  33  W.  60th,  New  York  23.  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963-  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians.  Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine, 
Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Chicago,  Feb.  6-9,  1963-  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  Atlantic  City, 
Oct.  15-19,  1962.  Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 
American  Dermatological  Association.  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society.  Dr.  C.  J.  Lund,  260  Crittenden 
Blvd.,  Rochester  20.  N.  Y. 

American  Heart  Association,  Cleveland,  Oct.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago,  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th.  New  York  32,  Sec. 

American  Proctologic  Society,  San  Francisco,  May  20-23,  1963-  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oct.  15-19. 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19.  Exec. 
Sec. 
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American  Society  of  Anesthesiologists,  New  York,  Oct.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago,  Oct. 
11-13,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  W.  F.  James, 
1540  N.  State  Parkway,  Chicago,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 
Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4.  Sec. 

Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oct.  7-9,  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Boca  Raton.  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinney,  Medical  Professional  Building,  San  Antonio  12, 
Sec. 

Southwest  Regional  Cancer  Conference.  Mrs.  I.  F.  Ball,  Westchester 
House,  Fort  Wonh,  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oa.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard,  544  Pasteur 
Bldg.,  Oklahoma  City  3,  Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Sec. 


State 

Texas  Academy  of  General  Practice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April.  1963.  Dr.  C.  F.  Miller, 
Box  1338.  Waco.  Sec. 

Texas  Association  for  Mental  Health,  San  Antonio,  Oa.  10-12,  1962. 

Mr.  F.  L.  Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April,  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 

1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April, 
1963.  Dr.  Donald  L.  Paulson,  3710  Swiss  Ave.,  Dallas. 

Texas  Dermatological  Society,  Corpus  Christi,  Sept.  30,  1962.  Dr. 

M.  A.  Forbes,  607  W.  14th  Sueet,  Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3.  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25.  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiatric  Association,  Mexico  City,  Nov.  9-10,  1962. 
Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Dallas,  April  28-30,  1963.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April,  1963.  Dr.  Margara 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30.  1963.  Dr. 

J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Fort  Worth.  Sept.  21-22,  1962.  Dr.  C.  E. 

Gilmore,  811  Bonham.  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitarion  Sociay,  Dallas,  April, 
1963.  Dr.  O.  Selke,  615  Hermann  Professional  Bldg.,  Houston, 
Sec. 

Texas  Proaologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston.  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192. 
Austin  31,  Sec. 


Texas  Radiological  Society,  San  Antonio,  Jan.  25-26.  1963.  Dr. 

R.  P.  O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30.  1962.  Dr.  J. 

Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas.  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  Inc.,  Dallas,  April,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April,  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Seaion,  Dallas,  April, 
1963.  Mrs.  W.  B.  Ruggles,  3701  Stratford,  Dallas,  Sec. 

Texas  Surgical  Society.  Dr.  W.  B.  King.  Jr.,  2320  Columbus  Ave., 
Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28.  1963.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Sociay,  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 


District 

First  Distria  Sociay.  Dr.  G.  L.  Black,  1501  Arizona,  El  Paso,  Sec. 

Second  District  Sociay.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson,  2308 
W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Sociay,  Corpus  Christi,  July,  1963.  Dr. 
S.  H.  Ware,  Jr.,  3154  Reid  Drive.  Corpus  Christi,  Sec. 

Seventh  Distria  Society.  Dr.’  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Ninth  District  Sociay. 

Tenth  Distria  Sociay.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  Distria  Society,  Waco,  January,  1963-  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  Distria  Sociay.  Dr.  R.  D.  Moreton,  1217  W.  Cannon. 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-1, 
Medical  Center,  Denison.  Chm. 

Dallas  Southern  Clinical  Sociery  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  28-30,  1963.  S.  E.  Cockrell,  Jr.,  202  W.  French  Place.  San 
Antonio,  Exec.  Sdc. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 
Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oa.  29-31,  1962. 
Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg..  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 


Board  Examinations 

Texas  Stare  Board  of  Examiners  in  Basic  Sciences.  Mrs.  Maria  P. 
Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 
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Ninety-Fifth  Annuai  Session 

Texas  Medical  Association 
Austin,  Texas,  May  13-lS,  1962 


MINUTES  OF  HOUSE  OF  DELEGATES 
First  Meeting 

[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion convened  at  7:30  p.m.,  Saturday,  May  12,  1962,  in  the 
Capitol  Ballroom  of  the  Stephen  F.  Austin  Hotel,  Austin, 
Texas.  Dr.  James  D.  Murphy  of  Fort  Worth,  Speaker  of  the 
House  of.Delegates;  Dr.  Charles  Max  Cole  of  Dallas,  Vice 
Speaker  of  the  House  of  Delegates.] 

[The  meeting  was  declared  to  be  in  session.] 

[Dr.  Loyd  Deason,  Chairman  of  the  Credentials  Com- 
mittee, reported  a quorum  present.] 

[Dr.  Travis  Smith,  Abilene,  Councilor  of  the  13th  Dis- 
tria,  gave  the  invocation.] 

Speaker  Murphy:  Next  on  the  agenda  is  the  reading  of 
the  minutes  of  the  previous  meeting.  These  minutes  have 
been  printed  and  appear  in  the  June  issue  of  the  Texas 
medical  journal  [Texas  State  Journal  of  Medicine].  Is  there 
anyone  who  wishes  to  have  them  read,  or  are  there  any 
additions  or  corrections?  Hearing  none,  all  those  in  favor 
of  approving  these  minutes,  say  "Aye”. 

[The  delegates  so  moved  and  the  motion  carried.] 
Speaker  Murphy  then  read  the  list  of  members  of  the 
Reference  Committees  and  the  Credentials  Committee. 


MEMBERSHIP  OF  HOUSE  OF  DELEGATES 

Elected  Delegates 

Anderson-Leon,  1. — ^Jack  R.  Thompson,  1,  2,  3. 
Andrews-Ector-Midland,  2. — ^Dorothy  Wyvell,  1,  3;  Wil- 
liam A.  Wiesner,  1,  2,  3. 

Angelina,  1. — Gail  Medford,  1,  2,  3. 
Armstrong-Donley-Childress -Collingsworth -Hall -Wheeler 
(Greenbelt),  1. — ^J.  A.  Odom,  1,  2. 

Atascosa,  1. — 

Austin-Grimes-W oiler , 1. — Frank  T.  Smith,  1,  2,  3- 
Bastrop-Lee,  1. — ^Robert  W.  Loveless,  1,  2. 
Baylor-Knox-Haskell,  1. — ^Temple  W.  Williams,  1,  2,  3. 
Bee-Live  Oak-McMullen,  1. — ^James  L.  Reagan,  3. 

Bell,  2. — Olin  B.  Gober,  1,  2,  3;  A.  Rex  Kirkley,  1,  2; 
N.  C.  Hightower,  3. 

Bexar,  7. — 'Max  E.  Johnson,  1,  2,  3;  Jack  B.  Lee,  1,  2,  3; 
A.  Fletcher  Qark,  Jr.,  1,  2,  3;  Jack  M.  Partain,  1,  2,  3; 
Arthur  C.  Ressmann,  1,  2,  3;  John  H.  Bohmfalk,  1,  2; 
Robert  W.  Griffin,  3;  John  C.  Meadows,  1,  2;  E.  A. 
Maxwell,  3. 

Bosque-Hamilton,  1. — ^Van  D.  Goodall,  1,  2,  3. 

Bowie,  1. — ^Walter  C.  Barnes,  1,  2,  3. 

Brazoria,  1. — ^William  D.  Nicholson,  1,  2,  3. 
Brazos-Robertson,  1. — 

Brooks-Daval-Jim  Wells,  1. — 


Brown-Comanche-Mills-San  Saba,  1. — Joe  B.  Stephens, 
1,  2,  3. 

Caldwell,  1. — 

Comer on-W illacy , 2. — Leland  M.  Salinger,  1,  2,  3;  Lee 
Works,  1,  2,  3. 

Camp-Morris-Titus,  1. — ^James  E.  Ball,  1,  2,  3. 
Cass-Marion,  1. — ^Vernon  B.  Glenn,  1,  2,  3. 

Cherokee,  1. — G.  M.  Hilliard,  1,  3;  James  Kreimeyer,  2. 
Clay-Montague-Wise,  1. — Robert  E.  Hum,  1,  2,  3. 
Coleman,  1. — ^Ray  F.  Kemper,  1. 

Collin,  1.— D.  L.  McKellar,  1,  2,  3. 

Colorado-Fayette,  1. — Jones  C.  Laughlin,  1,  2,  3. 

Comal,  1.— Arthur  W.  Bergfeld,  2,  3. 

Cooke,  1. — James  W.  Atchison,  1,  2,  3. 

Coryell,  1. — O.  W.  Lowrey,  1,  2,  3. 

Crane-LJ pton-Reagan,  1. — ^James  D.  Gossett,  1,  3. 
Dallam-Hartley-Sherman-Moore,  1. — Byron  W.  Wright, 
1,  2,  3. 

Dallas,  13. — Guy  T.  Denton,  Jr.,  1,  2,  3;  Stephen  W. 
Cobb,  1,  2,  3;  D.  W.  Carter,  Jr.,  1,  2,  3;  Frank  H.  Kidd, 
Jr.,  2,  3;  George  M.  Jones,  1,  2,  3;  Oscar  M.  Marchman, 
Jr.,  3;  Porter  K.  Mason,  1;  Walter  H.  Patton,  2;  Don  G. 
Harrel,  1,  2,  3;  Ben  A.  Merrick,  1,  2,  3;  George  V.  Launey, 
1,  2,  3;  L.  S.  Thompson,  Jr.,  1,  2,  3;  Arnott  DeLange, 
1,  2,  3;  Glenn  D.  Carlson,  1,  2;  J.  Morris  Horn,  1,  3;  Dan 
C.  Gill,  1,  2,  3. 

Dawson-Lynn-Terry-Gaines-Y  oakum,  1 . — 

Deaf  Smith-Parmer-Castro-Oldham-Swisher,  1. — 

Denton,  1. — ^Albert  Wyss,  3. 

DeWitt,  1. — Frank  A.  Prather,  1,  2,  3. 
Eastland-Callahan-Stephens-Shackelford-Throckmorton,  1 . 
— ^James  C.  Whittington,  1,  2,  3. 

Ellis,  1. — Herbert  Donnell,  1,  2,  3. 

El  Paso,  3. — ^Joe  S.  Galatzan,  1,  2;  Russell  L.  Deter, 
1,  2,  3;  Ira  A.  Budwig,  1,  2,  3. 

Erath-Hood-Somervell,  1. — H.  V.  Hedges,  1,  2. 

Palls,  1. — Howard  O.  Smith,  1,  2,  3. 

Fannin,  1. — 

Freestone,  1. — ^Jack  R.  Cox,  1,  2,  3. 

Galveston,  3. — William  T.  Anderson,  1,  2,  3;  Edward  J. 
Lefeber,  1,  2,  3;  Joseph  C.  Magliolo,  1,  2,  3. 

Gonzales,  1. — Sam  A.  Nixon,  1,  2,  3. 

Grayson,  1. — Emmett  M.  Essin,  1,  2,  3. 

Gray -Hansford  -Hemphill -Lips  comb -Roberts- Ochiltree- 
Hutchison-Carson  (Top  O’  Texas),  1. — ^Raymond  M.  Hamp- 
ton, 1,  2,  3. 

Gregg,  1. — Ralph  C.  Crawford,  1,  2,  3. 

Guadalupe,  1. — Allen  I.  Heinen,  1,  2,  3. 
Hale-Ployd-Briscoe,  1. — ^Marvin  C.  Schlecte,  1,  2,  3. 
Hardeman-Cottle-Foard-Motley-Dickens-King,  1 . — ^Walter 
A.  Brooks,  1,  2,  3. 

Hardin-Tyler,  1. — J.  Q.  Gilchrist,  2. 

Harris,  16. — ^William  M.  Sherrill,  1,  2,  3;  Thomas  P. 
Kennerly,  1,  2,  3;  Howard  T.  Barkley,  1,  2;  Herbert  C. 
Allen,  3;  William  F.  Renfrew,  1,  2,  3;  J.  Griffin  Heard, 
1,  2;  George  Walmsley,  3;  Thomas  L.  Royce,  1,  2,  3; 
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Charles  D.  Reece,  1,  2,  3;  Donald  M.  Gready,  1,  2,  3; 
William  E.  Sharp,  1,  2,  3;  S.  W.  Thorn,  1,  2,  3;  Wendell 

H.  Hamrick,  1,  2,  3;  Ed  S.  Crocker,  1,  2,  3;  C.  F.  Jorns, 

I,  2,  3;  J.  Stanley  Oliver,  1,  2;  Lester  Karotkin,  3;  Bill 
Robins,  1;  Joseph  Ainsworth,  2,  3;  Homer  A.  Taylor, 
1,  2,  3. 

Harrison,  1. — ^Richard  G.  Granbery,  1,  2. 

Hays-Blanco,  1. — Charles  W.  Scheib,  1. 

Henderson,  1. — ^Norris  E.  Holt,  1,  2,  3. 

Hidalgo-Starr,  1. — ^Hilburn  D.  Gilliam,  1,  2,  3. 

Hill,  1. — ^Dick  K.  Cason,  1,  2,  3. 

Hopkins-Franklin,  1. — 

Houston,  1. — ^John  L.  Dean,  Jr.,  1,  2,  3. 
Howard-Martin-Glasscock,  1. — Roscoe  Cowper,  1,  2,  3. 
Hunt-Rockwall-Rains , 1. — E.  T.  Crim,  2. 

Jasper-Newton,  1. — 

Jefferson,  3. — George  G.  Gill,  1,  2;  Thomas  B.  Matlock, 

1,  2,  3;  Paul  R.  Meyer,  1,  2,  3. 

Johnson,  1. — Joseph  F.  Peters,  Jr.,  1,  2,  3. 
Karnes-Wilson,  1. — 

Kaufman,  1. — Edward  I.  Hall,  1,  3. 
Kerr-Kendall-Gillespie-Bandera,  1. — C.  B.  Matthews,  1, 

2,  3. 

Kimhle-Mason-Menard-McCulloch,  1. — Albert  McCulloh, 

1,  2,  3. 

Kleherg-Kenedy , 1. — John  D.  Watson,  Jr.,  1,  2,  3. 
Lamar-Delta,  1. — C.  M.  Townsend,  1,  2,  3. 
Lamb-Bailey-Hockley-Cochran,  1. — Elbert  D.  Barnes,  1, 

2,  3. 

Lampasas-Burnet-Llano,  1. — Ray  L.  Shepperd,  1,  2,  3. 
LaSalle-Frio-Dimmit,  1. — Emmett  N.  Wilson,  Jr.,  1, 
2,  3. 

Lavaca,  1. — John  D.  Wagner,  1,  2,  3. 

Liberty -Chambers,  1. — A.  L.  Delaney,  1,  3. 

Limestone,  1. — 

Lubbock-Crosby-Garza,  2. — ^J.  G.  Morris,  1,  2,  3;  A.  Lee 
Hewitt,  1,  2,  3. 

McLennan,  2. — Howard  R.  Dudgeon,  Jr.,  1,  2,  3;  Wil- 
liam Roddy,  1,  2,  3- 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kinney- 
lerrell-Zavala  (Nine  Counties),  1. — Dean  P.  Dimmitt,  1, 

2.  3. 

Milam,  1. — Clifford  G.  Swift,  1,  2,  3. 

Montgomery,  1. — 

Nacogdoches,  1. — ^J.  F.  Beall,  1,  2,  3. 

Navarro,  1. — Robert  L.  Campbell,  1,  2,  3. 
Nolan-Fisher-Mitchell-Scurry-Borden-Kent-Stonewall  ( Col- 
orado Basin),  1. — Francis  T.  N.  Hood,  Jr.,  1,  2,  3. 

Nueces,  5- — ^Fred  W.  Hartwick,  1,  2,  3;  Gerald  S.  Ahern, 
1,  2,  3;  Franklin  W.  Yeager,  1,  2. 

Orange,  1. — 

Palo  Pinto-Parker-Young-Jack- Archer,  1. — Jack  L.  Eid- 
son,  1,  2;  P.  L.  Allen,  3. 

Panola,  1. — William  C.  Smith,  1,  2,  3. 

Pecos-Jeff  Davis -Presidio- Brews  ter  (Big  Bend),  1.  — 
George  A.  Hoffman,  1,  2,  3. 

Polk-San  Jacinto,  1. — 

Potter -Randall,  2. — E.  D.  McKay,  1,  2,  3;  Charles  B. 
Sadler,  1,  2,  3. 

Red  River,  1. — 

R eeves-  W ard-  W inkier  - Loving  - Culberson  - Hudspeth,  1 . — 
Harper  Peddicord,  II,  1,  2. 

Runnels,  1. — 

Rusk,  1. — Loyd  Deason,  1,  2,  3. 

San  Patricio- Aransas-Refugio,  1. — Melross  C.  Rittiman, 

1,  2. 

Shelby-San  Augustine-Sabine,  1. — Steve  Oates,  1,  2. 

Smith,  1. — Madison  Lee,  Jr.,  1,  2,  3. 

Tarrant,  6. — Thomas  L.  Shields,  1,  2;  Mai  Rumph,  1,  2, 


3;  James  F.  Hooker,  1,  2,  3;  J.  M.  Riddell,  1,  2,  3;  Drue 

0.  D.  Ware,  1,  2,  3;  Dewey  Johnston,  1,  3. 

Taylor-Jones,  2. — ^Willis  J.  Bray,  1,  2,  3;  W.  Kenneth 

Day,  1. 

Tom  Green -Coke -Crockett -Concho-lrion-Sterling-Sutton- 
Schleicher  (Tom  Green  Eight),  1. — ^Cecil  M.  French,  1,  2,  3. 

Travis,  3. — -E.  K.  Blewett,  1,  2,  3;  F.  C.  Lowry,  3;  V.  B. 
Lawlis,  1;  B.  M.  Primer,  Sr.,  1,  2,  3;  W.  C.  Goddard,  2. 
Upshur,  1. — T.  J.  Ford,  Jr.,  1,  2,  3. 

Van  Zandt,  1. — H.  A.  Baker,  1,  2,  3. 
Victoria-Calhoun-Goliad,  1. — 

Walker-Madison-Trinity,  1. — 

Washington-Burleson,  1. — G.  V.  Pazdral,  1,  2,  3. 

W ebb-Zapata-Jim  Hogg,  1. — James  S.  Reitman,  1,  2,  3. 
Wharton- Jackson-Matagotda-Fort  Bend,  1. — S.  E.  Thomp- 
son, 1,  2,  3. 

Wichita,  2. — Robert  L.  Daily,  1,  2,  3;  William  E.  Crump, 

1,  3. 

Wilbarger,  1. — 

Williamson,  1. — Jay  J.  Johns,  1,  2,  3. 

Wood,  1.— 

Ex  Officio  Members 

President. — Harvey  Renger,  Hallettsville,  1,  2,  3. 
President  Elect. — George  W.  Waldron,  Houston,  1,  2,  3. 
Vice  President. — R.  Mayo  Tenery,  Waxahachie,  1,  2,  3. 
Secretary. — J.  M.  Travis,  Jacksonville. 

Treasurer. — T.  H.  Thomason,  Fort  Worth,  1,  2,  3. 
Speaker  of  the  House  of  Delegates. — ^James  D.  Murphy, 
Fort  Worth,  1,  2,  3. 

Vice  Speaker  of  the  House  of  Delegates. — Charles  Max 
Cole,  Dallas,  1,  2,  3. 

Trustees. — R.  W.  Kimbro,  Cleburne,  1,  2,  3;  J.  B.  Cope- 
land, San  Antonio,  1,  2,*  3;  C.  P.  Hardwicke,  Austin,  1,  2, 
3;  Elliott  Mendenhall,  Dallas,  1,  2,  3;  Troy  A.  Shafer,  Har- 
lingen, 1,  2,  3;  C.  E.  Willingham,  Tyler,  1,  2,  3;  Byron 
P.  York,  Houston,  1,  2,  3. 

Councilors. — ^C.  E.  Oswalt,  Jr.,  Fort  Stockton,  1,  2,  3; 
Henrie  E.  Mast,  Midland,  1,  2,  3;  William  H.  Gordon, 
Lubbock,  1,  2;  S.  Braswell  Locker,  Brownwood,  1,  2,  3; 
Walter  Walthall,  San  Antonio,  1,  2,  3;  S.  W.  Bohmfalk, 
Weslaco,  1,  2,  3;  David  Wade,  Austin,  1,  3;  Carlos  E. 
Fuste,  Jr.,  Alvin,  1,  2,  3;  James  H.  Sammons,  Highlands, 
1,2,3;  Stephen  B.  Tucker,  Nacogdoches,  1,2,3;  R.  H.  Bell, 
Palestine,  1,  2,  3;  Tom  M.  Oliver,  Waco,  1,  2,  3;  Travis 
Smith,  Abilene,  1,  2,  3;  B.  E.  Park,  Dallas,  1,  2,  3;  James 
E.  Ball,  Mount  Pleasant,  1,  2,  3. 

AM  A Delegates. — ^John  K.  Glen,  Houston,  1,  2,  3;  G.  W. 
Cleveland,  Austin,  1,  2,  3;  James  H.  Wooten,  Columbus, 
1,  2;  T.  C.  Terrell,  Fort  Worth,  1,  2,  3;  M.  O.  Rouse, 
Dallas,  1,  2,  3;  J.  C.  Terrell,  Stephenville,  1,  2. 

AMA  Alternate  Delegates. — John  L.  Otto,  Galveston, 
1,  2,  3;  Ridings  E.  Lee,  Dallas;  E.  P.  Hall,  Jr.,  Fort  Worth, 
1,  2,  3;  Denton  Kerr,  Houston,  1,  2,  3;  George  Turner,  El 
Paso,  1,  2,  3;  J.  L.  Cochran,  San  Antonio,  1,  2. 

Members  of  Council  on  Medical  Jurisprudence. — ^Robert 
D.  Moreton,  Fort  Worth,  1;  Floyd  A.  Norman,  Dallas,  1; 
Haden  E.  McKay,  Humble,  i,  2,  3;  N.  L.  Barker,  Paris, 
1,  2,  3;  John  M.  Smith,  Jr.,  San  Antonio,  1,  2,  3. 

Chairman,  Council  on  Annual  Session. — ^Herman  C. 
Sehested,  Fort  Worth,  1. 

Chairman,  Council  on  Public  Relations  and  Public  Serv- 
ice.— Joe  R.  Donaldson,  Pampa,  1,  2,  3. 

Chairman,  Council  on  Medical  Education  and  Hospitals. 
— John  L.  Matthews,  San  Antonio,  1,  2,  3. 

Chairman,  Council  on  Scientific  Advancement. — ^J.  E. 
Miller,  Dallas,  1,  2,  3. 
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Chairman,  Council  on  Medical  Service  and  Insurance. — 
Charles  D.  Bussey,  Dallas,  1,  2. 

Chairman,  Council  on  Constitution  and  By-laws. — John  F. 
Thomas,  Austin,  1,  2. 

Reference  Committees 

Reference  Committee  on  Credentials. — ^Loyd  Deason, 
Henderson,  Chairman;  Ray  L.  Shepperd,  Burnet,  Vice 
Chairman;  D.  L.  McKellar,  McKinney;  Sam  A.  Nixon, 
Nixon;  Allen  I.  Heinsen,  Seguin;  O.  W.  Lowrey,  Gates- 
ville;  Dick  K.  Cason,  Hillsboro;  Emmett  N.  Wilson,  Jr., 
Pearsall. 

Reference  Committee  on  Constitution  and  By-Laws. — 
Drue  O.  D.  Ware,  Fort  Worth,  Chairman;  R.  L.  Daily, 
Wichita  Falls,  Vice  Chairman;  Russell  L.  Deter,  El  Paso; 
Howard  O.  Smith,  Marlin;  Howard  T.  Barkley,  Houston; 
James  S.  Reitman,  Laredo;  Arthur  C.  Ressmann,  San  An- 
tonio; Jack  R.  Thompson,  Palestine;  James  L.  Reagan, 
Beeville;  John  F.  Thomas,  Austin,  Consultant  from  Council 
on  Constitution  and  By-Laws. 

Reference  Committee  on  Legislation  and  Public  Rela- 
tions.— Joseph  C.  Magliolo,  Dickinson,  Chairman;  Mai 
Rumph,  Fort  Worth,  Vice  Chairman;  C.  Forrest  Jorns, 
Houston;  Madison  J.  Lee,  Tyler;  Raymond  M.  Hampton, 
Pampa;  E.  K.  Blewett,  Austin;  Robert  E.  Hum,  Henrietta; 
R.  B.  G.  Cowper,  Big  Spring;  J.  F.  Beall,  Nacogdoches; 
John  M.  Smith,  Jr.,  San  Antonio,  Consultant  from  Council 
on  Medical  Jurisprudence. 

Reference  Committee  on  Medical  Service  and  Insur- 
ance.— George  Pazdral,  Somerville,  Chairman;  Van  D. 
Goodall,  Clifton,  Vice  Chairman;  A.  L.  Delaney,  Liberty; 
C.  B.  Sadler,  Amarillo;  Gail  Medford,  Lufkin;  Frank  H. 
Kidd,  Jr.,  Dallas;  James  D.  Gossett,  Rankin;  Jones  C. 
Laughlin,  Eagle  Lake;  G.  M.  Hilliard,  Jacksonville;  C.  D. 
Bussey,  Dallas,  Consultant  from  Council  on  Medical  Service 
and  Insurance. 

Reference  Committee  on  Miscellaneous  Business. — George 
M.  Jones,  Dallas,  Chairman;  C.  M.  French,  San  Angelo, 
Vice  Chairman;  Willis  J.  Bray,  Abilene;  J.  V.  Hopkins, 
Victoria;  B.  M.  Primer,  Austin;  R.  L.  Campbell,  Corsicana; 
Thomas  P.  Kennerly,  Houston;  Homer  E.  Prince,  Crockett; 
James  B.  Ivers,  Beaumont. 

Reference  Committee  on  Reports  of  Officers  and  Com- 
mittees.— ^J.  G.  Heard,  Houston,  Chairman;  A.  Rex  Kirk- 
ley,  Belton,  Vice  Chairman;  Z.  W.  Hutcheson,  Jr.,  An- 
drews; A.  F.  Qark,  Jr.,  San  Antonio;  R.  F.  Kemper,  Cole- 
man; Thomas  L.  Shields,  Fort  Worth;  W.  D.  Nicholson, 
Freeport;  Byron  W.  Wright,  Dumas;  Joe  Bill  Stephens, 
Bangs. 

Reference  Committee  on  Scientific  Work. — ^Jack  M.  Par- 
tain,  San  Antonio,  Chairman;  G.  V.  Launey,  Dallas,  Vice 
Chairman;  Jack  R.  Cox,  Teague;  Edward  J.  Lefeber,  Gal- 
veston; J.  A.  Odom,  Memphis;  Charles  D.  Reece,  Houston; 
Joseph  F.  Peters,  Jr.,  Alvarado;  H.  D.  Gilliam,  McAllen; 
Franklin  W.  Yeager,  Corpus  Christi;  J.  E.  Miller,  Dallas, 
Consultant  from  Council  on  Scientific  Advancement. 

Board  of  Councilors  as  a Reference  Committee. — C.  E. 
Oswalt,  Jr.,  Fort  Stockton,  Chairman;  Walter  Walthall,  San 
Antonio,  Vice  Chairman;  Henrie  E.  Mast,  Midland;  William 
H.  Gordon,  Lubbock;  S.  Braswell  Locker,  Brownwood; 
Stanley  W.  Bohmfalk,  Weslaco;  David  Wade,  Austin; 
Carlos  E.  Fuste,  Jr.,  Alvin;  James  H.  Sammons,  Highlands; 
Stephen  B.  Tucker,  Nacogdoches;  R.  H.  Bell,  Palestine; 
Tom  M.  Oliver,  Waco;  Travis  Smith,  Abilene;  B.  E.  Park, 
Dallas;  James  E.  Ball,  Mount  Pleasant. 

Board  of  Trustees  as  a Reference  Committee. — ^R.  W. 
Kimbro,  Cleburne,  Chairman;  J.  B.  Copeland,  San  Antonio, 
Vice  Chairman;  C.  P.  Hardwicke,  Austin;  Elliott  Menden- 


hall, Dallas;  Troy  A.  Shafer,  Harlingen;  C.  E.  Willingham, 
Tyler;  Byron  P.  York,  Houston. 


5.  REMARKS  OF  SPEAKER 

Speaker  Murphy;  Next,  as  your  Speaker,  I have  a few 
remarks  to  make.  First  of  all,  it  is  my  pleasure  to  welcome 
you  to  the  first  meeting  of  the  House  of  Delegates  of  the 
1962  Annual  Session. 

This  is  my  initial  opportunity  to  preside  over  this  House 
of  Delegates,  and  I hope  that  the  training  and  the  tutelage 
given  to  me  by  Dr.  Charles  P.  Hardwicke  will  prove  ac- 
ceptable to  you,  both  individually  and  as  a group. 

And  now,  ladies  and  gentlemen,  the  primary  duties  of 
the  Speaker  are  to  expedite,  explain,  and  guide  parliamen- 
tary procedure  and  to  referee  impartially  the  deliberations 
of  this  House  of  Delegates.  To  this  end.  Dr.  Cole,  the  Vice 
Speaker,  and  I pledge  ourselves.  If  at  any  time  we  are 
abrupt,  fail  to  give  proper  time  for  debate,  fail  to  explain 
the  question  before  the  House,  or  just  flat  "goof”,  please 
call  our  attention  to  this  immediately. 

The  second  duty  of  the  Speaker  is  to  represent  you  on 
the  Executive  Board.  It  is  our  duty  to  see  that  the  Executive 
Board  does  not  usurp  the  powers  of  the  House  of  Dele- 
gates. It  is  our  duty  to  see  that  the  directives  of  this  House 
are  implemented  and  that  actions  contrary  to  the  Consti- 
tution and  stated  policies  of  this  body  are  not  taken  over 
by  the  Executive  Board.  It  is  a pleasure  to  inform  you  that 
no  such  problems  have  occurred  this  past  year. 

The  third  duty  of  the  Speaker  is  to  appoint  reference 
committees.  This  has  been  done  after  consultation  with  the 
Vice  Speaker  and  other  Association  officers.  Most  of  the 
chairmen  have  been  replaced  by  a member  who  had 
served  on  this  same  committee  last  year.  An  attempt  has 
been  made  to  have  an  equitable  geographic  distribution, 
urban  and  rural  representation,  specialist  and  nonspecialist 
proration,  and  to  appoint  one  member  of  each  sizeable 
society  to  a reference  committee. 

The  reference  committee  chairmen  will  meet  tomorrow 
morning  and  will  be  given  detailed  instructions  as  to 
hearing,  procedures,  and  reporting.  Let  me  emphasize  one 
point  — every  member  of  the  Texas  Medical  Society 
[Association]  has  a right  and  every  delegate  and  alternate 
delegate  has  an  obligation  to  attend  and  express  an  opinion 
on  any  subject  being  discussed  at  the  reference  committees. 
Please  organize  your  thoughts  so  that  your  presentation  can 
be  as  brief  as  possible. 

Each  of  you  as  delegates,  alternate  delegates,  and  ex- 
officio  members  of  this  House  also  have  duties  and  obli- 
gations. 

First,  you  are  the  elected  representatives  of  your  commun- 
ity. It  is  your  duty  to  represent  not  only  your  constituents, 
but  also  to  represent  the  best  interests  of  the  people  of 
Texas  and  the  Texas  Medical  Association  as  a whole.  May  I 
remind  you  again  that  your  names  [should]  be  sent  into 
the  Association  headquarters  as  promptly  as  possible  after 
your  election. 

Second,  it  is  your  duty  to  attend  all  sessions  of  the  House 
of  Delegates  and  to  come  to  these  meetings  prepared.  You 
should  be  completely  familiar  with  your  handbook;  you 
should  be  familiar  with  the  Constitution  and  By-Laws.  You 
must  read  over  all  the  material  passed  out  to  you  tonight 
as  soon  as  possible. 

Third,  you  must  attend  these  reference  committee  meet- 
ings. As  you  know,  the  hearings  and  debates  and  most  of 
the  policies  are  the  product  of  our  reference  committees. 
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Seldom  is  it  necessary  to  take  the  time  of  the  entire  House 
of  Delegates  for  a debate  if  a proper  presentation  has  been 
made  before  the  reference  committees. 

These  are  the  basic  premises  under  which  we  operate  and 
bind  ourselves. 

[Introduction  of  Mrs.  Mary  Jones,  House  of  Delegates 
reporter.) 

Next,  it  is  my  pleasure  to  introduce  to  you  the  President 
of  the  Texas  Medical  Association,  Dr.  Harvey  Renger. 
(standing  applause) 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston:  5.  Remarks  of  the  Speaker  of 
the  House. — It  is  suggested  that  a Rules  Committee  be  es- 
tablished to  assist  the  Speaker,  particularly  to  the  time  of 
submission  of  resolutions.  In  his  initial  year  as  Speaker,  Dr. 
Murphy  has  shown  exceptional  aptitude,  and  we  wish  him 
continued  success  in  his  tenure.  I move  the  adoption 
of  this  portion  of  the  report. 

[Dr.  Cole,  Vice  Speaker,  is  now  presiding.} 

[The  report  of  the  reference  committee  was  adopted.] 

6.  ADDRESS  OF  PRESIDENT 

Dr.  Harvey  Renger,  Hallettsville:  Thank  you.  Mr. 
Speaker,  Mrs.  Zedler,  Members  of  the  House  of  Delegates, 
and  Guests. 

1.  Accomplishments  of  Post  Year 

It  is  a distinct  pleasure  and  honor  to  appear  before  this 
body  as  your  President.  In  a few  days,  my  official  capacity 
will  be  terminated  and  therefore,  I would  like  to  offer 
some  suggestions  at  this  time  and  bring  to  your  attention 
some  of  the  accomplishments  during  the  past  year. 

2.  Liaison  with  Lay  Organizations 

Contrary  to  what  you  may  have  heard  about  the  doctor, 
as  far  as  the  people  of  Texas  are  concerned,  he  is  still  a very 
important  individual.  Likewise,  the  prestige  of  the  Texas 
Medical  Association  has  not  fallen  in  Texas.  Everyone  is 
very  much  interested  in  the  Texas  Medical  Association  and 
so  many  are  desiring  our  guidance  and  our  help.  I believe 
in  this  category  we  have  some  shortcomings.  We  have  been 
so  busy  with  the  many  facets  of  medicine  that  we  have 
failed  to  extend  the  helping  hand  as  often  as  we  should.  I 
would  suggest  that  we  try  to  rectify  this  situation.  There 
are  many  lay  organizations  in  Texas  that  never  receive  any 
recognition  from  the  Texas  Medical  Association.  I think 
that  every  committee  member  or  council  member  should 
consider  his  committee  or  council  a mechanism  for  extend- 
ing a hand  to  these  lay  organizations.  By  inviting  some  of 
the  leaders  of  the  different  lay  organizations  to  visit  with 
the  committee  covering  the  particular  field  of  endeavor  we 
would  open  the  gate  to  a very  fruitful  and  satisfying  ex- 
perience and  thus  further  enhance  our  position  in  the  eyes 
of  the  public.  I know  in  cerebral  palsy,  cancer,  and  so 
forth,  we  have  established  an  excellent  liaison  but  there  are 
many  others  that  would  be  most  grateful  if  we  extended  an 
invitation  to  them  so  that  a bond  of  friendship  and  mutual 
understanding  and  cooperation  could  be  established.  I think 
one  of  the  most  glaring  examples  of  this  is  in  the  Texas 
Association  for  Retarded  Children.  Last  year  in  April  they 


were  hurt  because  we  had  opposed  compulsory  legislation  in 
regard  to  testing  for  PKU.  This  year  with  the  newer  tests 
that  have  developed  they  realized  that  they  need  our  as- 
sistance and  would  be  most  grateful  for  some  recognition. 
All  committees  and  councils  should  explore  all  possibilities 
of  assisting  these  lay  organizations  — and  there  are  many 
— and  many  are  fighting  for  us  in  the  fields  of  mental 
health,  cancer,  rehabilitation,  nursing,  cystic  fibrosis,  farm 
and  rural  organizations,  state  welfare  boards,  old  age  asso- 
ciations, planning  boards,  veterans,  and  so  forth,  and  you 
could  go  right  on.  It  would  not  be  difficult  to  establish  a 
place  on  our  committee  and  council  agendas  for  these  or- 
ganizations and  a few  moments  spent  in  this  manner  will 
probably  be  most  beneficial  to  organized  medicine. 

3.  Continuation  of  Study  of  Osteopathic-Medical  Relations 

I would  also  like  to  recommend  that  the  subcommittee 
of  the  Board  of  Councilors  continue  its  study  of  the  osteo- 
pathic-medical relationship  between  osteopathic  medicine 
and  medical  medicine.  By  a continued  encouragement  of  a 
scientific  praaice  of  medicine,  it  may  be  possible  by  further 
study  to  establish  a common  meeting  ground  of  the  two 
systems  of  practice. 

4.  Study  of  Abuses  of  OAA-Blue  Cross  Program 

The  next  suggestion  that  I would  like  to  make  is  in 
regard  to  our  Old  Age  Assistance  program.  As  all  of  you 
know,  since  Jan.  1,  1962,  Blue  Cross-Blue  Shield  has  been 
administering  the  hospital  and  medical  service  program  for 
the  Old  Age  Assistance  group  under  the  Texas  welfare 
agency  [Texas  State  Department  of  Public  Welfare}.  This 
program  is  progressing ’well.  There  appears  to  be  some 
areas  of  abuse,  as  one  county  with  1,023  recipients  has 
already  hospitalized  305  of  them  in  the  past  four  months. 
This  appears  to  be  a heavy  utilization.  As  a whole,  how- 
ever, the  program  has  been  satisfartory  to  both  the  in- 
surance carrier  and  the  vast  majority  of  the  Old  Age  re- 
cipients. For  this  the  Texas  Medical  Association  member- 
ship is  to  be  congratulated.  I know  it  is  not  a perfect  pro- 
gram in  every  respect,  but  it  was  the  best  that  could  be 
devised  with  the  limited  experience  and  statistics  available. 
I have  enough  confidence  in  the  membership  of  this  or- 
ganization to  know  that  the  present  areas  of  concern  can  be 
amiably  remedied  as  time  goes  along  and  our  experience 
becomes  more  complete.  It  is  such  a vital  program  to  the 
future  of  our  profession  that  I believe  we  should  zealously 
guard  every  facet  of  the  program.  This  is,  in  other  words, 
our  "lifeline”  and  any  abuses  of  this  program  should  be 
referred  to  the  respective  grievance  committee  of  the  county 
society.  To  facilitate  this,  I would  recommend  that  the 
Committee  of  Health  Insurance  assume  this  obligation  and 
the  State  Department  of  Public  Welfare  and  Blue  Shield 
can  be  assisted  in  the  servicing  of  this  program  and  aa  in 
an  advisory  capacity.  In  this  Committee,  problems  can  be 
studied  and  recommendations  brought,  if  necessary,  to  the 
attention  of  the  membership  of  the  Texas  Medical  Asso- 
ciation, the  State  Department  of  Public  Welfare,  and  Blue 
Cross-Blue  Shield. 

5.  Resolution  Commending  Blue  Shield  National  Plan 

In  this  same  connection,  I believe  we  should  carry  by 
resolution  a recommendation  to  the  American  Medical 
Association  House  of  Delegates  commending  the  basic  idea 
of  the  Blue  Shield  National  Plan.  We  should  point  out 
that  we  believe  an  indemnity  program  similar  to  the  Blue 


538 


TEXAS  State  Journal  of  Medicine 


Cross-Blue  Shield  Senior  Texan  Policy  would  be  a more 
effeaive  mechanism  than  the  Blue  Shield  AMA  sanc- 
tioned program,  since  the  latter  only  takes  care  of  physician 
services  under  a service  plan  without  hospitalization.  In  the 
Senior  Texan  Policy  of  Blue  Cross-Blue  Shield,  it  provides 
the  medical  services  at  the  same  rate  of  cost  as  that  sug- 
gested by  the  National  Blue  Shield  Plan,  and,  in  addition, 
it  also  provides  for  the  cost  of  hospital  care  for  a few 
dollars  per  month  more. 

6.  Guard  Against  Controversy 

We  must,  even  if  it  is  against  our  basic  fundamental 
principles,  not  engage  in  a controversy  against  the  Blue 
Shield  National  Program  because  this  would  give  the  Ad- 
ministration and  H.E.W.  [Department  of  Health,  Education, 
and  Welfare}  more  ammunition  to  use  against  our  fight. 
However,  we  can  use  the  above-mentioned  approach  and 
show  the  nation  that  we  in  Texas  are  coping  with  the  aged 
problem  in  an  effective  manner  and  still  maintaining  our 
basic  principles  of  the  practice  of  medicine. 

7.  Plea  for  Unity 

Let  us  keep  ever  most  in  our  minds  throughout  the  com- 
ing session  of  this  House  of  Delegates  that  resolutions 
directed  against  the  AMA  or . against  segments  of  the  pro- 
fession at  this  time  might  have  a very  detrimental  effect. 
The  Department  of  Health,  Education,  and  Welfare  and 
the  Administration  are  watching  our  every  move  and  they 
would  be  most  happy  to  use  any  of  our  controversial  issues 
and  blast  them  back  as  effeaive  propaganda  for  their 
dubious  cause.  One  might  say  that  I am  pleading  for  unity 
of  effort  in  this  struggle,  faith  in  our  leaders  — and  let  us 
not  be  "men  of  little  faith”,  as  admonished  by  our  biblical 
physician,  St.  Luke. 

8.  Caution  in  Adopting  Resolution 

Let  us  be  extremely  careful  of  any  resolution  that  this 
body  may  adopt  that  would  have  a bearing  in  regard  to 
our  relationship  with  the  Anderson-King  bill.  We  have 
been  evidently  very  successful  in  disseminating  the  truth 
about  the  Anderson-King  bill.  I say  this  because  of  the 
extreme  amount  of  effort  and  misleading  propaganda  and 
maneuvers  that  have  been  fostered  by  the  Administration 
and  the  Department  of  Health,  Education,  and  Welfare. 
If  they  were  not  running  scared,  do  you  think  they  would 
exert  all  of  this  effort  to  influence  Congress?  Consequently, 
the  wise  thing  for  us  to  do  is  to  play  it  absolutely  safe.  Let 
us  not  get  entangled  in  any  controversial  situation  at  this 
time  that  could  be  twisted  and  misconstrued  in  an  un- 
favorable way.  I have  had  a most  recent  personal  experi- 
ence of  this  type  and  it  would  never  have  appeared  in 
the  press  had  not  someone  with  the  best  of  intentions  al- 
lowed a small  loophole  to  remain  open  through  which  the 
Anderson-King  proponents  could  drive  home  damaging, 
misleading,  untruthful  accusations.  Remember,  these  people 
are  extremely  alert,  conniving,  and  shrewd  individuals  who 
have  tremendous  resources  and  time  to  devote  to  the  pas- 
sage of  this  bill.  I have  always  felt  that  if  the  truth  about 
the  Anderson-King  bill  were  known  to  the  American  pub- 
lic, the  bill  would  not  have  a ghost  of  a chance  to  pass. 
This  is,  after  all,  our  main  objective,  to  disseminate  the 
truth  to  the  people  and  with  a continued  unity  of  effort  in 
this  direaion  we  can  be  most  successful.  In  other  words,  at 
this  time  of  great  crisis,  let  us,  above  all,  exhibit  the 
greatest  of  unity  among  ourselves  and  stay  united  without 


a divergence  of  opinion  about  what  may  happen  in  the 
future.  United  in  a common  bond  and  with  truth  as  our 
main  objeaive,  I know  they  cannot  destroy  the  system  of 
medicine  we  are  now  engaged  in  for  the  benefit  of  our 
patients. 

9.  Medical  Students'  Day  Programs 

In  regard  to  our  Students’  Day  held  for  the  senior 
medical  students  of  our  medical  colleges,  I have  had  an 
opportunity  through  the  years  to  observe  and  participate  in 
many  of  these  programs.  These  are  without  a doubt  bene- 
ficial programs  and  surely  should  be  continued.  An  idea 
occurred  to  me  that  we  might  make  them  even  more  ef- 
fective. And,  I would  like  to  suggest  that  we  divide  each 
senior  class  into  sections  of  ten  and  then  condua  informal 
discussion  periods  with  an  individual,  successful  physician 
assigned  to  each  group.  This  may  be  a means  of  reaching 
the  senior  student  who  may  have  questions  and  ideas  which 
he  would  not  voice  before  the  entire  class. 

10.  Favorable  Accomplishments 

Now,  in  reviewing  the  year  that  has  passed,  may  I pre- 
sent some  of  its  favorable  accomplishments?  First  of  all,  I 
believe  that  Senator  Ralph  Yarborough  has  realized  that 
the  Texas  doctors  take  care  of  their  aged  ill  regardless  of 
their  financial  ability  to  pay.  Secondly,  a very  effective 
legislative  action  work  was  carried  forward  by  the  Texas 
Medical  Association  throughout  the  year.  The  concerted 
effort  by  the  membership  and  our  trip  to  Washington  to 
testify  before  the  House  Ways  and  Means  Gammittee  and 
the  numerous  requests  for  action  from  the  state  office  have 
paid  off  handsomely. 

11.  Establishment  of  TEXPAC 

The  establishment  of  TEXPAC  as  a separate  independent 
organization  is  an  advancement  of  the  political  effectiveness 
of  the  Texas  doctors.  The  permanency  and  effectiveness  of 
this  organization,  of  course,  depend  on  the  interest  and 
cooperation  of  the  doctors  of  Texas  and  their  friends.  Let 
us,  as  individuals,  work  and  strive  for  its  enhancement. 

12.  Texas  Health  Council 

The  Texas  Health  Council  was  also  initiated  and  will  no 
doubt  be  an  excellent  mechanism  of  liaison  between  the 
medical  profession  and  its  ancillary  groups  and  other  pro- 
fessions having  to  deal  with  mutual  health  problems  in 
Texas.  At  the  present  time,  it  is  composed  of  representatives 
from  the  Texas  Medical  Association,  Texas  Hospital  Asso- 
ciation, Texas  Life  Convention,  Nursing  Home  Association 
of  Texas,  Texas  Dental  Society  [Association],  and  Blue 
Cross-Blue  Shield.  The  membership  of  this  Council  will  no 
doubt  expand  and  become  a formidable  organization.  This 
organization  has  been  developed  so  that  the  Texas  Medical 
Association  will  always  act  in  a position  of  leadership.  It 
may  cost  the  Texas  Medical  Association  a nominal  expendi- 
ture each  year,  but  I believe  it  will  be  money  spent  that  will 
reap  rewards.  And,  I am  asking  the  Board  of  Trustees  to 
give  this  consideration. 

13.  Thanks  to  Membership,  Others 

In  closing,  may  I say  this  has  been  a most  interesting 
year  for  me.  I want  to  take  this  opportunity  to  thank  each 
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and  every  one  of  you  for  the  honor  I have  enjoyed  as  your 
President.  I want  to  thank  the  entire  membership  for  their 
most  pleasant  cooperation.  The  personnel  of  the  state  office 
has  been  the  most  helpful,  cooperative  group  of  individuals 
that  I have  ever  had  the  pleasure  of  working  with,  from  the 
Executive  Secretary  on  down  to  the  janitors.  All  of  the 
councils  and  committees  have  carried  out  their  obligations 
without  faltering  and  the  Board  of  Trustees  has  always 
gteeted  me  with  the  desire  to  help  in  any  way  possible.  The 
entire  year  has  been  a most  rewarding  experience.  Again, 
many  thanks  for  your  confidence  in  me  and  for  the  great 
honor  that  you  have  so  graciously  extended.  May  the 
Gteat  Physician  always  be  with  the  Texas  Medical  Associa- 
tion in  its  endeavors  to  serve  mankind.  Thank  you.  Gen- 
tlemen. (standing  applause) 

Speaker  Murphy:  Thank  you.  Dr.  Renger,  for  that  in- 
spiring address. 

Reference  Committee  to  which  referred.  — Reports  of 
Officers  and  Committees,  except  for  paragraphs  5 and  6, 
which  are  referred  to  the  Reference  Committee  on  Medical 
Service  and  Insurance.  Recommendations  8 and  12  which 
are  referred  to  the  Board  of  Trustees  as  a Reference 
Committee. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston:  6.  Address  of  the  President, 
except  paragraphs  5,  6,  8 and  12. — The  Address  of  the 
President,  with  the  exception  of  the  paragraphs  named 
above,  was  considered  by  the  Committee.  The  following 
remarks  are  brought  to  the  attention  of  the  House  of 
Delegates : 

1. The  Committee  would  like  to  emphasize  the  remarks 
brought  in  paragraph  4 in  insuring  proper  use  of  the  OAA 
Program  and  the  elimination  of  any  overutilization  of 
health  care  facilities  to  guarantee  its  success. 

2.  The  Committee  would  like  to  reiterate  that  now  is 
not  the  time  for  open  battle  with  other  segments  of  the 
profession,  but  that  individual  reservations  should  be  main- 
tained. 

3.  The  Committee  is  cognizant  of  the  number  of  days 
and  hours  spent  by  the  President  in  his  devotion  to  his 
duties  and  his  representation  locally  as  well  as  nationally 
for  which  we  heartily  commend  him. 

I move  the  adoption  of  this  portion  of  the  report. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  6.  The  Address  of  the 
President,  paragraphs  5 and  6 only. — The  Committee  rec- 
ommends approval  of  paragraphs  5 and  6 of  the  Presi- 
dent’s address,  in  which  he  commends  Blue  Cross-Blue 
Shield  and  recommends  that  the  American  Medical  Asso- 
ciation follow  the  indemnity  plan  in  the  future  as  an 
effective  approach  to  care  of  the  aging  in  the  most  effective 
manner,  still  maintaining  the  basic  principles  of  the  prac- 
tice of  medicine. 

[The  report  of  the  reference  committee  was  adopted, 
with  the  exception  of  a portion  of  sentence  1 in  paragraph 
6,  "even  if  it  is  against  our  basic  fundamental  principles”, 
which  was  deleted.} 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

[6.  Address  of  the  President. — Paragraph  8 was  ap- 


proved as  recommended  by  the  Board  of  Trustees.  See® 
recommendation  of  Board  of  Trustees  as  a Reference  Com- 1 
mittee  under  Resolution  I6f.,  p.  604.}  I 

Dr.  R.  W.  Kimbro,  Cleburne:  6.  Address  of  the  Presi-  H 
dent,  paragraph  12  only. — Dr.  Harvey  Renger  reported  the  1 
establishment  of  the  Texas  Health  Council  with  the  ob-  I 
jeaive  of  achieving  more  effective  liaison  between  medi-  I 
cine,  the  health  professions,  and  ancillary  insurance  organi-  jl 
zations.  The  President  pointed  out  that  the  activities  of  the 
Texas  Health  Council  may  embrace  expenditures  of  funds 
in  the  future.  The  Board  of  Trustees  agrees  with  this  rec- 
ommendation in  principle.  The  Trustees  are  willing  to  con- 
sider requests  for  funds,  and  will  be  pleased  to  evaluate 
them  on  the  basis  of  merit  at  the  time  they  may  be  re- 
ceived. 

[The  report  of  the  reference  committee  was  adopted.} 


ADDRESS  OF  AUXILIARY  PRESIDENT 

Mrs.  Garland  G.  Zedler,  Austin:  Thank  you.  Dr.  Murphy, 
Dr.  Renger,  House  of  Delegates,  and  Guests. 

Our  theme  for  this  year  has  been  information  and 
service.  Our  purpose  has  been  to  inform  ourselves  and  the 
public  on  all  matters  vital  to  the  medical  profession  and 
to  serve  our  communities  and  the  doctors  in  any  way  pos- 
sible. Though  all  phases  of  the  Auxiliary  program  are 
important,  we  have  stressed  legislation  and  public  relations, 
feeling  that  in  these  two  areas  the  women  can  be  especially 
effective. 

Our  membership  to  date  is  5,947.  We  have  105  or- 
ganized county  auxiliaries  and  the  10  unorganized  auxili- 
aries have  46  members  at  large.  These  members  were  se-  I 
cured  by  means  of  a special  letter  and  a new  membership 
brochure  which  was  designed  this  year. 

Our  AMEF  contributions  total  an  amount  greater  than 
ever  before  and  we  are  proud  of  our  efforts  in  this  field. 
Over  $21,000  will  be  sent  to  national.  This  has  been  se-  1 
cured  through  gifts,  personal  donations,  sale  of  Christmas  ' 
cards,  and  many  fund-raising  projects  in  the  local  groups. 

In  addition,  at  this  convention,  we  are  introducing  a 
special  Auxiliary  charm  which  can  be  worn  by  all  members 
and  the  profits  from  the  sale  of  this  charm  will  go  to 
AMEF. 

In  the  field  of  recruitment,  an  unprecedented  amount  of 
over  $12,000  has  been  given  in  scholarships  and  over 
$2,000  in  loans.  There  are  216  Future  Nurse  Qubs,  and 
180  club  members  from  last  year  have  entered  into  health 
careers.  Once  again,  the  Auxiliary  assumed  full  responsi- 
bility for  the  state  convention  of  the  Future  Nurses  Clubs 
of  the  state.  This  was  held  in  Tyler  in  March  where  we 
arranged  the  meetings,  food,  lodging,  and  entertainment 
for  600  delegates.  At  the  suggestion  of  our  Auxiliary,  a 
state  charter  was  issued  to  each  active  club.  This  was  signed 
by  the  presidents  of  the  three  sponsoring  organizations 
which,  beside  the  Auxiliary,  included  the  Texas  Graduate 
Nurses  Association  and  the  Texas  League  for  Nursing.  We 
feel  that  this  represents  a step  forward  in  cooperation  and 
understanding. 

Our  legislative  efforts  were  sparked  by  the  WHAM 
campaign  workshop  in  January.  For  those  of  you  who  do 
riot  know  what  WHAM  stands  for,  it’s  WHAM  — Women 
Help  American  Medicine.  This  was  our  first  attempt  at  a 
midwinter  meeting  and  response  was  so  good  that  we  hope 
to  make  it  an  annual  affair.  Women  all  over  the  state  have 
been  most  active  in  their  efforts  to  preserve  the  free  prac- 
tice of  medicine.  650  copies  of  the  Ronald  Reagan  record 
are  in  circulation.  They  have  been  played  at  small  gather- 
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ings,  large  meetings,  and  on  several  radio  stations.  There 
have  been  Americanism  forums  for  lay  leaders;  many  pam- 
phlets have  been  distributed;  many  talks  have  been  given 
in  our  efforts  to  inform  the  public  on  the  King-Anderson 
bills. 

In  the  public  relations  and  community  service  fields, 
untold  hours  have  been  given  with  far-reaching  results. 
There  have  been  projects  on  safety,  civil  defense,  mental 
health,  and  senior  citizens.  Textbooks  have  been  collected 
and  sent  to  the  Christian  medical  missions  overseas.  Essay 
contests  have  been  held  in  some  areas  and  science  fairs 
have  been  sponsored  by  many  auxiliaries  with  prizes  and 
expenses  to  the  national  fair  provided. 

Through  your  generosity,  an  Auxiliary  exhibit  has  been 
constructed  which  will  be  available  to  all  county  Auxiliaries 
for  display  at  public  functions. 

I would  like  to  express  my  appreciation  to  Dr.  Renger, 
to  Mr.  Overton,  to  Mr.  Williston,  and  to  all  the  Texas 
Medical  Association  staff  for  their  help  and  cooperation 
during  this  past  year.  And,  to  all  of  you  who  make  up  the 
Texas  Medical  Association,  the  Auxiliary  wishes  to  show 
its  gratitude  in  a tangible  way  for  letting  us  help  you  and 
for  giving  the  encouragement  that  you  have.  With  this 
thought  in  mind,  we  have  two  gifts  to  present  to  the 
Medical  Association. 

[Mrs.  Zedler  then  asked  Dr.  R.  W.  Kimbro,  Cleburne, 
Chairman  of  the  Board  of  Trustees,  to  come  to  the  speaker’s 
rostrum.  She  presented  him  with  a check  for  $1,100  which 
represented  the  second  year  profits  from  the  sale  of  the 
Auxiliary  cookbook.  The  funds  are  to  be  used  for  the 
Memorial  Library  of  the  Texas  Medical  Association. 

In  addition,  she  presented  Dr.  Kimbro  with  a miniature 
United  States  flag  on  a pole  which  represented  a gift  to 
the  Association  of  a 40-foot  aluminum  flagpole  and  flag 
to  be  installed  in  front  of  Headquarters  Building.  The  gift 
symbolized  a rededication  to  oppose  all  threats  to  free  so- 
ciety, the  Auxiliary’s  belief  in  the  free  enterprise  system, 
and  its  belief  that  loyalty  should  be  displayed,  (standing 
ovation  ) } 

Dr.  Kimbro;  Mrs.  Zedler,  I hardly  know  how  to  begin 
to  thank  you  for  such  gracious  remembrance  as  the  check 
you  have  given  us  to  add  to  the  library  for  its  continued 
usefulness  to  all  the  doctors  of  Texas.  The  flag  which  you 
offer  to  us  to  fly  there  in  the  yard  of  our  beautiful  building, 
I hope,  will  continue  to  build  faith  and  confidence  in  all 
that  it  represents  and  constantly  remind  us  of  the  con- 
tinuing efforts  that  all  of  us  should  make  for  the  free  enter- 
prise system  of  American  medicine.  We  most  graciously 
accept  these  gifts  which  you  offer  and  I can  only  say  that 
after  reciting  the  many  things  which  the  Woman’s  Auxili- 
ary has  done  this  year,  I think  all  of  us  should  feel  rather 
humble  in  the  presence  of  their  President.  Thank  you,  Mrs. 
Zedler.  (applause) 

Speaker  Murphy:  Thank  you.  Dr.  Kimbro.  Thank  you, 
Mrs.  Zedler. 


REPORT  OF  SECRETARY 

Speaker  Murphy:  I would  like  to  call  on  Dr.  Allen 
Stewart  for  a motion. 

Dr.  Stewart:  Mr.  Speaker,  I am  sure  that  most  of  us  are 
acquainted  with  all  the  contributions  that  Dr.  Travis  [Dr. 
J.  M.  Travis,  Jacksonville,  Secretary  of  Texas  Medical  Asso- 
ciation.] has  made  to  this  Association,  and  all  of  us  feel 


with  great  regret  that  he  is  unable  to  honor  us  with  his 
presence  tonight.  After  reading  the  letter,  I would  move  to 
you.  Sir,  that  this  society  or  this  House  of  Delegates  in  the 
name  of  the  Texas  Medical  Association,  send  a communi- 
cation to  him  expressing  our  regret  that  he  cannot  be  with 
us  and  also  our  great  appreciation  and  thanks  for  his 
contributions  to  Texas  medicine.  I so  move. 

Speaker  Murphy:  Thank  you.  Dr.  Stewart. 

[The  motion  was  seconded  and  unanimously  carried.] 

[The  letter  to  which  Dr.  Stewart  referred  reads  as 
follows : ] 

May  7,  1962 

House  of  Delegates,  Texas  Medical  Association 
Convening  May  12,  1962 
Austin,  Texas 

My  Dear  Doctors; 

It  is  with  much  regret  to  state  that  I will  be  unable  to 
attend  the  meeting  of  the  House  of  Delegates  May  12,  1962, 
due  to  my  infirmities  ( loss  of  vision ) . This  is  one  of  the 
turning  points  of  my  life. 

My  first  attendance  of  the  Texas  Medical  Association 
was  at  Amarillo,  Texas,  in  1910.  The  total  attendance,  at 
that  time,  was  three-hundred,  and  they  elected  Dr.  Fly  as 
President.  This  was  the  beginning  of  my  activities  in  this 
great  organization.  Since  then,  I have  failed  to  attend  about 
five  meetings.  I feel  that  I have  been  unusually  honored  by 
you,  having  served  as  a member  of  the  House  of  Delegates 
for  a period  of  forty  years. 

One  of  the  most  strenuous  times  was  during  the  First 
War,  1918,  when  the  Association  was  prohibited  to  meet. 
The  Executive  members  were  permitted  to  meet  but  the 
attendance  was  regulated  and  restricted  to  fifty  members. 
This  was  during  the  days  of  our  great  and  honored  leader, 
Holman  Taylor. 

You  have  honored  me  by  making  me  your  Councilor, 
Vice  President,  member  of  the  scientific  section,  several 
times,  and  on  numerous  committees.  However,  I feel  that 
one  of  the  greatest  honors  was  being  selected  the  General 
Practitioner  of  the  Year  in  1952,  and  it  was  through  the 
influence  of  this  great  organization  that  I received  the 
honor  of  being  the  General  Practitioner  of  the  American 
Medical  Association.  This  gave  me  the  honor  and  pleasure 
of  representing  the  American  doctors  who  are  the  most 
educated,  best  trained,  highest  paid,  and  have  more  in- 
fluence than  any  other  physicians  in  the  world.  The  last  ten 
years  I have  had  the  pleasure  of  serving  this  organization 
as  Official  Secretary,  and  during  this  time  we  have  had  the 
wonderful  work  of  the  Executive  Secretary,  Mr.  Forrester, 
and  the  greatest  secretary,  I think,  of  any  state  is  our 
present  secretary.  Honorable  C.  Lincoln  Williston. 

This  organization  has  been  a large  part  of  my  life,  it 
has  been  most  helpful  to  me  as  a doctor  and  as  a citizen. 
I have  looked  forward  each  year  to  our  annual  meeting 
where  I have  met  my  friends  and  had  the  pleasure  of  ex- 
changing friendly  relations  with  my  colleagues.  I shall  still 
remain  a member  of  this  organization  and  will  always  be 
interested  in  its  proceedings,  realizing  that  the  great  power 
is  trying  to  crush  the  liberty  and  freedom  of  the  doctors  of 
America.  My  hope  and  prayer  is  that  the  American  system 
of  medicine  will  survive  all  the  opposition. 

Respectfully, 

J.  M.  Travis,  M.D. 
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7.  REPORT  OF  EXECUTIVE  SECRETARY 

B Services  to  the  profession  and  to 

rotuu  a public,  as  well  as  the  imple- 

dLr  * mentation  of  policies  and  programs 

of  the  Texas  Medical  Association, 
represent  the  primary  funaions  of 
the  headquarters  staff.  This  report 
therefore  concerns  those  activities 
which  are  administered  by  the  Ex- 
Mr.  Williston  ecutive  Secretary. 

1.  Legislative  Activities 

The  headquarters  staff  has  endeavored  to  implement 
fully  a legislative  communications  program  approved  by 
the  House  of  Delegates  and  the  Board  of  Trustees  in 
April,  1961,  with  the  objective  of  contributing  to  the 
defeat  of  the  proposal  of  medical  aid  for  the  aged  through 
the  social  security  system.  In  carrying  out  a multiphased 
communications  program  directed  to  the  public,  the  staff 
has  sought  to  encourage  all  county  societies,  physicians, 
and  their  wives  "to  get  into  the  act.” 

a.  Newspaper  Advertising. — Presidents  of  county  medical 
societies  wete  asked  to  assume  responsibility  for  placing 
the  institutional  advertisement.  Medical  Aid  for  the  Aged, 
in  all  daily  and  influential  weekly  newspapers  within  their 
jurisdiction.  These  advertisements  were  matted  in  three 
sizes  by  the  AMA.  A proof  with  a covering  letter  was  sent 
to  presidents  of  county  societies,  and  a copy  of  the  letter 
to  secretaries.  A follow-up  letter  was  sent  to  all  of  those 
who  did  not  respond  to  the  first  letter.  The  response  was 
gratifying.  Requests  for  68  one-quarter  page  mats  were 
received  from  30  county  medical  societies.  In  most  in- 
stances, this  was  the  first  time  that  county  medical  societies 
had  purchased  newspaper  advertising  space  in  order  to  tell 
medicine’s  story  to  the  public. 

Two  new  advertisements.  Who  Says  the  Aged  Are  All 
Alike?  and  Which  of  These  Senior  Citizens  Needs  Help  to 
Pay  for  His  Medical  Care?,  were  distributed  to  all  county 
societies  early  in  March.  These  advertisements  should  be 
utilized  fully  as  the  vote  on  H.R.  4222  nears  the  "show- 
down”. 

b.  Annis  TV  Presentation. — One  of  the  most  satisfying 
accomplishments  was  the  production  and  distribution  of  a 
special  television  program.  A dynamic  message  by  Dr. 
Edward  R.  Annis  of  Miami,  Fla.,  was  placed  on  television 
video  tape  and  on  film,  and  was  offered  to  all  county 
medical  societies  which  had  TV  stations  in  their  com- 
munities. The  length  of  Dr.  Annis’  remarks  is  25  minutes. 
The  remaining  five  minutes  of  a 30  minute  program  are 
devoted  to  opening  and  closing  statements  which  are  made 
"live”  by  the  president  of  the  county  medical  society  or  a 
physician  he  designates.  Sample  opening  and  closing  state- 
ments are  available  through  the  Texas  Medical  Association. 
The  appeal  for  sponsorship  was  sent  to  the  delegates  of 
county  societies,  inasmuch  as  they  had  heard  Dr.  Annis 
during  the  1961  Annual  Session  in  Galveston.  Thirteen 
presentations  of  the  show  have  been  sponsored  by  county 
medical  societies.  In  addition.  Dr.  Annis  has  made  "live” 
TV  appearances  in  several  Texas  cities.  County  societies 
have  spent  between  $5,500  and  $6,500  to  purchase  time 
for  these  programs.  Several  other  county  medical  societies 
will  sponsor  this  program  in  1962  when  the  vote  on  H.R. 
4222  is  imminent. 


In  view  of  the  success  of  this  Texas  program,  the  AMA 
has  prepared  a similar  television  appeal  by  Dr.  Annis.  In 
addition,  the  AMA  has  developed  a film  presentation  by 
Dr.  Annis  and  has  made  the  message  available  for  use  on 
radio. 

c.  Editorial  Kits  for  Newspapers. — Editorial  kits  on 
health  care  of  the  aged,  prepared  by  the  AMA,  were  sent 
to  the  public  relations  chairman  of  each  county  medical 
society,  along  with  a return  post  card  order  form  for  addi- 
tional copies.  The  kit  contains  factual  information  and  edi- 
torials on  medicine’s  positive  program  for  assisting  those 
who  need  help  in  financing  the  cost  of  medical  care,  and 
should  prove  helpful  to  newspaper  editors  in  the  prepara- 
tion of  editorials  and  news  stories  on  this  vitally  important 
issue.  In  an  accompanying  letter,  public  relations  chairmen 
were  asked  to  deliver  the  editorial  kit  personally  to  the 
editors  of  daily  and  weekly  newspapers  in  their  counties. 
A follow-up  letter  was  sent  to  stimulate  additional  orders. 
Twenty-six  county  medical  societies  have  responded,  order- 
ing a total  of  102  kits.  It  is  hoped  that  many  societies 
which  did  not  order  additional  copies  utilized  the  single 
kit  sent  with  the  original  letter. 

d.  Speakers  Kits. — ^The  AMA  has  prepared  a fine  kit 
which  provides  model  speeches  and  essential  background 
information  for  those  who  are  called  upon  to  talk  on  the 
subject  of  medical  care  for  the  aged  and  how  to  finance 
it.  In  a special  mailing,  presidents,  secretaries,  and  execu- 
tive secretaries  of  county  societies  were  informed  of  the 
availability  of  these  kits. 

e.  Film  "Old  Man  Young”. — Sectetaries  of  county  medi- 
cal societies  have  been  informed  of  the  availability  of  the 
splendid  new  film,  "Old  Man  Young”,  produced  by  the 
AMA  in  cooperation  with  Merck,  Sharp  & Dohme,  for 
scheduling  before  civic,  professional,  and  women’s  organiza- 
tions in  the  community.  The  film,  which  is  in  color,  pre- 
sents a positive  view  of  the  later  years  of  life  by  showing 
that  they  can  be  useful  and  rewarding.  A print  has  been 
secured  for  the  Association’s  permanent  use.  Numerous 
requests  have  been  received. 

f.  Resolutions  Campaign. — Resolutions,  endorsements, 
and  policy  statements  in  support  of  implementation  of  the 
Kerr-Mills  program  in  Texas  and  against  the  King-Ander- 
son  proposal  have  been  sought  from  other  state  associations 
and  organizations  which  believe  in  the  philosophy  of  free 
enterprise. 

The  headquarters  staff  has  assumed  the  responsibility 
for  encouraging  state  organizations  to  adopt  resolutions. 
Its  efforts  have  been  directed  primarily  through  friends 
and  acquaintances  who  are  members  of  the  Texas  Society 
of  Association  Executives. 

County  societies  were  asked  to  coordinate  efforts  to  pro- 
cure resolutions  from  groups  and  organizations  whose 
sphere  of  operations  is  limited  to  the  community  or  the 
county.  Letters  and  resolutions  kits  were  sent  to  legislative 
chairmen  of  all  county  medical  societies. 

Resolutions  of  opposition  were  vital  in  defeating  the 
Murray-Wagner-Dingell  bill  a decade  ago.  Similar  expres- 
sions of  public  sentiment  against  the  socialistic  concepts 
of  the  King-Anderson  bill  should  be  effective  again  in 
1962. 

g.  Personal  Appeal  for  Letters. — The  President  directed 
a communication  to  the  Association’s  8,600  members,  ask- 
ing each  physician  to  write  to  his  Congressman  and  ex- 
press his  opposition  to  H.R.  4222,  with  copies  to  three 
members  of  the  House  Ways  and  Means  Committee:  Rep. 
Wilbur  Mills  (Ark.),  Chairman,  and  the  two  Texas  mem- 
bers, Rep.  Bruce  Alger  and  Rep.  Qark  Thompson.  The 
letter  was  accompanied  by  a Congressional  map  of  the 
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state  and  a roster  of  Representatives,  as  well  as  key  points 
for  physicians  to  keep  in  mind  while  they  are  writing. 
Similar  membership  letters  were  mailed  by  the  Woman’s 
Auxiliary,  Texas  Dental  Association,  Texas  Pharmaceutical 
Association,  Texas  Hospital  Association,  and  Chiropody 
Society  of  Texas. 

h.  Pamphlets  and  Reprints. — As  patt  of  the  legislative 
communications  program,  copies  of  seven  pamphlets  and 
reprints  were  distributed  this  spring  to  all  members  of 
the  Texas  Medical  Association.  These  publications,  such 
as  the  Reader’s  Digest  reprint,  "America — Beware  of  the 
Welfare  State,”  are  designed  for  distribution  through  wait- 
ing rooms  in  the  doaors’  offices,  hospitals,  and  civic  clubs. 
They  are  available  in  quantity,  without  charge,  from  the 
Headquarters  Office.  Physicians  were  urged  to  order  a 
supply  of  the  pamphlets  and  to  employ  them  to  advantage 
in  conveying  medicine’s  story  to  the  public. 

2.  Mission  to  Washington 

At  the  1961  Annual  Session,  the  House  of  Delegates 
and  Board  of  Trustees  authorized  a legislative  mission  to 
Washington  in  opposition  to  the  King-Anderson  bills.  Ef- 
fective testimony  was  presented  before  the  House  Ways  and 
Means  Committee  by  the  President,  Dr.  Harvey  Renger,  on 
Aug.  2,  1961.  His  testimony  subsequently  was  distributed 
to  all  members  of  the  House  of  Delegates. 

Dr.  Renger  was  accompanied  by  21  physicians,  the 
General  Counsel,  and  the  Executive  Secretary.  Representa- 
tives of  the  Texas  Dental  Association,  Texas  Hospital  As- 
sociation, Texas  Nursing  Home  Association,  and  Health 
Insurance  Council  of  Texas  also  participated. 

Physicians  and  others  conferred  individually  with  their 
own  Congressman  during  the  day.  Each  presented  essential- 
ly the  same  story  on  the  Association’s  position  on  the 
King-Anderson  bills,  the  effeas  of  this  proposed  legisla- 
tion on  the  Congressman’s  constiments,  and  the  Associa- 
tion’s positive  approach  on  medical  aid  for  the  aged.  Mem- 
bers of  the  delegation  in  groups  conferred  with  the  two 
Texas  Senators.  In  the  evening,  the  delegation  was  host 
to  Texas  Senators,  Congressmen,  and  their  wives  for  a 
reception  and  dinner. 

The  mission  was  most  productive  and  worthwhile.  Four 
Texas  Congressmen  who  support  the  Administration  in- 
formed our  visiting  physicians  that  the  Kerr-Mills  program 
should  be  given  an  opportunity  to  do  the  job.  They 
pledged  that  they  would  not  vote  for  other  federal  legis- 
lation unless  the  Kerr-Mills  approach  should  prove  inade- 
quate. Physicians  were  informed  that  if  it  had  not  been  for 
the  Kerr-Mills  bills,  the  social  security  proposal  for  health 
care  would  have  been  enacted  by  Congress. 

Participating  physicians  returned  home  much  better  in- 
formed on  the  Washington  scene,  and  fully  cognizant  of 
the  task  which  lies  ahead.  Many  of  them  subsequently  sent 
reports  to  all  physicians  in  their  Congressional  Distrias. 
They  reported  the  highlights  of  their  personal  conferences 
and  the  position  of  the  Congressman  on  the  legislation, 
and  urged  all  doaors  to  write  and  express  their  views. 

The  Washington  mission  also  prepared  the  way  for  sub- 
sequent contaas  with  the  Congressman  back  home.  As  a re- 
sult of  the  personal  visit,  participating  physicians  are  in  a 
unique  position  to  arrange  conferences  and  meetings  in  the 
Distria  between  other  constituents  and  the  Congressman. 

The  mission  to  the  Capitol,  though  costly,  represents 
one  of  the  Association’s  most  effeaive  legislative  programs. 
Participating  physicians  have  agreed  that  the  visit  should 
be  continued  annually,  regardless  of  whether  a critical  vote 
is  anticipated.  Timing  is  important;  the  trip  obviously 


should  be  scheduled  when  the  delegation  can  be  most 
effeaive.  Plans  already  have  been  formulated  for  another 
mission  this  year,  probably  in  the  spring  or  early  summer. 

3.  Communications 

a.  Speakers  Bureau  Activities. — In  his  1961  Annual  Re- 
port, the  Executive  Secretary  pointed  out  that  the  head- 
quarters staff  would  place  major  emphasis  upon  meeting 
with  county  medical  societies  throughout  1961-1962.  This 
emphasis  was  advisable  to  stimulate  physician  interest  and 
participation  in  vital  legislative  issues  pending  before  the 
United  States  Congress. 

Special  concentration  was  placed  upon  visits  to  small 
county  medical  societies  last  summer.  Though  many  soci- 
eties adjourn  for  the  summer  months,  letters  were  direaed 
to  25  county  organizations  which  do  meet.  Seventeen  so- 
cieties responded  affirmatively,  including  several  very  small 
societies  which  never  before  had  extended  an  invitation  to 
an  officer  or  staff  representative  of  the  state  Association. 

The  field  program  was  continued  with  vigor  last  fall 
and  winter.  As  a result,  an  unprecedented  record  high  of 
164  speaking  engagements  and  visitations  were  fulfilled, 
including  92  county  and  district  societies,  3 county  women’s 
auxiliaries,  and  69  civic  clubs.  This  compares  with  the 
previous  record  high  of  127  visitations  and  speaking  en- 
gagements in  i960. 

The  civic  presentation,  '"The  Best  Medical  Care  for  All 
Texans,”  has  been  delivered  before  more  than  200  groups 
since  the  program  was  initiated  in  1958. 

An  extremely  busy  year  throughout  1962  is  anticipated 
as  medicine  accepts  its  most  difficult  legislative  challenge 
of  all  time. 

b.  Press  Relations. — In  recounting  the  accomplishments 
of  1961,  it  is  evident  that  great  progress  has  been  made 
in  the  realm  of  the  Association’s  press  relations.  Press  rela- 
tions aaivity  consists  primarily  of  operation  of  the  press 
room  and  press  contaas  in  conneaion  with  the  Annual 
Session,  awarding  of  Anson  Jones  Awards  for  medical  re- 
porting, and  preparation  of  news  releases  and  services  to 
the  media  in  relation  to  the  Association’s  January  and 
September  Conferences  and  on  other  occasions  throughout 
the  year. 

The  preparation  of  news  releases  each  month,  based  on 
scientific  articles  appearing  in  the  Texas  State  Journal  of 
Medicine,  has  won  the  Association  many  new  friends.  'The 
service  seems  to  be  gaining  in  popularity  each  month.  In 
a recent  survey,  105  of  139  Texas  newspapers  indicated 
that  they  desired  to  continue  receiving  these  releases 
monthly.  Ninety-eight  replied  that  they  print  the  releases 
on  a fairly  regular  basis.  The  Associated  Press  and  United 
Press  International  wire  services  have  been  especially  help- 
ful to  the  Association  during  the  past  year. 

The  press  room  operation  during  the  Annual  Session 
continues  to  be  improved;  it  provides  a real  service  to 
medical  reporters  and  newspapers  throughout  the  state. 
The  Association  will  be  represented  in  the  press  room  daily 
at  the  1962  Annual  Session  by  a member  of  the  Council 
on  Annual  Session  and  a member  of  the  Council  on  Public 
Relations  and  Public  Service,  in  addition  to  headquarters 
staff  representatives. 

The  Anson  Jones  Award  has  gained  in  popularity 
since  the  program  has  been  broadened  by  the  Council 
on  Public  Relations  and  Public  Service  to  include  con- 
tributions to  magazines,  and  to  provide  a better  oppor- 
mnity  for  small  daily  and  weekly  newspapers.  An  improved 
judging  procedure  also  has  been  adopted. 
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Publicity  for  the  Association  and  its  philosophy  and  ac- 
tivities has  become  a more  important  staff  function  during 
the  past  year,  primarily  as  a result  of  the  increased  news 
coverage  which  has  been  sought  in  opposition  to  the  King- 
Anderson  bills.  The  headquarters  staff  consistently  has 
maintained  a policy  of  preparing  and  distributing  news 
releases  only  when  the  Association  has  a significant  story 
to  tell;  consequently,  the  newspapers  and  wire  services  give 
attention  to  almost  every  item  that  is  distributed.  The  good 
publicity  received  in  connection  with  Dr.  Harvey  Renger’s 
answers  to  charges  in  the  Gonzales  burn  case,  and  his 
testimony  before  the  House  Ways  and  Means  Committee, 
are  evidence  that  the  Texas  press  generally  is  favorable 
toward  medicine’s  position. 

The  headquarters  staff  will  strive  to  develop  further  a 
strong  productive  press  relations  program  which  will  con- 
tribute to  a favorable  image  of  Texas  medicine.  It  is  a 
significant  phase  of  the  Association’s  over-all  program  to 
convey  medicine’s  positive  philosophies  and  activities  to  the 
public, 

c.  Direct  Mail. — Direct  mail  still  represents  the  most 
expeditious  and  most  economical  medium  for  conveying 
information  to  the  Association’s  membership  of  more 
than  8,600.  During  the  past  year,  almost  a million  im- 
pressions were  printed  on  the  Association’s  own  equipment, 
and  more  than  400,000  pieces  of  mail  were  processed. 

Time  and  labor  saving  equipment  are  evident  in  the 
Association’s  print  shop.  The  purchase  of  a new  postage 
meter  machine  has  enhanced  efficiency  and  speeded  the 
processing  of  mail.  This  is  a significant  item  inasmuch  as 
242,311  pieces  of  mail  were  processed  through  the  Asso- 
ciation’s postage  meter  in  1961. 

The  inscription  of  a postage  imprint  permit  on  envelopes 
and  promotional  pieces  at  the  time  of  printing  has  elimi- 
nated entirely  the  processing  of  mail  through  the  postage 
meter  on  some  general  mailings,  resulting  in  a savings  of 
three  to  four  hours  of  labor.  During  the  past  year,  159,000 
pieces  of  mail  were  processed  using  the  postage  imprint 
permit. 

The  new  Elliott  addressing  machine,  authorized  in  I960 
by  the  Board  of  Trustees,  has  increased  the  speed  and 
versatility  of  placing  physicians’  names  on  envelopes  and 
mailing  pieces.  Mail  to  the  entire  Association  membership 
can  be  addressed  in  two  hours,  as  compared  with  four  and 
a half  hours  previously.  The  Association  addressed  732,801 
pieces  of  mail  last  year. 

Quality,  efficiency,  and  speed  of  printing  has  been  en- 
hanced by  the  availability  of  another  piece  of  equipment, 
the  new  1275  Multilith  press.  This  equipment  prints  two 
impressions  on  each  run,  thus  cutting  in  half  the  time 
required  for  multi-color  printing.  Almost  a million  (915,- 
7 65 ) impressions  were  recorded  on  the  Association’s  Multi- 
lith printing  equipment  in  1961. 

4.  Texas  State  Journal  of  Medicine 

a.  Significant  Innovations . — ^During  the  past  year,  the 
staff  of  the  Texas  State  Journal  of  Medicine  placed  empha- 
sis upon  the  procurement  of  good  scientific  articles  and 
materials  and  upon  accuracy  in  the  editing  of  contribu- 
tions. Papers  presented  at  the  Annual  Session  continue  to 
represent  the  largest  single  source  of  supply  of  scientific 
articles.  Requests  have  been  made  for  articles  on  new  re- 
search that  has  reached  the  clinical  stage  at  the  three  medi- 
cal schools  and  at  hospitals  and  institutions  throughout  the 
State.  The  faculty  of  Southwestern  Medical  School  has 
agreed  to  submit  a clinicopathologic  conference  each  month 
for  a year,  and  similar  requests  will  be  directed  to  other 


Texas  medical  schools  and  hospitals.  In  the  News  section, 
greater  emphasis  is  being  placed  upon  Texas  people  and 
events.  Format  has  continued  to  occupy  a good  portion 
of  the  attention  of  staff  members.  The  format  has  been 
streamlined  and,  to  some  extent,  standardized.  A new  cover 
was  designed  and  was  first  used  in  the  August  issue.  The 
staff  has  endeavored  to  maintain  a consistent  theme 
throughout  each  issue  by  employing  one  family  of  type  for 
headlines,  varying  from  it  only  to  provide  sufficient  con- 
trast for  reader  interest.  As  a result  of  this  innovation,  the 
Journal  appears  cleaner  and  more  professional  than  it  has 
in  the  past. 

The  Journal’s  appearance  has  been  further  enhanced  by 
judicious  selection  and  placement  of  color.  A revised  format 
has  been  adopted  for  the  President’s  Page  with  the  objec- 
tive of  making  the  message  more  personal  and  more  at- 
tractive. The  Table  of  Contents  is  spread  out  over  two  pages 
for  greater  readability.  A new  format  has  been  prepared 
for  the  Journal  masthead  and  the  lead  editorial  page. 
Attention  has  been  given  to  the  obituaries  for  the  purpose 
of  making  that  section  more  attractive  and  readable.  In 
addition,  the  yearly  Journal  Index,  published  in  the  De- 
cember issue,  has  been  simplified. 

b.  Three  New  Citations. — The  Texas  State  Journal  of 
Medicine  has  received  three  new  citations  during  the  past 
six  months,  increasing  to  eight  the  number  it  has  been 
awarded  since  1957. 

The  Journal  has  been  rated  among  the  "top  five”  of  the 
34  state  medical  journal  publications  which  are  members 
of  the  national  State  Medical  Journal  Advertising  Bureau. 
The  rating  was  given  for  excellence  of  format,  including 
cover.  Evaluation  was  made  by  the  firm  of  Forkert-Blome 
and  Associates,  a Chicago  firm  specializing  in  magazine 
layout.  The  Journal  received  a rating  of  88  out  of  a pos- 
sible 100  points.  The  median  of  all  journals  considered 
was  75. 

The  Journal  also  earned  two  awards  in  1961  competition 
sponsored  by  the  Mid-Continent  Conference  of  Industrial 
Editors.  The  Journal  was  awarded  first  place  in  the  category 
of  marketing  and  merchandising  (promoting  the  objeaives 
of  the  Associaton ) . It  also  received  a third-place  award  in 
the  general  excellence  category  for  trade  or  association  mag- 
azines with  a circulation  greater  than  3,000. 

In  the  same  competition,  the  Texas  Medical  Association’s 
news  bulletin,  TMA  Action,  was  the  first-place  winner  in 
the  category  of  general  excellence  for  a trade  or  association 
newspaper. 

c.  Advertising  Revenue  Down. — As  had  been  anticipated 
revenue  from  advertising  in  the  Texas  State  Journal  of 
Medicine  again  followed  a downward  trend  in  1961. 

Net  advertising  revenue  declined  from  |101,106  in  I960 
to  $78,858  in  1961  a decrease  of  22  per  cent.  The  1961 
net  revenue  also  represents  a decrease  of  32  per  cent  as  com- 
pared with  the  all-time  high  of  $114,278  in  1959. 

A summary  of  advertising  revenue  from  1956  through 
1961  is  as  follows: 


Year 

Gross 

Discounts 

Net 

1956 

$ 70,907.98 

$5,765.92 

$ 65,142.06 

1957 

83,423.41 

5,708.37 

77,715.04 

1958 

93,247.87 

6,980.15 

86,267.72 

1959 

122,925.55 

8,646.88 

114,278.67 

1960 

109,949.77 

8,843.64 

101,106.13 

1961 

87,922.81 

9,063.81 

78,858.76 

The  loss  in  advertising  revenue  is  a direa  result  of 
Congressional  hearings  into  the  pharmaceutical  industry. 
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and  of  legislation  introduced  by  Senator  Estes  Kefauver 
and  Rep.  John  Dingell. 

Although  national  accounts  registered  a great  decline, 
there  actually  was  an  increase  in  advertising  by  Texas 
firms.  The  latter  was  attributable  to  efforts  by  the  Ad- 
vertising Manager,  who  made  personal  visits  to  23  firms 
last  year. 

Records  reflea  that  950  pages  of  advertising  were  pub- 
lished in  the  12  issues  of  the  Journal  last  year.  For  the 
first  time  in  many  years,  editorial  pages  (1,040)  exceeded 
advertising,  representing  a 52-48  per  cent  ratio. 

The  staff  does  not  anticipate  much  improvement,  if  any, 
in  advertising  revenue  in  1962.  Hearings  by  the  Kefauver 
Committee  early  in  1962  into  such  aspects  as  manufac- 
turers’ advertising,  detailing,  and  influence  on  medical 
journals  in  placement  of  scientific  papers  will  continue  to 
affea  Journal  revenue.  Nevertheless,  on  the  favorable  side 
it  should  be  acknowledged  that  contraas  for  space  already 
have  been  received  from  six  national  accounts  which  did 
not  advertise  in  the  Journal  last  year.  In  addition,  revenue 
from  Texas  firms  should  achieve  an  all-time  high  in  1962. 

5.  Film  Bookings  Up  45  Per  Cent 

An  increase  of  45  per  cent  in  the  usage  of  films  was 
recorded  by  the  Memorial  Library  during  the  past  year. 
Physicians,  Auxiliary  members,  and  the  public  borrowed 
1,711  films  from  the  Texas  Medical  Association  in  1961. 
This  compares  with  the  previous  high  of  1,177  in  I960. 
Utilixation  of  films  has  doubled  in  the  past  five  years. 

The  significant  increase  in  utilization  of  films  was  the 
result,  primarily,  of  promotional  efforts.  Films  for  the  lay 
public  were  particularly  well  received.  The  Association 
presently  owns  approximately  125  lay  films,  and  the  staff 
is  servicing  the  maximum  number  which  is  possible  with 
the  present  supply.  There  was  comparatively  little  increase 
in  the  utilization  of  scientific  films  by  physicians  during 
the  past  year.  This  is  attributable  to  the  fact  that  few  new 
scientific  films  have  been  made  available;  the  Libraty 
presently  owns  125  professional  films. 

The  Executive  Secretary  is  pleased  to  report  that  Library 
reference  requests  exceeded  4,000  for  the  first  time;  acm- 
ally  the  figure  reached  4,291.  This  is  an  increase  of  9 
per  cent  over  the  number  of  reference  requests  handled 
in  I960.  The  Library  circulated  29,372  items  in  1961 — 
another  record  number.  The  total  included  17,755  reprints, 
8,841  journals,  1,477  books,  and  1,299  bound  journals. 

Gifts  of  medical  and  professional  journals  to  the  Libraty 
by  physicians  also  achieved  a new  high.  A total  of  24,428 
journals  were  received,  representing  an  increase  of  50  per 
cent  over  a year  ago,  and  200  per  cent  more  than  1959. 

6.  Increased  Interest  in  Placement  Service 

The  number  of  physicians  seeking  the  assistance  of  the 
Texas  Medical  Association  in  location  placement  doubled 
during  the  past  year.  Five  hundred  thirty-seven  doctors 
requested  the  assistance  of  the  Physicians  Placement  Service 
in  1961,  as  compared  with  284  the  previous  year. 

The  past  year  was  marked  by  a new  development  in 
the  operation  of  the  Service.  There  was  an  actual  decline 
in  personal  interviews,  but  a sharp  increase  in  the  use 
of  the  Service  via  mail.  Thirty-seven  physicians  visited 
the  Headquarters  Building  in  1961  to  obtain  information 
on  opportunities,  as  compared  with  114  in  I960. 

The  Association  also  assisted  52  Texas  communities 
seeking  physicians  during  1961. 


7.  TMA  Membership 

a.  1961  Roster  Exceeds  8,600. — ^Membership  has  con- 
tinued to  increase  at  about  the  same  rate  as  in  recent  years, 
and  attained  a total  of  8,630  at  the  end  of  1961.  This  is 
a net  gain  of  213  for  the  year.  Acmally,  498  new  members 
joined  county  and  state  societies,  but  there  were  252 
who  died,  moved,  or  dropped  out. 

The  Association’s  real  strength  rests  in  its  aaive  mem- 
bers. The  number  of  aaive  members  has  increased  by  794 
in  the  past  four  years,  an  average  of  200  annually. 

A significant  net  increase  of  39  interns  and  residents 
was  recorded  in  1961.  The  present  total  of  327  represents 
an  increase  of  28  per  cent  over  1959,  when  concern  was 
expressed  about  the  drop  in  intern  and  resident  member- 
ship. This  increase  is  due,  at  least  in  part,  to  an  increased 
awareness  of  the  problem  by  members  of  the  Board  of 
Councilors  and  county  medical  societies. 

The  number  of  honorary  members  dropped  to  215 — the 
lowest  in  recent  years.  This  presumably  is  caused  by  death 
claiming  older  members  faster  than  new  honorary  mem- 
bers are  elected  by  the  House  of  Delegates. 

As  an  important  by-produa  of  the  Association’s  increas- 
ing membership,  Texas  may  be  entitled  to  a ninth  seat  in 
the  AMA  House  of  Delegates  next  year,  or  most  certainly 
in  1964.  If  the  Association  adds  a net  of  231  regular  or 
dues-exempt  AMA  members  this  year,  it  will  qualify  for 
a ninth  seat.  More  realistically,  however,  an  additional 
year  may  be  required  to  achieve  the  required  8,001  dues- 
paying,  or  dues-exempt  AMA  members. 

b.  Survey  of  Texas  Physicians. — Slightly  more  than  90 
per  cent  of  Texas  physicians  who  are  active  in  the  prac- 
tice of  medicine  are  members  of  the  Texas  Medical  As- 
sociation. This  information  and  other  interesting  facts  were 
gleaned  from  a recent  survey  of  physicians  by  type  of  prac- 
tice. According  to  the  study,  there  are  10,001  doaors  of 
medicine  in  Texas.  Ninety-five  per  cent,  or  9,487  doctors, 
are  actively  engaged  in  some  aspect  of  medicine  and  sur- 
gery, and  only  5 per  cent,  or  514,  are  inaaive. 

A breakdown  of  the  number  of  active  physicians  reveals 
that  7,842  (82V^  per  cent)  are  engaged  in  private  prac- 
tice; 1,053  (11  per  cent)  are  in  training  as  interns  and 
residents;  251  (2V^  per  cent)  are  full-time  hospital  staff 
members;  170  (2  per  cent)  are  full-time  medical  school 
faculty;  and  the  remaining  171  (2  per  cent)  are  divided 
among  administrative  medicine,  research,  public  health, 
preventive  medicine,  and  other  types  of  work. 

Numerically,  the  7,842  physicians  in  private  praaice 
are  distributed  chiefly  among  the  following  10  fields  of 
medicine; 


Type  of  Practice 

No. 

% 

General  practice 

3,031 

38 

General  surgery 

914 

12 

Internal  medicine 

784 

10 

Obstetrics  and  gynecology 

536 

7 

Pediatrics 

438 

51/2 

Ophthalmology 

277 

31/2 

Radiology 

225 

3 

Orthopedic  surgery 

224 

3 

Anesthesiology 

216 

3 

Psychiatry 

208 

21/2 

The  remaining  989  physicians  in  private  practice  are  dis- 
tributed among  17  other  recognized  specialties. 

Presently,  346  women  physicians  are  members  of  the  As- 
sociation. They  represent  4 per  cent  of  the  Association’s 
membership. 
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8.  Association  Sponsored  Meetings 

a.  1961  Public  Relations  Conference. — Building  the  pub- 
lic’s image  of  the  American  physician  and  individual  re- 
sponsibility in  telling  the  profession’s  story  were  empha- 
sized at  the  Association’s  Seventh  Annual  Public  Relations 
ODnference  in  Austin  on  Sept.  30. 

Registration  totaled  626,  a new  record  attendance  for 
the  Public  Relations  Conference.  Contributing  to  the  ex- 
cellent attendance  were  five  prominent  guest  speakers,  panel 
discussions  on  "Priority  Public  Relations  Projeas  for  the 
Year”  and  "County  Society  Public  Relations  Panorama,” 
numerous  council  and  committee  meetings;  and  the  Texas- 
Texas  Tech  football  game. 

Heading  the  guest  speakers’  list  were  Dr.  Charles  E. 
Irvin,  General  Motors  Corporation;  Dr.  Durward  G.  Hall, 
Representative  in  Congress  from  Missouri;  Leo  E.  Brown, 
American  Medical  Association;  Dr.  Robert  W.  French, 
President,  Tax  Foundation,  Inc.;  and  H.  Lewis  Rietz,  Presi- 
dent, Health  Insurance  Association  of  America. 

b.  1962  Conference  for  County  Society  Officials. — In 
spite  of  rain  and  icy  highways,  the  1962  Conference  for 
County  Society  Officials  was  attended  by  549  persons,  rep- 
resenting a record  high  registration  for  a winer  meeting 
in  the  Headquarters  Building  in  Austin. 

The  program  featured  five  prominent  guest  speakers: 
Edward  V.  Rickenbacker,  Chairman  of  the  Board,  Eastern 
Air  Lines;  the  Rev.  Robert  P.  Varley,  Rector  of  Salisbury 
(Md.)  Parish;  William  R.  DeMougeot,  Ph.D.,  Direaor  of 
Debate,  North  Texas  State  University;  Dr.  Austin  Smith, 
President,  Pharmaceutical  Manufacturers  Association;  and 
Ben  H.  Mitchell,  Chairman,  Insurance  Committee,  Chamber 
of  Commerce  of  the  U.S. 

The  format  included  a symposium  on  county  medical 
society  administration,  a panel  discussion  on  the  same  sub- 
jea,  and  a session  on  medical -service  programs  and  1962 
legislative  issues.  The  attendance  was  swelled  by  91  mem- 
bers of  the  Woman’s  Auxiliary  who  benefited  from  the 
first  WHAM  (Women  Help  American  Medicine)  pro- 
gram presented  in  Texas. 

c.  Orientation  Program. — ^More  than  2,100  physicians, 
representing  approximately  25  per  cent  of  the  Association’s 
membership,  have  attended  an  orientation  program  since 
attendance  was  stipulated  as  a requirement  for  regular 
membership  by  the  House  of  Delegates  in  1956. 

During  the  past  year,  505  physicians  attended  the  three 
sessions  which  were  offered.  Registrations  included  207 
on  April  25,  1961,  in  Galveston,  in  connection  with  the 
94th  Annual  Session;  203  on  Sept.  30,  in  Austin;  and 
95  on  Jan.  20,  1962,  in  Austin. 

Three  more  programs  will  be  presented  in  Austin  dur- 
ing the  coming  year:  Monday,  May  14,  1962,  during  the 
95th  Annual  Session;  Saturday,  Sept.  22;  and  Saturday, 
Jan.  12,  1963. 

It  was  necessary  to  inform  respective  county  medical 
societies  that  six  physicians  had  failed  to  attend  a program 
and  thus  had  failed  to  fulfill  the  orientation  requirement 
within  the  prescribed  two-year  period.  Three  physicians 
subsequently  were  dropped  from  membership  by  the  coun- 
ty societies.  The  other  three  physicians  were  granted  ex- 
tensions of  their  provisional  periods. 

The  orientation  program  has  been  an  important  faaor 
in  developing  a more  effective  state  Association  and  a 
better  informed  membership.  It  also  has  been  a contribut- 
ing factor  in  the  increasing  utilization  of  Association 
services. 

d.  Medical  Student  Day  Programs. — For  the  ninth  con- 
secutive year,  the  Association  is  presenting  Medical  Stu- 
dent Day  programs  for  the  graduating  seniors  at  the  three 


medical  schools  in  the  state.  The  programs  will  be  staged 
in  the  spring,  with  local  county  medical  societies  as  co- 
sponsors. The  objective  of  the  programs  is  to  present 
worthwhile  information  to  students  which  will  offer  an 
introduction  into  medical  praaice. 

9.  Headquarters  Building 

a.  Cost  of  Operation  and  Maintenance. — Even  though 
the  mortgage  was  cleared  two  years  ago  and  the  Headquar- 
ters Building  is  completely  debt  free,  it  should  be  acknowl- 
edged that  it  does  cost  money  to  maintain  our  own  fa- 
cilities. At  present,  it  is  costing  the  Association  approxi- 
mately $46,000  a year  to  maintain  the  building  and  the 
grounds.  This  includes  an  item  of  $17,000  which  is  al- 
lowed for  depreciation  and  obsolescence.  The  building  is 
costing  the  Association  17  Vi  cents  per  square  foot  month- 
ly for  operation  and  maintenance.  (Rental  rates  in  Austin 
currently  range  from  27  to  32  cents  per  square  foot.) 

Not  allowing  for  depreciation  and  obsolescence,  the 
Association  is  spending  approximately  $29,000  for  opera- 
tion and  maintenance.  Taxes  claim  $13,000,  and  utilities 
amount  to  more  than  $7,400.  Other  substantial  items  are 
janitorial  services,  $2,760;  maintenance  and  repairs  of 
building,  $1,900;  operating  supplies,  $1,300;  air-condition- 
ing contract,  $1,200;  insurance,  $800;  and  maintenance  of 
grounds,  $400. 

Thus,  it  is  necessary  to  expend  about  7 per  cent  of  the 
Association’s  operating  budget  for  the  Headquarters  Build- 
ing. 

b.  Advantages  of  Ownership. — ’Though  the  costs  of 
maintaining  a Headquarters  Building  are  substantial,  experi- 
ences during  the  past  nine  years  have  confirmed  that  there 
are  many  advantages  to  an  Association  in  owning  its  own 
facility.  Although  most  members  of  the  House  of  Dele- 
gates have  visited  the  Headquarters  Building  and  do  not 
have  to  be  "sold”  on  these  advantages,  they  are  reported 
here  as  a matter  of  record: 

1.  Most  significantly,  ownership  has  contributed  im- 
measurably to  the  development  of  a strong,  effeaive  state 
Association.  Members  of  the  Association  are  extremely 
proud  of  the  building  which  they  own  (the  final  payment 
on  the  mortgage  was  made  in  October,  1959).  Physicians 
who  visit  the  building  for  the  first  time  always , are  im- 
pressed. As  the  delegates  are  aware,  two  general  confer- 
ences, orientation  programs,  special  conferences,  and  many 
committee  meetings  are  held  each  year  at  the  central  office. 
The  Headquarters  is  an  important  faaor  in  kindling  mem- 
bership interest  in  Association  activities  and  services;  this 
probably  could  not  have  been  achieved  by  holding  these 
same  conferences  and  meetings  in  hotels  throughout  the 
state. 

2.  Spacious  facilities  enable  the  Association  to  offer 
some  services  to  members  which  otherwise  might  not  be 
possible.  To  be  specific,  the  building  provides  adequate 
space  for  the  library,  which  offers  the  largest  package  type 
service  of  its  kind  in  the  country.  In  addition,  the  Associ- 
ation prints  almost  all  of  its  own  brochures,  pamphlets, 
and  mass  mailings.  The  printing  and  mailing  shop  saves 
the  Association  many  dollars,  as  compared  with  commercial 
charges. 

3.  The  Headquarters  Building  has  assisted  in  attraaing 
and  retaining  a loyal,  an  intelligent,  and  a dedicated  staff 
of  employees.  There  are  many  factors,  other  than  salaries, 
which  are  important  to  the  thoughtful  applicant  who  is 
seeking  employment.  Prospeaive  employees  always  are 
impressed  with  the  Headquarters,  and  the  pleasant  atmos- 
phere which  it  offers.  It  also  is  significant  that  there  are 
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18  private  offices  in  the  building.  This  privacy  contributes 
to  efficient  work  performance  and  high  productivity. 

4.  The  Headquarters  Building  is  a strong  prestige  asset, 
and  it  offers  the  Association  an  opportunity  for  leadership 
and  community  service.  Many  professional  colleagues  in 
the  health  field  attend  conferences  and  meetings  in  the 
building.  As  a community  service,  the  Association  extends 
its  facilities  an  average  of  three  times  each  week  to  scien- 
tific, health,  education,  and  civic  groups.  This  hospitality 
has  earned  many  friends. 

5.  The  Headquarters  Building  provides  the  Association 
with  economic  stability  and  a permanent  operating  base. 
It  offers  a hedge  against  inflation  and  against  increased 
costs  of  building  rentals  over  the  years. 

In  substance,  although  operational  and  maintenance  costs 
are  substantial,  these  are  offset  by  many  great  advantages. 
The  Headquarters  Building  has  been  a vital  factor  in  de- 
veloping an  effective,  cohesive  state  Association. 

c.  Progressive  Maintenance  Program. — The  exterior  of 
the  Headquarters  Building  was  refurbished  early  in  1962, 
as  part  of  the  progressive  maintenance  program  approved 
by  the  Board  of  Trustees  several  years  ago.  The  steps  and 
the  entire  front  of  the  building  were  sand  blasted,  and 
all  joints  were  repacked  to  match  the  existing  color.  Water 
stains  on  the  stone  were  cleaned,  and  fungus  on  the  wall 
were  killed.  Stone  caps  and  other  areas  were  painted  with 
a nonshrinking  mortar. 

Several  other  projects  were  undertaken.  The  leather  walls 
in  the  Library  Reading  Room  were  stripped,  cleaned,  and 
replaced.  The  leather  had  been  shrinking  and  peeling  from 
the  walls.  The  woodwork  on  the  ceiling  was  repainted,  and 
the  drapes  in  the  same  room  were  cleaned. 

Walls  and  woodwork  in  several  offices  on  the  first  and 
second  floors  and  in  the  Library  were  repainted.  A new 
speaker’s  platform  was  built  for  the  Sam  Thompson  Room. 

A sink  and  cabinets  were  installed  in  the  basement  for 
use  primarily  in  serving  luncheons  to  the  large  number 
of  guests  who  attend  the  January  and  September  Confer- 
ences and  other  meetings  throughout  the  year. 

A reinforced  concrete  wall  was  constructed  on  the  rear 
boundary  line.  This  was  necessary  to  replace  the  original 
cinder  block  retaining  wall  which  had  collapsed  after  hav- 
ing been  undermined  throughout  the  years  by  rains  and 
drainage. 

The  cost  of  these  major  programs  amounted  to  $3,500. 
Nevertheless,  this  progressive  maintenance  program  has 
kept  the  Headquarters  Building  in  good  condition,  and 
has  added  appreciably  to  its  attrartiveness. 

10.  Annual  Sessions 

a.  Study  of  Attendance. — A major  concern  of  most  state 
medical  societies,  as  well  as  other  professional  and  trade 
associations  throughout  the  country,  has  been  the  steady 
decrease  in  attendance  by  members  at  annual  conventions. 
It  is  heartening  to  note  that  the  Texas  Medical  Association 
has  resisted  and  even  reversed  the  downward  trend  most 
associations  have  encountered  during  the  past  decade.  An 
analysis  by  the  headquarters  staff  has  refleaed  a significant 
percentage  growth  in  membership  attendance  at  Annual 
Sessions  during  the  period  1951-1961.  The  percentage 
growth  is  perhaps  even  more  significant  than  the  numerical 
increase  in  registration. 

The  low-point  in  attendance,  1,209,  was  recorded  in 
San  Antonio  in  1954.  Membership  attendance  has  increased 
almost  every  year,  and  presently  is  averaging  50  per  cent 
higher  than  in  1954.  The  all-time  high  in  membership 
attendance  (1,920)  was  recorded  in  Houston  in  1958. 


Total  attendance  that  same  year,  including  Auxiliary  mem- 
bers, exhibitors,  and  guests,  also  represents  a record  high — 
3,426. 

A more  accurate  picture  of  progress  is  refleaed  in  a 
comparison  of  percentages  of  membership  attendance  in 
each  city  against  previous  meetings  in  that  same  locale. 
This  tabulation  portrays  a modest,  yet  steady  increase.  In- 
creases have  been  recorded  in  four  of  the  five  cities  where 
Annual  Sessions  have  been  staged.  Only  in  Fort  Worth  has 
there  been  a decrease.  This  may  be  explained,  perhaps,  in 
that  1955  was  an  exceptional  year.  The  President,  Dr. 
F.  J.  L.  Blasingame,  was  responsible  for  introducing  a new 
Annual  Session  format  that  year,  with  a host  of  prominent 
guest  speakers  and  many  related  and  specialty  societies  meet- 
ing with  the  Association  for  the  first  time. 

The  percentage  of  members  attending  the  Annual  Ses- 
sion has  ranged  from  a low  of  18  per  cent  in  San  Antonio 
in  1954  to  a high  of  24.7  per  cent  in  Houston  in  1958. 
Since  the  present  format  was  instituted  in  1955,  the  per- 
centage of  membership  attendance  has  averaged  21.6. 

The  quality  of  the  scientific  program  obviously  is  re- 
sponsible for  the  growth  of  membership  attendance.  As- 
sociation officers  and  the  Council  on  Annual  Session  have 
made  a significant  contribution  to  this  progress  by  their 
critical  evaluation  of  each  meeting  and  by  judicious  experi- 
mentation designed  to  create  an  ever-widening  circle  of 
interest  and  to  offer  greater  scientific  opportunity  to  physi- 
cians. This  critical  analysis  and  the  Council’s  dedication  to 
presenting  even  more  outstanding  scientific  programs  ap- 
pears to  offer  a successful  formula  for  continuing  the 
growth  of  attendance  in  the  decade  ahead. 

b.  7962  Annual  Session. — Several  aspects  of  the  1962 
Annual  Session  are  worthy  of  mention. 

1.  Changes  in  1961  Format. — ^Three  format  changes 
will  be  made  in  the  program  of  the  1962  Annual  Session 
with  the  hope  of  increasing  attendance  at  Tuesday  after- 
noon sessions  presented  by  the  Association’s  ten  scientific 
sections.  Maintaining  a high  level  of  attendance  at  the 
closing  scientific  session  is  a problem  at  nearly  all  conven- 
tions. 

Recognizing  that  good  scientific  programing  represents 
the  most  important  factor  in  building  attendance,  officers 
of  the  Association’s  ten  sections  are  presenting  their  best 
known  speakers  and  most  popular  subjeas  at  the  Tuesday 
afternoon  sessions.  Combined  seaion  meetings  and  the 
Eidophor  closed-circuit  television  program  should  help  at- 
tendance that  afternoon. 

The  Council  on  Annual  Session  also  is  initiating  these 
format  changes: 

The  final  session  of  the  House  of  Delegates  has  been 
moved  up  to  10  a.m.,  Tuesday,  May  15.  In  the  past,  the 
House  of  Delegates  has  met  the  final  afternoon,  thus 
denying  some  200  physicians  the  opportunity  to  attend 
section  meetings. 

Sports  activities  will  be  held  on  Monday  morning.  In 
the  past,  sports  activities  generally  have  been  held  on 
Tuesday. 

The  orientation  program  will  be  shifted  from  Tuesday 
morning  to  Monday  morning.  It  is  hoped  that  physicians 
attending  this  program  will  remain  for  scientific  pro- 
grams on  Monday  afternoon  and  on  Tuesday  morning 
and  afternoon. 

All  scientific  programs  on  Sunday,  Monday,  and  Tues- 
day will  be  presented  at  Austin’s  Municipal  Auditorium. 
Scientific  and  technical  exhibits  also  will  be  on  display 
there.  The  President’s  Party  is  scheduled  at  the  Auditorium 
on  Tuesday  evening.  In  addition  to  TMA  aaivities,  scien- 
tific programs  will  be  sponsored  by  22  specialty  and  related 
medical  organizations. 
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The  Driskill  and  Stephen  F.  Austin  Hotels  have  been 
designated  jointly  as  headquarters  hotels  for  the  Associa- 
tion. Sessions  of  the  House  of  Delegates  will  be  held  at 
the  Stephen  F.  Austin.  The  Woman’s  Auxiliary  will  meet 
at  the  Commodore  Perry  Hotel. 

2.  Closed-circuit  Television. — With  the  objective  of  stim- 
ulating attendance  at  the  95th  Annual  Session,  closed-cir- 
cuit television  will  be  used  for  two  scientific  sessions  at 
the  meeting  in  Austin  on  May  13-15. 

The  Council  on  Annual  Session  has  accepted  the  invi- 
tation of  Ciba  Pharmaceutical  Products,  Inc.,  to  use  its 
closed-circuit  television  system,  Eidophor.  This  will  be  the 
first  time  in  many  years  that  television  has  been  utilized 
in  connection  with  an  Annual  Session.  The  service  offered 
by  Ciba  consists  of  all  facilities  and  technical  personnel 
necessary  for  the  creation  and  production  of  a closed-circuit 
television  presentation.  It  will  involve  a cost  of  approxi- 
mately $25,000  to  Ciba;  no  expenditures  will  be  incurred 
by  the  Association. 

The  Council  on  Annual  Session  has  designated  two  one- 
hour  presentations  for  television:  (1)  "Hip  Joint  Prob- 
lems from  Birth  to  Old  Age”  by  Dr.  J.  Vernon  Luck  of 
Los  Angeles,  at  a General  Meeting  session  at  11  a.m., 
Monday,  May  14;  and  "Induaion  Techniques  of  Hypnosis 
and  Various  Types  of  Patients  and  Problems”  by  Dr. 
Milton  H.  Erickson  of  Phoenix,  at  the  seaion  meeting  on  ^ 
General  Praaice  at  4 p.m.,  Tuesday,  May  15. 

3.  Income  from  Technical  Exhibits. — The  sale  of  com- 
mercial exhibit  space  for  the  95th  Annual  Session  in 
Austin  should  produce  a gross  revenue  of  $20,000  for  the 
Texas  Medical  Association.  All  exhibits — both  technical  and 
scientific — will  be  placed  on  the  main  floor  of  the  Munici- 
pal Auditorium.  The  exhibits  will  open  at  12  noon, 
Sunday,  May  13,  and  will  continue  through  4:30  p.m., 
Tuesday,  May  15.  Most  exhibits  were  priced  at  $175, 
though  15  premium  spaces  carried  a $200  tag. 

Approximately  $3,650  will  be  incurred  in  expenses  at 
the  Municipal  Auditorium.  This  includes  a $1,780  rental 
fee  for  three  days,  $1,587  for  decorating  expenses  in  con- 
nection with  technical  exhibits,  and  $275  for  security. 
Thus,  net  revenue  should  exceed  $17,000. 

c.  1965  Annual  Session. — The  House  of  Delegates  and 
the  Association’s  Executive  Board  previously  awarded  the 
1963  Annual  Session  to  Dallas.  In  recent  months,  the 
headquarters  staff  has  had  an  opportunity  to  reinspea  con- 
vention facilities  in  Dallas  with  the  objective  of  selecting 
headquarters  hotels.  The  Inspection  Committee  recommends 
that  the  1963  Annual  Session  be  staged  in  the  Adolphus, 
Baker,  and  Statler-Hilton  Hotels,  as  the  Association  has 
done  in  the  past.  The  Committee  recommends  that  the 
Adolphus  and  the  Baker  be  designated  jointly  as  head- 
quarters hotels  for  the  Association,  and  the  Statler-Hilton 
for  the  Woman’s  Auxiliary.  The  Council  on  Annual  Ses- 
sion and  the  Board  of  Trustees  have  concurred  with  the 
recommendations  of  the  Inspection  Committee. 

d.  1964  Annual  Session. — ^The  Harris  County  Medical 
Society  has  tendered  an  invitation  to  the  Texas  Medical 
Association  to  hold  the  1964  Annual  Session  in  Houston. 
The  Inspection  Committee  has  conduaed  a preliminary 
investigation  of  Houston,  and  is  of  the  opinion  that  the 
Association’s  requirements  for  housing,  meeting  rooms,  and 
exhibit  facilities  can  be  satisfied.  Since  the  1958  meeting 
in  Houston,  the  Ramada  Hotel  has  been  construaed  near 
the  Shamrock  Hilton,  and  two  new  hotels  are  planned 
downtown.  In  addition,  several  new  motels  have  been 
opened. 

The  Board  of  Trustees  and  the  Council  on  Annual  Ses- 


sion have  concurred  with  the  recommendation  that  the 
invitation  of  the  Harris  County  Medical  Society  be  accepted, 
and  that  the  dates,  April  18-21,  1964,  be  designated.  It 
is  further  recommended  that  the  seleaion  of  the  Headquar- 
ters Hotels  for  the  Association  and  the  Woman’s  Auxiliary 
be  deferred  until  the  new  hotels  have  been  completed  and 
can  be  inspected.  These  recommendations  were  approved 
by  the  Association’s  Executive  Board  at  its  meeting  on  Oa. 
1,  1961,  in  Austin. 


SUPPLEMENTARY  REPORT 
OF  EXECUTIVE  SECRETARY 

1.  Honorary  and  inactive  Membership 

As  part  of  this  Supplementary  Report,  we  are  submitting 
a list  of  nominees  for  honorary  and  inactive  membership. 
County  medical  societies  have  nominated  28  physicians  for 
honorary  membership.  Twenty  others  have  been  nominated 
for  inactive  membership. 

2.  Opposition  to  King-Anderson  Bills 

May  I take  just  a few  moments  to  emphasize  once  again 
that  the  hour  has  arrived  for  an  all-out  effort  to  defeat 
the  King-Anderson  bills.  The  tempo  of  our  campaign 
should  be  stepped  up  immediately  and  must  continue  at  an 
accelerated  pace  for  the  next  six  weeks. 

The  proponents  of  social  security  medicine  are  exerting 
all  of  the  pressure  at  their  command  to  force  the  King- 
Anderson  bills  out  of  the  House  Ways  and  Means  Com- 
mittee. This  is  certain  to>be  the  roughest,  the  toughest,  the 
most  bruising  campaign  in  which  we  have  ever  been 
engaged. 

There  is  no  question  that  the  White  House  is  calling  the 
shots.  Next  Sunday,  President  Kennedy  will  address  a 
Madison  Square  Garden  rally  sponsored  by  the  National 
Council  for  Senior  Citizens.  The  President’s  address  to 
some  20,000  partisan  elder  citizens  will  be  carried  via 
closed-circuit  television  to  some  40  cities  where  similar 
rallies  will  be  held.  The  three  national  television  and 
radio  networks  have  announced  plans  for  carrying  live  or 
delayed  broadcasts. 

Advocates  of  H.R.  4222  hope  to  present  the  President 
with  one  million  signamres  during  the  New  York  rally. 
Aime  Forand  supposedly  will  give  the  President  50,000 
personalized  letters  citing  financial  hardship  cases  in  medical 
care.  This  New  York  spectacular  is  expected  to  be  followed 
by  a gigantic  push  to  generate  support  of  the  program  from 
the  people  throughout  the  country. 

Obviously,  for  us,  this  is  the  time  for  aaion.  The  Ad- 
ministration’s selling  barrage  must  be  countered  effectively 
at  all  levels.  The  ARIA  will  send  a film  clip  on  comments 
by  Dr.  Leonard  Larson  to  400  television  and  1,500  radio 
stations  for  use  on  newscasts.  The  AMA  also  is  purchasing 
30  minutes  of  national  network  television  time  on  Monday 
evening.  May  21. 

May  we  call  on  each  of  you,  as  Delegates,  to  encourage 
your  county  medical  society  to  purchase  time  next  Sunday 
or  Monday  on  radio  or  television  stations  within  its  juris- 
diaion.  Our  state  association  is  in  position  to  provide 
many  types  of  programs.  Dr.  Edward  Annis  has  prepared 
both  15  and  30-minute  TV  and  radio  tapes  on  the  dangers 
of  the  King-Anderson  bills.  Scripts  for  radio  interviews 
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between  a local  physician  and  an  announcer  are  available. 
The  AMA.  also  has  formulated  a series  of  spot  announce- 
ments for  local  use. 

May  we  remind  you  that  our  state  headquarters  has  the 
tools  and  techniques  to  do  the  job — and  do  it  well.  I 
particularly  would  like  to  call  your  attention  to  many 
pamphlets  which  are  available  such  as  the  Reader’s  Digest 
reprint.  In  recent  weeks,  our  Headquarters  has  distributed 
more  than  650,000  reprints  and  pamphlets  to  a total  of 
915  physicians.  We  have  several  fine  newspaper  ads,  a 
seleaion  of  news  stories  and  editorials  for  the  press,  a 
speaker’s  kit  for  those  who  are  called  upon  to  give  a talk, 
and  several  good  films  for  civic  and  community  organiza- 
tions. It  is  imperative  that  we  stimulate  our  letter  writing 
efforts  to  Congressman  Wilbur  Mills,  to  Representative 
Clark  Thompson,  to  Bruce  Alger,  and  to  all  members  of  the 
House  Ways  and  Means  Committee. 

Just  yesterday,  plans  were  completed  for  our  Association 
to  send  a delegation  of  physicians  to  Washington.  Twenty- 
mo physicians  — one  from  each  Congressional  District  — 
will  participate  in  this  legislative  mission  on  June  13.  The 
objective  of  this  mission  will  be  to  remind  Texas  Con- 
gressmen of  our  positive  programs  of  medical  care  for  the 
needy  aged,  and  to  recite  once  again  our  sound  reasons  for 
opposing  social  security  medicine. 

In  approaching  this  "showdown”  with  the  Administra- 
tion, it  is  obvious  that  the  pressures  will  be  great  and  that 
we  are  in  for  a most  difficult  fight.  However,  I personally 
believe  that  there  is  reason  for  optimism  and  that  this  is 
a fight  that  we  can  win.  The  most  recent  and  considered 
judgment  from  Washington  indicates  that  the  House  Ways 
and  Means  Committee  still  is  opposed  to  the  King-Ander- 
son  bill.  The  present  vote  alignment  is  believed  to  be  14 
to  11  in  our  favor.  We  continue  to  feel  that  the  King- 
Anderson  bill  will  not  pass  this  year,  at  least,  not  in  the 
present  form.  Better  still,  if  you  and  I will  work  even  more 
aggressively  and  effectively  in  the  weeks  ahead,  I do  not 
believe  that  it  will  pass  in  any  form. 

C.  Lincoln  Williston, 
Executive  Secretary. 

Reference  Committee  to  which  referred:  Initial  report. — 
Reports  of  Officers  and  Committees,  except  for  sections  1-3 
(Legislation  and  Public  Relations)  and  section  10  (Sci- 
entific Work) . 

Supplementary  Report. — ^Section  1 to  Board  of  Coun- 
cilors as  a Reference  Committee;  Section  2 to  Legislation 
and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston:  7.  Executive  Secretary,  except 
sertions  1-3,  and  10. — The  Reference  Committee  approves 
those  portions  of  the  Report  of  the  Executive  Secretary 
which  were  referred  to  the  Committee  and  wishes  to  make 
the  following  statements  concerning  it: 

1.  Under  section  4,  we  would  like  to  make  note  of  the 
tragic  loss  of  Miss  Ruth  Trahan,  Editor  of  the  Texas  State 
Journal  of  Medicine.  Under  her  leadership,  many  excellent 
changes  had  been  wrought.  Her  presence  will  be  decidedly 
missed. 

2.  Under  section  7,  attention  is  directed  to  the  break- 
down of  the  different  practitioners,  and  it  is  hoped  that 
there  will  be  a stimulation  to  those  interested  in  the  gen- 
eral practice  of  medicine. 

3.  Under  section  8,  the  Conference  on  County  Medical 
Society  Officials  and  the  Orientation  Program  are  regarded 
as  being  highly  successful,  but  it  is  felt  that  particular  em- 
phasis should  be  paid  to  training  prospective  officials.  The 


speakers  obtained  have  been  very  satisfactory  and  informa- 
tive. 

I move  the  adoption  of  this  j>ortion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.) 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  7.  Report  of  the  Execu- 
tive Secretary,  section  1-3  only;  Supplementary  Report  of 
Executive  Secretary,  seaion  2 only. — The  Committee  ap- 
proves the  items  referred  to  it  in  the  Report  of  the  Execu- 
tive Secretary,  and  the  Supplementary  Report  of  the  Execu- 
tive Secretary,  with  the  strong  commendation  of  the  Execu- 
tive Secretary  and  his  central  office  staff  for  the  part  they 
have  played.  Special  commendation  is  due  for  the  handling 
of  the  various  legislative  approaches,  such  as  Dr.  Annis’ 
TV  presentation,  the  editorial  kits,  the  speakers’  kits,  the 
resolutions’  campaign,  the  personal  appeal  for  letters,  and 
the  use  of  pamphlets  and  reprints. 

However,  it  is  the  recommendation  of  the  Committee  that 
all  societies  and  their  members  make  greater  use  of  all  the 
facilities  made  available  through  the  central  office  and  it  is 
further  recommended  that  each  delegate  in  attendance  here 
tonight,  representing  a society  not  now  active  in  the  last 
days  of  this  crucial  fight,  request  a called  meeting  of  his 
society  as  soon  as  possible  upon  his  return  home  (and  not 
later  than  two  weeks  thereafter)  to  expedite  the  fullest 
activity  at  the  local  level. 

The  Committee  read  with  interest  the  report  of  the 
previous  mission  to  Washington,  Aug.  2,  1961,  and  empha- 
sizes to  the  House  the  coming  legislative  mission  of  June  13. 
The  Committee  recommends  that  the  value  of  these  legisla- 
tive missions  be  enhanced  at  home  by  the  presentation  of 
full  reports  to  the  home  societies  by  those  men  participating 
in  the  missions. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.) 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  7.  Report  of  Execu- 
tive Secretary,  section  10  only. — The  excellent  coverage  of 
the  Annual  Session  report  of  the  Executive  Secretary  has 
been  closely  studied.  The  present  meeting  apparently  will  be 
one  of  the  very  best,  and  we  look  forward  to  the  coming 
meeting  in  1963  in  Dallas.  We  note  the  invitation  to  meet 
in  Houston  in  1964. 

1 move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.) 

REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton:  7.  Supplementary 
Report  of  Executive  Secretary,  seaion  1 only. — The  Execu- 
tive Secretary  is  complimented  upon  his  report  in  the 
handbook  and  his  Supplementary  Report. 

That  portion  of  the  Supplementary  Report  which  was 
referred  to  the  Board  of  Councilors  as  a Reference  Com- 
mittee was  studied  in  its  entirety. 

Section  1 has  to  do  with  the  nomination  to  Honorary 
Membership  of  the  following  members: 

HONORARY  MEMBERS 

District  3: 

Potter-Randall  Counties  Medical  Society — 

Dr.  Robert  Austin  Duncan,  Amarillo 
Dr.  Jesse  Brown  White,  Amarillo 
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District  4: 

Brown-Mills-Comanche-San  Saba  Counties  Medical 
Society — 

Dr.  Harry  L.  Locker,  Brownwood* 

Dr.  Oscar  N.  Mayo,  Brownwood 
Runnels  County  Medical  Society — 

Dr.  John  J.  Shiller,  Rowena 
District  5: 

Comal  County  Medical  Society — 

Dr.  Bertha  Frueholz,  New  Braunfels 
Dr.  Frederick  Frueholz,  New  Braunfels 
District  6: 

Brooks-Duval-Jim  Wells  Counties  Medical  Society — 

Dr.  George  G.  Wyche,  Alice 
District  9: 

Harris  County  Medical  Society — 

Dr.  John  Henry  Wootters,  Houston 
Polk-San  Jacinto  Counties  Medical  Society- 
Dr.  James  Haden  Dameron,  Livingston 
District  10; 

Jefferson  County  Medical  Society — 

Dr.  Louis  C.  Heare,  Port  Arthur 
Liberty-Chambers  Counties  Medical  Society — 

Dr.  George  H.  Fahring,  Anahuac 
District  11; 

Cherokee  County  Medical  Society 
Dr.  Thomas  H.  Cobble,  Rusk 
Wood  County  Medical  Society 
Dr.  Thomas  H.  Peterson,  Mineola 
Dr.  Theodore  B.  Reed,  Mineola 
Dr.  Virgil  E.  Robbins,  Quitman 
District  12; 

Falls  County  Medical  Society — 

Dr.  John  E.  Green,  Marlin 
Milam  County  Medical  Sbciety — 

Dr.  Thomas  S.  Barkley,  Rockdale 
District  15; 

Tarrant  County  Medical  Society — 

Dr.  Bert  C.  Ball,  Fort  Worth 
Dr.  Frank  S.  Schoonover,  Jr.,  Fort  Worth 
District  14; 

Dallas  County  Medical  Society — 

Dr.  James  T.  Downs,  Dallas 
Dr.  Tate  Miller,  Dallas 
Dr.  Arthur  J.  Schwenkenberg,  Dallas 
Dr.  Robert  R.  Shaw,  Medico-Kabul,  Afghanistan 
District  15; 

Gregg  County  Medical  Society — 

Dr.  Bluford  A.  Swinney,  Jr.,  Longview 
I move  or  nominate  the  adoption  of  this  portion  of 
the  report. 

[The  report  of  the  reference  committee  was  adopted.] 
INACTIVE  MEMBERS 


District  7; 

Travis  County  Medical  Society — 

Dr.  John  Augustus  Crockett,  Austin 
Dr.  Alberto  Gonzalo  Garcia,  Austin 
Dr.  Burch  Thompson,  Austin 
District  9; 

Harris  County  Medical  Society — 

Dr.  Leora  Andrew,  Pasadena 

Dr.  Jacob  L.  Bressler,  Miami  Beach,  Fla. 

Dr.  Thomas  W.  Freundlich,  Houston 
Dr.  Thomas  Fred  Harris,  Houston 
Dr.  Earl  W.  Thoma,  Houston 

Walker-Madison-Triniry  Counties  Medical  Society — 
Dr.  Stacy  L.  Autrey,  Trinity 
District  10; 

Jefferson  County  Medical  Society — 

Dr.  W.  J.  Graber,  Beaumont 
Dr.  Sam  B.  Lyons,  Beaumont 
Dr.  Qarence  M.  White,  Beaumont 
District  11; 

Anderson-Leon  Counties  Medical  Society — 

Dr.  John  T.  Humphries,  Palestine 

Cherokee  County  Medical  Society — 

Dr.  Columbus  L.  Newburn,  Jacksonville 
District  12; 

Brazos-Robertson  Counties  Medical  Society — 

Dr.  Lonnie  O.  Wilkerson,  Bryan 

Hill  County  Medical  Society — 

Dr.  Thomas  M.  Morris,  Mt.  Calm 
District  14; 

Dallas  County  Medical  Society 
Dr.  J.  Edward  Hunsinger,  Dallas 
Dr.  Harriet  N.  Rogers,  Hixson,  Tenn. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


8.  REPORT  OF  TREASURER 


A complete  report  on  the  finan- 
cial positions  of  the  Texas  Medical 
Association  and  the  Texas  Memorial 
Medical  Library  Association  as  of 
Dec.  31,  1961,  and  the  operations 
of  these  organizations  for  the  year 
ended  Dec.  31,  1961,  will  be  sub- 
mitted to  the  Board  of  Trustees  by 
our  independent  auditors. 

The  following  is  a condensed  Statement  of  Cash  Re- 
ceipts and  Disbursements  for  the  year  ended  Dec.  31,  1961; 


Dr.  Thomason 


The  following  physicians  have  been  nominated  for 
Inaaive  Membership  and  are  listed  as  follows: 

District  1; 

El  Paso  County  Medical  Society — 

Dr.  Thomas  J.  B.  Shanley,  El  Paso 
District  5; 

Bexar  County  Medical  Society — 

Dr.  Charles  T.  Brown,  San  Antonio 
Dr.  Margaret  R.  Castle,  San  Antonio 
Dr.  Arthur  Saul  Sandler,  San  Antonio 
Dr.  Claudia  R.  Stool,  San  Antonio 


•Died  Feb.  23,  1959.  / 


Texas  Texas  Memorial 
Medical  Medical  Library 
Association  Association 

Cash  balances,  Jan.  1,  1961 $ 53,446.94  $ 595.55 

Cash  receipts  644,602.36  2,290.70 


$ 698.049.30  $ 2,886.25 

Cash  disbursements  668,281.66  — 0— 


Cash  balances,  Dec.  31,  1961 $ 29,767.64  t 2,886.25 

Cash  on  hand  and  on  deposit  as  of  Dec.  31,  1961,  is 
accounted  for  as  follows: 
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Austin  National  Bank — 

regular  account  

American  National  Bank — 

regular  account  

Petty  cash  and  travel  funds 


Texas  Texas  Memorial 
Medical  Medical  Library 
Association  Association 

$ 29.767.58  $ 2,886.25 

(999.94)  -0- 

1,000.00  -0- 


Total  $ 29.767.64  $ 2,886.25 

Respeafully  submitted, 

T.  H.  Thomason,  Treasurer. 


The  information  contained  in  the  above  report  is  correct. 

SCHIEFFER  AND  LYDA 
(Certified  Public  Accountants. 

Reference  Committee  to  which  referred;  Reports  of  Offi- 
cers and  Committees. 


Like  those  of  other  businesses,  the  operating  costs  of 
the  Association  have  continued  to  climb.  To  be  spe- 
cific, the  costs  of  publishing  the  Texas  State  Journal  of 
Medicine  have  increased  from  $45,000  in  1955  to  $70,000 
at  present.  In  view  of  these  considerations,  several  measures 
of  economy  already  have  been  initiated. 

The  Trustees  wish  to  report  that  the  Association’s  major 
expenditures  continue  to  be  in  support  of  scientific  activi- 
ties. The  three  top  items  in  the  budget  are  publication  of 
the  Journal,  maintenance  and  operation  of  the  Library,  and 
sponsorship  of  the  Annual  Session. 

The  Board  of  Trustees  has  endeavored  to  develop  ade- 
quate reserve  funds.  Authorities  in  Association  management 
recommend  the  maintenance  of  reserve  funds  which  amount 
to  two  times  the  annual  operating  budget.  The  Trustees 
will  continue  to  strive  for  this  objective. 


2.  Dues  of  State  Associations 


REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston:  8.  Report  of  the  Treasurer. — 
The  report  of  the  Treasurer  is  regarded  as  being  satisfac- 
tory. I move  the  adoption  of  this  portion  of  the  report. 
[The  report  of  the  reference  committee  was  adopted.] 


9.  REPORT  OF  BOARD  OF  TRUSTEES 


R.  W.  Kimbro,  Chairman, 
J.  B.  Copeland, 

Charles  P.  Hardwicke, 
Elliott  Mendenhall, 
Troy  A.  Shafer, 

C.  E.  'Willingham, 

Byron  P.  York. 


1.  Operating  Funds 

The  Board  of  Trustees  is  pleased  to  report  that  the 
fiscal  affairs  of  the  Texas  Medical  Association  continue  in 
good  condition.  The  Trustees  have  devoted  their  primary 
attention  to  the  Association’s  financial  condition  and  to 
related  activities  at  their  meetings  during  the  past  year. 

It  is  comforting  to  note  that  the  margin  of  revenue 
over  expenditures  in  1961  was  satisfactory.  The  present 
Board  never  has  incurred  a deficit  in  any  year,  and  the 
Association’s  budget  for  1962  has  been  approved  with  this 
same  principle  in  mind.  Nevertheless,  the  margin  of  reve- 
nue over  expenditures  is  certain  to  be  smaller  than  a year 
ago,  and  it  will  be  necessary  for  the  Trustees  to  continue 
to  be  prudent  in  their  appropriations.  This  is  particularly 
important  in  view  of  the  continued  downward  trend  in 
revenue  from  Journal  advertising.  Net  advertising  revenue 
has  declined  from  $114,000  in  1959,  to  $101,000  in  I960, 
and  to  $79,000  in  1961 — a drop  of  more  than  30  per  cent 
in  a two-year  period.  This  loss  in  advertising  revenue  is 
primarily  due  to  the  Congressional  hearings  on  drugs,  and 
the  resulting  smaller  expenditures  by  pharmaceutical  com- 
panies. 


The  House  of  Delegates  undoubtedly  is  interested  in 
keeping  abreast  of  dues  charged  by  all  state  medical  soci- 
eties. The  most  recent  tabulation  shows  that  the  Texas 
Medical  Association  now  is  in  the  low  25  per  cent  of  50 
reporting  states  and  territories.  Only  12  states  have  lower 
dues  than  the  $45  charged  annually  by  the  Texas  Associa- 
tion. 

Dues  range  from  a low  of  $25  in  Virginia  to  a high 
of  $100  in  Nevada,  North  Dakota,  and  South  Dakota.  The 
arithmetic  mean  of  all  states  is  $56.92;  the  median  is  $50. 

States  with  8,000  to  12,000  members  charge  an  average 
of  $53.75,  as  compared  with  Texas’  $45.  Eleven  states  in- 
creased their  dues  in  1962.  Three  more  have  increases 
pending. 


3.  Refunds  to  Physicians  Entering  Residencies 

Requests  for  refunds  of  regular  dues  for  physicians  en- 
tering residency  training  are  received  from  time  to  time. 
There  is  no  provision  in  the  Association  By-Laws  at  present 
for  refunds  to  regular  members  who  enter  training. 

The  By-Laws  do  provide  for  refunds  for  members  who 
enter  military  service.  Chap.  X,  Sec.  lOf,  provides  that  dues 
shall  be  refunded  in  full  to  physicians  who  enter  into 
military  service  during  the  first  six  months  of  the  year. 
One-half  dues  are  returned  to  physicians  who  enter  mili- 
tary service  during  the  second  half  of  the  year. 

Following  a study  of  this  question,  the  Board  of  Trustees 
has  agreed  that  a similar  policy  should  be  applied  to 
physicians  who  are  elerted  to  resident  membership,  and 
to  those  who  are  granted  a leave  of  absence  by  their 
county  medical  societies  to  pursue  additional  training. 
Adoption  of  this  policy  is  fair  and  equitable.  At  present, 
the  Association  collects  a full  year’s  dues  from  physicians 
who  leave  residency  training  prior  to  July  1,  and  who  are 
elected  to  regular  (provisional)  membership.  The  Associ- 
ation collects  one-half  year’s  dues  from  physicians  who 
complete  residency  training  and  who  are  elerted  to  regular 
(provisional)  membership  on  July  1 or  thereafter.  There- 
fore, equality  has  been  achieved  by  formulating  a policy 
which  gives  consideration  to  the  physician  who  leaves 
practice  and  elects  to  return  to  training. 

The  Trustees  have  authorized  the  headquarters  staff  to 
refund  dues  to  regular  members  who  enter  into  residency 
training  during  the  first  six  months  of  the  year.  One-half 
dues  will  be  returned  to  active  members  who  enter  into 
residency  training  during  the  second  half  of  the  year.  In 
making  the  refund,  deductions  will  be  made  for  resident 
membership  ($3  for  a full  year;  $1.50  for  one-half  year). 
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Refunds  to  resident  members  and  those  granted  a leave 
of  absence  will  be  contingent  upon  formal  request  by  the 
physician  or  the  county  society  at  the  time  of  the  change 
in  membership. 

4.  Texas  State  Journal  of  Medicine 

a.  Journal  Advisory  Committee. — As  a matter  of  official 
record,  the  Board  of  Trustees  has  adopted  a formal  state- 
ment of  duties  for  the  Advisory  Committee  to  the  Texas 
State  Journal  of  Medicine.  The  Committee  is  comprised  of 
six  Austin  physicians  in  various  fields  of  practice.  These 
physicians  serve  anonymously,  and  meet  regularly  each 
month  with  the  Journal  staff.  The  Committee  reports  to 
the  Board  of  Trustees. 

The  Committee  acts  as  a physician  editor,  and  is  respon- 
sible generally  for  the  selection  of  scientific  articles  and 
other  reading  matter,  including  editorials  which  are  scien- 
tific in  content.  It  is  the  prerogative  of  the  Committee  to 
accept  or  reject  all  original  articles  for  publication,  or  to 
offer  suggestions  for  revision,  after  personally  evaluating 
each  paper  and  after  reviewing  the  recommendations  of- 
feted  by  Texas  physicians  who  serve  as  Journal  consultants. 
The  Committee  also  acts  in  an  advisory  capacity  regarding 
news  stories  when  members  of  the  Journal  staff  believe 
consultation  is  needed.  It  has  the  authority  to  accept  or 
reject  editorials  on  scientific  subjects,  including  letters  to 
the  editor  when  they  are  scientific  in  content.  Editorials 
on  scientific  subjects  also  may  be  submitted  to  the  chair- 
man or  members  of  scientific  sections  or  committees  of  the 
Association,  or  to  officers  of  related  specialty  societies,  in 
the  respective  fields  of  medical  practice.  It  is  within  the 
scope  of  the  Committee  to  solicit  materials,  such  as  review 
articles  and  clinicopathologic  conferences,  through  an  offi- 
cer of  the  Association  or  through  the  Journal  staff. 

Editorials  which  are  reflections  of  official  Association 
policy  will  be  cleared  with  the  President,  or  other  officers 
of  the  Association,  or  chairmen  of  boards,  councils,  or 
committees,  as  well  as  the  General  Counsel  and  the  Execu- 
tive Secretary.  Editorials  on  socioeconomic  issues  generally 
will  be  referred  to  the  chairmen  or  members  of  Association 
councils  or  committees  who  have  been  delegated  responsi- 
bility in  their  respective  areas. 

b.  Policy  on  Reprints. — During  the  past  year,  the  staff 
of  the  Texas  State  Journal  of  Medicine  participated  in  a 
survey  of  policy  on  journal  reprints  by  state  medical  so- 
ciety publications.  After  reviewing  the  survey,  the  Board 
of  Trustees  sees  little  reason  to  recommend  any  alteration 
in  the  present  policy  of  the  Journal  regarding  reprints. 
The  policy  is  published  here  as  a matter  of  official  record; 

1.  No  restrictions  should  be  placed  on  the  number  of 
reprints  that  can  be  ordered  by  the  author.  The  reprints 
will  be  made  available  to  the  author  at  cost.  In  instances 
involving  the  work  of  Association  councils  and  committees, 
a limited  number  of  reprints  can  be  made  available  at 
the  Association’s  expense.  These  requests  will  be  considered 
on  individual  merit,  and  the  number  of  reprints  routinely 
allowable  will  be  100.  In  certain  other  cases,  based  upon 
individual  considerations,  articles  can  be  reprinted  at  the 
Association’s  expense  for  individuals  or  for  other  cooperat- 
ing organizations.  The  same  number  of  reprints — 100 — 
can  be  made  available  without  charge. 

2.  When  requests  for  an  extremely  large  number  of 
reprints  are  received — 10,000  or  so — from  individual  physi- 
cians or  pharmaceutical  companies,  it  will  be  the  responsi- 
bility of  the  Journal  staff  to  inquire  about  the  proposed 
distribution.  In  case  of  doubt  regatding  the  desirability  of 
the  pjroposed  distribution,  the  author  will  be  consulted  to 
assure  that  he  has  no  objections,  and  the  request  will  be 


referred  to  an  appropriate  body  of  the  Association,  such 
as  the  Board  of  Trustees,  the  Journal  Advisory  Committee, 
or  officers  of  the  Association’s  scientific  sections. 

3.  Other  than  the  restriction  cited  in  No.  2,  no  restric- 
tions will  be  placed  upon  usage  of  reprints,  unless  the 
authot  specifically  requests  them. 

5.  Special  Appropriations 

a.  Legislative  Mission  to  Washington. — The  Board  of 
Trustees  has  approved  the  appropriation  of  funds  to  send 
a delegation  of  physicians  to  Washington  this  year  to 
inform  Texas  Senators  and  Congressmen  of  the  Associa- 
tion’s opposition  to  the  King-Anderson  bills.  The  delega- 
tion will  be  comprised  of  a physician  from  each  Congres- 
sional District  in  the  State.  The  mission  probably  will  be 
staged  in  May  or  June.  These  visits  have  proved  most 
productive  in  the  past,  and  will  justify  the  reimbursement 
of  physicians  for  their  expenditures. 

b.  Medico-legal  Publication. — The  fourth  printing  of 
the  popular  and  useful  publication  'Tacts  to  Protea  You 
and  Your  Patient”  was  authorized  by  the  Boatd  of  Trustees 
and  charged  to  the  Association’s  Contingency  Fund.  An 
expenditure  of  $657  was  made  for  the  printing  of  15,000 
copies. 

The  booklet  provides  helpful  hints  to  physicians  in 
avoiding  malpractice  suits  or  claims  and  suggests  use  of 
legal  forms  for  medical  and  surgical  procedures.  Prepared 
by  the  General  Counsel,  the  publication  is  distributed  to 
all  members  of  the  Association,  to  new  members  attending 
the  orientation  program,  and  to  graduating  seniors  partici- 
pating in  the  Medical  Student  Day  progtams  at  the  state’s 
three  schools. 

c.  School  Health  Conference  Summary. — An  expenditure 
of  $659  was  authorized  for  the  publication  of  1,500  copies 
of  the  summary  of  the  Fourth  State  Conference  on  Physi- 
cians and  Schools  which  was  held  in  Houston  last  year.  The 
48-page  summary  was  distributed  by  the  Committee  on 
School  Health  to  Conference  registrants  and  to  the  super- 
intendents of  Texas  schools. 

6.  Endorsement  of  New  Blue  Shield  Plan 

In  action  taken  last  summer,  the  Board  of  Trustees  en- 
dorsed a new  Blue  Shield  plan  for  the  State  of  Texas. 
The  previously  existing  Blue  Shield  plan.  Group  Medical 
and  Surgical  Service,  was  chartered  as  a state-wide  mutual 
assessment  insurance  company.  The  Executive  Direaor, 
Mr.  Walter  R.  McBee,  pointed  out  that  mutual  assessment 
companies  have  been  handicapped  in  their  operations  by 
growing  restraints  and  increasing  regulations. 

With  the  objective  of  achieving  greater  flexibility,  the 
plan’s  board  of  directors  agreed  to  establish  a limited  cap- 
ital stock  insurance  company.  This  new  firm,  the  Group 
Life  and  Health  Insurance  Company,  already  is  functioning, 
and  is  writing  group  medical  and  surgical  insurance,  as 
well  as  some  group  life  insurance.  This  company  eventually 
will  replace  the  present  Blue  Shield  corporation.  The  new 
stock  company  will  have  the  same  management,  officers, 
board  of  directors,  and  interests  as  the  preceding  Blue 
Shield  corporation.  It  will  be  operated  without  profit  to 
anyone.  It  was  on  this  basis  that  the  Board  of  Trustees 
voted  its  endorsement. 

This  action  was  consistent  with  previous  policy  expres- 
sions by  the  House  of  Delegates.  At  the  1961  Annual 
Session,  the  House  adopted  a resolution  commending  Blue 
Cross-Blue  Shield  of  Texas  and  its  Executive  Direaor.  The 
House  of  Delegates  first  endorsed  a Blue  Shield  plan  in 
this  state  in  1949.  In  granting  the  endorsement,  the  House 
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of  Delegates  pointed  out  that  the  action  did  not  imply 
exclusion  of  approval  of  other  voluntary  prepayment  plans 
which  may  meet  standards  established  by  the  Texas  Medi- 
cal Association. 

This  action  by  the  Board  of  Trustees  was  approved  by 
Association’s  Executive  Board  at  its  meeting  in  Austin  on 
Oct.  1,  1961. 

7.  Study  on  Staff  Salaries 

A comprehensive  study  of  Association  expenditures  for 
salaries  for  the  headquarters  staff  was  undertaken  this  past 
year,  and  the  report  was  reviewed  by  the  Board  of  Trustees 
at  the  January  meeting.  Studies  were  made  of  the  Associa- 
tion’s budget,  and  information  was  requested  from  the  eight 
largest  state  medical  societies  in  the  United  States  with  pro- 
grams and  activities  similar  to  those  of  Texas  Medical  As- 
sociation. 

From  these  many  studies  and  comparative  reports,  several 
significant  highlights  might  be  cited: 

a.  The  Association  is  expending  $145,000  for  salaries, 
representing  30  per  cent  of  total  revenue.  The  Association 
spent  29  per  cent  of  its  revenue  for  staff  salaries  in  1954. 

b.  The  Association  presently  has  27  full-time  staff  mem- 
bers, as  compared  with  22  in  1954.  One  of  the  significant 
increases  resulted  from  aaion  by  the  Board  of  Trustees  in 
1955  in  terminating  services  of  a public  relations  counsel- 
ing firm,  which  previously  had  been  allocated  $20,000 
annually,  and  the  subsequent  establishment  of  public  rela- 
tions as  a staff  funaion.  Three  individuals  now  serve  in 
the  areas  of  public  relations.  Journal  advertising,  and  an- 
nual session  exhibits.  After  the  death  of  Miss  Harriet  Cun- 
ningham in  I960,  she  was  replaced  by  a new  Managing 
Editor  as  well  as  by  a Coordinator  of  the  Annual  Session. 
During  the  past  eight  years,  the  staff  complement  of  the 
Administrative  Offices  has  increased  from  five  to  six;  of 
the  Library  from  four  to  five;  and  of  the  Business  Office 
from  three  to  four.  The  number  of  staff  members  in  three 
other  areas  has  remained  the  same;  Journal  5;  Printing 
and  Building  Maintenance  3;  and  "Woman’s  Auxiliary  1. 
One  departmental  function  in  1954 — the  Physician’s  Place- 
ment Service — has  been  absorbed  by  the  Administrative 
Office. 

c.  TMA  expenditures  of  total  revenue  for  salaries  (29.4 
per  cent)  are  well  within  the  range  that  is  being  spent  by 
other  professional  organizations.  A survey  by  the  national 
accounting  firm,  Ernst  and  Ernst,  for  the  American  Society 
of  Association  Executives  in  1957,  showed  that  salaries 
represented  an  average  of  35.4  per  cent  of  total  revenue 
for  44  professional  associations  reporting.  It  is  believed  that 
percentages  of  expenditures  for  salaries  have  increased 
since  that  survey. 

d.  Texas  compares  favorably  with  eight  other  large  state 
medical  societies  (New  York,  California,  Pennsylvania,  Illi- 
nois, Ohio,  Michigan,  Massachusetts,  and  Wisconsin)  in 
the  expenditure  of  percentage  of  total  revenue  for  staff 
salaries.  Only  California  (23.7  per  cent)  and  Michigan 
(27.3  per  cent)  are  expending  smaller  percentages  than 
Texas;  New  York  tops  the  nine  with  47.6  per  cent.  Texas 
is  the  lowest  of  the  nine  in  a comparison  of  the  average 
salary  of  all  employees.  The  Texas  average  is  $5,111  per 
employee  per  year  as  compared  with  an  average  of  $6,583 
for  the  other  eight  state  societies,  and  is  topped  by  that  of 
Illinois,  $9,628.  In  number  of  employees,  however,  Texas 
ranks  fourth  with  27  among  nine  associations  with  em- 
ployees numbering  from  76  in  New  York  to  13  in  Massa- 
chusetts. 

In  the  final  analysis,  of  course,  it  is  the  services  which 


the  staff  are  called  upon  to  render,  and  the  quality  of 
performance,  which  are  most  significant.  The  House  of 
Delegates  and  the  Board  of  Trustees  are  fully  aware  of  the 
Association’s  expanding  services  and  programs  for  its  mem- 
bers and  for  the  public  in  recent  years.  To  cite  just  a few 
examples,  library  reference  requests  by  physicians  have 
tripled  since  1954;  the  Texas  State  Journal  of  Medicine  has 
developed  into  one  of  the  most  outstanding  periodicals  pub- 
lished by  any  state  society;  attendance  at  the  annual  session 
has  increased  50  per  cent;  a field  service  and  speaker’s 
bureau  has  been  established  with  a record  of  164  visits  and 
speaking  engagements  last  year;  and  major  conferences  on 
public  relations,  legislation,  and  orientation  have  been  in- 
itiated. These  meetings  regularly  attract  audiences  ranging 
from  450  to  600. 

The  House  of  Delegates  and  the  Board  of  Trustees  have 
an  opportunity  to  evaluate  once  again  the  services  which 
the  Association  is  rendering,  and  to  determine  the  size  and 
caliber  of  the  staff  which  is  necessary  to  carry  out  these 
aaivities. 

8.  Clerical  Salaries 

With  the  objective  of  retaining  a pleasant,  efficient,  and 
highly  motivated  headquarters  staff,  it  has  been  the  em- 
ployee relations  policy  of  the  Board  of  Trustees  to  keep 
fully  informed  on  salary  schedules  for  clerical  personnel  in 
Austin.  Salaries  paid  to  secretaries,  clerk-typists,  porters,  and 
others  have  been  reviewed  annually  at  the  time  the  city- 
wide survey  is  published  by  the  Austin  Personnel  Associa- 
tion. It  has  been  the  policy  of  the  Trustees  to  maintain 
salaries  of  clerical  personnel  at  a point  between  the  top 
third  and  fourth  quartiles  of  the  survey  ranges. 

Salaries  for  clerical  personnel  were  reviewed  again  at 
the  January,  1962,  meetings  of  the  Board  of  Trustees,  and 
appropriate  adjustments  were  made,  as  indicated  by  the 
latest  survey. 

9.  Dr.  S.  E.  Thompson  Loan  Fund 

Fifty-eight  loans  totaling  $21,420  were  awarded  to 
students  at  the  University  of  Texas  Medical  Branch  by 
Trustees  of  the  Dr.  S.  E.  Thompson  Fund  in  1961.  A total 
of  139  loans  to  students  in  the  amount  of  $62,420  have 
been  made  since  the  program  was  started.  One  loan  has 
been  repaid,  leaving  138  outstanding. 

At  4 per  cent,  loans  outstanding  should  provide  an  an- 
nual interest  of  almost  $2,500  in  1962.  This  will  be  ade- 
quate to  make  seven  additional  loans  to  students  of  $350 
each. 

It  is  encouraging  to  note  that  almost  all  loans  are  in 
current  condition.  Only  two  payments  due  in  December 
were  outstanding  at  the  close  of  the  year. 

The  Trustees  are  pleased  to  report  that  the  Dr.  S.  E. 
Thompson  Loan  Fund  will  be  extended  to  students  at 
Southwestern  Medical  School  during  the  coming  year. 
This  was  made  possible  by  a construction  to  the  will  of 
the  late  Dr.  Thompson  which  was  approved  by  legal  pro- 
cedure and  which  carried  the  full  endorsement  of  his 
widow. 

In  policy  actions  taken  during  the  past  year,  the  Trus- 
tees agreed  to  limit  loans  to  students  in  the  second,  third, 
and  fourth  years  of  study.  The  Trustees  also  reduced  the 
amounts  of  loans  to  be  granted  to  a student  at  any  one 
time  from  $500  to  $350.  This  action  was  taken  at  the 
suggestion  of  Dr.  K.  M.  Earle,  who  pointed  out  that  $350 
should  be  adequate  in  most  cases  to  meet  the  immediate 
needs  of  a student.  When  unusual  circumstances  warrant, 
a loan  of  $500  still  may  be  awarded.  The  Trustees  have 
stated  that  four  months  must  elapse  between  loans.  In 
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keeping  with  the  wishes  of  Dr.  Thompson,  a student  still 
may  borrow  up  to  $1,000  in  any  one  school  year,  and  up 
to  $3,000  during  his  enrollment  in  medical  school. 

10.  Thompson  Fund  Value;  $928,000 

The  total  value  of  investments  in  the  Dr.  S.  E.  Thomp- 
son Fund  reached  $928,000  at  the  end  of  1961. 

At  the  time  the  estate  of  Dr.  Thompson  was  received 
by  the  Trustees  in  January,  1958,  stocks  and  securities 
were  valued  at  $509,000.  The  Trustees  embarked  upon  a 
program  of  investments  in  individual  securities  at  that 
time.  With  the  assistance  of  rising  stock  prices,  the  value 
had  climbed  to  $740,714  in  early  1959. 

The  monies  were  placed  with  Investors  Diversified  Serv- 
ices in  February  and  March,  1959,  and  have  remained 
there  since  that  time.  As  a result  of  further  gains  in  the 
market  and  the  reinvestment  of  some  dividends,  the  value 
of  the  Fund  has  reached  $928,000. 

Even  though  58  loans  totaling  $21,420  were  made  last 
year  to  students  at  the  University  of  Texas  Medical  Branch, 
it  was  possible  for  the  Trustees  to  reinvest  an  additional 
$14,297.  The  yield  on  monies  in  Investors  Diversified 
Services  averaged  4.27  per  cent  last  year. 

11.  First  Cunningham  Fellowship 

Miss  Gladys  Barrileaux,  a former  assistant  city  editor  of 
the  Beaumont  Journal  and  a graduate  of  the  University  of 
Texas,  was  seleaed  as  the  first  recipient  of  the  Harriet 
Cunningham  Memorial  Graduate  Fellowship  in  Medical 
W riting. 

Miss  Barrileaux  was  awarded  a $500  fellowship  by  the 
Board  of  Trustees.  She  has  been  enrolled  in  the  University 
of  Texas  during  the  past  year.  She  also  has  been  serving 
an  internship  on  the  Texas  State  Journal  of  Medicine,  and 
has  had  duties  in  other  departments  of  the  Association. 

The  fellowship  will  be  awarded  annually  by  the  Trustees 
to  a deserving  student  who  desires  to  pursue  graduate  work 
in  journalism  at  the  University  of  Texas,  with  emphasis 
upon  medical  writing.  The  objective  of  the  program  is  to 
produce  competent  medical  writers  for  lay  media  and  for 
scientific  publications.  It  is  the  first  fellowship  in  medical 
writing  to  be  established  by  a medical  society  in  coopera- 
tion with  a leading  university. 


The  Trustees  have  invested  more  than  $5,800  which 
has  been  contributed  to  the  fund  by  220  of  Miss  Cunning- 
ham’s relatives,  friends,  and  associates.  The  investments 
presently  are  producing  an  income  of  approximately  $300 
a year. 

ADDENDUM  TO  REPORT  OF  BOARD  OF  TRUSTEES 

Report  of  Auditor  to  Texas  Medical  Association 

Feb.  26,  1962 
Austin,  Texas 

The  Board  of  Trustees 
Texas  Medical  Association 
Austin,  Texas 

Gentlemen : 

We  have  examined  the  Statement  of  Financial  Position 
of  the  Texas  Medical  Association  as  of  Dec.  31,  1961,  and 
the  Statement  of  Revenues  and  Expenditures  for  the  year 
then  ended.  Our  examination  was  made  in  accordance  with 
generally  accepted  auditing  standards,  and  accordingly  in- 
cluded such  tests  of  the  accounting  records  and  such  other 
auditing  procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

In  our  opinion,  the  accompanying  Statement  of  Financial 
Position  and  Statement  of  Revenues  and  Expendimres  fairly 
present  the  financial  position  of  the  Texas  Medical  Associ- 
ation as  of  Dec.  31,  1961,  and  the  results  of  operations 
for  the  year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  ydar. 

Respectfully  submitted, 
SCHIEFFER  AND  LYDA 
Certified  Public  Accountants. 

[Ed.  Note.:  Only  the  statement  of  Financial  Position 
and  Statement  of  Revenue  and  Expendimres  for  the  Jour- 
nal are  reproduced  here.  The  other  statements  and  schedules 
are  available  in  the  Association  headquarters  office  upon 
request  by  members.} 


Texas  Medical  Association 
Statement  of  Financial  Position 
AS  OF  Dec.  31,  1961 

Fixed  Assets 


Assets 

Total 

General 

Fund 

Journal 

Fund 

Building 

Fund 

Contingency 

Fund 

and  Fixed 
Liabilities 

Cash  on  hand  and  on  deposit 

...  S 29.767.64 

$ 29,767.64 

$ -0- 

$ -0- 

$ -0- 

$ -0- 

Accounts  receivable 

Advertising  

11,213.12 

-0- 

11.213.12 

-0- 

-0- 

-0- 

Reimbursable  expenditures  

1,319.75 

1.319.75 

-0- 

-0- 

-0- 

-0- 

Due  from  General  Fund 

135.355.32 

-0- 

135.355.32 

-0- 

~0- 

-0- 

Prepaid  expenses  

5,778.78 

5,778.78 

-0- 

-0- 

-0- 

-0- 

Investments  (at  cost) 

539.777.60 

363.896.98 

-0- 

52,506.34 

123.374.28 

-0- 

Land  

42,817.10 

-0- 

-0- 

-0- 

-0- 

42,817.10 

Building  

687.544.98 

-0- 

-0- 

-0- 

-0- 

687,544.98 

Other  improvements  

18,542.30 

-0- 

-0- 

-0- 

-0- 

18.542.30 

Fujninire  and  equipment 

160,269.09 

-0- 

-0- 

-0- 

-0- 

160,269.09 

Reference  library  (estimated  value) 

200,050.84 

-0- 

-0- 

-0- 

-0- 

200,050.84 

Refundable  deposits  

448.40 

448.40 

-0- 

-0- 

-0- 

— 0 — 

Total  Assets  

. . . $1,832,884.92 

$401,211.55 

$146,568.44 

$52,506.34 

$123,374.28 

$1,109,224.31 
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Fixed  Assets 

General 

Journal 

Building 

Contingency 

and  Fixed 

Liabilities 

Total 

Fund 

Fund 

Fund 

Fund 

Liabilities 

Accounts  payable 

Association  expenses  

. . $ 34,263.45 

$ 27,552.89 

$ 6.710.56 

$ -0- 

$ -0- 

$ —0“ 

Due  to  Journal  Fund 

Deferred  revenues 

135,355.32 

135.355.32 

-0- 

-0- 

-0- 

—0— 

Exhibit  space — 1962  annual  session.  . . . 

9,365.00 

9,365.00 

-0- 

-0- 

-0- 

-0- 

Unearned  advertising  revenue 

2,559.73 

-0- 

2,559.73 

-0- 

-0- 

-0- 

Unearned  subscription  revenue 

904.50 

-0- 

904.50 

— 0 — 

-0- 

-0- 

Membership  dues — 1962  

4.901.40 

4,571.40 

330.00 

-0- 

-0- 

—0" 

Total  liabilities  

. . $ 187.349.40 

$176,844.61 

$ 10,504.79 

$ —0— 

$ -0- 

$ —0— 

Fund  Balances 

Fund  balances,  Jan.  1,  1961 

Add 

. . $1,597,306.26 

$196,796.12 

$138,631.60 

$50,296.80 

$119,118.71 

$1,092,463.03 

Excess  of  revenues  over  expenditures . . . 
Net  additions  to  fixed  assets 

31,467.98 

27,570.82 

(2.567.95) 

2.209.54 

4.255.57 

-0- 

Building  

1,461.17 

-0- 

-0- 

-0- 

-0- 

1,461.17 

Furniture  and  equipment 

6,622.49 

-0- 

-0- 

-0- 

-0- 

6,622.49 

Reference  library  

8.677.62 

-0- 

-0- 

-0- 

-0- 

8,677.62 

Fund  balances,  Dec.  31,  1961 

. . $1,645,535.52 

$224,366.94 

$136,063.65 

$52,506.34 

$123,374.28 

$1,109,224.31 

Total  Liabilities  and 

Fund  Balances  

. . $1,832,884.92 

$401,211.55 

$146,568.44 

$52,506.34 

$123,374.28 

$1,109,224.31 

Texas  Medical  Association 
Journal  Fund 

Statement  of  Revenues  and  Expenditures 
for  the  Year  Ended  Dec.  31,  1961 


Revenues 

Membership  dues  $ 24,234.00 

Journal  advertising  87,960.66 

Subscriptions  1,515.40 

Miscellaneous  122.87 


Total  Revenues  $113,832.93 


Expenditures 

Entertainment  19.10 

Other  special  projeas 118.43 

Printing  journals  66,973.15 

Engraving  2,418.15 

Advertising  commissions  and  discounts 9,063.81 

Mailing  journals  2,700.00 

Copyright  48.00 

Uncollectible  accounts  9.80 

Salaries  29.952.63 

Retirement  473.79 

Payroll  taxes  945.16 

Travel  484.23 

Christmas  gift  70.00 

Miscellaneous  personnel  expense 195.26 

Office  supplies  290.88 

Telephone  and  telegraph 672.80 

Postage  970.11 

Express  and  freight 52.55 

Printing  161.08 

Publications  13.00 

Lithography  7.07 

Artwork  389.65 

Stuffing  and  mailing  service 6.00 

Air  conditioning  contraa 48.00 

Utilities  303.23 

Miscellaneous  general  expense 15.00 


Total  Expenditures  $116,400.88 


Excess  of  Expenditures  over  Revenue $ 2,567.95 


Report  of  Auditor  to  Texes  Memorial 
Medical  Library  Association 

Feb.  28,  1962 
Austin,  Texas 

Dr.  R.  W.  Kimbro,  President 

Texas  Memorial  Medical  Library  Association 

Qeburne,  Texas 

Dear  Sir: 

We  have  examined  the  Statement  of  Financial  Position 
of  the  Texas  Memorial  Medical  Library  Association  as  of 
Dec.  31,  1961,  and  the  Statement  of  Revenues  and  Ex- 
penditures for  the  year  then  ended.  Our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of  the  ac- 
counting records  and  such  other  auditing  procedures  as 
we  considered  necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  Statement  of  Financial 
Position  and  Statement  of  Revenues  and  Expenditures 
present  fairly  the  financial  position  of  the  Texas  Memorial 
Medical  Library  Association  at  Dec.  31,  1961,  and  the  re- 
sults of  operations  for  the  year  then  ended,  in  conformity 
with  generally  accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year. 

Sincerely, 

SCHIEFFER  AND  LYDA 
Certified  Public  Accountants. 

Texas  Memorial 
Medical  Library  Association 
Statement  of  Financial  Position 
AS  of  Dec.  31,  1961 

Assets 

Cash  on  deposit — Austin  National  Bank $ 2,886.25 

Investments — at  cost  (Market  value  $106,619.76) 

Investors  Mutual,  Inc. — shares $41,648.69 

Investors  Stock  Fund,  Inc. — shares....  40,356.83 
Mutual  Savings  Institution — 

savings  account  10,473.32  92,478.84 

Total  Assets  . . . .’ $95,365.09 
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Fund  Balances 

Woman's  Auxiliary  to  the  Texas  Medical  Association 

G.  A.  Ray  Memorial  $ 1,000.00 

Romayne  Ray  Memorial 1,000.00 

Mrs.  S.  H.  Watson  Memorial 100.00 

Presidents’  Library  Endowment 1,000.00 

Woman’s  Auxiliary  Library  Endowment 

Balance,  Jan.  1,  1961 $ 5,992.65 

Additional  contribution  received ...  . 2,175.70  8,168.35 


Total  Woman’s  Auxiliary  to  TMA $11,268.35 

Mrs.  Clara  Eidson  Buchanan  Memorial  Fund 25.00 

Dr.  and  Mrs.  N.  D.  Buie 1,000.00 

Dr.  and  Mrs.  William  Thomas  Carter  Memorial 1,000.00 

Dr.  Frederick  C.  Coleman  Memorial 10.00 

Dr.  H.  S.  Coleman  Memorial 3.00 

Dr.  J.  M.  Coleman  Endowment 1,628.50 

County  Medical  Society  Library  Endowment 1,688.00 

Mrs.  J.  B.  Copeland  Memorial 10.00 

Dr.  Joe  C.  A.  Eckhardt  Memorial 25.00 

Dr.  Percy  R.  Fayle 10.00 

Dr.  H.  H.  Gallitin  Memorial  Fund 25.00 

Inez  Anthony  Hudgins  Endowment 740.00 

Hattie  Hunt  Memorial  1,000.00 

Dr.  and  Mrs.  V.  R.  Hurst 1,000.00 

Dr.  J.  Edward  Johnson  Memorial 5.00 

Dr.  Karl  John  Karnaky 209.00 

Dr.  Sam  N.  Key,  Sr.,  Memorial 1,060.00 

Mrs.  Alice  Ann  Kimbro  Memorial  Fund 15.00 

Mary  Carter  Owen  and  Mattie  Hanes  Brindley  Memorial  1,000.00 

Dr.  William  Everitt  Payne 5.00 

Dr.  James  W.  Ranier  Memorial 10.00 

Dr.  Sterling  E.  Russ  Memorial 740.00 

Dr.  J.  Arch  Stephens  Memorial 5.00 

Dr.  Arthur  T.  Talley  Memorial 4.50 

Dr.  Martin  Junius  Taylor 1,000.00 

Dr.  J.  C.  Terrell 1,000.00 

Texas  Pediatric  Society  Library  Endowment 1,000.00 

Dr.  and  Mrs.  Sam  E.  Thompson  Memorial  51,030.00 

Dr.  Sam  E.  Thompson  Memorial  for  Rare  Books 250.00 

Dr.  W.  B.  Weary 13.10 

Warner  E.  Williams  Memorial 1,000.00 

Mrs.  Berenice  Williston  Memorial 20.00 

Anonymous  Donors  225.00 

Undistributed  income 

Balance,  Jan.  1,  1961 $13,421.48 

Excess  of  revenues  over  expenditures  for 

the  year  ended  Dec.  31,  1961  3,919,16  17,340.64 


Total  Fund  Balances $95,365.09 


Texas  Memorial 
Medical  Library  Association 
Statement  of  Revenues  and  Expenditures 
for  the  Year  Ended  Dec,  31,  1961 


Revenues 

Investment  income 

Investors  Mutual,  Inc. — dividends $2,045.11 

Investors  Stock  Fund,  Inc. — dividends  . 1,467.39 
Mutual  Savings  Institution — interest,  . . . 406.66 


Total  revenues  $3,919.16 

Expenditures  — 0— 

Excess  of  Revenues  over  Expenditures $3,919.16 


SUPPLEMENTARY  REPORT  OF 
BOARD  OF  TRUSTEES 


1.  Advisory  Committee  to  Woman's  Auxiliary 

As  part  of  this  Supplementary  Report,  the  Board  of 
Trustees  has  a responsibility  to  comment  on  the  published 
summaries  of  two  Committees  which  report  to  it.  The 
Board  particularly  wishes  to  call  attention  to  the  informa- 
tive report  of  the  Advisory  Committee  to  the  Woman’s 
Auxiliary. 

It  is  evident  that  the  Woman’s  Auxiliary  has  enjoyed  an 
exceptionally  fine  year.  Special  commendation  should  be 


accorded  the  President,  Mrs.  G.  G.  Zedler  of  Austin.  Mrs. 
Zedler  has  provided  the  Auxiliary  with  a year  of  out- 
standing leadership,  and  it  is  reflected  in  many  notable 
accomplishments. 

The  Woman’s  Auxiliary  has  rendered  a great  service  to 
the  Association  and  to  the  profession  through  its  effective 
legislative  efforts.  Wives  of  physicians  have  made  a great 
contribution  by  sponsoring  the  record,  "Ronald  Reagan 
Speaks  Out  Against  Socialized  Medicine”,  at  coffee  hours 
in  their  homes.  The  Auxiliary  has  distributed  more  than 
650  records.  This  activity  is  largely  responsible  for  stimu- 
lating a great  number  of  letters  to  Texas  Congressmen  in 
opposition  to  the  King-Anderson  bills.  The  Auxiliary  also 
is  to  be  complimented  for  staging  a very  successful  legis- 
lative symposium  on  Jan.  19  in  Austin. 

Finally,  the  Trustees  wish  to  'compliment  the  Woman’s 
Auxiliary  for  its  continued  strong  support  of  the  American 
Medical  Association  Education  and  Research  Foundation. 
The  Auxiliary  has  raised  more  than  $19,000  for  our  medi- 
cal schools  during  the  past  year.  The  Texas  Auxiliary 
ranked  second  nationally  for  its  fund  raising  activities  a 
year  ago;  perhaps  it  will  earn  the  first  place  award  this 
year.” 

The  Trustees  recommend  approval  of  the  Report  of  the 
Advisory  Committee  to  the  Woman’s  Auxiliary. 

2.  Committee  on  Medical  History 

The  Texas  Medical  Association  is  fortunate  indeed  to 
have  a very  active  and  an  effective  Committee  on  Medical 
History.  This  Committee  met  three  times  during  the  past 
year.  The  Trustees  particularly  wish  to  commend  the  Com- 
mittee for  its  current  efforts  to  update  Dr.  Nixon’s  book, 
"History  of  Medicine  in  Texas”,  by  preparing  summaries 
of  highlights  in  recent  years.  The  Committee  also  has 
prepared  two  new  panels  for  the  Association’s  exhibit  on 
the  medical  history  of  Texas. 

The  Trustees  concur  with  the  Committee  in  the  belief 
that  a knowledge  of  medical  history  is  of  great  practical, 
value  to  the  practicing  physician.  The  Board  agrees  with 
the  recommendations  of  the  Committee,  and  pledges  its 
continued  support  to  its  fine  program  of  activities. 

Reference  Committee  to  which  referred:  Initial  Report 
(incuding  Addendum)  : Reports  of  Officers  and  Commit- 
tees, except  for  section  5 (Legislation  and  Public  Relations) 
and  section  6 (Medical  Service  and  Insurance). 

Supplementary  Report:  Reports  of  Officers  and  Commit- 
tees. 


9a.  REPORT  OF  ADVISORY  COMMITTEE 
TO  WOMAN'S  AUXILIARY 


H.  O.  Padgett,  Chairman, 
George  W.  Tipton, 
Thomas  J.  'Vanzant. 


Dr.  Padgett 

The  Committee  has  met  with  the  Officers  of  the  Wom- 
an’s Auxiliary  whenever  requested,  and  has  aided  and 
assisted  in  every  way  possible. 
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The  Auxiliary  invested  $10,000  from  the  Special  Fund 
and  $10,000  from  the  General  Fund  in  a Savings  and 
Loan  Institution  in  December,  1961.  Dividends  from  this 
investment  will  be  given  each  year  to  the  philanthropic 
funds.  The  Auxiliary  has  not  requested  any  unusual  aid 
financially  from  the  Association  this  year,  and  is  grateful 
for  the  allotment  given  by  the  Texas  Medical  Association 
each  year. 

The  Auxiliary  has  initiated  a wide  and  varied  program 
of  activity,  with  main  emphasis  on  public  relations  and 
legislation.  The  public  relations  program  is  planned  not 
only  to  stress  the  group  image,  but  also  to  improve  the 
public  relations  of  each  individual  member.  The  Auxiliary 
has  stressed  a legislative  campaign  to  defeat  the  King- 
Anderson  bill.  Nearly  100  members  from  throughout  the 
state  were  present  at  a symposium  on  this  subjea  entitled 
"WHAM  (Women  Help  American  Medicine)”  in  January. 
County  auxiliaries  were  urged  to  use  the  Ronald  Reagan 
record  on  socialized  medicine,  and  reports  indicate  that 
this  record  has  been  utilized  extensively. 

Before  the  national  YWCA  meeting,  efforts  were  made 
to  give  the  delegates  from  Texas  the  facts  on  the  King- 
Anderson  bill.  After  the  meeting,  letters  were  sent  to  all 
YWCA  chapters  in  the  state,  giving  information  and  urg- 
ing them  to  protest  the  action  of  the  national  board.  All 
county  auxiliaries  were  requested  to  devote  some  portion 
of  each  meeting  to  a report  on  current  legislative  matters. 

In  other  fields  of  endeavor,  the  Auxiliary’s  committees 
have  worked  hard.  The  recruitment  program  is  gradually 
being  expanded  to  cover  all  allied  health  fields,  instead  of 
just  nursing.  Many  students  are  preparing  for  health 
careers  through  Auxiliary  scholarships  and  loans.  The  com- 
mittees on  safety  and  civil  defense  are  active.  The  Auxil- 
iary takes  pride  in  the  part  it  has  played  in  developing 
science  fairs  in  Texas,  and  will  continue  to  cooperate  with 
the  public  schools  and  other  organizations  in  sponsoring 
them. 

The  American  Medical  Association  Education  and  Re- 
search Foundation  is  supported  by  donations,  benefits,  and 
Christmas  cards.  The  Woman’s  Auxiliary  to  the  Texas 
Medical  Association  received  an  award  at  the  national  con- 
vention last  year  for  contributing  the  second  highest 
amount  to  AMEF.  A charm  for  ladies’  charm  bracelets 
which  bears  the  insignia  of  the  Auxiliary  is  now  on  sale. 
The  profits  from  this  project  will  be  given  to  the  American 
Medical  Association  Education  and  Research  Foundation. 

Auxiliary  membership  is  steadily  increasing  in  propor- 
tion to  the  number  of  doctor  members  in  Texas.  A mem- 
bership brochure  was  designed  and  mailed  to  wives  who 
were  not  members  this  year,  along  with  a letter  of  invita- 
tion from  the  President  inviting  them  to  join  the  Auxil- 
iary. Many  new  members  have  been  acquired  as  a result 
of  this  invitation. 

An  Auxiliary  exhibit,  similar  to  that  of  the  Texas  Medi- 
cal Association,  has  been  constructed.  It  shows  in  tangible 
form  the  work  and  program  of  the  Auxiliary. 

The  theme  of  the  Woman’s  Auxiliary  to  the  Texas  Medi- 
cal Association  for  1961-1962  has  been  Information  and 
Service.  The  purpose  of  Auxiliary  members  has  been  to 
inform  themselves  and  the  public  on  all  matters  of  con- 
cern to  the  medical  profession  and  to  serve  both  the 
doctors  of  Texas  and  their  communities. 

The  Auxiliary,  as  a help-mate  of  the  medical  profession, 
is  ready  and  willing  to  take  on  any  task  requested  by  the 
doctors.  It  solicits  suggestions  and  criticisms  for  further 
improvement  in  its  work. 


Reference  Committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 


9b.  REPORT  OF  COMMITTEE 
ON  MEDICAL  HISTORY 

William  M.  Crawford,  Chairman, 
Pat  I.  Nixon, 

Morris  Polsky, 

Denton  Kerr, 

Gerald  A.  King, 

T.  G.  Blocker,  Jr., 

W.  B.  Russ, 

G.  V.  Brindley,  Sr., 

W.  D.  Thames,  Jr., 

L.  H.  Reeves, 

H.  Reid  Robinson. 


The  Committee  on  Medical  History  met  three  times 
during  the  past  year.  Extensive  discussion  of  various  aspects 
of  medical  history  developed. 

Committee  members  hope  to  continue  to  arouse  more 
interest  in  our  medical  past,  believing  that  a knowledge  of 
such  history  is  of  greatest  practical  value  to  a physician 
today.  To  know  the  mistakes  of  the  past  and  their  causes 
is  the  best  way  to  avoid  making  them  again  in  the  future. 
Cicero  said,  "To  be  ignorant  of  the  past  is  to  remain  a 
child”.  Santayana  put  it  more  forcibly:  "The  nation  that 
does  not  know  history  is  fated  to  repeat  it”.  Separated  by 
3,000  years,  the  verdict  is  the  same. 

The  experimental  work  of  William  Harvey  in  1628  is 
the  direct  cause  of  the  discovery  of  the  cardiac  surgery  of 
this  decade.  From  Hippocrates,  to  Harvey,  to  Osier,  to 
Cushing,  to  Alvarez,  to  White — our  great  clinicians  have 
been  historians.  Committee  members  believe  that  there  is 
an  awareness  among  doctors  that  a knowledge  of  medical 
history  is  of  real  value  to  the  practicing  physician  in  every 
field  of  medicine.  There  is  a greater  realization  of  the 
truth  of  the  statement  of  Goethe  that  "The  history  of  a 
science  is  the  science”. 

The  Committee  decided  to  repeat  its  annual  dinner  meet- 
ing in  Austin  for  1962  with  Dr.  G.  V.  Brindley,  Sr.,  to 
give  an  address  on  the  history  of  Texas  surgery  during 
the  last  50  years.  Its  members  will  invite  their  wives  and 
guests. 

A project  of  bringing  Dr.  Nixon’s  book  on  the  history 
of  the  Texas  Medical  Association  to  date  is  progressing 
satisfactorily,  work  on  the  years  since  the  book’s  publication 
being  about  half  finished  at  present.  Drs.  Polsky,  Kerr,  and 
Brindley  are  to  report  on  their  “years”  at  the  next  Annual 
Session.  The  summary  of  the  completed  years  has  elicited 
much  discussion  by  the  participants. 

The  Schering  Corporation  has  agreed  to  install  two  new 
panels  on  the  Committee’s  History  of  Texas  exhibit  to  be 
displayed  at  the  Annual  Session  in  Austin.  The  committee 
has  decided  to  honor  Dr.  B.  E.  Hadra  and  Dr.  Bacon 
Saunders  on  these  panels. 

Recommendations 

The  Committee  has  the  following  recommendations; 

1.  That  it  remain  active  with  two  meetings  during  the 


Dr.  Crawford 
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year  and  a dinner  session  at  the  Annual  Session  with  a 
guest  speaker. 

2.  That  it  continue  to  receive  the  support  of  the  Texas 
State  Journal  of  Medicine  and  the  Board  of  Trustees. 

3.  That  any  members  of  the  Association  inform  Com- 
mittee members  of  interesting  Texas  medical  history,  or 
meet  with  them  and  discuss  their  topics  or  objects. 

Reference  Committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 


10.  REPORT  OF  BOARD  OF  COUNCILORS 


Charles  E.  Oswalt,  Jr.,  Chairman, 
Walter  Walthall,  Vice  Chairman, 
Carlos  E.  Fuste,  Jr.,  Secretary. 


Dr.  J.  G.  Heard,  Houston:  9.  Board  of  Trustees  and 
Addendum,  except  sections  5 and  6;  9.  Supplementary 
Report  of  Board  of  Trustees;  9a.  Advisory  Committee  to 
Woman’s  Auxiliary;  9b.  Committee  on  Medical  History. — 
The  Reference  Committee  approves  those  portions  of  the 
reports  of  the  Board  of  Trustees  and  Addendum  except 
sections  5 and  6;  Supplementary  Report  of  the  Board  of 
Trustees,  Advisory  Committee  to  the  Woman’s  Auxiliary, 
and  the  Committee  on  Medical  History,  but  wishes  to 
make  the  following  statements  concerning  same: 

1.  Under  section  4 of  the  Report  of  the  Board  of  Trus- 
tees, the  Committee  recommends  that  the  sentence  "These 
physicians  serve  anonymously,  and  meet  each  month  with 
the  Journal  staff’’  be  changed  to  read  "These  physicians 
meet  regularly  each  month  with  the  Journal  staff.” 

2.  Under  sections  9 and  10,  (S.  E.  Thompson  Loan 
Fund),  the  marked  increase  in  the  Fund  value  has  again 
proven  that  federal  funds  are  not  always  needed  for  edu- 
cational purposes. 

3.  The  first  recipient  of  the  Harriet  Cunningham  Me- 
morial Graduate  Fellowship  in  Medical  Writing  has  com- 
pleted her  training.  It  is  hoped  that  this  and  other  factors 
will  stimulate  other  gifts  and  funds  for  this  most  worth- 
while fellowship. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted, 
except  for  the  word  "always”  under  item  2,  which  was 
deleted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  9.  Report  of  Board  of 
Trustees,  section  5 only. — The  Committee  approves  the 
report  of  the  Board  of  Trustees  with  the  special  appropria- 
tions relative  to  legislation  and  public  relations,  namely, 
financing  of  the  legislative  mission  to  Washington,  medico- 
legal publication  — "Facts  to  Protect  You  and  Your  Pa- 
tient”, and  the  School  Health  Conference  summary. 

I move  the  adoption  of  this  report. 

[The  report  of  the  reference  committee  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  9.  Board  of  Trustees, 
seaion  6 only. — The  Reference  Committee  accepts  the 
recommendation  of  the  Board  of  Trustees  on  the  endorse- 
ment of  changes  in  the  organizational  structure  of  the  Blue 
Cross-Blue  Shield  plan.  The  Reference  Committee  is  in 
agreement  that  this  would  strengthen  this  insurance  carrier. 
I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


Dr.  Oswalt 

1.  County  Medical  Societies 

The  number  of  county  medical  societies  has  decreased 
from  116  to  a total  of  114.  This  change  is  a consequence 
of  consolidation,  which  should  prove  beneficial  to  the 
societies  and  the  Association. 

Austin-Waller  Counties  Medical  Society  and  Grimes 
County  Medical  Society  of  the  Ninth  Distria  have  joined 
into  one  society,  the  Austin-Grimes-Waller  Counties  Medi- 
cal Society. 

In  the  Second  Distria,  Borden,  Kent,  Scurry  and  Stone- 
wall Counties  of  Borden-Dickens-Garza-Kent-King-Scurry- 
Stonewall  Counties  Medical  Society  have  joined  with  Nolan- 
Fisher-Mitchell  Counties  Medical  Society  to  form  a new 
society  named  the  Colorado  Basin  County  Medical  Society. 

2.  District  Societies — ^Revising  the  Boundaries  of  the  Second 

and  Third  Districts  ’ 

The  formation  of  the  Colorado  Basin  County  Medical 
Society  and  the  disbanding  of  the  Borden-Dickens-Garza- 
Kent-King-Scurry-Stonewall  Counties  Medical  Society  leaves 
three  counties  unaffiliated:  Dickens,  Garza,  and  King 
Counties. 

For  years,  the  physicians  of  Garza  County  have  been 
members  of  the  Lubbock-Crosby  Counties  Medical  Society. 
The  physicians  of  Dickens  and  King  Counties  have  been 
members  of  the  Hardeman-Cottle-Foard-Motley  Counties 
Medical  Society.  Therefore,  the  Board  of  Councilors  recom- 
mends to  the  House  of  Delegates  that  the  Second  and 
Third  Districts  be  changed  to  transfer  Garza  County  from 
the  Second  into  the  Third  District  to  join  Lubbock- 
Crosby  Counties  Medical  Society,  as  the  Lubbock-Crosby- 
Garza  Counties  Medical  Society. 

Also,  it  recommends  that  Dickens  and  King  Counties 
be  transferred  from  the  Second  to  the  Third  District  to  join 
the  Hardeman-Cottle-Foard-Motley  Counties  Medical  Society, 
to  become  the  Hardeman-Cottle-Foard-Motley-Dickens-King 
Counties  Medical  Society. 

3.  Amendments  to  the  By-Laws  of  the  Texas  Miedical  Associ- 
ation 

The  Board  of  Councilors  recommends  to  the  House  of 
Delegates  that  the  By-Laws,  Chap.  X and  XI,  be  amended 
to  authorize  county  medical  societies  to  have  an  adjudica- 
tion and  medical  testimony  committee.  Necessary  changes 
to  the  By-Laws  are  as  follows: 

AMENDMENT  1 

A new  section.  Sec.  2A.,  should  be  inserted  in  Chap. 
XL — Disciplinary  Procedure. 

Sec.  2A.  Adjudication  and  Medical  Testimony  Commit- 
tee. 
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(a)  When  charges  or  complaints  are  made  against  a 
member  of  a component  county  medical  society  by  any 
person,  including  another  member  of  the  component  county 
medical  society  or  the  Texas  Medical  Association,  and  such 
charges  or  complaints  arise  from  a case  in  which  a mem- 
ber of  the  society  has  offered  medical  testimony  in  court 
or  in  which  a written  medical  report  was  submitted  pre- 
paratory to  a hearing  or  trial,  and  where  it  may  appear 
to  the  presiding  judge,  to  any  attorney,  to  either  party  in 
the  litigation,  to  another  member  of  the  society,  or  to  the 
committee  itself  that  a member’s  statements  are  so  contra- 
diaory  to  established  facts  as  to  suggest  conscious  distortion 
of  the  truth  or  otherwise  so  plainly  wrong  as  to  suggest 
incompetence,  said  charges  or  complaints  shall  be  reduced 
to  writing  and  referred  without  reading  or  debate,  together 
with  all  papers  and  exhibits,  to  the  Adjudication  and 
Medical  Testimony  Committee  of  the  component  county 
medical  society. 

(b)  The  secretary  of  the  Adjudication  and  Medical 
Testimony  Committee  shall  acknowledge  receipt  of  all  com- 
plaints. 

(c)  The  chairman  of  the  Adjudication  and  Medical 
Testimony  Committee  shall  process  each  complaint,  and 
depending  upon  the  seriousness  of  the  complaint  may  as- 
sign the  first  investigation  either  to  one  member  of  the 
committee  or  the  entire  committee.  In  the  less  serious  cases 
or  complaints,  one  member  of  the  committee  may  be 
assigned  to  make  the  first  investigation  and  report  to  the 
committee  in  a confidential  manner. 

(d)  In  cases  or  complaints  involving  disagreement, 
where  the  differences  may  be  resolved  to  the  satisfaction 
of  both  parties  concerned,  such  solution  may  be  made. 
However,  in  all  cases  where  this  is  not  possible,  the  func- 
tion of  the  Adjudication  and  Medical  Testimony  Committee 
shall  be  solely  to  receive  and  investigate  charges  or  com- 
plaints, and  after  investigating  and  summing  up  the  facts, 
present  the  matter  to  the  Board  of  Censors  of  the  com- 
ponent county  medical  society  with  the  recommendation 
that  it  be,  or  not  be,  prosecuted. 

(e)  All  charges  or  complaints,  be  they  resolved  to  the 
satisfaaion  of  both  parties,  or  capable  of  being  resolved, 
or  not,  shall  be  turned  over  to  the  Board  of  Censors  with 
accompanying  written  recommendation  of  the  Adjudication 
and  Medical  Testimony  Committee  either  for  or  against 
further  action.  When  the  recommendation  of  the  Adjudi- 
cation and  Medical  Testimony  Committee  is  not  the  unani- 
mous opinion  of  its  members,  a minority  report  in  writing 
may  go  with  the  report  of  the  entire  committee. 

(f)  The  Adjudication  and  Medical  Testimony  Commit- 
tee, after  recommending  action  to  the  Board  of  Censors 
and  turning  over  to  the  Board  of  Censors  its  investigative 
file,  shall  furnish  a written  statement,  in  brief,  of  the 
findings  of  the  committee  to  both  the  original  complain- 
ant and  the  accused  physician.  The  secretary  of  the  com- 
mittee shall  keep  appropriate  and  sufficient  records  of  all 
its  final  reports. 

(g)  In  cases  in  which  charges  are  ultimately  prosecuted 
before  the  Board  of  Censors,  the  Adjudication  and  Medical 
Testimony  Committee,  after  having  once  received  such 
charges,  accusations,  and  complaints,  and  having  thorough- 
ly investigated  them,  shall  represent  the  complaining 
party  in  the  hearing  before  the  Board  of  Censors,  and 
prosecute  the  charges  just  as  would  a prosecuting  attorney’s 
office. 

(h)  The  Adjudication  and  Medical  Testimony  Commit- 
tee may  also  investigate,  prefer,  and  prosecute  charges  or 
complaints  on  its  own  initiative  before  the  Board  of  Cen- 
sors where  circumstances  warrant  such  action. 

(i)  Medical  testimony  or  medical  reports  which  may 


come  under  the  scrutiny  of  the  Adjudication  and  Medical 
Testimony  Commitee  include  but  are  not  limited  to  civil, 
criminal,  and  lunacy  actions,  as  well  as  actions  brought 
under  the  provisions  of  the  Employer’s  Liability  and 
Workmen’s  Compensation  Insurance  Laws,  provided  the 
Adjudication  and  Medical  Testimony  Committee  shall  not 
acquire  jurisdiction  of  any  charge  or  complaint  until  such 
time  as  the  case  from  which  such  charge  or  complaint 
arose  has  been  finally  disposed  of  in  a court  of  law, 
whether  it  be  the  trial  court  or  the  appellate  court. 

(j)  The  Adjudication  and  Medical  Testimony  Commit- 
tee shall  have  no  final  jurisdiaion  in  a judicial  way,  and 
shall  not  assume  the  authority  either  to  discipline  or  release 
members  of  the  component  county  medical  society  from 
charges  or  complaints.  The  committee  may,  however,  at 
any  time  express  its  advice  to  a member  of  a component 
county  medical  society  on  a matter  of  professional  conduct. 
The  committee  shall  be  guided  in  all  matters  by  the  prin- 
ciples of  medical  ethics  of  the  American  Medical  Associa- 
tion. 

(k)  The  Adjudication  and  Medical  Testimony  Commit- 
tee shall  have  authority,  at  its  discretion,  to  take  verbatim 
testimony  at  any  hearing  or  proceeding  held  before  the 
committee.  A qualified  reporter  of  the  committee’s  seleaion 
may  be  employed  to  take  a transcript  of  the  proceeding  or 
hearing  held  before  the  committee,  or  in  the  alternative 
at  the  committee’s  discretion,  recording  equipment  may  be 
employed. 

Transcripts  and/or  recordings  taken  in  the  course  of 
proceedings  or  hearings  before  the  Adjudication  and  Medi- 
cal Testimony  Committee  are  for  the  exclusive  use  of  the 
Adjudication  and  Medical  Testimony  Committee,  and  shall 
not  be  available  for  use  or  study  by  the  accused  member 
or  the  complainant. 

( l ) The  Adjudication  and  Medical  Testimony  Commit- 
tee will  respea  the  completely  confidential  nature  of  any 
complaint  or  charge,  provided  that  any  complainant  un- 
willing to  appear  personally  before  the  committee  will  be 
given  to  understand  that  such  unwillingness  prejudices 
against  the  possibility  of  the  committee  being  able  to  make 
a complete  investigation.  Complainant  shall  be  assured 
that  appearance  before  the  committee,  both  as  to  the 
appearance  itself  and  the  information  divulged  will  be 
kept  confidential;  except  that  if  any  form  of  prosecution 
results,  the  committee  will,  of  necessity  reveal  the  names  of 
prospeaive  witnesses,  including  the  complainant. 

(m)  No  person  other  than  committee  members,  a re- 
porter if  one  has  been  employed  by  the  committee,  and 
the  particular  witness  being  heard  at  the  time  shall  be 
present  at  any  hearing  or  proceeding  held  before  the 
Adjudication  and  Medical  Testimony  Committee. 

(n)  Any  member  of  the  component  county  medical  so- 
ciety requested  by  the  committee  to  express  his  opinion 
regarding  disputed  testimony  or  reports  must  appear  before 
the  committee  for  such  purpose.  It  is  always  to  be  recog- 
nized that,  within  reasonable  limits,  physicians  may  differ 
in  examination  procedures,  opinion  on  diagnosis,  methods 
of  treatment,  and  estimates  of  disability;  such  differences, 
when  considered  by  the  committee  to  arise  honestly  and 
sincerely,  shall  not  support  any  inference  of  erroneous 
information. 

(o)  The  Adjudication  and  Medical  Testimony  Commit- 
tee shall  have  the  authority  to  summon  witnesses  and 
interrogate  them  on  their  honor  insofar  as  the  Texas  Medi- 
cal Association  may  grant  such  prerogatives.  The  Adjudi- 
cation and  Medical  Testimony  Committee  shall  also  sum- 
mon such  witnesses  as  are  requested  by  the  parties  to  the 
hearing  or  proceeding.  Written  notice  to  the  prospective 
witness  specifying  the  date,  time  and  place  of  the  hearing 
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or  proceeding,  and  that  he  or  she  has  been  requested  to 
appear  as  a witness,  will  be  deemed  sufficient  notification 
or  summons.  Such  notice  to  a witness  must  be  given  two 
(2)  weeks  prior  to  the  committee  hearing. 

(p)  A member  of  the  component  county  medical  so- 
ciety whose  medical  testimony  or  report  is  to  be  investi- 
gated must  be  informed  at  least  two  (2)  weeks  in  advance 
of  a committee  hearing,  and  he  must  then  appear  in 
person  to  offer  evidence  in  his  own  behalf. 

(q)  The  Adjudication  and  Medical  Testimony  Commit- 
tee may  in  its  discretion  go  into  Executive  Session  while 
discussing  the  case  and  rendering  its  decision. 

(r)  The  Adjudication  and  Medical  Testimony  Commit- 
tee or  the  component  county  medical  society,  through  its 
constitution  and  by-laws,  may  adopt  or  promulgate  such 
additional  rules  or  forms  of  procedure  as  deemed  necessary 
or  expedient  to  govern  the  conduct  of  the  hearings  or 
proceedings  before  the  committee;  provided,  however,  any 
such  rules  or  forms  of  procedure  so  adopted  or  promul- 
gated shall  not  be  in  conflict  with  the  provisions  set  forth 
in  this  Section  of  this  Chapter  of  these  By-laws.  In  the 
absence  of  rules  to  the  contraty,  Robert’s  Rules  of  Order, 
Revised,  shall  govern  the  proceedings  before  the  Adjudica- 
tion and  Medical  Testimony  Committee. 

(s)  The  Adjudication  and  Medical  Testimony  Commit- 
tee or  the  Public  Grievance  Committee  of  a component 
county  medical  society  shall  be  authorized  to  receive  com- 
plaints relative  to  medical  fees  and  the  reasonableness 
thereof.  The  component  county  medical  society  shall  desig- 
nate which  of  these  two  committees  is  to  assume  the 
responsibility,  and  in  no  event  will  both  committees  handle 
complaints  relative  to  medical  fees.  When  the  Adjudication 
and  Medical  Testimony  Committee  is  so  designated,  com- 
plaints will  be  processed  in  the  same  manner  as  other 
complaints  before  said  committee. 

AMENDMENT  2 

A new  sub-seaion  to  Chap.  X of  the  By-Laws,  Sec.  12. 
— Committees,  to  be  numbered  (c),  should  be  added  as 
follows : 

(c)  A component  county  medical  society  may  establish 
a standing  committee  to  be  known  as  the  Adjudication  and 
Medical  Testimony  Committee.  This  committee  shall  review 
the  evidence  in  any  case  in  which  a member  of  the  com- 
ponent county  medical  society  has  offered  medical  testi- 
mony in  court  or  in  which  a written  medical  report  was 
submitted  preparatory  to  a hearing  or  trial  where  it  may 
appear  to  the  presiding  judge,  to  any  attorney,  to  either 
party  in  the  litigation,  to  another  member  of  the  compon- 
ent county  medical  society,  or  to  the  Adjudication  and 
Medical  Testimony  Committee  itself  that  such  member’s 
statements  were  so  contradiaory  to  established  facts  as  to 
suggest  conscious  distortion  of  the  truth  or  otherwise  so 
plainly  wrong  as  to  suggest  incompetence. 

The  Adjudication  and  Medical  Testimony  Committee 
shall  consist  of  not  less  than  three  nor  more  than  twelve 
members  appointed  by  the  president  of  the  component 
county  medical  society,  each  with  a term  of  office  of  three 
years,  with  their  appointments  so  arranged  that  one-third, 
as  nearly  as  possible,  shall  be  named  each  year.  The  com- 
mittee shall  elect  a chairman  and  a secretary. 

AMENDMENT  3 

Chap.  X,  Sec.  6 (d) — Board  of  Censors,  of  the  By-Laws 
should  be  amended  by  inserting  the  phrase  "and  the  Ad- 
judication and  Medical  Testimony  Committee”  in  the  last 
sentence  of  the  last  paragraph  of  this  sub-section,  so  that 
such  last  sentence  shall,  as  amended,  read:  "It  shall  receive 
and  investigate  charges  of  unethical  conduct  made  against 


members  of  their  respective  societies  by  another  member, 
and  shall  review  the  findings  of  the  County  Public  Griev- 
ance Committee  and  the  Adjudication  and  Medical  Testi- 
mony Committee  and  make  proper  disposition  of  each 
case.” 

AMENDMENT  4 

Chap.  XI,  Sec.  2 (a) — Public  Grievance  Committee,  of 
the  By-Laws  should  be  amended  by  inserting  the  phrase 
"other  than  those  designated  in  Sec.  2A  of  this  chapter 
to  be  presented  before  the  Adjudication  and  Medical  Tes- 
timony Committee,”  sub-seaion  (a)  to  read: 

"Sec.  2.  Public  Grievance  Committee. 

(a)  When  charges  or  complaints  other  than  those  des- 
ignated in  Seaion  2A  of  this  Chapter  to  be  presented 
before  the  Adjudication  and  Medical  Testimony  Committee 
are  made  against  a member  of  a component  county  medi- 
cal society  from  any  person,  other  than  another  member 
of  a component  county  medical  society  or  the  Texas  Medi- 
cal Association,  the  said  charges  or  complaints  shall  be 
reduced  to  writing  and  referred  without  reading  or  debate, 
together  with  all  papers  and  exhibits,  to  the  Public  Griev- 
ance Committee  of  the  component  county  medical  society.” 

AMENDMENT  5 

Chap.  XI,  Sec.  3 — Board  of  Censors,  of  the  By-Laws 
should  be  amended  by  inserting  a new  sub-seaion  to  be 
known  as  (bb),  such  new  sub-section  to  follow  sub-seaion 
(b)  and  to  read  as  follows: 

"(bb)  The  Board  of  Censors  shall  likewise  receive,  re- 
view, and  aa  upon  if  necessary,  all  complaints  or  charges 
originally  presented  to  the  Adjudication  and  Medical  Tes- 
timony Committee  and  which  have  been  referred  to  the 
Board  of  Censors  pursuant  to  Seaion  2A  of  this  Chapter 
of  these  By-Laws. 

( 1 ) The  Board  of  Censors,  upon  review  of  the 
charge  or  complaint  and  accompanying  recommenda- 
tion referred  to  it  by  the  Adjudication  and  Medical 
Testimony  Committee,  may,  in  its  discretion,  abide  by 
the  recommendation  of  the  Adjudication  and  Medical 
Testimony  Committee  that  no  further  aaion  is  neces- 
sary or  may  in  the  alternative  hold  further  proceedings 
or  hearings  upon  the  charge  or  complaint  pursuant 
to  formal  charges  being  filed  and  reduced  to  writing. 

(2)  The  Board  of  Censors  in  all  cases  in  which  the 
Adjudication  and  Medical  Testimony  Committee  has 
recommended  that  further  action  be  taken  shall  re- 
quire that  the  Adjudication  and  Medical  Testimony 
Committee  reduce  the  charge  or  complaint  to  writing.”  | 

AMENDMENT  6 

Chap.  XI,  Sec.  3 (h),  of  the  By-Laws  should  be  amend- 
ed by  inserting  the  phrase  "or  Adjudication  and  Medical 
-Testimony  Committee”  after  the  phrase  "Public  Grievance 
Committee”,  so  that  said  sub-section  (h)  will  read,  as 
amended,  as  follows : 

"The  Board  of  Censors  shall  in  its  sole  discretion  deter- 
mine whether  or  not  open  or  closed  hearings  or  proceed- 
ings will  be  conduaed,  and  may  at  any  time  limit  or  bar 
admittance  to  its  hearings  or  proceedings,  with  the  excep- 
tion of  the  accused  member  and  the  counsel  of  his  selec- 
tion, and  a representative  and/or  prosecutor  from  the 
Public  Grievance  Committee  or  the  Adjudication  and 
Medical  Testimony  Committee.” 

AMENDMENT  7 

Chap.  XI,  Sec.  3 (k),  of  the  By-Laws  should  be  amend- 
ed by  inserting  the  word  "formal”  after  the  word  "any”,  by 
inserting  the  phrase  "after  charges  have  been  filed”  after 
the  phrase  "at  any  formal  hearing  or  proceeding”,  and  by 
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inserting  the  phrase  "or  the  Adjudication  and  Medical 
Testimony  Committee”  after  the  phrase  "Public  Grievance 
Committee”  whenever  the  phrase  "Public  Grievance  Com- 
mittee” is  used  in  said  sub-section  (k),  so  that  sub-seaion 
(k),  as  amended,  reads  as  follows: 

"The  accused  member  or  his  counsel  shall  have  the  right 
to  examine  or  cross-examine  any  witness  testifying  at  any 
formal  hearing  or  proceeding  after  charges  have  been  filed 
before  the  Board  of  Censors.  The  individual  members  of 
the  Board  of  Censors  and  the  Public  Grievance  Committee 
or  Adjudication  and  Medical  Testimony  Committee  shall 
have  the  right  to  examine  or  cross-examine  any  witness 
testifying  at  any  hearing  or  proceeding  before  the  Board 
of  Censors;  provided;  however,  the  Board  of  Censors  may 
require  that  the  Public  Grievance  Committee  or  the  Ad- 
judication and  Medical  Testimony  Committee  designate  a 
member  or  members  to  do  all  examination  or  cross-exam- 
ination of  witnesses.” 

AMENDMENT  8 

Chap.  XI,  Sec.  6 (a),  of  the  By-Laws  should  be  amend- 
ed by  inserting  the  phrase  "Adjudication  and  Medical 
Testimony  Committee”  directly  after  the  phrase  "Public 
Grievance  Committee”,  so  that  sub-seaion  (a),  as  amended, 
reads  as  follows: 

"(a)  No  action  shall  be  taken  by  the  component  county 
medical  society  pursuant  to  the  provisions  of  Seaion  5 of 
this  Chapter  of  these  By-Laws  or  the  Executive  Board  of  a 
component  county  medical  society  pursuant  to  the  provi- 
sions of  Seaion  4 of  this  Chapter  of  these  By-Laws  until 
at  least  six  (6)  weeks  have  elapsed  since  the  filing  of 
written  charges  with  either  the  Public  Grievance  Commit- 
tee, Adjudication  and  Medical  Testimony  Committee  or  the 
Board  of  Censors.” 

AMENDMENT  9 

Chap.  XI,  Sec.  3 (f),  of  the  By-Laws  should  be  amended 
by  inserting  the  word  "formal”  after  the  word  "any”  and 
by  inserting  the  phrase  "after  charges  have  been  filed  in 
writing”  after  the  phrase  "in  any  formal  hearing  or  pro- 
ceeding”, so  that  sub-section  (f),  as  amended,  reads  as 
follows : 

"(f)  The  accused  member  in  any  formal  hearing  or 
proceeding  after  charges  have  been  filed  in  writing  before 
the  Board  of  Censors  shall  be  entitled  to  counsel  of  his 
own  seleaion  from  among  the  members  of  the  Texas 
Medical  Association  so  long  as  said  counsel  shall  respea 
and  obey  the  rules  of  procedure  established  by  the  Board 
of  Censors.  The  Board  of  Censors  may,  in  its  discretion, 
limit  the  number  of  counsel  actively  participating  in  a 
hearing  or  proceeding  held  before  it  when  in  its  opinion 
such  is  necessary  or  warranted  in  the  furtherance  of  the 
orderly  condua  of  the  hearing  or  proceeding.” 

4.  Constitution  and  By-Laws 

Revisions  and  amendments  were  approved  for  the  Con- 
stitution and  By-Laws  of  the  following  county  medical 
societies : 

Austin-Grimes-Waller  Counties  Medical  Society 

Cooke  County  Medical  Society 

Jefferson  County  Medical  Society 

Galveston  County  Medical  Society 

Harris  County  Medical  Society 

Hill  County  Medical  Society 

Tarrant  County  Medical  Society 

Wilbarger  County  Medical  Society 

The  model  Constimtion  and  By-Laws  was  revised  and 
made  current. 


5.  Grievances 

Forty-four  complaints  were  received  in  1961.  These  were 
processed  and  referred  to  the  county  medical  society  con- 
cerned. The  complaints  can  be  classified  into  the  follow- 


ing general  groups: 

Complaints  against  personal  or 

ethical  condua  , 19 

Complaints  about  fees  12 

Complaints  about  professional  service  10 

Complaints  about  the  costs  of  drugs  2 

Complaints  about  hospital  costs  1 


6.  Symposium  on  County  Medical  Society  Administration 

The  second  program  on  County  Medical  Society  Admin- 
istration was  held  Jan.  20,  1962.  Seventy-eight  county 
medical  society  representatives  attended. 

The  program  was  moderated  by  Dr.  Charles  E.  Oswalt, 
Jr.,  Chairman  of  the  Board  of  Councilors,  and  discussions 
centered  on  duties  of  county  medical  society  officers.  Dr. 
Walter  Walthall,  Vice  Chairman  of  the  Board,  and  Dr. 
Carlos  E.  Fuste,  Jr.,  Secretary  of  the  Board,  gave  papers 
on  the  funaions  of  the  president  and  the  secretary-treasurer. 
Dr.  A.  Rex  Kirkley  gave  a paper  on  “Attendance-Programs- 
Committee  Work.” 

The  program  concluded  with  a panel  discussion  on 
praaical  problems  confronted  by  county  medical  society 
officers.  Members  of  the  panel  were:  Dr.  Raymond  G. 
Boster  of  San  Angelo,  immediate  past  president  of  Tom 
Green-Eight  County  Medical  Society;  Dr.  Sam  A.  Nixon, 
Jr.,  of  Nixon,  secretary  of  Gonzales  County  Medical  So- 
ciety; Mr.  Sid  E.  Cockrell  of  San  Antonio,  executive  secre- 
tary of  Bexar  County  Medical  Society;  and  Mr.  E.  Maxwell 
Jones  of  Austin,  Business  Manager  of  the  Texas  Medical 
Association. 

7.  General  Practitioner  of  the  Year 

The  members  of  the  Board  of  Councilors  recommend 
that  the  award  General  Praaitioner  of  the  Year  be  dis- 
continued and  that  reference  to  it  in  the  By-Laws  be 
deleted. 

The  Board  members  recognize  that  the  award  has 
brought  much  favorable  public  attention  to  the  medical 
profession,  but  they  believe  that  even  greater  service  can 
be  rendered  to  medicine  by  developing  an  award  which 
can  be  presented  to  any  outstanding  member  of  the  Texas 
Medical  Association.  The  Board  members  express  the  hope 
that  the  members  of  the  House  of  Delegates  will  see  fit 
to  assign  to  some  appropriate  body  the  task  of  investigating 
the  feasibility  of  such  a new  award. 

8.  Code  of  Interprofessional  Relations  for  Physicians  and 

Pharmacists  in  Texas 

Members  of  the  Board  of  Councilors  recommend  to  the 
House  of  Delegates  that  it  adopt  the  Code  of  Interprofes- 
sional Relations  for  Physicians  and  Pharmacists  in  Texas, 
which  is  set  forth  below  in  its  entirety.  This  Code  has  been 
written  after  two  years  of  meetings  and  close  work  with 
members  of  the  Board  of  Councilors  of  the  Texas  Pharma- 
ceutical Association,  and  represents  the  consensus  of  the 
Board  of  Councilors  of  the  Texas  Medical  Association  and 
the  Board  of  Councilors  of  the  Texas  Pharmaceutical  As- 
sociation. 
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CODE  OF  INTERPROFESSIONAL  RELATIONS 
FOR 

PHYSICIANS  AND  PHARMACISTS  IN  TEXAS 
Preamble 

Because  of  their  roles  in  caring  for  the  health  needs  of 
the  public,  the  physicians  and  pharmacists  of  Texas  are 
cognizant  that  with  the  growing  inter-relationship  of  medi- 
cine and  pharmacy,  the  two  professions  are,  and  will  be, 
drawn  into  steadily  increasing  association.  Now  more  than 
ever  before,  physicians  and  pharmacists  find  their  profes- 
sions under  close  scrutiny  by  the  public  and  to  further 
serve  the  health  and  welfare  of  the  public  it  is  highly 
important  that  the  professions  of  medicine  and  pharmacy 
be  more  specifically  guided  by  standards  of  condua  in  their 
interprofessional  activities. 

While  the  provisions  of  this  Code  are  not  intended  to 
supersede  or  transcend  the  laws  or  principles  of  ethics 
governing  the  individual  professions  of  medicine  and 
pharmacy,  it  is  desired  that  this  Code  shall  serve  to  pro- 
mote and  protect  the  public  health  and  welfare;  improve 
the  mumal  esteem  and  praaical  working  relationships  of 
the  two  health  professions  and  facilitate  the  care  of  the 
patient. 

Prescribing  Medication 

Sec.  1.  A prescription  is  a continuation  of  the  physician’s 
personal  diagnosis  and  treatment  of  the  patient’s  condition. 
Every  effort  should  be  made  by  the  physician  to  prescribe 
medication  commensurate  to  the  financial  means  of  the 
patient,  provided  first  however  that  the  medication  meets 
the  medical  needs  of  the  patient  as  judged  by  the  pre- 
scribing physician. 

Sec.  2.  Since  many  of  the  drugs  prescribed  by  physicians 
today  are  subject  to  control  and  regulation  by  both  Fed- 
eral and  State  laws,  such  as  the  requirement  that  all  pre- 
scriptions for  "hard”  narcotics  must  be  written,  it  is  of 
the  utmost  importance  that  each  profession  become  aware 
of  its  statutory  obligations  and  responsibilities  in  connec- 
tion with  the  prescribing  and  dispensing  of  these  drugs. 
Through  such  awareness  the  physician  and  the  pharmacist 
can  avoid  time  consuming  delays  for  each  other,  as  well 
as  for  the  patient,  and  in  turn  give  the  public  the  safety 
and  protection  afforded  by  existing  laws. 

Sec.  3.  Because  many  of  the  drugs  prescribed  today  by 
physicians  cannot  legally  be  refilled  by  the  pharmacist 
unless  authorized  by  the  prescribing  physician  and  the 
pharmacist  is  compelled  to  secure  the  authorization  of 
the  physician  to  refill  such  prescriptions  for  "legend”  drugs, 
much  loss  of  valuable  professional  time  of  both  profes- 
sions can  be  avoided  if  in  prescribing,  whether  orally  or 
in  writing,  the  physician  gives  complete  and  definite  refill 
directions.  In  turn,  the  pharmacist  should  recognize  that  the 
refilling  of  any  prescription  constitutes  a continuation  of 
the  physician’s  treatment  of  his  patient,  and  any  discretion 
which  may  be  given  the  pharmacist  by  the  physician  in 
regard  to  refills  should  never  be  abused. 

Dispensing  Medication 

Sec.  1.  Pharmacists  recognize  their  obligation  to  the 
physician  and  his  patient  to  compound,  label,  and  dispense 
prescriptions  carefully,  accurately,  and  as  ordered  by  the 
physician.  Should  an  occasion  arise  when  the  pharmacist 
might  suspect  that  an  error  has  been  made  concerning  the 
ingredients,  dosage,  or  directions  for  use,  he  should  con- 
sult the  prescribing  physician  for  clarification  and  verifi- 
cation prior  to  dispensing  the  prescription.  Any  such  con- 


sultation should  be  privately  made,  and  the  pharmacist 
should  protect  the  interest  of  his  patrons  and  the  reputa- 
tion of  the  prescriber  by  using  the  utmost  caution  and 
treating  the  matter  confidentially. 

Sec.  2.  The  pharmacist  should  refrain  from  discussing 
or  speculating  with  the  patient  upon  composition,  thera- 
peutic value  or  effect  of  the  medication,  the  patient’s  con- 
dition for  which  it  is  prescribed,  or  the  physician’s  course 
of  treatment.  If  such  questions  arise,  the  pharmacist  should 
diplomatically  suggest  that  the  physician  is  the  proper  per- 
son with  whom  such  matters  should  be  discussed. 

Sec.  3.  The  pharmacist  should  not  diagnose  or  prescribe, 
even  at  the  insistence  of  a patient,  but  should  refer  those 
seeking  medical  information  or  attention  to  a physician  of 
the  patient’s  choice.  In  cases  of  accident  or  sudden  illness 
to  persons  requiring  emergency  aid,  the  pharmacist  shall 
first  notify  a physician  and  then  may  render  ordinary  first- 
aid  care,  being  mindful  of  his  legal  restrictions  and  limi- 
tations. 

Sec.  4.  As  patients  frequently  discuss  with  pharmacists 
and  physicians  the  cost  of  drugs,  both  professions  should 
apprise  the  patient  that  in  terms  of  therapeutic  value,  the 
particular  medication  prescribed  is  the  physician’s  choice 
to  treat  the  patient’s  condition  in  the  most  economical 
manner. 

Sec.  5.  A physician  should  not  advise  a patient  as  to 
the  exact  price  of  a prescription  any  more  than  a pharma- 
cist should  attempt  to  establish  a fee  for  a physician’s 
service. 

Freedom  of  Choice 

Sec.  1.  It  has  been  long  recognized  by  the  professions 
of  medicine  and  pharmacy  that  freedom  of  choice  is  an 
essential  principle  under  our  free  enterprise  system.  Con- 
sequently, both  professions  should  strive  to  afford  the 
patient,  at  all  times,  free  choice  of  medical  and  pharma- 
ceutical services. 

Information  Service  to  Physicians 

Sec.  1.  The  physician  is  trained  to  diagnose  and  treat 
patients  with  disease  while  the  pharmacist  is  trained  to 
compound  prescriptions  on  the  precise  orders  of  a physi- 
cian. The  physician  should  recognize  the  specialized  train- 
ing of  the  pharmacist  and  utilize  his  services  whenever  it 
serves  the  best  interest  of  the  patient.  The  pharmacist,  as  a 
ready  and  impartial  source  of  drug  information,  should  un- 
hesitatingly make  such  information  available  to  the  physi- 
cian so  that  in  turn  the  patient  may  benefit. 

Physician  Dispensing 

Sec.  1.  While  both  professions  recognize  that  there  is 
no  prohibition,  ethically  or  otherwise,  against  a physician 
supplying  his  patients  with  needed  drugs,  remedies,  or 
appliances  as  long  as  there  is  no  exploitation  of  the  patient, 
both  professions  also  recognize  that  drug  dispensing  by 
physicians  should  be  discouraged  when  adequate  pharma- 
ceutical services  are  available. 

Patient  Communications 

Sec.  1.  Knowledge  or  information  acquired  by  the  phar- 
macist on  the  ailments  of  the  physician’s  patient  are  en- 
trusted to  his  honor  and  should  never  be  divulged,  unless 
the  pharmacist  is  compelled  to  do  so  by  law,  or  in  the 
interest  of  the  patient. 
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Sec.  1.  The  professions  of  medicine  and  pharmacy  are 
vitally  essential  to  the  continued  health  care  of  the  public. 
The  aims  of  the  two  professions  are  virtually  parallel  and 
this  necessitates  an  enlightened  understanding  and  full 
cooperation  at  all  times.  There  are  obligations  which  each 
profession  owes  to  the  other  one.  It  is  in  the  interest  of 
the  public,  and  will  greatly  implement  this  Code  and 
improve  the  interprofessional  relationship  between  the  pro- 
fessions of  medicine  and  pharmacy,  if  the  practitioners  of 
the  two  professions  will  strive  to  hold  at  least  one  joint 
meeting  annually  at  the  local  level. 

Agreements  Between  Pharmacists  and  Physicians 

Sec.  1.  Aside  from  the  ethical  consideration,  both  pro- 
fessions recognize  there  ultimately  is  disservice  to  the  pa- 
tient when  there  exists,  between  physicians  and  pharmacists, 
any  agreements  or  arrangements,  such  as  secret  formulas, 
coded  prescriptions,  patronage  fees,  rebates,  discounts,  gifts, 
gratuities,  or  rental  or  ownership  agreements  that  directly 
influence  the  prescribing  of  medication  by  a physician  in 
favor  of  a particular  pharmacy  or  pharmacies. 

Sec.  2.  Such  agreements  or  arrangements  between  physi- 
cians and  pharmacists  are  not  in  the  best  interest  of  the 
patient,  and  are  condemned. 

9.  Orientation  Program. 

There  were  485  provisional  members  who  attended  the 
three  orientation  programs  held  in  1961.  Registrations 
were  as  follows: 


January,  1961  75 

April,  1961  207 

September,  1961  203 

Total  485 


Since  the  first  orientation  program  in  January,  1957, 
a total  of  2,141  physicians  have  attended  the  program. 

10.  Field  Service  and  Visitation  Program 

In  I960  a new  record  of  127  visitations  and  speaking 
engagements  was  established.  In  1961  that  record  was 
broken,  and  an  unprecedented  number  of  164  visitations 
and  speaking  engagements  were  completed.  This  included 
92  county  medical  society  and  district  society  visits;  three 
woman’s  auxiliary  visits;  and  69  civic  club  speaking  en- 
gagements. 

A new  development  occurred  in  the  visitation  program. 
Financial  grants  were  received  from  Merck  Sharp  & Dohme 
and  Mead  Johnson  to  underwrite  expenses  for  scientific 
speakers  before  county  medical  societies. 

11.  Nomination  to  Emeritus  Membership 

The  Board  of  Councilors,  having  conformed  to  the  re- 
quirements of  the  By-Laws,  Chap.  X,  Sec.  10  (c)  of  the 
Texas  Medical  Association,  places  in  nomination  before 
the  House  of  Delegates  for  election  to  the  stams  of  emeri- 
tus membership  the  name  of  Dr.  George  Valter  Brindley 
of  Temple,  a member  of  the  Bell  County  Medical  Society. 
Dr.  Brindley  has  rendered  exceptional  and  distinguished 
service  to  scientific  and  organized  medicine  and  is  deserv- 
ing of  the  honored  status  requested  for  him. 


Dr.  George  Valter  Brindley,  honorary  member  of  the 
Texas  Medical  Association,  was  born  near  Maypearl,  Texas. 
He  attended  the  junior  college  in  Grandview.  He  was 
graduated  from  the  University  of  Texas  School  of  Medi- 
cine, Galveston,  in  1911,  and  practiced  medicine  for  50 
years.  As  a student,  Dr.  Brindley  served  an  internship  at 
John  Sealy  Hospital,  and  on  graduation,  he  went  to  Scott 
and  White  Hospital  in  Temple  for  a regular  internship. 
He  has  remained  with  that  institution  since  that  time.  He 
was  senior  surgeon  of  Scott  and  White  Memorial  Hospital, 
and  for  many  years  was  Associate  Chief  Surgeon  of  the 
Gulf,  Colorado  and  Santa  Fe  Hospital,  also  in  Temple. 
For  approximately  30  years,  he  was  a member  of  the  board 
of  trustees  of  the  Scott  and  White  Hospital;  he  is  past 
president  of  the  Scott  and  White  Clinic  board  of  directors. 

Dr.  Brindley  is  a member  of  a number  of  medical  and 
surgical  societies.  He  is  a Past  President  of  the  Texas  Medi- 
cal Association.  He  served  as  chairman  of  the  Association’s 
Section  on  Obstetrics  and  Gynecology,  president  of  the 
Bell  County  Medical  Society,  councilor  of  the  Twelfth 
District  and  chairman  of  the  Board  of  Councilors,  and 
vice  chairman  of  the  Board  of  Trustees.  He  is  a member 
and  past  president  of  the  Texas  Surgical  Society,  also  a 
member  and  past  president  of  the  Southern  Surgical  Associ- 
ation. Dr.  Brindley  served  as  a Governor  of  the  American 
College  of  Surgeons  for  many  years  and  was  a member  of 
its  Board  of  Regents.  He  was  a lecturer  in  surgery  at  the 
University  of  Texas  Medical  Branch,  and  is  past  president 
of  the  Alumni  Association  of  the  Medical  Branch.  He  was 
chairman  of  the  executive  committee  of  the  Texas  Division 
of  the  American  Cancer  Society  for  several  years,  and  he 
has  served  the  national  organization  as  a member  of  its 
board  of  directors,  chairman  of  its  medical  and  scientific 
committee,  and  its  president.  In  1959,  he  was  made  an 
honorary  life  member  of  the  board  of  directors  of  the 
American  Cancer  Society,  Inc. 

In  1913,  Dr.  Brindley  married  Miss  Arabella  Owens  of 
Elgin.  They  are  the  parents  of  three  sons,  all  of  whom 
are  doaors  of  medicine. 


SUPPLEMENTARY  REPORT  OF 
BOARD  OF  COUNCILORS 

The  Supplementary  Report  which  reflects  the  actions  of 
the  Board  of  Councilors’  meeting  in  regular  session  on 
May  12,  1962,  is  herewith  submitted. 

1.  Code  of  Interprofessional  Relations  for  Physicians  and 

Pharmacists  in  Texas 

The  following  addendum  to  the  Code  of  Interprofessional 
Relations  for  Physicians  and  Pharmacists  in  Texas  is  rec- 
ommended for  adoption.  This  portion  of  the  Code  is  to  be 
placed  at  the  end  of  the  Code.  The  title  of  this  paragraph 
would  be  "Consideration  and  Disposition  of  Complaints  or 
Disputes”. 

The  public  airing  of  any  complaint  or  dispute  by  a 
member  of  one  profession  against  the  other  profession 
or  any  of  its  members  is  to  be  deplored.  Such  com- 
plaints or  disputes,  including  complaints  of  the  viola- 
tion of  the  principles  of  this  Code,  should  be  re- 
ferred by  the  complaining  physician  or  pharmacist  to 
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the  association  of  the  other  profession  whereupon  the 
complaint  will  be  disposed  of  according  to  the  by- 
laws of  that  association.  All  such  complaints  should 
be  promptly  and  adequately  processed  by  the  asso- 
ciation receiving  them. 

2.  Ethics 

The  Board  of  Councilors  is  of  the  opinion  that  physi- 
cians participating  in  franchises  or  similar  agreements  with 
pharmaceutical  companies  are  participating  in  unethical 
practices. 

3.  Report  of  Committee  on  Contract  Medicine 

This  report  of  the  Committee  on  Contract  Medicine  was 
received  and  approved. 

4.  Report  of  Committee  on  Liaison  with  State  Bar  of  Texas 

The  report  of  the  Committee  on  Liaison  with  the  State 
Bar  of  Texas  was  received  and  approved. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Reports  of  Officers  and  Committees,  except  for  sections  3 
and  7 (Constimtion  and  By-Laws)  and  section  8 (Board 
of  Councilors  as  a Reference  Committee). 

Supplementary  Report. — Sertions  1 and  2,  Board  of 
Councilors  as  a Reference  Committee;  Seaions  3 and  4, 
Medical  Service  and  Insurance. 


10a.  REPORT  OF  COMMITTEE 
ON  CONTRACT  MEDICINE 


E.  Peter  Garber,  Chairman, 
R.  B.  Johns, 

H.  W.  Kilpatrick,  III, 
Homer  V.  Hedges, 

Jack  Lee, 

William  M.  Ashe. 


Dr.  Garber 


10b.  REPORT  OF  COMMITTEE  ON  LIAISON 
WITH  STATE  BAR  OF  TEXAS 

It  is  the  recommendation  of  the  Committee  that,  where 
feasible,  joint  committees  be  created  between  the  local 
medical  societies  and  the  bar  associations;  and  that  when 
problems  arise  within  the  regional  areas,  that  they  be 
discussed  by  these  joint  committees  with  aaion  recom- 
mended to  the  respective  groups.  It  is  strongly  recom- 
mended that  these  groups  meet  at  least  once  a year. 

The  Committee  recommends  that  a reasonably  complete 
abstract  of  any  disputes  be  forwarded  to  this  Committee 
in  order  that  we  may  accumulate  an  adequate  file  of  in- 
formation for  future  guidance  in  the  case  of  disputes  which 
have  not  been  satisfactorily  resolved. 

It  is  further  recommended  that  steps  be  taken  to  initiate 
a system  by  which  local  committees  refer  unresolved 
problems  to  a joint  meeting  of  this  Committee  and  its 
counterparts  in  the  State  Bar  of  Texas  for  final  adjudi- 
cation. 

Frederick  C.  Lowry,  Chairman, 
Edward  T.  Driscoll, 

D.  W.  Carter, 

J.  J.  Andujar. 

Reference  Committee  to  which  referred:  Medical  Serv- 
ice and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston;  10.  Board  of  Councilors 
except  seaions  3,  7 and  8.  The  Reference  Committee  ap- 
proves those  portions  of  the  report  of  the  Board  of  Coun- 
cilors which  were  referred ’to  the  Committee  but  wishes  to 
make  the  following  statement: 

Section  11  of  this  report.  Nomination  to  Emeritus  Mem- 
bership of  Dr.  George  Valter  Brindley. — The  accomplish- 
ments of  Dr.  Brindley  in  the  field  of  medicine  and  para- 
medical groups  are  so  well  known  that  a statement  from 
this  Committee  would  be  merely  a reiteration.  However,  we 
know  of  no  one  who  more  justly  deserves  the  nomination 
to  Emeritus  Membership  and  we  recommend  that  this 
nomination  be  adopted. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


The  Committee  on  Contraa  Medicine  had  meetings 
quarterly  during  the  past  year.  Because  of  the  illness  of 
Dr.  J.  L.  Cochran,  Dr.  E.  Peter  Garber  was  appointed 
chairman  as  of  Sept.  14. 

During  the  year,  the  Committee,  through  the  Texas 
Medical  Association  General  Counsel,  Mr.  Philip  R.  Over- 
ton  and  his  staff,  was  successful  in  correcting  several  situa- 
tions among  physicians  of  the  state  in  which  the  principle 
of  “fee  for  services”  was  involved. 

Recommendations 

The  Committee  recommends: 

1.  That  this  Committee  remain  aaive  indefinitely. 

2.  That  the  Association  oppose  any  legislation  that  might 
possibly  modify  the  present  law  which  eliminates  practice 
of  medicine  by  a corporation  or  any  unauthorized  person. 

Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  Drue  O.  D.  Ware,  Fort  Worth:  10.  Report  of  the 
Board  of  Councilors,  section  3. — The  Reference  Committee 
listened  to  a prolonged  discussion,  pro  and  con,  regarding 
the  amendment  of  the  By-Laws  proposed  by  the  Board  of 
Councilors,  Chapter  X and  XI,  regarding  the  authorization 
of  county  medical  societies  to  have  an  Adjudication  and 
Medical  Testimony  Committee.  It  was  the  unanimous 
opinion  of  the  Reference  Committee  that  regardless  of  the 
cumbersome,  verbose  details,  if  this  particular  change  offers 
support  to  those  individuals  who  are  doing  the  work  of 
the  county  medical  societies,  then  it  should  be  recom- 
mended to  the  House  of  Delegates  that  these  changes 
should  be  made.  The  Reference  Committee  approves  this 
amendment,  and  I move  the  adoption  of  this  seaion  of  the 
report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Ware:  10.  Report  of  the  Board  of  Councilors, 
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section  7,  deletion  General  Practitioner  of  the  Year. — This 
item  is  discussed  under  the  work  done  on  the  Report  of 
the  Council  on  Constitution  and  By-Laws.  [Page  570} 

[The  report  of  the  reference  committee  was  adopted.} 

REPORT  OF  BOARD  OF  COUNCILORS 
AS  A REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton:  10.  Board  of 
Councilors,  seaion  8 only,  and  the  Supplementary  portion 
of  that  report,  section  1 only. — Seaion  8 of  the  Report  of 
the  Board  of  Councilors  and  seaion  1 of  the  Supplementary 
Report  of  the  Board  of  Councilors  which  concern  the  Code 
of  Interprofessional  Relations  for  Physicians  and  Pharmacists 
in  Texas  were  considered  and  approved  by  the  Board  of 
Councilors  acting  as  a Reference  Committee. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Oswalt:  10.  Supplementary  Report  of  the  Board  of 
Councilors,  seaion  2 only. — Section  2 of  the  Supplemen- 
tary Report  of  the  Board  of  Councilors  reads  as  follows: 
"The  Board  of  Councilors  is  of  the  opinion  that  physicians 
participating  in  franchises  or  similar  agreements  with  phar- 
maceutical companies  are  participating  in  unethical  prac- 
tices.” 

This  statement  of  opinion  was  considered  by  the  Board 
of  Councilors  as  a Reference  Committee.  This  is  an  in- 
terpretation made  by  the  Board  of  Councilors  of  the  Prin- 
ciples of  Medical  Ethics  which  is  its  constitutional  duty. 
Therefore,  this  is  for  information  only.  No  aaion  by  the 
House  of  Delegates  is  recommended. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  10.  Supplementary  Re- 
port of  Board  of  Councilors,  sections  3 and  4;  10a.  Com- 
mittee on  Contract  Medicine;  10b.  Committee  on  Liaison 
with  the  State  Bar  of  Texas. — Seaions  3 and  4 of  the 
Supplementary  Report  of  the  Board  of  Councilors,  which 
approve  the  reports  of  the  Committee  on  Contract  Medi- 
cine and  the  Committee  on  Liaison  with  the  State  Bar  of 
Texas,  have  been  reviewed  and  approval  of  all  of  these  are 
recommended.  I have  included  "of  all”. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

11.  REPORT  OF  DELEGATES  TO 

AMERICAN  MEDICAL  ASSOCIATION 

J.  B.  Copeland,  Chairman, 
T.  C.  Terrell, 

M.  O.  Rouse, 

J.  C.  Terrell, 

Troy  A.  Shafer, 

John  K.  Glen, 

G.  W.  Cleveland, 

James  H.  Wooten. 

The  significant  influence  of  individual  physicians,  coun- 
ty medical  societies,  and  the  Texas  Medical  Association  in 
formulating  policies  of  the  American  Medical  Association 
was  refleaed  once  again  in  proceedings  of  both  the  1961 
Annual  and  Clinical  Meetings  of  the  AMA  House  of  Dele- 
gates. 

The  Texas  delegation  introduced  seven  resolutions  at  the 


110th  AMA  Annual  Meeting  June  26-30,  1961,  in  New 
York.  All  seven  were  approved.  They  pertained  to  such 
diverse  topics  as  foreign  aid,  states’  rights,  the  Connally 
Amendment,  social  security  medicine,  general  praaice  resi- 
dencies, voluntary  health  insurance,  and  the  use  of  generic 
names  in  prescribing  drugs. 

All  five  resolutions  introduced  by  Texas  Delegates  at 
the  1961  Clinical  Meeting  Nov.  27-30  in  Denver  were  ap- 
proved, and  now  represent  official  policy  of  the  AMA. 
These  resolutions  pertained  to  income  tax  deduaions  for 
the  aged,  polio  vaccines,  states’  rights  in  the  peaceful  uses 
of  atomic  energy,  military  training  programs  for  reserve 
medical  officers,  and  recognition  of  the  threat  of  the 
King-Anderson  bills  to  the  praaice  of  medicine.  As  evi- 
dence of  the  prominent  role  which  it  played  in  the  delib- 
erations at  Denver,  the  Texas  delegation  presented  five  of 
the  38  resolutions. 

1961  Annual  Meeting 

AMA  aaions  on  Texas  resolutions  presented  at  the 
1961  Annual  Meeting  at  New  York  follow: 

1.  Reappraisal  of  Federal  Programs  of  Foreign  Aid.  The 
AMA  House  approved  a Texas  resolution  which  encour- 
aged the  Congress  of  the  United  States  to  reappraise  pro- 
grams of  foreign  aid  to  eliminate  waste  in  existing  pro- 
grams, to  terminate  those  programs  which  are  not  in  the 
nation’s  best  interests,  and  to  exercise  close  supervision 
over  the  expenditure  of  all  monies. 

The  resolution  pointed  out  that  the  U.S.  has  spent,  lent, 
or  given  away  $86  billion  in  foreign  aid  during  the  past 
15  years,  including  significant  sums  which  have  been  sent 
to  hostile  governments  and  those  with  Communist  dictators. 

"United  States  foreign  aid  has  not  materially  strength- 
ened the  countries  which  have  received  it,”  the  resolution 
stated.  "Instead  of  strengthening  governments,  it  too  often 
has  corrupted  them;  instead  of  defeating  communism,  it 
has  worked  against  our  nation  in  many  instances.”  It  also 
pointed  out  that  in  our  own  country,  the  vast  program  of 
foreign  aid  has  contributed  to  more  inflation,  increased 
deficit  spending,  higher  taxes,  and  greater  inroads  on  our 
dwindling  gold  reserves. 

In  approving  the  Texas  resolution,  the  AMA  House 
Reference  Committee  stated,  "Every  citizen  should  be  con- 
cerned about  the  operation  of  our  foreign  aid  program,  not 
only  because  of  its  tremendous  cost,  but  also  because  its 
proper  administration  is  essential  to  our  successful  battle 
with  world  communism.” 

2.  Support  of  States’  Rights  Legislation. — A Texas  resolu- 
tion calling  for  support  of  states’  rights  legislation  pending 
in  Congress  which  establishes  rules  of  interpretation  gov- 
erning questions  of  the  effect  of  acts  of  Congress  on  state 
laws  was  approved.  This  legislation  (H.R.  3 and  S.  3)  has 
been  introduced  into  the  87th  Congress  by  Representative 
Smith,  Va.,  and  Senator  McQellan,  Ark. 

The  resolution  expressed  concern  in  regard  to  the  en- 
croachment of  the  federal  government  over  many  aspeas 
of  public  life,  and  cited  the  threatened  loss  of  freedom  of 
individualism  and  independence.  It  pointed  out  that  the 
Constitution  provides  that  those  powers  not  delegated  to 
the  United  States  nor  prohibited  to  the  states  are  reserved 
to  the  states  or  to  the  people. 

The  AMA  House,  in  agreeing  in  principle  with  the 
philosophy  expressed  in  the  resolution,  commented,  "Not 
only  should  the  American  citizen  jealously  guard  his  free- 
doms from  attack  from  outside  our  borders,  but  he  must 
protect  his  liberties  from  an  ever-encroaching  federal  gov- 
ernment. It  was  for  this  reason  that  the  founding  fathers 
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gave  the  federal  government  only  limited  powers  reserving 
to  the  states  or  to  the  people  those  powers  not  delegated. 
In  practice,  this  reservation  of  power  is  being  usurped  by 
federal  legislation  in  fields  previously  occupied  by  state 
legislation.” 

3.  Support  for  Retention  of  the  Connally  Amendment. — 
Acting  favorably  upon  a Texas  resolution,  the  AMA  House 
expressed  its  firm  support  for  retention  of  the  Connally 
Amendment  which  provides  this  country  with  the  right 
to  determine  whether  or  not  an  issue  is  within  its  domestic 
jurisdiction  or  under  the  jurisdiction  of  the  World  Court. 

Two  years  ago,  the  Senate  Foreign  Relations  Committee 
considered  a measure  calling  for  the  repeal  of  the  Con- 
nally Amendment.  Though  the  legislation  was  rejected, 
some  individuals  still  advocate  its  repeal. 

The  Texas  resolution  stated  that  the  Connally  Amend- 
ment is  vitally  important  in  maintaining  this  nation’s 
sovereign  rights,  and  that  the  United  States  should  not 
yield  the  right  to  determine  whether  an  issue  is  domestic, 
or  whether  it  should  come  under  the  jurisdiction  of  a 
World  Court. 

In  approving  the  resolution,  the  AMA  House  expressed 
the  view,  'We  must  be  diligent  to  protect  the  freedoms 
we  enjoy  in  this  country.  For  this  reason,  the  House  sup- 
ports the  retention  of  the  so-called  Connally  Amendment. 
We  can  see  little  benefit  to  be  derived  from  giving  away 
the  right  to  determine  whether  a particular  issue  is  an  in- 
ternal affair  or  whether  it  should  come  under  the  jurisdic- 
tion of  a World  Court.  On  the  other  hand,  it  is  possible 
that  such  an  action  could  jeopardize  the  freedom  of  the 
American  people.” 

4.  Opposition  to  King-Anderson  Bills. — The  Texas  reso- 
lution asked  the  AMA  to  go  on  record  unequivocally  in 
opposition  to  the  King-Anderson  Bills  (H.R.  4222  and 

S.  909),  and  to  reiterate  its  hearty  approval  of  the  philos- 
ophy of  free  enterprise  and  the  American  way  of  life 
"which  has  provided  the  U.S.  with  the  highest  quality  of 
medical  care  in  the  world.” 

The  King-Anderson  bills  would  establish  a federally  con- 
trolled and  operated  program  of  medical  care  for  the  aged 
through  the  Social  Security  System.  The  Texas  resolution 
stated : 

"Socialized  medicine  would  result  in  poorer — not  better 
— medical  care  for  the  American  public;  it  would  provide 
health  benefits  for  millions  who  are  not  needy  and  who 
can  afford  to  pay  for  their  own;  it  would  lead  to  the 
decline,  if  not  the  end,  of  voluntary  health  insurance  pro- 
grams; and  it  would  lead  to  a further  cut  in  take  home 
pay  for  millions  of  Americans  as  a result  of  even  greater 
increases  in  social  security  taxes  which  already  are  scheduled 
to  reach  914  per  cent  of  the  first  $4,800  of  payroll  by 
1969.” 

Favorable  consideration  was  given  to  the  Texas  resolu- 
tion, along  with  similar  resolutions  from  three  other  states. 
In  approving  the  resolutions,  a significant  policy  statement 
was  formulated  on  this  subject: 

"The  House  of  Delegates  of  the  American  Medical  As- 
sociation records  its  opposition  to  any  legislation  of  the 
King-Anderson  type.  Its  opposition  is  based  on  the  faas 
that  such  legislation  does  not  meet  the  needs  of  the  sima- 
tion;  interferes  with  the  doaor-patient  relationship;  inter- 
feres with  the  rights  of  doctors  employed  in  hospitals;  is 
inordinately  expensive;  leads  inevitably  to  further  encroach- 
ments by  government  into  medical  care;  results  eventually 
in  a deterioration  of  the  type  of  medical  care  rendered  the 
public;  and  is  therefore  detrimental  to  the  public  interest. 

"The  House  of  Delegates  invites  attention  to  the  fact 
that  the  medical  profession  is  the  only  group  which  can 


render  medical  care  under  any  system  and  that  the  medical 
profession  is  best  qualified  to  determine  how  the  best 
medical  care  can  be  delivered. 

"The  House  of  Delegates  believes  that  the  medical  pro- 
fession will  see  to  it  that  every  person  receives  the  best 
available  medical  care  regardless  of  his  ability  to  pay,  and 
it  further  believes  that  the  profession  will  render  that  care 
according  to  the  system  it  believes  is  in  the  public  interest 
and  that  it  will  not  be  a willing  party  to  implementing 
any  system  which  we  believe  to  be  detrimental  to  the  pub- 
lic welfare.” 

5.  Opposition  to  Compulsory  Use  of  Generic  Names  in 
Prescribing  Drugs. — The  AMA  House  approved  a Texas 
resolution  placing  it  on  record  in  opposition  to  legislative 
and  administrative  mandates  which  would  compel  physi- 
cians to  prescribe  drugs,  or  require  pharmaceuticals  to  be 
sold,  by  generic  name  only.  In  adopting  the  resolution,  the 
AMA  emphasized  that  the  policy  does  not  mean  that 
physicians  should  not  use  generic  names,  but  that  they 
should  oppose  the  compulsion  which  is  inherent  in  pro- 
posals of  this  kind. 

The  Texas  resolution,  drafted  initially  by  the  Tarrant 
County  Medical  Society,  pointed  out  that  hospitals,  agencies, 
and  individuals  have  been  encouraged  to  invoke  the  pre- 
scribing of  drugs  by  administrative  mandate.  In  addi- 
tion, Congressional  legislation  has  been  advocated  re- 
quiring pharmaceuticals  to  be  sold  under  generic  names. 

In  opposing  these  proposals,  the  resolution  pointed  out: 

a.  Legislative  and  administrative  mandates  could  deny 
to  the  individual  physician  the  right  to  use  his  own  best 
judgment  in  caring  for  his  patients  and,  in  turn,  it  would 
deny  the  patient  the  benefit  of  the  physician’s  best  judg- 
ment. 

b.  Legislation  requiring  pharmaceuticals  to  be  sold  under 
generic  names  could  place  public  health  in  jeopardy.  The 
strength,  purity,  and  quality  of  a drug  is  vitally  important 
to  the  patient. 

c.  Drugs  containing  the  same  active  ingredients  are  not 
identical.  Drugs  having  the  same  aaive  ingredients  and 
subject  to  the  same  standards  may  vary  in  more  than  24 
different  respects  and  still  be  entitled  to  share  the  same 
generic  name. 

d.  There  is  no  legal  basis  for  compulsory  prescribing 
and  dispensing  of  drugs  by  generic  name.  Some  state  laws 
specifically  do  not  allow  the  substitution  of  drugs. 

e.  The  substitution  of  generic  names  for  brand  names 
would  have  the  effect  of  discouraging  investment  in  sci- 
entific research  and  would  stifle  significant  studies  by  man- 
ufacturers of  pharmaceuticals. 

f.  Enactment  of  such  legislation  would  represent  a pow- 
erful thrust  in  socializing  health  services  of  the  nation. 

6.  General  Practice  Residencies. — Texas  was  one  of  eight 
states  which  introduced  similarly  worded  resolutions  calling 
for  the  AMA  Council  on  Medical  Education  and  Hospitals 
to  formulate  a new  pilot,  two-year  progressive  training 
program  acceptable  to  the  American  Academy  of  General 
Praaice. 

The  Texas  resolution  pointed  out  that  many  general 
praaice  residencies  are  unfilled,  and  that  many,  in  effea, 
represent  inadequate  progressive  and  integrated  training 
programs.  It  further  expressed  the  view  that  the  present 
two-year  Family  Practice  pilot  program  does  not  adequately 
prepare  the  young  physician  to  do  general  praaice  in  his 
own  community. 

After  considering  the  eight  resolutions,  the  AMA  House 
acknowledged  that  there  appears  to  be  a need  for  training 
programs  in  general  practice  for  those  individuals  who 
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desire  additional  experience  in  obstetrics  and  surgery  than 
may  be  available  in  the  currently  existing  Family  Praaice 
program.  It  directed  the  AMA  Council  on  Medical  Educa- 
tion and  Hospitals  to  consider  other  two-year  programs  in 
general  praaice  which  incorporate  experience  in  obstetrics 
and  surgery.  It  asked  the  Council  "to  review  these  programs 
on  the  basis  of  their  individual  merits  and  condua  a long- 
range  evaluation  of  these  new  programs  as  well  as  the  pre- 
viously established  family  praaice  programs  for  subse- 
quent study  and  report  to  the  House  of  Delegates.” 

7.  Film  on  Voluntary,  Prepayment  Health  Insurance. — 
Texas  Delegates  earned  favorable  recognition  for  a resolu- 
tion calling  for  the  produaion  of  a film  portraying  the 
development  and  present  role  of  voluntary,  prepayment 
health  insurance  as  an  effeaive  means  for  financing  health 
care  for  the  American  public. 

With  legislation  pending  in  Congress  providing  medical 
care  for  the  aged  through  social  security,  the  resolution 
pointed  out  that  the  United  States  rapidly  is  reaching  a 
"show-down”  in  the  struggle  to  preserve  the  voluntary  way 
of  life. 

The  resolution  urged  the  utilization  of  all  media  of  com- 
munication to  tell  the  story  of  voluntary  health  insurance. 
It  pointed  out  that  the  motion  picture  is  an  extremely 
effeaive  medium  of  conveying  information  to  the  public, 
yet  there  presently  are  no  good  films  available  on  this 
subjea.  The  film  could  be  employed  for  showings  to  com- 
munity and  civic  organizations. 

The  AMA  House  agreed  with  the  resolution  in  principle, 
and  then  referred  it  to  the  AMA  Board  of  Trustees  for 
further  study  and  implementation. 

Texas  delegates  vigorously  supported  several  other  sig- 
nificant aaions  of  the  House  of  Delegates  in  New  York. 
These  included  reiteration  of  AMA  policy  in  opposition  to 
social  security  retirement  coverage  for  physicians  and  policy 
on  relationships  between  medicine  and  osteopathy. 

1961  Clinical  Meeting 

AMA  aaions  on  Texas  resolutions  presented  at  the  1961 
Clinical  Meeting  at  Denver  follow: 

1.  Support  of  Income  Tax  Deductions  for  Medical  Care 
for  the  Aged. — The  AMA  House  of  Delegates  approved  a 
Texas  resolution  calling  for  the  endorsement  of  legisla- 
tion that  embraces  income  tax  deductions  for  the  aged  as 
a "praaical,  effeaive  means  in  helping  meet  the  costs  of 
medical  care”.  As  a result,  the  AMA  will  support  H.R. 
7756  (Rep.  Durward  Hall  of  Missouri)  which  would  help 
alleviate  the  problems  of  financing  medical  care  for  the 
aged,  and  would  assist  those  65  years  of  age  and  older  in 
meeting  their  own  responsibilities. 

This  legislation  would  amend  the  Internal  Revenue 
Code  to  permit  a taxpayer  to  dedua  in  full  the  amounts 
paid  for  medical  and  hospital  care  of  any  person  who  has 
attained  the  age  of  65,  regardless  of  whether  the  aged 
individual  receives  the  majority  of  his  support  from  the 
taxpayer,  as  is  presently  required.  H.R.  7756  would  allow 
tax  exemptions  for  all  drugs  and  medicines  for  the  aged 
and  would  provide  additional  exemptions  for  catastrophic 
medical  care  expenses.  The  objeaive  of  the  legislation  is 
to  assist  the  aged  and  their  families  to  meet  their  own 
obligations  without  relying  upon  government  programs 
which  are  federally  financed  and  controlled. 

2.  Polio  Vaccines. — ^Approving  a Texas  resolution,  the 
AMA  House  of  Delegates  decreed  that  the  Salk  vaccine 
should  be  the  vaccine  of  choice  for  routine  poliomyelitis 
immunization,  until  all  three  types  of  oral  vaccine  are 
available.  The  resolution  gives  each  county  medical  society 


the  responsibility  for  determining  the  type  of  program 
which  is  to  be  used  in  each  community  for  administering 
the  vaccine. 

The  resolution  stated  that  county  and  state  societies 
should  encourage,  stimulate,  and  participate  in  surveys  to 
determine  the  percentage  of  individuals  in  each  commun- 
ity who  have  undergone  immunizing  procedures.  Each 
county  medical  society  should  determine,  on  the  basis  of 
results  of  the  surveys,  the  type  of  vaccine  and  the  most 
effective  programs  which  will  be  of  greatest  benefit  to  the 
public. 

The  Texas  resolution  pointed  out  that  the  trivalent,  for- 
malin killed-polio  vaccine  (Salk)  has  proved  effeaive  in 
preventing  paralytic  poliomyelitis.  The  oral  polio  vaccine 
(Sabin  type)  currently  is  available  for  only  Type  I and 
Type  II.  Type  III  is  expected  to  be  licensed  in  the  future. 
Types  I and  II  oral  vaccines  can  immunize  only  against 
Types  I and  II  polio,  respectively,  and  are  recommended 
for  use  only  in  epidemics  or  potential  epidemics.  They  are 
not  available  for  widespread  use  in  the  absence  of  an  actual 
or  threatened  epidemic. 

3.  Support  of  Interests  and  Responsibility  of  the  States 
in  the  Peaceful  Uses  of  Atomic  Energy. — The  House  of  Del- 
egates adopted  a Texas  resolution  which  placed  the  AMA 
on  record  as  approving  the  intent  of  ODngress  to  decentral- 
ize atomic  energy  control  in  as  many  areas  as  possible  and 
to  turn  over  increasing  responsibility  to  the  states  in  the 
regulation  of  by-product,  source,  and  special  nuclear  ma- 
terials. 

The  AMA  urged  the  Atomic  Energy  Gammission,  in  the 
implementation  of  decentralizing  programs,  to  promulgate 
regulations  which  would  (a)  stimulate  the  development  of 
maximal  competency  within  states  to  handle  this  responsi- 
bility, ( b ) avoid  unnecessarily  complex  or  duplicating 
regulatory  systems  which  impair  utilization  of  these  ma- 
terials, and  (c)  encourage  a simplified  control  system  over 
by-products  which  will  stimulate  new  and  constructive  ap- 
plications of  nuclear  energy.  The  AMA  also  urged  the 
Atomic  Energy  Commission  not  to  retain  federal  control 
over  the  transfer  of  devices  utilizing  by-product,  source, 
and  special  nuclear  materials  and  the  disposal  of  all  radio- 
active waste  materials. 

The  resolution,  formulated  originally  by  the  Texas  Med- 
ical Association’s  Committee  on  Nuclear  Medicine,  was 
prompted  by  the  fact  that  the  AEC  had  asked  for  public 
comments  as  to  whether  it  should  retain  authority  over 
land  burial  of  atomic  wastes  and  over  the  transfer  of  de- 
vices containing  nuclear  materials.  The  AEC  asked  for 
these  comments  despite  the  faa  that  Congress  recognized 
the  interests  of  the  states  in  the  peaceful  uses  of  atomic 
energy  by  enacting  Public  Law  86-373  two  years  ago.  The 
law  promotes  an  orderly  regulatory  pattern  between  AEC 
and  state  governments  with  respect  to  nuclear  development 
and  the  use  and  regulation  of  by-produa,  source,  and  spe- 
cial nuclear  materials.  It  also  establishes  procedures  and 
criteria  for  the  discontinuance  of  certain  AEC  regulatory 
responsibilities  with  respect  to  these  materials  and  their 
subsequent  assumption  by  the  states. 

4.  Six-Month  Military  Training  Program  for  Reserve 
Medical  Officers. — Approving  in  principle  a Texas  resolu- 
tion, the  AMA  House  of  Delegates  voted  to  recommend  to 
the  Secretary  of  Defense  that  he  consider  the  advisability  of 
developing  a program  for  the  training  of  reserve  medical 
officers  to  meet  current  and  projeaed  national  needs.  The 
military  training  plan  would  be  similar  to  the  six  month 
program  utilized  at  present  to  train  non-medical,  technical 
reserve  officers  with  the  objeaive  of  insuring  an  adequate 
component  to  meet  national  emergencies.  These  officers 
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have  an  opportunity  to  serve  on  active  duty  in  the  armed 
forces  for  six  months,  then  must  undertake  a training 
period  of  seven  years  as  a member  of  a reserve  unit.  Physi- 
cians have  no  similar  program  opportunity  at  present.  The 
current  military  "build-up”  has  necessitated  draft  calls  for 
physicians  to  serve  two  year  terms  of  aaive  military  service. 

5.  Recognition  of  Legislative  Threat  to  Medicine. — The 
AMA  House  of  Delegates  approved  the  intent  of  a resolu- 
tion submitted  by  Dr.  T.  C.  Terrell,  Fort  Worth,  and  went 
on  record  asking  state  and  county  medical  societies  to  recog- 
nize the  threat  of  the  King-Anderson  bill,  and  to  prepare 
for  any  eventuality  by  continuing  to  oppose  any  federal 
plan  which  endeavors  to  impose  a sub-standard  system  of 
medical  care  on  the  American  public.  The  resolution  em- 
phasized that  the  Federal  Administration  is  continuing  to 
push  for  the  King-Anderson  bill  which,  if  enacted,  would 
result  in  a government  program  of  medical  care  for  the 
American  people. 

Dr.  Terrell’s  original  resolution  called  for  the  House  of 
Delegates  to  recognize  and  implement  the  present  policy 
of  the  AMA  in  opposition  to  legislation  of  the  King- 
Anderson  type.  (The  policy  was  adopted  at  the  1962  An- 
nual Meeting  at  New  York,  and  was  reported  above.) 

Texas  delegates  also  were  successful  in  spearheading 
opposition  to  a proposal  which  would  permit  the  AMA  to 
assume  original  jurisdiction  in  medical  disciplinary  cases. 
As  specifically  worded,  the  proposal  would  confer  original 
jurisdirtion  to  the  AMA  to  suspend  or  revoke  membership 
of  a physician  in  the  national  organization,  regardless  of 
whether  aaion  has  been  taken  against  him  at  the  local 
level. 

Texas  delegates  are  of  the  opinion  that  this  prerogative 
should  continue  to  rest  with  the  county  medical  society. 
The  AMA  House  of  Delegates  has  referred  this  issue  back 
to  the  AMA  Council  on  Constitution  and  By-laws  for 
further  study,  but  it  will  be  presented  again  at  the  1962 
Annual  Meeting  in  Chicago.  The  Texas  delegation  has 
stated  its  position  to  the  AMA  Council  and,  if  necessary, 
will  present  a resolution  in  opposition  to  permitting  the 
AMA  to  initiate  disciplinary  aaion,  except  as  presently 
provided  in  the  Constitution. 

Reference  Committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston:  11.  Delegates  to  AMA. — The 
Reference  Committee  approves  those  portions  of  the  report 
of  the  Delegates  to  AMA  which  were  referred  to  the  Com- 
mittee and  wishes  to  thank  them  for  their  untiring  devotion 
to  the  TMA  as  well  as  the  AMA.  I move  the  adoption  of 
this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


12.  REPORT  OF  EXECUTIVE  BOARD 


Harvey  Renger, 
President, 

C.  Lincoln  Williston, 
Executive  Secretary. 


Dr.  Renger 


1.  Fall  Meeting,  Oct.  1,  1961 

In  one  of  its  most  produaive  sessions,  the  Executive 
Board  of  the  Texas  Medical  Association  approved  three 
resolutions  presented  by  councils  and  committees  and  re- 
affirmed the  Association’s  policy  on  the  relationship  of  doc- 
tors of  medicine  and  doctors  of  osteopathy. 

The  Executive  Board’s  members  approved  resolutions 
(a)  supporting  legislation  in  the  United  States  Congress 
which  would  give  income  tax  assistance  to  the  aged  and 
to  their  families  in  helping  them  meet  the  costs  of  health 
care  for  those  65  and  over;  (b)  supporting  the  interest 
and  responsibilities  of  the  states  in  the  peaceful  uses  of 
atomic  energy;  and  (c)  stating  that  the  Salk  vaccine  should  ! 
be  the  vaccine  of  choice  for  routine  poliomyelitis  immuniza- 
tion until  all  three  types  of  oral  vaccine  are  available,  and 
providing  the  county  medical  society  with  the  responsibility 
for  determining  the  type;,  of  program  which  is  to  be  used 
in  each  community  for  administering  the  vaccine. 

The  resolutions  were  approved  by  the  Executive  Board 
for  introduaion  before  the  AMA  House  of  Delegates  at 
the  1961  Clinical  Meeting  in  Denver. 

Although  it  approved  many  reports  of  Boards,  Councils, 
and  Committees,  the  Executive  Board  did  not  take  aaion 
on  several  other  issues  which  it  believed  should  be  reserved 
for  deliberation  by  the  House  of  Delegates  in  May,  1962. 
These  included  (a)  a proposal  by  the  Council  on  Annual  \ 
Session  to  change  the  meeting  days  for  scientific  programs 
at  the  Annual  Sessions;  (b)  a recommendation  endorsing 
the  adjustment  of  fluoride  content  of  community  water 
supplies  to  the  proper  level  following  local  option  levels; 
and  (c)  a resolution  calling  for  the  establishment  of 
Homemaker  Service  units  by  local  groups  and  organizations 
with  the  approval  and  counsel  of  local  physicians.  ' 

I 

2.  Winter  Meeting,  Jan.  21,  1962  ; 

The  Executive  Board  reviewed  and  subsequently  ap- 
proved interim  reports  of  Association  boards  and  councils 
in  an  unusually  harmonious  session  Jan.  21. 

Definition  of  the  term  "hospital,”  contained  in  an  : 
amendment  to  the  Hospital  Licensing  Law  pending  before  | 
the  State  Legislature  at  the  time,  elicited  much  discussion.  I 
Definitions  for  general  hospital  and  special  hospital  sub- 
sequently were  drafted. 

This  question  was  prompted  by  the  implementation  of 
the  vendor’s  medical  care  program  in  the  state.  Numerous 
institutions  have  sought  licensure  in  order  to  collect  the 
payments  allowed  hospitals,  rather  than  the  lower  benefits 
allowed  for  convalescent  and  nursing  home  care. 

The  Executive  Board  approved  a report  endorsing  the 
principle  of  the  medical  self-help  training  program,  which  , 
is  designed  to  teach  American  families  how  to  survive  a : 
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national  emergency  and  how  to  meet  their  own  health 
needs  if  they  are  deprived  of  a physician’s  services.  The 
program  has  been  developed  by  the  U.S.  Public  Health 
Service,  in  cooperation  with  the  American  Medical  Associa- 
tion. The  Executive  Board  concurred  in  the  opinion  that 
pilot  programs  should  be  undertaken  in  several  areas  of 
the  state,  upon  the  invitation  and  with  the  cooperation  of 
county  medical  societies.  Reports  of  these  studies  will  be 
reviewed  by  the  Committee  on  Public  Health  and  Com- 
mittee on  Emergency  Medical  Service. 

In  other  action,  the  Executive  Board  concurred  with  the 
Council  on  Public  Relations  and  Public  Service  in  reaf- 
firming a previous  recommendation  that  the  General  Prac- 
titioner of  the  Year  Award  be  discontinued. 

Many  other  interim  reports  were  received  and  approved. 
Inasmuch  as  all  recommendations  of  boards,  councils,  and 
committees  must  be  submitted  to  the  House  of  Delegates 
as  part  of  their  Annual  Reports,  it  is  not  advisable  to 
repeat  such  information  in  this  section. 

Reference  Committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston;  12.  Executive  Board. — The 
Reference  Committee  approves  those  portions  of  the  report 
of  the  Executive  Board  which  were  referred  to  the  Com- 
mittee with  the  exception  of  section  1 (c)  in  which  the  term 
“county  medical  societies”  would  be  substituted  for  "local 
physicians”. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13a.  REPORT  OF  COUNCIL 
ON  ANNUAL  SESSION 


Herman  C.  Sehested,  Chairman, 
B.  H.  Williams, 

Dennis  M.  Voulgaris, 

Max  E.  Johnson, 

Mavis  P.  Kelsey. 


The  Council  on  Annual  Session  has  held  four  planning 
sessions  in  Austin,  three  of  them  with  officers  of  the  sci- 
entific sections  and  related  organixations.  An  outstanding 
panel  of  30  prominent  guest  speakers,  60  special  speakers 
and  150  member  speakers  has  been  assembled  for  the  1962 
Annual  Session.  Scientific  and  technical  exhibits  will  have 
magnificent  display  areas.  In  planning,  special  attention 
has  been  given  to  maintaining  a high  level  of  interest  in 
scientific  programs  and  social  activities  to  the  end  of  the 
meeting  by  reorganization  of  time  for  House  of  Delegates’ 
meetings,  sports  activities,  and  the  orientation  program. 

In  an  effort  to  improve  attendance  at  future  Annual 
Sessions  and  to  maintain  attendance  throughout  the  ses- 
sions, the  Council  recommends  that  the  meeting  days  for 
scientific  programs  be  changed  from  Monday  and  Tuesday 
to  Friday  and  Saturday.  Related  organizations  could  be 
encouraged  to  meet  either  Thursday  or  Sunday.  Sessions  of 


Dr.  Sehested 


the  House  of  Delegates  might  be  held  Thursday  morning, 
Friday  evening,  and  Saturday  morning.  Reference  commit- 
tees might  meet  Thursday  afternoon.  Since  Monday  is  the 
busiest  day  in  the  office  for  most  doctors  and  Thursday 
afternoon  the  most  common  day  off.  Council  members  be- 
lieve that  this  shift  of  meeting  time  to  the  last  of  the 
week  will  make  it  more  convenient  for  a larger  number 
of  doctors  to  attend.  Also,  leaving  Sunday  free  for  travel 
home  would  reduce  the  tendency  to  leave  early. 


13a.  SUPPLEMENTARY  REPORT  OF 
COUNCIL  ON  ANNUAL  SESSION 


The  Council  on  Annual  Session  has  received  a petition 
from  a large  group  of  Gastroenterologists  to  form  a new 
scientific  section  on  gastroenterology.  The  Council  has  con- 
sidered this  petition  and  concurs  with  the  request. 

We  therefore  recommend  the  authorization  for  a scien- 
tific section  on  Digestive  Diseases. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work. 

Supplementary  Report:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13a.  Report  of 
Council  on  Annual  Session. — In  an  effort  to  improve 
attendance  at  fumre  Annual  Sessions  and  to  maintain  at- 
tendance throughout  the  sessions,  the  Council  on  Annual 
Session  recommends  that  the  meeting  days  for  scientific 
programs  be  changed  from  Monday  and  Tuesday  to  Friday 
and  Saturday.  Council  members  believe  that  this  shift  of 
meeting  time  to  the  last  of  the  week  will  make  it  more 
convenient  for  a larger  number  of  doctors  to  attend.  Also, 
leaving  Sunday  free  for  travel  home  would  reduce  the 
tendency  to  leave  early. 

The  Reference  Committee  recommends  that  this  change 
in  the  timing  of  the  Annual  Session  be  tried  as  soon  as 
is  feasible. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13a.  Supplementary 
Report  of  Council  on  Annual  Session. — The  Council  on 
Annual  Session  received  a petition  from  a large  group  of 
interested  physicians  in  the  various  phases  of  digestive 
diseases  asking  for  the  formation  of  a new  scientific  section 
for  Texas  Medical  Association. 

Coincident  with  its  formation,  the  old  Texas  Society  of 
Gastroenterologists  and  Proctologists  will  be  dissolved.  The 
members  of  the  Society  feel  that  they  can  work  better  as  a 
scientific  section  and  hope  to  have  among  its  members 
pediatricians,  internists,  radiologists,  proctologists,  surgeons, 
and  pathologists,  in  fact,  all  who  are  interested  in  digestive 
diseases. 

The  Council  on  Annual  Session  has  concurred  in  the 
request  for  a new  section  and  the  Reference  Committee  on 
Scientific  Work  recommends  the  fotmation  of  a scientific 
section  on  Digestive  Diseases. 

I move  the  acceptance  of  this  portion  of  our  Supple- 
mentary Report. 

[The  report  of  the  reference  committee  was  adopted.] 
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13a(1).  REPORT  OF  COMMITTEE 

ON  GENERAL  ARRANGEMENTS 
FOR  ANNUAL  SESSION 


Albert  A.  Tisdale,  Chairman, 
Frank  M.  Covert,  III 
Samuel  A.  Hoerster, 

C.  Hal  McCuistion, 

Robert  N.  Snider. 


The  members  of  Travis  County  Medical  Society  extend 
to  you  a warm  welcome  to  the  Annual  Session,  and  to 
Austin,  "The  Friendly  City”.  Since  the  only  previous  An- 
nual Session  in  Austin  was  37  years  ago,  this  is  a new 
experience  for  us.  We  have  worked  diligently  to  make 
your  visit  interesting,  informative,  and  entertaining. 

We  are  proud  to  introduce  a number  of  “firsts”  this 
year.  The  scientific  and  technical  exhibits,  seaion  meetings, 
general  sessions,  and  social  events  will  be  held  in  the  beau- 
tiful new  Municipal  Auditorium.  Shuttle  bus  service  will 
be  provided.  Eidophor,  closed-circuit  television  projected  on 
an  18  by  20  foot  screen,  will  be  utilized  for  the  scientific 
sessions.  Memorial  services  will  be  conducted  in  a church, 
with  special  music  by  the  University  of  Texas  A Cappella 
Choir.  A unique  innovation  will  be  a ride  up  Lake  Aus- 
tin on  a "Mississippi  Rivetboat”  with  dinner  before  re- 
turning. Fraternity  and  alumni  parties  will  immediately 
precede  the  President’s  Dinner-Dance.  This  top  social  event 
will  be  short  on  speeches  and  long  on  fun,  with  food  by 
Jetton,  music  by  Ed  Gerlach,  intermission  combo,  and  a 
snappy  floor  show. 

It  is  our  hope  that  you  will  remember  the  TMA  An- 
nual Session  in  Austin  as  an  outstanding  event  of  1962. 

Reference  Committee  to  which  referred:  Scientific  Work. 


Dr.  Tisdale 


1.  County  Society  Committee  on  Medical  Jurisprudence  and 

Public  Relations 

The  following  change  had  previously  been  recommended 
by  the  Board  of  Councilors,  but  it  had  not  been  submitted 
to  the  House  of  Delegates. 

In  Chap.  X,  Sec.  12(b),  page  20  of  the  By-Laws,  add 
the  following  sentence:  "It  shall  be  permissible  for  county 
medical  societies  to  divide  these  duties  between  a Com- 
mittee on  Medical  Jurisprudence  and  a Committee  on 
Public  Relations.” 

The  Council  recommends  approval  of  this  By-Law  addi- 
tion. 


2.  Attendance  Requirements  for  Vice  Councilors  and  Council 

and  Committee  Members 

In  the  presidential  address  to  the  House  of  Delegates 
in  I960,  Dr.  Yeager  recommended  that  some  form  of 
attendance  requirements  be  enacted  for  Vice  Councilors 
and  council  and  committee  members.  This  concept  was 
approved  by  the  House  of  Delegates,  but  the  specific 
changes  have  not  previously  been  submitted. 

In  Chap.  IV,  Sec.  2,  p.  9,  add  a new  paragraph: 

"Any  Vice  Councilor  who  fails  to  attend  two-thirds  of 
the  meetings  of  the  Board  of  Councilors,  without  adequate 
excuse  for  absence,  shall  automatically  be  dropped  from 
such  membership.” 

In  Chap.  VIII,  Sec.  2(a),  p.  12,  add  a new  sentence  at 
end  of  first  paragraph: 

"Any  member  of  a council  who  fails  to  attend  two- 
thirds  of  the  meetings  of  the  council,  without,  etc.” 

In  Chap.  VIII,  Sec.  2(b),  p.  12,  insert  an  additional 
sentence  before  the  last  sentence: 

"Any  member  of  a committee  who  fails  to  attend  two- 
thirds  of  the  meetings  of  the  committee,  etc.” 

It  will  be  up  to  the  Board,  Council,  or  Committee  con- 
cerned to  decide  what  constitutes  an  adequate  excuse. 

The  Council  recommends  approval  of  these  additions. 


3.  Deletion  of  General  Practitioner  of  Year  Award 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13a(l).  Report  of 
Committee  on  General  Arrangements  for  Annual  Session. — 
The  Reference  Committee  commends  the  Committee  on 
General  Arrangements  for  Annual  Session  for  the  large 
amount  of  work  it  has  done  here  in  Austin.  It  is  a pleasure 
to  return  to  Austin  after  37  years  and  to  note  that  there 
have  been  many  changes  made.  I move  the  adoption  of  this 
portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

13b.  REPORT  OF  COUNCIL  ON 

CONSTITUTION  AND  BY-LAWS 


Dr.  Thomas 


John  F.  Thomas,  Chairman, 

J.  T.  Billups, 

George  M.  Jones, 

M.  D.  Thomas, 

William  R.  Klingensmith,  Jr. 


The  Board  of  Councilors  has  recommended  deletion  of 
the  General  Praaitioner  of  the  Year  award,  as  has  been 
done  by  the  American  Medical  Association.  The  Executive 
Board  at  its  meeting  in  September,  1961,  concurred  in 
this  recommendation. 

In  Chap.  VI,  delete  Sec.  12,  p.  11,  and  re-number  the 
following  seaions. 

The  Council  recommends  approval  of  this  deletion. 

4.  Delegation  to  the  AMA 

The  Council  on  Constitution  and  By-Laws  has  become 
aware  of  some  degree  of  apparent  dissatisfaction  within 
the  official  family  of  the  Texas  Medical  Association  with 
the  seleaion  of  delegates  and  alternate  delegates  to  the 
AMA.  An  attempt  has  been  made  by  the  Council  to  delve 
into  this  matter. 

It  is  recognized  that,  in  some  instances,  nominations  to 
these  positions  have  been  made  with  strong  overtones  refer- 
able to  political  considerations  and  geographic  distribution 
within  the  state,  rather  than  to  whether  the  specific  nomi- 
nee is  the  best  available  to  work  for  Texas  Medicine  on 
the  AMA  level. 

Thete  is  no  direct  way  for  the  majority  of  the  mem- 
bers of  the  House  of  Delegates  to  determine  the  relative 
effectiveness  of  the  incumbent  members  of  the  AMA  dele- 
gation. The  thought  has  been  expressed  that  perhaps  the 
AMA  delegation  could  evolve  some  system  of  self-audit. 


570 


TEXAS  State  Journal  of  Medicine 


The  Council  does  not  regard  the  limitation  of  terms  of 
AMA  delegates  as  the  proper  method  of  obtaining  the  de- 
sired result,  which  is  the  seleaion  of  the  most  effective 
representatives  for  the  Texas  Medical  Association. 

The  Council  on  Constitution  and  By-Laws  is  diligent  in 
the  interest  of  the  TMA  as  a whole.  The  Council  has  pre- 
sented these  comments  because  of  the  belief  that  if  a 
problem  exists,  it  should  be  discussed  openly. 

Several  members  of  the  AMA  delegation  have  pointed 
out  that  each  delegate  and  alternate  delegate  must  be 
elected  every  two  years;  consequently,  further  thoughtful 
nominations  may  be  made  at  that  time,  if  the  need  exists. 
This,  of  course,  again  brings  up  the  question  of  relative 
evaluation,  for  which  no  practical  solution  is  readily  appar- 
ent. 

The  Council  has  no  recommendaton  to  be  made  at  this 
time,  but  the  matter  is  submitted  for  discussion. 

The  House  of  Delegates  and  the  AMA  delegation,  indi- 
vidually and  collectively,  should  frankly  accept  the  concept 
that  the  strongest  individuals  available  for  these  positions 
should  be  seleaed  without  regard  to  politics  or  geography. 


SUPPLEMENTARY  REPORT  OF 

COUNCIL  ON  CONSTITUTION  AND  BY-LAWS 

1.  Election  of  AMA  Delegates 

A portion  of  the  report  of  this  Council  in  the  handbook 
(13b[4]),  reflected  concern  regarding  selection  of  our 
delegates  to  the  AMA. 

It  is  recommended  that  a "place  system”  for  the  nom- 
ination and  election  of  delegates  and  alternate  delegates 
be  instituted. 

This  year  there  are  four  vacancies  for  delegates  and  four 
vacancies  for  alternate  delegates. 

The  Council  recommends  that  nominations  be  made  for 
"Place  1”.  When  all  nominations  have  been  received,  a 
vote  will  then  be  taken  to  elect  "AMA  Delegate,  Place  1”, 
with  a majority  being  required. 

When  "Place  1”  has  been  filled,  nominations  for  and 
election  to  "Place  2”  will  be  conducted  in  a similar 
manner. 

Similarly,  this  method  would  apply  to  "Place  3 and  4” 
as  well  as  "Alternate  Delegate,  Place  1,  2,  3,  and  4”,  each 
position  being  acted  upon  singly  and  consecutively. 

At  such  time,  as  a "Delegate  Designate”  is  indicated, 
the  position  shall  be  filled  in  a like  manner. 

This  proposal  is  a matter  of  procedure  and  requires  no 
change  in  the  By-Laws. 

The  Council  recommends  approval  of  this  method  of 
eleaing  the  AMA  Delegates. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Constitution  and  By-Laws. 

Supplementary  Report:  Constitution  and  By-Laws. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 


[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Ware:  2.  Attendance  requirements  for  Vice  Coun- 
cilors, Council  and  Committee  members  which  reads  as 
follows:  "Any  Vice  Councilor  who  fails  to  attend  two- 
thirds  of  the  meetings  of  the  Board  of  Councilors  without 
adequate  excuse  for  absence  shall  automatically  be  dropped 
from  such  membership.”  The  same  with  reference  to 
Council  and  Committee  members. 

The  Reference  Committee  unanimously  approved  the 
recommended  changes  and  revisions.  I move  the  adoption 
of  this  section  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Ware:  3.  Deletion  of  General  Practitioner  of  the 
Year.  This  particular  recommendation  was  also  made  by  the 
Board  of  Councilors  under  seaion  7 and  the  Reference 
Committee  unanimously  approved  this  recommendation.  I 
move  the  adoption  of  this  section  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Ware:  4.  This  deals  with  the  delegation  to  the 
AMA.  The  Reference  Committee  thoroughly  discussed  the 
Council’s  report  in  the  handbook  and  approved  same 
unanimously.  1 move  the  adoption  of  this  section  of  the 
report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Ware:  13b.  Supplementary  Repon  of  Council  on 
Constitution  and  By-Laws  regarding  election  of  AMA,  Dele- 
gates.— The  Reference  Committee  discussed  this  particular 
recommendation  by  the  Council  on  Constimtion  and  By- 
Laws  with  reference  to  the  election  of  AMA  Delegates  by 
place  numbers.  The  Reference  Committee  was  advised  that 
these  particular  delegation  positions  could  be  designated  by 
place  numbers  without  Constitution  and  By-Laws  changes. 
It  was  the  unanimous  opinion  of  the  Reference  Committee 
that  this  supplemental  report  be  approved.  I move  the 
adoption  of  this  section  of  the  report. 

[The  report  of  the  reference  committee  was  tabled.} 


13c.  REPORT  OF  COUNCIL  ON 

MEDICAL  EDUCATION  AND  HOSPITALS 


John  L.  Matthews,  Chairman, 
James  A.  Greene, 

A.  J.  Gill, 

M.  H.  Crabb, 

John  W.  Lanius, 

G.  V.  Brindley,  Jr. 


Dr.  Matthews 

The  Council  on  Medical  Education  and  Hospitals  met 
concurrently  with  the  Executive  Board  on  Sept.  30  and  on 
Jan.  20.  It  will  meet  again  on  May  12. 


Dr.  Drue  O.  D.  Ware,  Fort  Worth:  13b.  Report  of 
Council  on  Constitution  and  By-Laws. — 1.  This  has  to  do 
with  permission  for  a county  medical  society  to  divide  the 
duties  of  a Committee  on  Medical  Jurisprudence  and  Public 
Relations  Committee.  The  Reference  Committee  approves 
the  necessary  revisions  to  the  By-Laws,  and  I move  the 
adoption  of  this  section  of  the  report. 


Committee  for  American  Medical  Education  Foundation 

On  Jan.  1 the  American  Medical  Education  Foundation, 
founded  in  1951,  and  the  American  Medical  Research 
Foundation,  founded  in  1957,  were  merged  into  the  Ameri- 
can Medical  Association  Education  and  Research  Founda- 
tion. Its  programs  include  (a)  unrestricted  financial  assist- 
ance to  medical  schools,  (b)  medical  journalism  fellow- 
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ships,  and  (c)  grants  to  medical  research  workers. 

The  Committee  recommends  that  the  Texas  Medical 
Association  continue  to  give  citations  to  county  medical 
societies  whose  members  have  contributed  100  per  cent  to 
the  AMEF  or,  in  the  future,  AMA-ERF  and  that  such 
citations  be  presented  by  the  President  in  general  assembly 
meetings  of  the  Association. 

[See  13c(l)] 


Committee  on  Patient  Care 

The  Committee  on  Patient  Care  will  report  to  the 
Council  at  the  Annual  Session. 

[See  13c(3)] 

Committee  on  Hospital  Accreditation 

The  Committee  on  Hospital  Accreditation  has  continued 
its  useful  funaion  of  counseling  Association  members 
seeking  accreditation  for  smaller  hospitals.  The  Committee 
participated  in  an  accreditation  workshop  sponsored  by  the 
Texas  Hospital  Association,  Texas  Medical  Association,  and 
Association  of  Medical  Record  Librarians,  held  in  Austin 
in  February. 

[See  13c(4)] 

Committee  on  Medical  Careers 

The  Committee  on  Medical  Careers  has  encouraged  coun- 
ty medical  societies  to  establish  committees  on  medical 
careers.  It  will  report  more  fully  at  the  Annual  Session. 
[See  13c(5)] 

Committee  on  Liaison  with  Medical  Schools 

The  Committee  on  Liaison  with  Medical  Schools  has 
been  most  aCTive,  having  met  at  Baylor  University  College 
of  Medicine,  Houston,  in  December  and  at  Southwestern 
Medical  College,  Dallas,  in  February.  A report  will  be 
submitted  following  a third  meeting  at  the  University  of 
Texas  Medical  Branch,  Galveston. 

[See  13c(6)} 

Medical  Research  Foundation  of  Texas 

The  Medical  Research  Foundation  of  Texas,  which  this 
Council  serves  as  an  advisory  body,  has  broadened  its  base 
during  the  past  year.  Approximately  30  Texas  communi- 
ties included  the  Foundation  in  their  United  Fund  cam- 
paigns last  fall.  The  basic  research  grants  from  the  Foun- 
dation to  Texas  dental  and  medical  schools  have  resulted 
in  subsequent  substantial  support  for  the  projeas  from 
other  sources.  The  Foundation  does  not  actively  seek  fi- 
nancial contributions  from  individual  physicians,  but  it 
does  request  their  help  in  publicizing  the  Foundation 
among  their  patients  and  friends. 

Recommendation 

The  Council  recommends  the  amendment  of  the  Associa- 
tion’s By-Laws  to  allow  change  of  the  name  of  the  "Com- 
mittee for  American  Medical  Education  Foundation”  to 
the  "Committee  for  the  American  Medical  Association 
Education  and  Research  Foundation.” 


f 

SUPPLEMENTARY  REPORT  OF 
COUNCIL  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 

1.  Committee  on  Patient  Care 

The  Council  approves  the  report  of  the  Committee  on 
Patient  Care.  The  functions  of  this  Committee  are  served 
by  the  Texas  Commission  on  Patient  Care.  The  Council 
approves  the  recommendation  of  the  Committee  on  Patient 
Care  that  the  Committee  be  discharged,  that  the  Texas 
Commission  on  Patient  Care  continue  to  funaion  as  it 
has  in  the  past,  and  that  its  physician  members  continue 
to  report  to  the  Council  on  Medical  Education  and  Hos- 
pitals. 

2.  Committee  on  Hospital  Accreditation 

The  Council  approves  the  report  of  the  Committee  on 
Hospital  Accreditation,  and  endorses  the  recommendations 
that  (a)  accreditation  institutes  be  held  biennially,  (b) 
that  the  Committee’s  offer  of  programs  for  county  medical 
societies  be  made  known  through  TMA  Action,  and  (c) 
that  consideration  be  given  to  formulation  of  standards  for 
hospitals  of  less  than  25  beds. 

3.  Committee  on  Liaison  with  Medical  Schools 

The  Committee  on  Liaison  with  Medical  Schools  has  met 
at  each  of  the  three  Texas  medical  schools.  Each  meeting 
was  attended  by  100  per  cent  of  the  Committee’s  ten 
members. 

The  Council  recognizes  the  hard  work,  personal  sacrifices, 
and  sincere  concern  of  these  members,  and  it  appreciates 
the  hospitable  reception  and  cooperation  extended  by  the 
three  faculties.  The  Council  believes  that  through  these 
frank  discussions  and  personal  contaas,  much  has  been 
accomplished  in  furthering  mutual  understanding.  The 
Council  recommends  that  the  Committee  on  Liaison  with 
Medical  Schools  be  continued  for  one  year. 

4.  Medical  Research  Foundation  of  Texas 

The  Council  has  reviewed  the  aaivities  of  the  Medical 
Research  Foundation  of  Texas,  and  is  gratified  by  its  ac- 
complishments in  furthering  basic  medical  research  in  our 
state.  Each  of  our  medical  and  dental  schools  has  bene- 
fited by  grants  which  have  enabled  young  researchers  to 
initiate  produaive  investigations.  The  Foundation  thus 
fulfills  a need  in  Texas  which  is  unmet  by  the  larger  and 
more  specialized  agencies.  The  Council  is  particularly 
pleased  that  the  United  Funds  in  28  Texas  cities  already 
have  included  the  Medical  Research  Foundation  of  Texas 
in  their  budgets. 

The  Council  recognizes  the  great  good  that  has  been 
done  by  including  the  health  organizations  in  United 
Funds.  It  would  suggest  that,  additionally,  all  United  Funds 
consider  including  this  Foundation  as  a broad-based  plan 
by  which  Texans  may  support  basic  medical  and  dental 
research  in  our  state. 

5.  Committee  on  American  Medical  Education  Foundation 

The  Council  approves  the  report  of  the  Committee  on 
American  Medical  Education  Foundation,  and  recommends 
the  adoption  of  its  proposal  that  the  Foundation’s  objectives 
be  enlarged  to  include  the  education  of  the  public  to  the 
accomplishments  of  the  Foundation. 
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6.  Committee  on  Medical  Careers 

The  Council  accepts  the  Supplementary  Report  of  the 
Committee  on  Medical  Careers,  and  endorses  the  recom- 
mendations of  the  Committee; 

a.  That  a panel  discussion  of  medical  careers  be  held 
during  the  Texas  Medical  Association’s  Public  Relations 
Conference  in  September. 

b.  That  the  Board  of  Councilors  be  asked  for  assistance 
in  the  program. 

c.  That  distribution  be  made  of  lists  of  premedical 
srudents. 

d.  That  an  appropriation  be  made  to  provide  distribution 
of  material  to  the  school  districts  of  Texas. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work,  except  for  recommendation  regarding  the 
American  Medical  Association  Education  and  Research 
Foundation  ( Constitution  and  By-Laws ) . 

Supplementary  Report:  Scientific  Work. 


Jefferson 

Liberty-Chambers 

Nueces 

Nolan-Fisher-Mitchell 

Palo  Pinto-Parker-Y oung-J ack- Archer 

Smith 

Tom  Green  Eight 
Victoria-Calhoun-Goliad 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real-Kinney- 
Terrell-Zavala 

It  is  the  wish  of  this  Committee  that  these  19  counties 
be  granted  special  recognition  by  the  Texas  Medical  As- 
sociation at  this  Annual  Session. 

During  1961,  the  American  Medical  Association  elected 
to  change  the  name  of  the  American  Medical  Education 
Eoundation  to  the  American  Medical  Association  Education 
and  Research  Foundarion.  This  will  broaden  the  scope  of 
aaivities  of  our  Committee,  so  that  this  is  actually  the  last 
year  of  functioning  of  the  Committee  for  American  Medi- 
cal Educarion  Foundation,  as  such. 


13c(l).  REPORT  OF  COMMITTEE 
FOR  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 


13c(l).  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  FOR  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 


Herbert  A.  Bailey,  Chairman, 
H.  E.  Whigham, 

Nelson  L.  Schiller, 

J.  C.  Terrell, 

Edward  D.  McKay, 

D.  J.  Sibley,  Jr., 

A.  L.  Delaney, 

S.  W.  Thorn. 


In  1961  the  Committee  for  American  Medical  Education 
Foundation  was  enlarged  to  provide  a member  in  Austin 
who  could  supervise  and  coordinate  its  aaivities  with 
publicity  organs  of  the  Association.  Dr.  Nelson  L.  Schiller 
assumed  this  responsibility.  During  the  year,  the  aaivities 
were  much  as  they  have  been  in  past  years,  with  colleaions 
approximating  a total  similar  to  that  for  I960.  However, 
in  1961,  the  number  of  county  medical  societies  which 
have  eleaed  to  participate  100  per  cent  has  increased  to 
19,  for  which  members  of  this  Committee  are  very  grateful. 
In  recognition  of  this  faa.  Committee  members  will  present 
to  the  House  of  Delegates  a resolution  for  adopting  a 
voluntary  plan  of  100  per  cent  participation  by  the  Texas 
Medical  Association.  This  report  has  been  submitted  to  the 
House  by  Dr.  Olin  Gober,  in  behalf  of  Bell  County  Medi- 
cal Society. 

The  19  counties  participating  100  per  cent  in  AMEF 
aaivity  in  1961  are  as  follows: 

Angelina 

Baylor-Knox-Haskell 

Bell 

Brooks-Duval-Jim  Wells 
Brown-Comanche-Mills-San  Saba 
Collin 

Dawson-Lynn-Terry-Gaines-Y  oakum 
Erath-Hood-Somervell 
Hale-Floyd-Briscoe 
Hardeman-Cottle-Foard-Motley 


The  Committee  discussed  past  accomplishments  and  rec- 
ognized that  the  colleaion  of  monies  by  the  American 
Medical  Associarion  Education  and  Research  Foundation 
were  relatively  small  in  per  cent  of  overall  need  for  medical 
schools  but  nevertheless  represented  a very  significant  and 
important  contribution  of  unallocated  funds  for  medical 
school  operation. 

The  Committee  felt,  however,  that  insufficient  publicity 
of  the  contributions  of  physicians  to  medical  education  had 
been  given.  The  Committee  unanimously  recommended 
that  the  objective  of  the  American  Medical  Association 
Education  and  Research  Foundation  be  enlarged  to  include 
the  education  of  the  public  to  the  position  of  the  medical 
profession  which  desires  to  improve  medical  care  to  all 
segments  of  the  population  of  the  United  States.  It  is 
further  recommended  that  the  delegates  of  the  Texas  Medi- 
cal Association  to  the  American  Medical  Association  be 
instruaed  to  present  a resolution  to  the  House  of  Delegates 
of  the  American  Medical  Association  requesting  enlargement 
of  the  functions  of  the  American  Medical  Education  and 
Research  Foundation  to  include  this  concept  of  public 
education. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work  except  for  last  paragraph  ( Ojnstitution 
and  By-Laws ) . 

Supplementary  Report:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13c.  Report  of  Coun- 
cil on  Medical  Education  and  Hospitals,  except  recommen- 
dation regarding  AMA-ERF,  and  Supplementary  Report; 
13c(l).  Report  of  Committee  for  American  Medical  Edu- 
cation Foundation,  except  last  paragraph,  and  Supplemen- 
tary Report. — The  Council  recommends  that  the  Texas 
Medical  Association  continue  to  give  citations  to  county 
medical  societies  whose  members  have  contributed  100  per 
cent  to  the  AMEF  or,  in  the  future,  AMA-ERF,  and  that 


Vo/ome  58,  JULY,  1962 


573 


such  citations  be  presented  by  the  President  in  general 
assembly  meetings  of  the  Association.  It  recommends  that 
the  19  county  societies  listed  in  the  report  of  the  G^m- 
mittee  for  AMEF  be  given  special  recognition  by  the  Texas 
Medical  Association. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Partain:  The  Reference  Committee  recommends  the 
adoption  of  the  proposal  that  the  Foundation’s  objectives 
be  enlarged  to  include  the  education  of  the  public  to  the 
accomplishments  of  the  Foundation,  and  it  is  further  rec- 
ommended that  the  House  of  Delegates  of  the  TMA  sug- 
gest to  and  request  of  the  directors  of  the  AMA-ERF  that 
the  functions  of  the  Foundation  be  enlarged  to  include  this 
concept  of  public  education. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Jack  M.  Partain,  San  Antonio:  13c.  Supplementary 
Report  of  Council  on  Medical  Education  and  Hospitals, 
Seaion  4,  Medical  Research  Foundation  of  Texas. — The 
Committee  received  and  approved  the  report  of  the  Coun- 
cil on  Medical  Education  and  Hospitals  in  its  commenda- 
tion of  the  Medical  Research  Foundation  of  Texas.  It  con- 
gratulates the  Foundation  on  its  progressive  aaivities.  Our 
Committee  recommends  that  the  various  United  Funds 
consider  the  inclusion  of  this  Foundation  as  a broad-based 
plan  by  which  Texans  may  support  medical  research  in 
Texas. 

I move  acceptance  of  this  portion  of  our  Supplementary 
Report. 

[The  report  of  the  reference  committee  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  Drue  O.  D.  Ware,  Fort  Worth:  13c.  Council  on 
Medical  Education  and  Hospitals,  only  recommendation  re- 
garding AMA-ERF,  and  13c(l).  Committee  on  American 
Medical  Education  Foundation,  last  paragraph  only. — 
These  two  items  have  reference  to  the  changing  of  the 
official  title  of  the  American  Medical  Education  Foundation 
to  the  American  Medical  Association  Education  and  Re- 
search Foundation. 

The  Reference  Committee  approved  the  recommendation, 
and  I move  the  adoption  of  this  section  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13c(2).  REPORT  OF  TMA  ADVISER  TO  STUDENT 
AMERICAN  MEDICAL  ASSOCIATION 
CHAPTER,  SOUTHWESTERN  MEDICAL 
SCHOOL 

A very  enthusiastic  Student  American  Medical  Associa- 
tion chapter  has  been  established  at  Southwestern  Medical 
School.  Each  year  the  chapter  has  become  better  organized. 
This  year  under  the  direction  of  Joel  Adams,  president,  90 
per  cent  of  the  freshman  class  joined. 

The  chapter  is  very  proud  of  their  achievements  and 
they  are  to  be  congratulated. 

The  officers  are:  Joel  Adams,  president;  Dick  Norgaard, 
vice  president;  Larry  Reed,  secretary;  Clarence  Temple, 
treasurer.  Also  each  class  has  elected  a president  and 
SAMA  representative. 

Five  major  committees  have  been  established,  each  with 
a chairman.  They  are  as  follows:  (1)  High  School  Visita- 
tion Committee,  (2)  Scholastic  Committee,  (3)  Inter- 
viewees Committee,  (4)  Athletic  Committee,  (5)  Parking' 
Regulation  Committee. 


The  committees  have  been  enthusiastic  in  their  responsi- 
bilities and  the  chapter  has  prospered. 

Don  Payne  is  national  vice  president.  Joel  Adams,  chap- 
ter president,  represented  the  chapter  at  the  American  Medi- 
cal Association  meeting  in  Denver.  He  was  sponsored  by 
the  Texas  Medical  Association.  Clarence  Temple  and  Joel 
Adams  attended  the  regional  meeting  in  Oklahoma  City. 

Many  other  details  are  on  file  in  the  Texas  Medical  Asso- 
ciation office  in  Austin,  including  the  chapter’s  constitution. 
G.  V.  Launey,  M.D. 

TMA  Adviser  to  the  Student  American 
Medical  Association  Chapter, 
Southwestern  Medical  School. 

Reference  Committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13c (2).  Report  of  TMA 
Adviser  to  the  Student  Medical  Association  Chapter,  South- 
western Medical  School. — ^The  Committee  approves  the  re- 
port of  Dr.  Launey,  the  TMA  Adviser  to  the  Student 
American  Medical  Association  Chapter,  and  hopes  that  the 
enthusiastic  activity  of  the  Chapter  can  be  maintained  from 
year  to  year. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

13c(3).  REPORT  OF  COMMITTEE 
ON  PATIENT  CARE 

13c(3)(a).  APPOINTEES  TO  TEXAS 

COMMISSION  ON  PATIENT  CARE 


/ G.  V.  Brindley,  Jr.,  Chairman, 

Hal  V.  Norgaard, 

J A.  J.  Bankhead, 

BREketon, 

Joseph  F.  McVeigh. 

A 

Dr.  Brindley 

The  Texas  Commission  on  Patient  Care  meets  in  an 
advisory  capacity  with  the  paramedical  organizations  to  dis- 
cuss their  participation  in  patient  care.  Major  problems  are 
recruitment,  training  programs,  certification  requirements, 
and  professional  and  economic  status.  Generally,  there  is 
a tendency  to  increase  progressively  the  educational  and 
training  requirements  and  to  recommend  or  require  certi- 
fied personnel  to  funaion  in  hospitals,  clinics,  and  physi- 
cians’ offices.  Probably  the  most  important  contribution  of 
the  Commission  is  related  to  nursing  organizations  and 
associated  legislation.  The  Commission  vigorously  opposed 
a bill,  defeated  last  year  in  the  Texas  Legislamre,  that  would 
have  been  deleterious  to  the  welfare  of  the  patient  and  to 
the  nursing  professions.  A similar  bill  may  be  submitted 
in  1963.  The  Commission  will  carefully  smdy  all  pertinent 
information,  favoring  legislation  benefiting  the  patient  and 
nursing,  but  opposing  measures  increasing  federal  control, 
inviting  union  participation,  or  containing  socialistic  prin- 
ciples. 
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There  are  between  25,000  and  26,000  people  in  voca- 
tional nursing  in  Texas.  About  25  per  cent  of  these  people 
are  members  of  several  vocational  nursing  organi2ations. 
There  is  dissension  among  these  organizations.  Efforts  are 
being  made  to  resolve  these  differences  and  to  encourage 
a merger  of  these  organizations  to  permit  more  effeaive 
direction  of  this  important  component  of  nursing. 

Appointed  representatives  are  working  with  the  Mental 
Health  Careers  Committee  and  the  AM  A Workshop  on 
Home  Care.  It  was  agreed  that  the  major  emphasis  and 
effort  to  improve  home  care  for  the  patient  should  be  at 
the  local  level,  and  not  dependent  on  federal  government 
direaion. 

The  aspects  of  proposed  health  legislation  before  the 
state  and  federal  government  are  currently  being  reviewed 
and  evaluated.  Mr.  Philip  R.  Overton  and  his  staff  have 
given  invaluable  counsel.  The  Commission  is  vitally  inter- 
ested in  these  measures  and  will  continue  to  work  to 
oppose  legislation  unfavorable  to  American  Medicine  and 
to  the  welfare  of  patients. 

Recommendation 

The  Commission  is  comprised  of  four  physicians  ap- 
pointed by  the  Texas  Medical  Association  and  a similar 
number  from  the  Texas  Hospital  Association.  Its  objectives 
are  identical  to  those  of  the  Texas  Medical  Association’s 
Committee  on  Patient  Care.  The  Committee  is  comprised 
of  five  members,  with  the  four  senior  members  serving 
as  the  Association’s  official  appointees  to  the  Commission. 
In  view  of  the  overlapping  membership  and  the  identical 
objectives,  the  Committee  has  not  been  active  in  recent 
years,  and  it  has  not  held  separate  meetings.  Therefore,  it 
is  recommended  that  the  Committee  on  Patient  Care  be 
discharged.  The  Texas  Commission  on  Patient  Care  should 
continue  its  deliberations  and  should  function  as  it  has 
in  the  past,  with  physician  members  reporting  to  the 
Council  on  Medical  Education  and  Hospitals. 

Reference  Committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13c(3).  Report  of 
Committee  on  Patient  Cate;  13c (3)  (a)  Report  of  Ap- 
pointees to  Texas  Commission  on  Patient  Care. — In  view  of 
the  overlapping  membership  and  the  identical  objeaives  of 
the  Committee  on  Patient  Care  and  the  Appointees  to  the 
Texas  Commission  on  Patient  Care,  the  Council  recommends 
that  the  Committee  on  Patient  Care  be  dissolved. 

The  Reference  Committee  is  of  the  opinion  that  a Con- 
stimtional  change  would  be  necessary  to  do  this  and  rec- 
ommends that  this  be  referred  to  the  Council  on  Constitu- 
tion and  By-Laws. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  first  paragraph  of  the  report  of  the  reference  com- 
mittee was  adopted  and  referred  to  the  Reference  Com- 
mittee on  Constitution  and  By-Laws  to  amend  the  By-Laws 
as  necessary  to  effea  the  recommendation  immediately.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  Drue  O.  D.  Ware,  Fort  Worth;  13c(3)  only.  Re- 
port of  Committee  on  Patient  Care. — ^The  Reference  Com- 
mittee recommends  the  following  By-Laws  changes : De- 
letion of  Seaion  6a  Chapter  8 of  the  By-Laws. 

I move  the  adoption  of  this  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13c(4).  REPORT  OF  COMMITTEE 

ON  HOSPITAL  ACCREDITATION 

R.  L.  Shepperd,  Chairman, 
Hugh  H.  Hanson, 

Hugh  F.  Rives, 

Marion  R.  Lawler, 

Drue  O.  D.  Ware, 

Maynard  S.  Hart, 

C.  B.  Marcum. 

The  Committee  on  Hospital  Accreditation  met  with  cor- 
responding committees  from  the  Texas  Hospital  Association 
and  Texas  Association  of  Medical  Record  Librarians,  Feb. 
10,  1962.  Also  attending  the  meeting  were  Dr.  Kenneth 
Babcock,  Executive  Secretary  of  the  Joint  Commission 
on  Accreditation  of  Hospitals,  and  Ray  Hurst,  Executive 
Secretary  of  the  Texas  Hospital  Association.  ’There  have 
been  16  hospitals  which  have  availed  themselves  of  the 
"Dry  Run  Surveys’’,  six  of  which  have  been  accredited  by 
the  Joint  Board.  Other  accreditations  are  pending. 

Committee  members  are  happy  to  report  that  there  is 
an  increasing  amount  of  interest  among  the  hospitals  of 
Texas  in  meeting  the  minimum  standards  of  the  Joint 
Board.  At  present  81  per  cent  of  the  eligible  hospital  beds 
in  Texas  are  accredited.  This  corresponds  favorably  to  the 
82.5  per  cent  national  average;  however,  46  per  cent  of 
the  hospitals  with  25  beds  or  more  in  Texas  are  not  ac- 
credited. 

The  Texas  Medical  Association,  Texas  Hospital  Associa- 
tion, and  Texas  Association  of  Medical  Record  Librarians 
sponsored  an  accreditation  institute  in  Austin  on  Feb.  9-10, 
1962.  More  than  300  registrants  attended  this  meeting  and 
represented  hospital  boards,  medical  staffs,  administrators, 
and  record  librarians. 

Recommendations 

The  Committee  on  Hospital  Accreditation  recommends: 

1.  That  accreditation  institutes  or  workshops  are  worth- 
while about  every  two  years. 

2.  That  the  Committee’s  offer  of  programs  for  county 
medical  societies  on  hospital  accreditation  be  repeated  in 
one  of  the  central  office  mailings  to  county  societies. 

3.  That  consideration  be  given  by  the  Texas  Medical 
Association  and  paramedical  groups  to  establishing  some 
type  of  criterion  whereby  hospitals  of  less  than  25  beds 
may  be  recognized  for  good  standards  of  patient  care.  'The 
Committee  recognizes  that  many  small  hospitals  in  Texas 
give  excellent  patient  care,  but  that  the  Joint  Commission 
presently  is  not  set  up  to  survey  hospitals  under  25  beds. 

Reference  Committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio;  13c (4).  Committee 
on  Hospital  Accreditation. — ^The  Reference  Committee  ap- 
proves this  report  and  we  move  its  adoption.  The  Reference 
Committee  further  endorses  the  recommendations  that  (a) 
accreditation  institutes  be  held  biennially;  (b)  that  the 
committee’s  offer  of  programs  for  county  medical  societies 
be  made  known  through  TAtA  Action;  and  (c)  that  con- 
sideration be  given  to  formulation  of  standards  for  hospitals 
of  less  than  25  beds. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 
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13c(5).  REPORT  OF  COMMITTEE 
ON  MEDICAL  CAREERS 


Albert  McCulloh,  Chairman, 
G.  Thomas  Shires, 

John  B.  Truslow, 

Walter  A.  Brooks, 

R.  L.  Daily, 

Gordon  Black, 

Harry  M.  Shytles, 

Harold  Bindley, 

A.  Fletcher  Clark,  Jr. 

Dr.  McCulloh 

The  Committee  on  Medical  Careers  had  its  first  meeting 
at  the  Annual  Session  in  Galveston  in  April,  1961,  and  met 
again  in  September,  1961,  at  the  fall  conference.  The  pri- 
mary objeaive  of  this  committee  is  to  encourage  young 
men  and  women  to  enter  the  field  of  medicine  and  the 
various  allied  fields.  It  is  believed  that  there  has  been 
too  little  direct  participation  by  organized  medicine  in 
the  promotion  of  medical  careers.  Whereas  individual  ef- 
forts have  been  fruitful  in  encouraging  young  men  and 
women  to  go  into  medicine,  our  Association  has  only  re- 
cently seen  fit  to  direct  its  energies  into  the  dirertion  of 
promoting  medical  careers.  Because  of  keen  competition 
from  other  sciences  and  professions,  the  time  is  right  to 
"sell  medicine”  to  youth  of  today. 

Recommendations 

The  Committee  on  Medical  Careers  has  the  following 
recommendations : 

1.  That  this  Committee  work  closely  with  premedical 
committees  of  universities  and  colleges  of  the  State. 

2.  That  local  medical  societies  maintain  a closer  rela- 
tionship in  college  towns  with  premedical  groups,  and 
also  with  high  school  students  who  might  be  interested 
in  the  field  of  medicine. 

3.  That  local  medical  societies  be  urged  to  contaCT  pros- 
pective medical  students  to  aid  and  counsel  them  during 
their  premedical  years.  A partial  list  of  premedical  stu- 
dents has  been  obtained  by  this  Committee  and  mailed 
to  each  society.  It  is  believed  that  a small  amount  of 
personal  contact  by  physician  friends  would  be  of  great 
benefit. 

4.  That  exhibits  promoting  medicine  be  displayed  at  con- 
ventions and  gatherings  of  young  people  over  the  state. 

5.  That  more  information  regarding  medical  careers  be 
published  by  the  Texas  State  Journal  of  Medicine. 

6.  That  more  medical  societies  consider  sponsoring 
scholarship  funds  for  medical  students,  such  as  is  being 
done  by  Nueces  County  Medical  Society  at  present. 


13c(5).  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  MEDICAL  CAREERS 

1.  Program  Spot  Requested  for  Public  Relations  Conference 

The  Committee  voted  to  request  the  Council  for  a spot 
on  the  program  at  the  1962  Public  Relations  Conference  in 
September  for  a panel  discussion  on  medical  careers.  Mem- 
bers of  the  panel  will  be  chosen  from  several  representative 
county  societies  and  will  discuss  the  work  that  is  being 
done  by  the  county  societies  to  encourage  young  people  to 
study  medicine. 


2.  Assistance  of  Councilors  Requested 

The  Committee  requests  that  councilors  of  the  various 
distrirts  assist  in  the  implementation  of  medical  careers 
programs  in  each  of  the  county  societies. 

3.  List  of  Premedical  Students 

The  Committee  agreed  to  continue  the  practice  initiated 
this  spring  of  furnishing  the  president  of  each  county 
society  with  a list  of  premedical  students  and  their  home 
addresses  from  many  of  the  colleges  and  universities  of 
the  state. 

4.  Request  Funds  to  Mail  Brochures  to  Schools 

The  Committee  requests  the  Board  of  Trustees  for  funds 
to  send  a covering  letter  and  two  booklets  to  the  superin- 
tendents of  every  independent  school  distrirt  in  Texas  to 
be  used  in  counseling  students  concerning  medicine  as  a 
career.  Funds  requested  should  be  adequate  to  cover  cost  of 
this  mailing  and  the  cost  of  the  booklets,  "The  Opportuni- 
ties and  Rewards  of  Medicine  Can  Be  Yours”  and  "Medi- 
cine as  a Career”,  which  are  availale  from  the  American 
Medical  Association. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work. 

Supplementary  Report:  Seaion  1,  Legislation  and  Public 
Relations;  Seaion  2,  Board  of  Councilors;  Seaion  3,  Sci- 
entific Work;  Section  4,  Board  of  Trustees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio;  13c(5).  Committee 
on  Medical  Careers,  and  Supplementary  Report  of  Com- 
mittee on  Medical  Careers,  section  3 only. — ^The  Reference 
Committee  accepts  the  report  of  the  Committee  on  Medical 
Careers  as  presented  in  the  handbook  for  delegates  and  the 
supplementary  report  which  recommends  panel  discussions 
on  medical  careers  be  held  during  the  Texas  Medical  Asso- 
ciation Public  Relations  Conference  in  September,  distribu- 
tion of  lists  of  premedical  students,  and  that  the  Board  of 
Councilors  be  asked  for  assistance  in  this  program. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

Dr.  Partain:  The  Reference  Committee  requests  that  the 
recommendation  of  the  Committee  on  Medical  Careers  that 
an  appropriation  be  made  to  provide  distribution  of  mate- 
rial to  the  school  distrias  of  Texas  be  referred  to  the  Board 
of  Trustees  since  it  involves  expenditure  of  funds.  I move 
the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted,  how- 
ever it  was  noted  that  the  Board  of  Trustees  had  already 
appropriated  the  funds.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13c(5).  Supplementary 
Report  of  Committee  on  Medical  Careers,  section  1 only. — 
The  Reference  Committee  endorses  the  request  of  the 
Committee  on  Medical  Careers  for  a spot  on  the  program  at 
the  1962  Public  Relations  Conference  in  September  for  a 
panel  discussion  on  medical  careers. 

The  Reference  Committee  further  recommends  that  the 
major  points  developed  by  this  panel  discussion  be  re- 
ferred to  the  county  societies. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 
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REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Fort  Stockton;  13c(5).  Supplementary 
Report:  Committee  on  Medical  Careers,  seaion  2 only. — 
The  Committee  on  Medical  Careers  is  commended  for  its 
aaivities  as  reflected  in  its  report.  We  approved  the  rec- 
ommendation which  requests  that  Councilors  of  the  various 
distrias  assist  in  the  implementation  of  medical  cateers 
programs  in  each  of  the  society  areas.  The  Reference  Com- 
mittee further  recommends  that  liaison  by  the  Committee 
on  Medical  Careers  and  the  Texas  Academy  of  General 
Practice  be  established  with  reference  to  the  Academy’s 
"Project  MORE”,  and  it  further  recommends  that  the 
Committee  on  Medical  Careers  establish  direct  liaison  with 
the  Board  of  Councilors  in  the  furtherance  of  the  Com- 
mittee’s aaivities. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  R.  W.  Kimbro,  aeburne:  13c(5).  Supplementary 
Report  of  Committee  on  Medical  Careers,  seaion  4 only. — 

The  Committee  has  asked  the  Board  of  Trustees  for  funds 
to  send  a covering  letter  and  two  booklets  to  the  superin- 
tendent of  all  independent  school  districts  in  the  state. 
This  informational  mailing  will  be  used  by  school  faculty 
in  counseling  students  on  the  opportunities  and  rewards  of 
a career  in  medicine.  The  Trustees  concur  that  this  is  a 
very  worthy  expendimre,  and  they  have  agreed  to  appro- 
priate necessary  funds  for  this  statewide  mailing. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13c(6).  REPORT  OF  COMMITTEE  ON  LIAISON 
WITH  MEDICAL  SCHOOLS 


R.  L.  Deter,  Chairman, 
Wendell  H.  Hamrick, 
Frank  Harrison, 

John  C.  Huistdley, 

L.  Bonham  Jones, 
Weldon  Kolb, 

Stephen  R.  Lewis, 
Stanley  W.  Olson, 
May  Owen, 

M.  O.  Rouse. 


At  the  initial  meeting  in  Austin  on  Sept.  30,  1961,  of 
the  Committee  on  Liaison  with  Medical  Schools,  members 
outlined  the  scope  of  the  Committee’s  activities  and 
planned  their  approach  to  the  study  of  the  problems  of 
medical  education  in  Texas.  It  was  unanimously  agreed  that 
members  of  the  committee  needed  to  make  a visit  to  each 
of  the  medical  schools  to  obtain  firsthand  knowledge  of 
the  setting  in  which  medical  education  was  being  conducted 
in  each  of  the  three  approved  schools  of  medicine. 

The  following  schedule  for  visitation  was  arranged: 

1.  Dec.  15-16,  1961,  Baylor  University  College  of  Medi- 
cine, Houston. — On  Friday,  Committee  members  visited 
with  seleaed  representatives  of  the  faculty  and  were  guests 
of  the  dean  in  his  home  for  dinner.  The  following  day 
they  discussed  the  history  of  Baylor  University  College  of 
Medicine,  its  admissions  policy,  the  organization  of  its 


curriculum,  and  the  financing  of  its  program  of  medical 
education.  After  this,  they  were  taken  on  a tour  of  the 
medical  school  and  the  Texas  Medical  Center.  A meeting 
was  held  on  Saturday  afternoon  with  representatives  of  the 
Harris  County  Medical  Society. 

2.  Feb.  16-17,  1962,  University  of  Texas  Southwestern 
Medical  School,  Dallas. — On  Friday,  Committee  members 
conferred  with  members  of  the  liaison  committee  of  the 
Dallas  County  Medical  Society  and  certain  members  of  the 
society’s  executive  board.  The  Committee’s  members  were 
invited  to  the  home  of  Dean  Gill,  where  the  historical 
background  of  the  school  was  discussed.  The  next  morn- 
ing the  dean  and  his  faculty  presented  a comprehensive 
discussion  of  student  selection,  financial  support  of  the 
school,  and  its  relationship  to  the  Parkland  Hospital  and 
to  the  Dallas  County  Medical  Society.  Members  of  the 
Committee  toured  the  modern  basic  and  clinical  sciences 
building  of  the  school  and  the  Parkland  Hospital. 

3.  March  I6,  1962,  University  of  Texas  Medical 

Branch,  Galveston. — Committee  members  visited  the  Uni- 
versity of  Texas  Medical  Branch  on  March  16.  The  visit 
was  similar  in  format  to  the  ones  at  Baylor  and  Southwest- 
ern. The  Committee  convened  for  luncheon.  A formal 
presentation  was  given  by  Dr.  John  B.  Truslow  and  offi- 
cers of  the  Medical  Branch;  discussions  and  questions 
followed.  Officers  and  members  of  the  medical  school  com- 
mittee of  the  Galveston  County  Medical  Society  participated 
in  the  meeting. 

Comment 

These  three  schools  vary  widely  in  many  respects.  Two 
are  state  supported;  one  is  a privately  supported  school. 
Two  are  located  in  large  communities  adjacent  to  city- 
county  general  hospitals;  one  is  in  a medium-sized  com- 
munity. One  school  depends  for  its  clinical  material  upon 
the  patients  of  a large  hospital  which  is  partially  state 
supported  and  partially  privately  endowed.  Another  is 
located  in  a large  medical  center  adjacent  to  several  private 
hospitals. 

Although  Committee  members  have  reviewed  in  some 
detail  the  many  problems  of  medical  educational  institu- 
tions in  Texas  today,  they  wish  to  make  no  recommenda- 
tion to  the  Texas  Medical  Association  until  they  have 
completed  an  evaluation  of  the  visits  to  all  three  schools. 
The  substantial  data  that  have  been  accumulated  will  be 
of  substantial  value. 

SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  LIAISON  WITH  MEDICAL  SCHOOLS 

This  has  been  a most  interesting  and  rewarding  assign- 
ment for  all  members  of  this  Committee.  The  ten  members 
of  this  Committee,  at  considerable  time  and  expense  to 
them,  met  two  days  in  Houston,  two  days  in  Dallas,  and 
one  day  in  Galveston.  There  was  100  per  cent  attendance 
at  all  three  meetings.  Each  meeting  generated  more  en- 
thusiasm for  the  next  meeting,  not  only  for  the  Com- 
mittee members,  but  the  faculties  of  the  three  medical 
schools  as  well. 

This  Committee  was  particularly  impressed  with  the 
changes  in  medical  curricula  since  we  attended  medical 
school.  The  absolute  devotion  to  the  three  "R’s”  of  medi- 
cine, teaching,  patient  care,  and  research  was  obvious  in  all 
three  medical  schools.  It  is  apparent  that  there  is  a need 
for  understanding  of  the  problems  and  accomplishment  of 
the  organization  of  medicine  by  some  members  of  medical 
school  faculties  and  conversely  there  is  a need  for  the  prac- 
ticing physician  to  know  how  far  medical  education  has 
progressed. 


Dr.  Deter 
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After  much  deliberation,  the  Committee  made  the  fol- 
lowing recommendations : 

1.  That  all  medical  schools  in  Texas  be  represented  on 
the  Council  on  Medical  Education  and  Hospitals.  It  is  the 
opinion  of  this  Committee  that  it  is  desirable  that  the 
representative  of  each  medical  school  be  a member  of  the 
administration  or  faculty  council  of  the  medical  school  be- 
cause of  the  importance  of  interchange  of  views  made  pos- 
sible by  such  representation. 

2.  We  recommend  that  alumni  organizations  be  en- 
couraged to  have  meetings  at  their  medical  school  at  stated 
intervals. 

3.  We  recommend  that  all  doctors  in  Texas  be  en- 
couraged to  visit  the  medical  school  of  their  choice  at 
frequent  intervals. 

4.  That  the  Texas  Medical  Association  headquarters 
continue  to  use  members  of  faculties  of  the  three  medical 
schools  on  their  scientific  programs,  and  at  the  same  time, 
the  medical  schools  should  assume  the  initiative  in  inform- 
ing the  Council  of  scientific  papers,  presentations,  and 
exhibits  which  can  be  made  available  to  the  Texas  Medical 
Association. 

5.  That  major  aspects  of  medical  education  be  presented 
at  the  Public  Relations  Conference  and  County  Society 
Officials  Conference  — such  as  medical  student  selection 
and  medical  student  recruitment,  medical  school  curricula, 
and  cost  of  medical  education. 

6.  That  all  M.D.’s  on  faculties  of  medical  schools  be 
encouraged  to  be  active  members  of  their  county  medical 
societies  and  to  serve  as  members  of  committees,  boards, 
and  councils. 

7.  We  recommend  the  establishment  of  county  medical 
society  loan  and  scholarship  funds  in  addition  to  state  and 
national  funds  which  already  are  available. 

8.  We  recommend  that  this  Committee  be  continued 
for  another  year. 

9.  And  finally,  it  is  the  opinion  of  this  Committee  that 
actively  functioning  liaison  committees  between  the  medical 
schools  and  their  county  medical  societies  are  essential  and 
most  valuable  in  resolving  any  local  problems. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work. 

Supplementary  Report:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  V/ORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13c(6).  Committee 
on  Liaison  with  Medical  Schools  and  Supplementary  Re- 
port of  Committee  on  Liaison  with  Medical  Schools. — 
The  Reference  Committee  commends  the  Committee  on 
Liaison  with  Medical  Schools  for  the  excellent  work  it  has 
done  and  wishes  to  specifically  endorse  the  nine  recom- 
mendations which  the  Committee  has  made  in  the  Supple- 
mentary Report.  The  Reference  Committee  recommends 
that  the  Committee  be  continued  for  another  year. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13d.  REPORT  OF  COUNCIL  ON 
MEDICAL  JURISPRUDENCE 


Robert  D.  Moreton,  Chairman, 
Floyd  A.  Norman, 

Haden  E.  McKay, 

N.  L.  Barker, 

John  M.  Smith,  Jr. 


1.  Professional  Associations 

The  Council’s  members  have  been  studying  all  the 
implications  and  ramifications  of  legislation  which  would 
allow  a group  of  physicians,  while  unincorporated,  to  have 
the  rights  and  function  of  a corporation  and  to  be  taxed 
as  a corporation.  The  Council  is  cognizant  of  the  advan- 
tages to  be  gained  from  a tax  standpoint,  but  it  is  also 
aware  of  the  legal  and  ethical  problems  involved. 

The  possibilities  of  amending  the  present  laws  pertain- 
ing to  joint  stock  companies  as  a possible  solution  to  the 
problem  is  being  diligently  explored  at  present.  If  this 
appears  to  be  a feasible  approach,  legislation  will  be  intro- 
duced at  the  next  regular  session  of  the  Texas  Legislature 
in  1963.  Other  professions,  in  addition  to  that  of  medicine, 
are  conducting  similar  studies. 

The  Council  reiterates  its  previous  stand,  concurred  in 
by  the  Committee  on  Contract  Medicine  and  the  Executive 
Board,  that  it  opposes  any  legislation  which  might  possibly 
modify  the  present  Medical  Practice  Act  and  court  deci- 
sions construing  same,  which  at  present  eliminates  the 
practice  of  medicine  by  a corporation  or  any  unauthorized 
person. 

2.  Hospital  Licensing  Law  Amended  in  Special  Session 

Since  the  passage  of  the  original  hospital  licensing  law 
in  1959,  certain  inadequacies  have  been  discovered  by  the 
licensing  division.  In  some  instances,  physicians  having 
small  clinics  who  kept  a patient  overnight  were  being  re- 
quired to  be  licensed  as  a hospital  when,  in  fact,  they 
were  not  hospitals  and  did  not  desire  to  be  licensed  as 
such.  Further,  since  the  implementation  of  the  vendor’s 
medical  care  program  in  Texas,  numerous  institutions  have 
applied  for  licensure  in  order  to  collect  the  higher  pay- 
ments allowed  hospitals,  as  compared  with  the  lower  rates 
for  convalescent  and  nursing  home  care. 

To  correct  the  situation,  the  Council,  with  approval  of 
the  Executive  Board,  sponsored  an  amendment  to  the  Hos- 
pital Licensing  Law,  which  passed  and  was  signed  by  the 
Governor  on  Feb.  15,  1962.  The  term  “hospital”  was  re- 
defined as  follows: 

"(b)  The  term  'general  hospital’  means  any  establish- 
ment offering  services,  facilities,  and  beds  for  use  beyond 
twenty-four  (24)  hours  for  two  (2)  or  more  non-related 
individuals  requiring  diagnosis,  treatment  or  care  for  ill- 
ness, injury,  deformity,  abnormality,  or  pregnancy,  and  reg- 
ularly maintaining  at  least  clinical  laboratory  services, 
diagnostic  X-ray  services,  treatment  facilities  which  would 
include  surgery  and/or  obstetrical  care,  and  other  definitive 
medical  or  surgical  treatment  of  similar  extent. 

"(b)(1)  The  term  'special  hospital’  means  any  estab- 
lishment offering  services,  facilities  and  beds  for  use  be- 
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yond  twenty-four  (24)  hours  for  two  (2)  or  more  non- 
related  individuals  who  are  regularly  admitted,  treated 
and  discharged  and  require  services  more  intensive  than 
room,  board,  personal  services  and  general  nursing  care 
and  which  has  clinical  laboratory  facilities,  diagnostic  X-ray 
facilities,  treatment  facilities  and/or  other  definitive  medi- 
cal treatment  and  has  a medical  staff  in  regular  attend- 
ance, and  maintains  records  of  the  clinical  work  per- 
formed for  each  patient.” 

3.  Transportation  Safety  Legislation  at  Next  Regular  Session 

Approval  was  given  by  the  Council,  and  concurred  in 
by  the  Executive  Board,  that  the  Committee  on  Transpor- 
tation Safety  conduct  an  intensive  educational  program 
alerting  the  public  to  the  advantages  to  be  gained  by  leg- 
islation in  regard  to: 

a.  Implied  consent. 

b.  Acceptance  of  a blood  alcohol  level  of  0.10  per  cent 
as  prima  facie  evidence  of  intoxication. 

c.  Re-examination  of  drivers  over  65  every  two  years 
and  those  under  65  every  six  years. 

d.  Driver  education  programs  in  public  schools. 

e.  Installation  of  seat  belts  in  all  new  automobiles  sold 
in  Texas. 

The  Council  previously  has  supported  this  Committee 
in  its  work  and  would  again  support  it  in  enacting  legisla- 
tion ,of  benefit  to  the  public.  The  Council  expresses  its 
appreciation  to  Dr.  Heinrich  Lamm  and  members  of  his 
committee  for  their  excellent  work. 

4.  Pending  Federal  Legislation 

The  Council  is  grateful  for  the  support  Association 
members  have  given  in  the  past  and  again  seeks  their  ac- 
tive support  in  opposition  to  the  following  bills  presently 
pending  in  Congress: 

King-Anderson  Bill  (H.R.  4222). — The  Administration 
has  indicated  that  one  of  its  major  goals  this  year  is  to 
secure  passage  of  this  bill.  TMA  members  are  familiar  with 
the  contents  of  this  Legislation.  If  it  is  passed,  council 
members  believe  that  it  will  impair  the  quality  of  care 
received  by  the  aged  and  be  another  step  toward  complete 
federal  control  of  medical  services.  It  also  will  increase 
the  national  deficit  and  taxation. 

King  - H.R.  7640. — This  bill  is  known  as  the  "Federal 
Standards  Bill”.  In  effect,  it  is  an  attempt  to  equalize  the 
cost  of  the  unemployment  insurance  programs  among 
the  various  states.  If  passed,  the  cost  of  the  unemploy- 
ment insurance  program  to  employers  would  be  greatly 
increased.  It  has  been  estimated  that  in  Texas  alone,  the 
cost  would  rise  from  $85  million  to  $156  million. 

At  present,  the  Council  is  reviewing  numerous  bills 
introduced  at  the  national  level  which  affect  health  and 
medicine.  If  action  is  indicated,  TMA  members  will  be 
advised.  The  Council  invites  comments  on  any  legislation, 
proposed  or  pending. 

Resolution:  Commendation  of  Dr.  Robert  Moreton 

Whereas,  Dr.  Robert  Moreton  has  served  as  an  outstand- 
ing and  faithful  member  of  the  Council  on  Medical  Juris- 
prudence for  many  years  and  is  currently  completing  his 
term  as  its  Chairman;  and 

Whereas,  Dr.  Mioreton  will  be  vacating  this  position  at 
the  close  of  this  session;  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  go  on  record  expressing  its  everlasting 
appreciation  for  his  outstanding  leadership  and  dedicated 
service  in  behalf  of  this  Association.  His  acts  and  deeds 


will  serve  as  an  inspiration  for  future  generations  of  the 
profession.  I move  its  passage. 

[The  resolution  was  adopted.} 


13d.  SUPPLEMENTARY  REPORT  OF 

COUNCIL  ON  MEDICAL  JURISPRUDENCE 

1.  Committee  on  Military  and  Veterans  Affairs 

The  Council  wishes  to  commend  the  Committee  on  Mili- 
tary and  Veterans  Affairs  for  its  interest  in  disseminating 
faaual  information  regarding  the  VA  hospital  program 
among  the  Texas  physicians,  and  approves  the  Committee’s 
report. 

2.  Physical  Therapy  Licensure 

The  Council  met  with  representatives  of  this  group  and 
will  continue  to  meet  with  them  in  the  future  in  an  effort 
to  be  of  assistance  to  them  in  solving  their  problems.  The 
Council  suggested  to  the  representatives  of  physical  therapy, 
meeting  with  us,  that  they  also  meet  with  the  Board  of 
Medical  Examiners,  or  a committee  from  that  Board,  as  a 
further  means  to  solve  their  problems. 

From  time  to  time,  the  paramedical  groups  have  met 
with  us.  In  many  instances,  these  meetings  have  occurred 
after  being  encouraged  and  supported  by  members  of'  the 
Association  who  were  not  thoroughly  cognizant  of  their 
requests.  In  some  instances,  requests  or  bills  have  been 
supported  by  letters  from  members  of  the  Association  when 
such  requests  or  bills  actually  would  be  in  violation  of  our 
present  Medical  Practice  Act. 

It  is  the  sincere  desire  of  this  Council  to  cooperate  and 
help  any  of  these  groups,  but  it  is  requested  that  the 
membership  not  sponsor  or  request  this  Council  to  support 
legislation  when  it  is  not  thoroughly  familiar  with  its 
contents  and  implications. 

We  strongly  urge  the  members  of  the  society  associated 
with  these  groups  to  cooperate  with  them  in  their  profes- 
sional endeavors.  We  further  urge  the  members  of  the 
Association  to  seek  advice  and  recommendations  from  this 
Council  on  legislative  matters. 

3.  Request  of  Committee  on  Cancer  for  Legislation 

The  Council  considered  the  request  of  the  Committee 
on  Cancer,  approved  by  the  Council  on  Scientific  Advance- 
ment as  well  as  the  Executive  Board,  for  the  initiation  of  a 
bill  to  be  passed  by  the  Legislature  which  would  exempt 
physicians  from  liability  for  the  release  of  information  on 
cancer  patients  to  recognized  cancer  registries.  The  Council 
recommends  that  no  action  be  taken  at  this  time,  inasmuch 
as  the  Legislature  does  not  meet  until  next  January,  but 
that  the  Committee  on  Cancer  meet  with  this  Council  in 
September  so  that  the  subjea  may  be  carefully  analyzed. 

4.  H.R.  4222  (King-Anderson  bill)  and  H.R.  10755  (Bow  bill) 

The  Council  discussed  H.R.  4222  and  recommends  the 
reiteration  of  the  previous  action  of  this  House  in  oppo- 
sition to  the  bill.  H.R.  10755  is  being  smdied  by  the 
Council  at  this  time.  The  Council  has  no  recommendations 
to  make  until  further  information  is  obtained. 

In  concluding  my  final  report  as  a member  of  this 
Council  to  this  House  of  Delegates,  I would  like  to  par- 
ticularly thank  Mrs.  Jones  for  the  wonderful  cooperation 
and  help  that  she  has  rendered.  I feel  we  are  particularly 
fortunate  to  have  an  advisor  and  professional  consultant 
in  the  person  of  Mr.  Philip  Overton.  This  man  renders 
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service  well  beyond  that  expected  and  the  legislative  success 
which  we  have  enjoyed  has  been  due  primarily  to  his 
efforts.  Also,  to  the  members  of  the  Council,  I express 
deep  appreciation  for  their  cooperation  and  help.  It’s  been 
an  honor  and  a privilege  to  work  with  the  Texas  Medical 
Association  and  this  House  of  Delegates  on  this  Council. 
I appreciate  your  consideration  always.  Mistakes  in  judg- 
ment have  been  mine;  success  has  been  due  to  the  coopera- 
tion of  all  for  which  I am  grateful. 

As  a parting  thought,  I would  like  to  show  you  four 
slides  and  leave  one  question  with  you.  The  first  a Holy 
Bible.  It  represents  my  and  your  right  to  worship  as  we 
please  as  expressed  in  the  First  Amendment  to  the  Con- 
stitution. Next  is  a door  key  which  represents  my  and  your 
right  for  privacy  against  illegal  government  force  or  prying 
which  is  guaranteed  by  the  Fourth  Amendment  of  the  Con- 
stitution. Next  is  a pencil.  This  represents  my  and  your 
freedom  to  speak  or  write  what  we  think  whether  it  agrees 
with  the  government  or  not  as  granted  by  the  First  Amend- 
ment to  the  Constitution.  Next  is  a ballot  which  represents 
my  and  your  right  to  choose  the  people  who  represent  us 
in  government.  This  is  our  protection  against  government 
tyranny  as  expressed  in  Article  I of  the  Constitution.  Next 
is  the  question.  This  question  is  asked  by  the  young  doctor 
who  looks  at  these  four  rights  and  the  question  is;  What 
are  we  going  to  leave  to  him? 

Reference  Committee  to  which  referred:  Initial  Report. — 
Legislation  and  Public  Relations. 

Supplementary  Report:  Legislation  and  Public  Relations 
except  section  3 which  is  referred  to  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13d.  Report  of  Council 
on  Medical  Jurisprudence,  and  Supplementary  Report,  ex- 
cept section  3. — The  Committee  approves  the  report  of  the 
Council  on  Medical  Jurisprudence  and  the  Supplementary 
Report  of  the  Council  and  commends  the  Council  for 
its  diligence  in  promoting  work  in  desirable  fields,  while 
acting  at  the  same  time  as  a "watch  dog"  to  prevent 
our  embarking  on  legislative  endeavors  of  questionable 
soundness. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13d.  Supplementary 
Report  of  Council  on  Medical  Jurisprudence,  section  3 only. 
(Considered  with^l3g[2}.  Committee  on  Cancer). — The 
Committee  on  Cancer  recommends  legislation  preventing  a 
physician’s  liability  when  he  reports  cancer  cases  to  a rec- 
ognized cancer  registry.  The  Council  on  Scientific  Advance- 
ment approves  the  recommendation.  In  the  Supplementary 
Report  of  the  Council  on  Medical  Jurisprudence,  a recom- 
mendation that  no  aaion  be  taken  at  this  time  was  made. 

This  Reference  Committee  recommends  that  the  principle 
involved  be  heartily  approved  and  that  the  Committee  on 
Cancet  meet  with  the  council  on  Medical  Jurisprudence 
for  the  purpose  of  drawing  up  the  supporting  legal  im- 
plementation thereof. 

The  Reference  Committee  also  recommends  incorporation 
of  the  same  protection  for  physicians  when  furnishing  sta- 
tistical information  to  any  other  disease  registry. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13d(l).  REPORT  OF  COMMITTEE  ON 

MILITARY  AND  VETERANS  AFFAIRS 


Milton  V.  Davis,  Chairman, 
Norman  L.  West, 

Dickson  K.  Boyd, 

James  C.  Whittington, 
Richard  H.  Harrison,  III, 
Paul  R.  Meyer, 

W.  L.  Lirette, 

J.  H.  Steger, 

Joseph  N.  Bader. 


Dr.  Davis 


The  Committee  on  Miiltary  and  Veterans  Affairs  met 
twice  during  the  past  year.  Pending  bills  regarding  the  Vet- 
erans Administration  medical  care  program  were  reviewed. 
The  chief  work  of  the  Committee  for  the  past  year  and 
for  1962-63  is  dissemination  among  Texas  physicians  of 
factual  information  regarding  the  Veterans  Administration 
hospital  program  and  its  impact  upon  medical  and  hospital 
care  in  Texas. 

County  medical  societies  have  been  urged  by  the  House 
of  Delegates  and  by  the  President  to  invite  members  of  the 
Committee  on  Military  and  Veterans  Affairs  to  present  this 
material  before  their  organizations.  The  Committee  has 
presented  a program  of  this  kind  before  societies  in  Den- 
ton, Houston,  Wichita  Falls,  Brady,  Lufkin,  Beaumont-Port 
Arthur,  Corsicana,  and  Bryan.  Other  societies  are  scheduled 
to  hear  this  material  later  this  year.  The  Committee  would 
like  to  recommend  that  the  House  of  Delegates  urge  all 
county  societies  which  have  not  done  so  to  arrange  for  their 
members  to  hear  this  material. 

In  the  past,  it  was  recommended  that  this  material  be 
considered  appropriate  for  presentation  on  the  Orientation 
Program  for  new  members.  In  this,  the  House  of  Dele- 
gates concurred.  This  material  was  presented  to  orientees 
in  Galveston  in  1961  at  the  Annual  Session  and  also  at  the 
Fall,  1961,  Public  Relations  Conference  in  Austin.  In  Jan- 
uary, 1962,  the  material  was  again  presented  before  the 
Conference  for  Physicians  and  County  Medical  Society 
Officials  in  Austin. 

The  Committee  has  worked  closely  throughout  the  year 
with  its  parent  council,  the  Council  on  Medical  Jurispru- 
dence. 

Reference  Committee  to  which  referred:  Legislation  and 
Public  Relations. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13d(l).  Report  of  Com- 
mittee on  Military  and  Veterans  Affairs. — This  Committee 
joins  the  Council  on  Medical  Jurisprudence  in  endorsing 
the  Report  of  the  Committee  on  Military  and  Veterans 
Affairs  and  refers  [urges]  all  county  societies  which  have 
not  done  so  to  arrange  for  a presentation  of  the  material 
available  from  this  Committee  (Committee  on  Military  and 
Veterans  Affairs ) . 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted  with 
the  correction  of  the  word  "refers,”  which  was  changed  to 
"urges.”] 
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13e.  REPORT  OF  COUNCIL  ON 

MEDICAL  SERVICE  AND  INSURANCE 


Dr.  Bussey 


Charles  D.  Bussey,  Chairman, 
Gail  Medford,  Jr., 

George  B.  Barnes, 

C.  F.  JORNS, 

J.  G.  Rodarte, 

Sam  N.  Key,  Jr., 

A.  G.  Barsh. 


ommendation  that  a national  program  be  provided  by  the 
National  Association  of  Blue  Shield  Plans  to  afford  medi- 
cal care  to  families  with  modest  or  low  incomes  and  that 
such  a program  be  approved  by  various  state  medical  as- 
sociations. Approval  by  the  Texas  Medical  Association 
would  involve  the  acceptance  of  a service  contract  by  Texas 
physicians,  or  at  least  a moral  pledge  by  the  individual 
physician  that  he  would,  on  an  indemnity  basis,  adhere 
closely  to  fees  outlined  in  the  policy  in  attending  those 
who  qualify.  All  but  twelve  state  associations  had  accepted 
the  service  principle  prior  to  the  American  Medical  As- 
sociation’s recommendation.  This  matter  will  receive  further 
consideration  by  the  Committee  on  Health  Insurance  and 
a recommendation  will  be  made. 

Review  Committee 


The  Council  on  Medical  Service  and  Insurance  met  in 
Austin  on  Sept.  30,  1961,  and  again  on  Jan.  20,  1962. 

Investment  Program 

At  the  September  meeting,  the  final  draft  of  the  invest- 
ment program  proposed  by  the  Committee  on  Association 
Insurance  Programs  was  reviewed.  After  careful  study. 
Council  members  were  in  unanimous  agreement  that  an 
investment  program  for  the  Texas  Medical  Association 
should  not  be  instituted  at  this  time  for  several  reasons — 
the  greatest  of  which  was  the  fact  that  the  program  could 
not  be  approved  by  the  Texas  Medical  Association  and 
at  the  same  time  maintain  a tax-free  status.  While  it  is  true 
that  the  program  could  be  set  up  outside  and  without  ap- 
proval of  the  Texas  Medical  Association,  the  Council  felt 
that  the  success  of  the  investment  program  without  official 
approval  of  the  Texas  Medical  Association  would  be  doubt- 
ful. 

This  decision  was  approved  by  the  Executive  Board  of 
the  Texas  Medical  Association. 

The  Council  is  aware  of  the  great  amount  of  work  done 
and  knowledge  gained  in  the  preparation  of  the  program 
proposed  by  the  Committee  on  Association  Insurance  Pro- 
grams, as  well  as  some  disappointment  in  not  having  it 
accepted.  Council  members  believe  that  with  passage  of  the 
Keogh  bill  or  similar  legislation  for  the  individually  em- 
ployed, the  way  may  be  prepared  for  official  TMA  ap- 
proval of  an  investment  program. 

[See  13e(l)] 

Insurance  Programs 

The  Council  is  pleased  with  the  continued  success  of 
the  insurance  programs  which  serve  the  physicians  of  the 
Texas  Medical  Association. 

Recipients  of  Old  Age  Assistance 

The  Council  on  Medical  Service  and  Insurance  heartily 
endorse  the  steps  taken  by  the  Texas  Department  of  Pub- 
lic Welfare  in  insuring  recipients  of  Old  Age  Assistance 
under  Group  Hospital  Service,  Inc.,  a Blue  Cross  of 
Texas  plan.  It  must  be  appreciated  that  the  success  of  this 
program  depends  largely  upon  the  physicians  of  Texas 
who  decide : ( 1 ) who  shall  be  admitted  to  the  hospital 
for  medical  and  surgical  treatment,  (2)  the  length  of 
hospitalization,  and  (3)  the  expenditures  during  hospital- 
ization. 

National  Association  Blue  Shield  Plans 

Note  was  taken  by  Council  members  of  the  AMA  rec- 


At the  dirertion  of  the  Council,  the  Committee  on 
Health  Insurance  has  continued  the  study  regarding  the 
need  of  review  committees  to  insure  the  success  of  volun- 
tary health  insurance.  Further  recommendations  will  be 
made.  A review  committee  has  been  established  in  the 
Dallas  County  Medical  Society. 

Approval 

The  reports  and  recommendations  of  the  various  com- 
mittees as  outlined  below  have  been  reviewed,  and  they 
are  recommended  for  approval  by  the  Council. 

Commendation 

The  Council  on  Medical  Service  and  Insurance  wishes 
to  commend  the  chairman  and  members  of  the  various 
committees  who  have  fulfilled  their  duties  faithfully 
throughout  the  year. 


13e.  SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Investment  Program 

For  the  past  two  to  three  years,  the  Committee  on  Asso- 
ciation Insurance  Programs,  at  the  request  of  the  Council 
on  Medical  Service  and  Insurance,  has  studied  in  detail  an 
investment  program  for  members  of  the  Texas  Medical 
Association. 

Certain  proposals  have  been  made  and  certain  aaions 
have  been  taken. 

In  January,  1961,  the  Committee  on  Association  Insur- 
ance Programs  reported  directly  to  the  Executive  Board 
recommending  a program  which  would  have  an  insurance 
company  handle  the  conservative  investment,  a bank  trustee 
and  investment  counsel  to  handle  the  equity  investment, 
and  a consultant  actuary  to  coordinate  the  program.  The 
Committee  on  Association  Insurance  Programs  proposed 
that  the  Prudential  Insurance  Company  of  America,  a local 
Texas  bank;  Merrill-Lynch-Pierce-Fenner  & Smith,  Inc.;  and 
Mr.  William  Britr,  respeaively,  were  best  qualified  to 
perform  these  services. 

The  Executive  Board  gave  its  approval  for  the  Committee 
to  negotiate  the  program  with  these  firms  and  with  this 
individual  and  to  place  it  in  effea.  In  addition,  the  Execu- 
tive Board  approved  a policy  whereby  the  Association  may 
advance  the  administrative  expenses  of  this  program  as  a 
loan  upon  specific  recommendations  from  the  Committee 
to  the  Board  of  Trustees,  this  money  to  be  paid  back  as 
soon  as  possible  from  administrative  charges  made  to  each 
participating  member.  Approval  was  also  granted  by  the 
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Executive  Board  to  use  the  Headquarters  Building  and 
personnel  to  perform  certain  administrative  functions  of  this 
program  at  no  cost  to  the  Association. 

This  action  of  the  Committee  on  Association  Insurance 
Programs  was  taken  without  prior  review  of  the  program 
by  the  Council  on  Medical  Service  and  Insurance  because 
the  weather  of  January,  1961,  had  prevented  a quorum  of 
the  Council  from  coming  to  Austin. 

The  action  taken  by  the  Executive  Board  approving  the 
program  as  well  as  recommending  that  the  Association  ad- 
vance money  for  a loan  for  administrative  expenses  to  get 
the  program  started  was  disturbing  to  the  Council  on  Medi- 
cal Service  and  Insurance  because  the  Council,  while  it  had 
followed  the  preliminary  studies  as  started,  had  not  studied 
or  recommended  the  final  report. 

The  action  taken  by  the  Executive  Board  was  considered 
by  the  Council  on  Medical  Service  and  Insurance  to  be 
hasty  in  that  there  were  many  unanswered  questions:  (1) 
What  Texas  bank?  (2)  Why  Prudential  Insurance  Com- 
pany? ( 3 ) Why  Merrill-Lynch-Pierce-Fenner  & Smith? 
(4)  Why  Mr.  Britt  had  been  selected  as  the  actuary  to 
coordinate  the  program?  (5)  Was  there  conflict  with  the 
charter  and  purpose  of  the  Texas  Medical  Association?  (6) 
What  effect  would  Texas  Medical  Association  participation 
in  such  a program  have  on  the  tax  exempt  status  of  the 
Association?  (7)  What  approval  of  several  federal  and 
state  regulatory  bodies  must  be  secured?,  and  (8/  What 
would  the  preliminary  cost  be  to  get  the  program  started? 

At  the  annual  meeting  of  the  Texas  Medical  Association 
in  Galveston  in  April,  1961,  the  Council  on  Medical  Serv- 
ice and  Insurance  reviewed  the  proposals  made  by  the 
Committee  on  Association  Insurance  Programs  and  ap- 
proved by  the  Executive  Board  in  January,  1961,  as  well  as 
the  supplementary  report  made  by  the  Committee  on  Asso- 
ciation Insurance  Programs  at  the  annual  meeting.  The 
Council  on  Medical  Service  and  Insurance,  largely  because 
the  Executive  Board  had  already  approved  the  recommen- 
dations, approved  both  the  report  and  supplementary  report 
but  requested  that  the  Council  on  Medical  Service  and 
Insurance  "be  delegated  the  authority  for  final  approval 
of  the  detailed  program  prior  to  placing  it  in  operation.” 

At  the  annual  meeting  in  April,  1961,  the  Board  of 
Trustees,  acting  as  a Reference  Committee,  disapproved  the 
report  of  the  Committee  on  Association  Insurance  Pro- 
grams and  the  recommendations  of  the  Council  on  Medical 
Service  and  Insurance  because: 

1.  After  reviewing  the  objectives  of  the  charter  of  the 
Texas  Medical  Association,  the  Investment-Retirement  Pro- 
gram, as  outlined,  appeared  beyond  the  scope  and  purpose 
of  the  Texas  Medical  Association. 

2.  There  was  a great  number  of  legal  questions  unan- 
swered and  if  the  Investment-Retirement  Program  was 
initiated  under  sponsorship  of  the  Association,  the  Asso- 
ciation would  lose  its  tax  exempt  stams  as  a scientific, 
nonprofit  corporation  for  participating  in  business  unre- 
lated to  the  purpose  for  which  it  was  chartered. 

3.  In  establishing  a program  of  this  kind  it  is  necessary 
to  consider  whether  the  approval  of  several  federal  and 
state  regulatory  bodies  must  be  secured.  These  include  the 
Security  Exchange  Commission,  the  Internal  Revenue  Serv- 
ice and  the  Texas  Security  Commission. 

4.  While  the  Committee  had  completed  much  basic 
study,  many  details  had  not  been  worked  out.  The  pro- 
posal was  considered  incomplete  in  many  respects. 

5.  The  Board  of  Trustees,  acting  as  Reference  Committee 
of  the  House,  was  not  convinced  that  the  Committee’s  pro- 
posal for  the  investment  and  the  growth  portion  of  the 
plan  was  the  most  desirable. 

The  Committee  had  recommended  utilization  of  a bro- 
kerage firm  and  a bank,  pointing  out  that  there  would  be 


savings  even  compared  with  a no-load  mutual  fund.  The 
Trustees  believed  that  this  recommendation  should  be  re- 
viev/ed  and  investigated  more  fully. 

The  disapproval  of  the  Board  of  Trustees  acting  as  a 
Reference  Committee  was  approved  by  the  House  of  Dele- 
gates in  regular  session. 

In  spite  of  what  appeared  to  be  complete  disapproval  by 
the  Board  of  Trustees,  however,  the  Board  of  Trustees  rec- 
ommended that  the  Committee  on  Association  Insurance 
Programs  continue  its  study  and  explore  the  possibility  of 
establishing  an  Investment-Retirement  Program  for  physi- 
cians of  the  Texas  Medical  Association  independent  of 
formal  participation  by  the  Texas  Medical  Association.  The 
trustees  further  requested  that  after  formulating  full  de- 
tails of  the  program  and  after  securing  approvel  of  federal 
and  state  regulatory  bodies,  if  necessary,  that  the  Committee 
present  the  proposal  to  the  Board  of  Trustees  and  to  the 
Council  on  Medical  Service  and  Insurance  for  further  con- 
sideration. 

By  September  of  1961  the  Committee  on  Association 
Insurance  Programs  had  completed  in  detail  an  Investment- 
Retirement  Program.  The  proposals  made  by  the  Mercantile 
National  Bank  of  Dallas  and  the  Prudential  Insurance 
Company  of  America  had  been  selected  by  the  Committee 
as  meeting  all  of  the  requirements  of  the  program. 

The  Council  on  Medical  Service  and  Insurance  was  most 
anxious  that  a decision  be  made  with  reference  to  the 
Investment-Retirement  Program.  The  Chairman  of  the 
Council  supplied  each  member  of  the  Council  on  Medical 
Service  and  Insurance  details  of  the  proposal  made  by  the 
Mercantile  National  Bank  for  review  prior  to  the  meeting 
in  September,  1961.  Arrangements  were  also  made  for 
review,  as  had  been  requested,  to  be  made  of  the  final 
program  by  the  Board  of  Trustees  of  the  Texas  Medical 
Association. 

At  the  September,  1961  meeting  of  the  Council  on 
Medical  Service  and  Insurance,  the  Committee  on  Associa- 
tion Insurance  Programs  made  its  official  report  and  rec- 
ommendation. It  was  the  unanimous  decision  of  the 
Council  that  this  program  be  rejected. 

The  Executive  Board  approved  this  action  by  the  Council 
on  Medical  Service  and  Insurance. 

The  reason  for  this  decision  on  the  part  of  the  Council 
on  Medical  Service  and  Insurance  was  that  after  detailed 
review  of  the  entire  program  and  its  relationship  to  the 
Texas  Medical  Association  and  consultation  with  Mr.  Philip 
Overton,  legal  consultant  for  the  Texas  Medical  Associa- 
tion, it  became  obvious  that  the  program  could  not  be 
endorsed  or  approved  by  the  Texas  Medical  Association.  It 
was  appreciated  that  the  program  might  be  set  up  outside 
of  the  Texas  Medical  Association;  however,  it  was  felt  that 
if  official  approval  and  promotion  of  the  Texas  Medical 
Association  could  not  be  granted,  the  success  of  the  program 
would  be  doubtful. 

The  program  as  outlined  by  the  Committee  on  Associa- 
tion Insurance  Programs  was  not  presented  at  this  time  to 
the  Board  of  Trustees  because  prior  to  the  appointed  hour 
the  Chairman  of  the  Council  on  Medical  Service  and  In- 
surance was  called  before  the  Board  of  Trustees  and  was 
told  that  the  Board  of  Trustees  disapproved  the  establish- 
ment of  an  Investment-Retirement  Program  for  members 
of  the  Texas  Medical  Association. 

The  Committee  on  Association  Insurance  Programs  has 
requested  that  the  Investment-Retirement  Program  as  pro- 
posed for  members  of  the  Texas  Medical  Association  be 
reconsidered  at  the  annual  meeting.  May,  1962.  In  re- 
opening consideration  of  the  Investment-Retirement  Pro- 
gram, the  Committee  on  Association  Insurance  Programs 
requests  permission  to  endorse  the  program  as  follows: 
"This  program,  formulated  especially  for  members  of  the 
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Texas  Medical  Association,  has  been  investigated  by  mem- 
bers of  the  Committee  on  Association  Insurance  Programs 
of  the  Texas  Medical  Association,  who  have  endorsed  it 
and  who  feel  it  will  warrant  individual  investigation  and 
consideration.” 

The  Council  on  Medical  Service  and  Insurance  has  again 
reviewed  the  proposed  Investment-Retirement  Program  for 
members  of  the  Texas  Medical  Association  and  has  given 
consideration  to  the  endorsement  of  the  program  which  the 
Committee  on  Association  Insurance  Programs  wishes  to 
give. 

Recommendation 

The  Council  on  Medical  Service  and  Insurance  does  not 
approve  the  establishment  of  an  Investment-Retirement 
Program  for  members  of  the  Texas  Medical  Association  at 
this  time  and  disapproves  the  request  of  the  Committee  on 
Association  Insurance  Programs  to  grant  the  requested  en- 
dorsement of  the  program  as  outlined. 

This  aaion  was  taken  by  the  Council  on  Medical  Service 
and  Insurance  for  the  following  reasons: 

1.  At  the  present  time  there  is  no  tax  shelter  established 
by  law  that  would  allow  the  Texas  Medical  Association,  as 
a tax-free,  nonprofit,  scientific  Association  to  participate  in 
an  Investment-Retirement  Program  for  its  members. 

2.  Without  active  official  participation  and  promotion 
of  such  a program  by  the  Texas  Medical  Association,  it  is 
not  believed  that  such  a program  would  be  successful. 

3.  Without  a tax  shelter  there  would  be  little  reason  for 
the  individual  physician  to  participate  in  such  a program. 
It  is  believed  by  the  Council  on  Medical  Service  and  In- 
surance that  the  Association  could  not  provide  an  Invest- 
ment-Retirement Program,  by  means  of  the  group  approach, 
which  would  have  any  advantage  over  an  annuity  or  in- 
vestment plan  which  a member  of  the  Texas  Medical 
Association  might  not  secure  as  an  individual.  There  is 
little  cash  savings  through  the  group  purchasing  in  the 
annuity  market,  and  the  trust  departments  of  many  out- 
standing banks  offer  the  individual  oppormnities  to  invest 
in  both  Common  Stock  Funds  for  growth  and  Fixed  In- 
come Funds  for  income.  The  cost  is  nominal.  ( Vi  of  1 per 
cent,  $100  per  year  minimum). 

4.  It  is  anticipated  that  legislation  will  be  proposed  at 
the  coming  session  of  the  Texas  Legislamre  under  which 
professional  associations  would  be  able  to  set  up  retirement 
plans  to  include  the  principles.  This  would  enable  an  asso- 
ciation of  physicians,  under  the  present  laws  considered  as 
partners,  to  set  up  an  association  plan  and  include  them- 
selves as  participants  and  qualify  the  plan  under  the  In- 
ternal Revenue  Code.  The  Trust  Section  of  the  Texas 
Bankers  Association  favors  such  legislation. 

Should  such  legislation  pass,  those  individuals  who  are 
in  group  praaice  and  affeaed  by  such  legislation  would 
not  be  attraaed  to  the  proposed  Investment-Retirement 
Program. 

If  Congress  ever  provides  a tax  shelter  for  retirement 
plans  for  the  self-employed,  then  groups  such  as  the  Texas 
Medical  Association,  depending  upon  the  actual  law,  may 
find  it  advantageous  to  consider  sponsorship  of  a group 
Investment-Retirement  Program. 

Association  Life  Insurance  Under  Senate  Bill  212 
(Group  Insurance  Law) 

The  Committee  on  Association  Insurance  Programs  has 
had  under  consideration  the  proposal  by  the  Great  Ameri- 
can Reserve  Life  Insurance  Company  to  provide  a "true 
group  life”  program  for  members  of  the  Texas  Medical 
Association  and  their  employees  under  the  provisions  of 


the  law  recently  passed  by  the  state  legislature. 

The  Committee  on  Association  Insurance  Programs  rec- 
ommends that  this  program  be  approved  and  placed  into 
effect. 

The  Council  on  Medical  Service  and  Insurance  has  re- 
viewed the  law  (Senate  Bill  212)  amending  the  Group 
Insurance  Law  as  well  as  the  proposal. 

It  is  evident  to  the  Council  on  Medical  Service  and  In- 
surance that  the  law  is  designed  primarily  for  the  employee 
allowing  a maximum  of  $2,000  life  insurance. 

A physician  must  have  at  least  one  employee  to  qualify 
and  must  include  75  per  cent  of  his  employees.  A physi- 
cian, however,  will  not  have  to  enroll  in  order  for  an 
employee  to  do  so.  The  employee  cannot  pay  more  than 
40  per  cent  of  the  premium.  The  physician’s  premium  is 
not  tax  deductible;  however,  that  portion  of  the  premium 
paid  by  him  for  an  employee  is  deductible. 

The  provision  of  the  law  excludes  physicians  who  do 
not  have  an  employee,  as  full-time  teachers,  VA,  health 
service,  hospital  residents,  interns,  et  cetera. 

The  law  also  provides  that  a trustee  must  be  appointed 
in  whose  name  the  master  plan  is  issued  and  who  collects 
the  funds,  on  a monthly  basis,  from  which  premiums  are 
paid  to  the  insurance  company. 

The  advantages  of  this  plan  are: 

1.  Uninsurables  could  be  enrolled, 

2.  Employees  may  be  enrolled,  and 

3.  The  plan  does  not  terminate  at  age  71  provided  the 
physician  is  still  in  praaice  and  a member  of  the  Asso- 
ciation. 

For  the  program  to  be  initiated,  25  per  cent  of  the 
eligible  physicians  must  enroll  with  the  required  75  per 
cent  of  their  employees. 

Recommendation 

The  Council  on  Medical  Service  and  Insurance  dis- 
approves the  establishment  of  additional  coverage  of  mem- 
bers of  the  Texas  Medical  Association  as  provided  by 
Senate  Bill  212  at  this  time  because: 

1.  The  law  is  primarily  designed  for  employees  and 
there  is  no  indication  that  there  is  an  expressed  desire  on 
the  part  of  the  physicians  to  cover  their  employees. 

2.  There  is  no  advantage  costwise  over  Plan  A and  B of 
life  insurance  now  available  and  it  is  not  felt  that  the 
present  plan  has  been  fully  utilized  indicating  a desire  for 
more  coverage,  and 

3.  A third  party,  trustee,  to  manage  the  program  is 
undesirable. 

The  Council  on  Medical  Service  and  Insurance  requests 
that  the  Investment-Retirement  Program  and  additional 
coverage  under  Senate  Bill  212  for  members  of  the  Texas 
Medical  Association  be  disapproved  by  the  House  of  Dele- 
gates. 

Resolution  of  Commendation  of  Commercial  Insurance 
Companies  and  Blue  Cross-Blue  Shield  in  financing  medical 
care  for  the  aged 

The  Supplementary  Report  of  the  Committee  on  Health 
Insurance  has  been  reviewed  by  the  Council  on  Medical 
Service  and  Insurance  and  the  Council  approves  the  adop- 
tion of  the  resolution  and  requests  adoption  of  this  reso- 
lution by  the  House  of  Delegates.  [See  Supplementary 
Report  of  Committee  on  Health  Insurance,  13e(2).} 

Handbook 

The  Council  on  Medical  Service  and  Insurance  reviewed 
the  reports  of  the  various  committees  for  which  it  is 
responsible  in  the  handbook  and  approved  these  reports 


Volume  5S,  JULY,  1962 


583 


with  the  exception  of  the  Investment-Retirement  program 
as  discussed  above. 

RespectfXilly  submitted, 

Charles  D.  Bussey,  Chairman, 
Gail  Medford,  Jr., 

George  B.  Barnes, 

C.  F.  JORNS, 

J.  G.  Rodarte, 

Sam  N.  Key,  Jr., 

A.  G.  Barsh. 

[The  following  is  a copy  of  the  proposed  plan  referred 
to  on  pages  581-584.1 

Investment-Retirement  Program  for  Physicians 
Belonging  to  Texas  Medical  Association 


of  1%  of  first  $300,000 

VI  of  1%  of  next  $300,000 

1/4  of  1%  of  next  $400,000 

of  1 % of'  excess  over  $ 1 ,000,000 

Activity  Fees  (to  be  charged  to  the  individual  ac- 
count) 

Less  than  500  participants — $2  per  month  per 
account. 

500-1,000  participants — $1.50  per  month  per  ac- 
count. 

Over  1,000  participants — $1  per  month  per  account. 
Withdrawal  Fees; 

$5  per  transaction 
Termination  Fees: 

1%  upon  final  or  partial  termination 


OBJECTIVE. — To  establish  investment-retirement  program 
for  the  physicians  of  the  State  of  Texas. 

PURPOSE. — ^The  Mercantile  National  Bank  at  Dallas  to 
formalize  the  mechanics  of  such  a program  to  be  offered 
to  the  physicians  on  a voluntary  and  individual  basis.  The 
bank  to  take  necessary  legal  steps  to  receive  approval  from 
various  federal  and  state  regulatory  bodies  and  to  contract 
with  an  insurance  company  for  service  designed  to  com- 
plement the  investment  program. 

MECHANICS  OF  PROGRAM.— 

1.  A mumal  fund  or  other  similar  arrangement  to  be 
formed  to  permit  the  individual  participants  to  make  in- 
vestments on  a monthly,  quarterly,  or  annual  basis.  The 
fund  to  be  managed  by  the  Bank,  subjea  to  a Board  of 
Directors  or  Advisory  Committee  with  appropriate  repre- 
sentation from  the  physicians,  if  desired. 

2.  Arrangements  to  be  made  with  an  insurance  company 
(Prudential,  if'  desired)  to  handle  on  a deposit  adminis- 
tration basis  the  portion  of  the  funds  designated  and  to 
issue  annuities  when  desired. 

The  Bank,  as  agent,  would: 

a.  Have  prepared  appropriate  literature,  direct  mail, 
and  publicity  to  properly  announce  and  explain  the 
program. 

b.  Have  a representative  appear  before  organized 
medical  groups  to  personally  explain  the  program  and 
enroll  members. 

c.  Receive  monthly,  quarterly,  or  annual  payments 
from  the  individual  participants.  Minimum  payments 
of  $25  and  in  multiples  of  $5  thereafter,  that  is,  $30, 
$35,  $40,  et  cetera. 

d.  Permit  modification  in  amount  of  payment,  sus- 
pension of  payment  and/or  withdrawals. 

e.  Mail  premium  notices. 

f.  Invest  in  growth  securities  that  portion  designated 
and  remit  to  the  insurance  company  that  portion  des- 
ignated to  be  handled  by  such  company. 

g.  Maintain  individual  participant  accounts. 

h.  Furnish  annual  accounting  and  tax  information  to 
the  participant. 

i.  Furnish  to  the  Texas  Medical  Association  or  other 
appropriate  committees  an  annual  report  of  the  fund. 

j.  Upon  retirement,  or  by  formal  direction  of  the 
individual  participant,  establish  a procedure  for  total 
or  periodic  distributions  from  the  account  or  the  pur- 
chase of  an  annuity  or  other  form  of  insurance. 

k.  Maintain  record  of  elections  and  beneficiary  desig- 
nation. 

FEES. — The  Bank  as  agent  would  be  entitled  to  receive 
reasonable  fees  for  its  services,  responsibilities,  and  out-of- 
pocket  expense.  It  is  felt  presently  that  these  services  could 
be  rendered  for  the  fees  indicated  below. 

Annual  Fees: 

Investment  Management  Fees  (to  be  charged  against 
the  Fund) 


ADVANTAGES  TO  PHYSICIANS  PARTICIPATING.— 

( 1 ) The  investment  fund  and  insurance  contract  would 
be  designed  specifically  to  meet  the  objeCTives  of  the  Texas 
physicians  as  a group. 

( 2 ) The  broad  objeaive  of  the  fund  would  be  controlled 
by  a Board  of  Directors  or  advisory  group  with  representa- 
tion, if  desired,  by  members  of  the  Texas  Medical  Associa- 
tion participating. 

(3)  Through  this  representation,  the  operations  of  the 
fund  could  be  disseminated  to  the  physicians  on  a local 
basis. 

(4)  A broad  program  with  all  administrative  details 
furnished  to  the  physicians  at  minimum  expense  and  not 
otherwise  available. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Medical  Service  and  Insurance. 

Supplementary  Report:  Medical  Service  and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND*  INSURANCE 

Dr.  George  Pazdral,  Somerville:  13e.  Report  of  the 
Council  on  Medical  Service  and  Insurance  and  Supplemen- 
tary Report. — The  Reference  Committee  spent  a great  deal 
of  time  discussing  the  long  and  very  comprehensive  reports. 
It  is  very  obvious  that  this  Council  has  spent  long  hours 
of  study  and  has  been  very  vigilant  on  the  behalf  of  the 
Texas  Medical  Association  members.  The  Reference  Com- 
mittee agrees  with  the  Council  that  the  investment  program 
and  the  association  life  insurance  program  under  Senate 
Bill  212,  which  is  "group  insurance  law”,  are  not  acceptable 
at  this  time. 

The  Reference  Committee  agrees  with  the  Council  in  the 
statement  of  commendation  of  various  committees  working 
with  and  under  the  Council. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13e(l).  REPORT  OF  COMMITTEE  ON 

ASSOCIATION  INSURANCE  PROGRAMS 


A.  R.  Hazzard,  Chairman, 
A.  L.  Hewitt, 

C.  C.  Shotts, 

Mylie  Durham,  Jr., 

G.  J.  Pruitt. 


Dr.  Hazzard 
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Disability  Insurance  Program 

Approximately  3,375  Texas  Medical  Association  mem- 
bers are  enrolled  in  this  program.  The  20  per  cent  bonus 
on  benefits  payable  under  the  five  year  sickness  policy  has 
been  continued  for  the  policy  year  starting  Nov.  1,  1961. 
A dividend  amounting  to  $155,381  was  paid  Dec.  1,  1961, 
and  was  distributed  to  the  members  enrolled  in  both  the 
five  and  the  ten  year  sickness  policy  plans,  on  a pro  rata 
basis.  It  is  anticipated  that  both  the  bonus  on  the  five  year 
policy  and  dividends  on  both  policies  will  be  continued 
in  the  future,  although  the  amount  of  the  dividend  will 
vary  from  year  to  year  depending  on  loss  experience.  The 
dividend  paid  in  December,  1961,  represented  a return  of 
about  25  per  cent  on  the  current  premium  dollar. 

Accidental  Death  and  Dismemberment  Program 

Approximately  580  Association  members  enrolled  in 
this  program.  In  spite  of  the  increase  in  premiums  effective 
in  I960,  the  loss  ratio  has  remained  unfavorable.  No  fig- 
ures are  available  subsequent  to  November,  I960,  when 
the  loss  ratio  was  running  241  per  cent.  If  figures  become 
available,  they  will  be  presented  in  a supplemental  report. 
Regardless  of  the  current  loss  ratio,  however,  it  is  not 
anticipated  that  any  change  will  be  necessary  in  this 
program. 

Life  Insurance  Program 

At  present  there  are  more  than  1,600  policies  issued 
under  this  program,  with  a guaranteed  face  amount  of 
insurance  in  excess  of  $24,728,000.  With  the  added  25 
per  cent  death  benefit,  first  granted  in  1961  and  con- 
tinued for  1962,  the  total  death  benefit  is  in  excess  of 
$30,910,000. 

Great  American  Reserve  Insurance  Company  presented 
a proposal  for  true  group  life  insurance  under  the  pro- 
visions of  the  law  recently  passed  by  the  state  legislature 
allowing  professional  associations  to  have  group  life  in- 
surance. Details  are  being  worked  out,  and  it  is  hoped 
that  they  will  be  ready  for  final  approval  by  the  Annual 
Session.  If  adopted,  this  program  would  supplement  our 
present  program  and  would  not  change  it  in  any  way. 

Major  Medical  Insurance 

A program  of  major  medical  insurance  became  effective 
April  1,  1961.  To  date,  1,071  members  and  their  families 
have  enrolled.  No  figures  on  loss  experience  are  available 
as  yet,  but  it  is  expeaed  that  experience  will  be  unfavor- 
able due  to  the  nature  of  the  coverage  and  that  a premium 
adjustment  will  be  necessary  in  the  future. 

Office  Overhead  Insurance 

A program  of  office  overhead  insurance  was  approved 
by  the  House  of  Delegates  in  April,  I960.  This  plan  has 
not  yet  been  put  into  effect  because  experience  of  other 
medical  groups  has  shown  an  apparent  lack  of  interest  or 
misunderstanding  as  to  the  exact  nature  of  this  type  of 
coverage.  Although  the  Committee’s  members  believe  that 
this  is  needed  insurance,  and  an  excellent  plan  of  this  type 
of  insurance,  they  also  are  of  the  opinion  that  any  program 
to  be  successful  must  have  a certain  minimal  participation. 
Accordingly,  permission  to  the  carrier  to  offer  this  to  As- 
sociation members  has  not  been  granted.  No  further  action 
on  this  plan  is  anticipated  at  present. 

Investment-Refirement  Program 

During  the  past  year  the  Committee  concluded  a three 


year  smdy  of  investment-retirement  programs.  The  programs 
of  other  state  medical  societies,  as  well  as  of  other  pro- 
fessional groups,  were  intensively  reviewed.  Various  meth- 
ods of  funding  and  administration  were  studied.  It  was  de- 
cided that  the  ideal  program  of  this  type  should  allow  any 
member  to  invest  any  amount  he  desires  on  a varying 
schedule  in  either  conservative  fixed-income  return  invest- 
ments or  growth  stocks,  or  both.  There  should  be  no  pen- 
alty for  withdrawal  or  for  stopping  contributions  for  a 
period  of  time.  By  investing  as  a group,  there  should  be 
definite  savings  and  guarantees  compared  with  investing 
as  an  individual.  Also,  there  should  be  savings  even  when 
compared  with  a no-load  mutual  fund.  By  pooling  the 
funds  of  many  individuals,  the  advantages  of  diversifica- 
tion would  be  attained.  A program  of  this  flexibility  would 
thus  lend  itself  to  all  investment  objectives  and  would  not 
be  restricted  to  retirement,  although  certain  guarantees  for 
retirement  would  be  incorporated  into  the  program,  should 
any  individual  desire  them.  Further,  the  program  should  be 
designed  so  that  advantage  might  be  taken  of  future  fed- 
eral legislation  for  tax  savings  (H.R.  10,  Keogh),  and 
so  that  it  provides  tax  savings  retroaaively  if  the  law  allows. 

More  than  25  insurance  companies  and  25  banks  were 
contacted,  in  addition  to  several  independent  actuaries,  to 
see  whether  a program  of  this  type  were  possible.  A sur- 
vey of  Association  members  was  conducted  to  ascertain 
the  amount  of  interest  in  such  a program.  Of  8,400  ques- 
tionnaires sent  in  November,  I960,  to  Association  mem- 
bers, more  than  2,500  replies  were  received.  Over  1,000 
members  indicated  a desire  for  such  a program  without 
waiting  for  any  federal  legislation,  and  indicated  an  invest- 
ment in  such  a program  of  over  $103,000  per  month.  In- 
vestigation showed  that  a program  of  this  type  should 
not  be  controlled  by  the  Texas  Medical  Association  because 
of  charter  requirements  and  the  Association’s  tax-exempt 
status.  Of  the  many  proposals  that  were  considered,  those 
of  the  Mercantile  National  Bank  of  Dallas  and  the  Pru- 
dential Insurance  Company  of  America  were  seleaed  be- 
cause they  met  all  the  requirements  of  the  program. 

The  Committee  unanimously  concluded: 

1.  That  there  was  a need  and  a desire  among  Associa- 
tion members  for  such  a program.  Although  the  results 
of  the  questionnaire  cannot  be  considered  absolute,  they 
do  indicate  enough  interest  in  the  program  to  insure  its 
success. 

2.  That  the  proposal  as  submitted  does  not  require  ’TMA 
to  be  a party  to  the  agreement.  Thus,  there  would  be  no 
conflict  with  the  Association’s  charter  or  its  tax-exempt 
status  as  a scientific  nonprofit  corporation.  The  program 
has  been  reviewed  by  Mr.  Philip  R.  Overton,  the  Associa- 
tion’s Legal  Counsel,  who  stated  that  recognition  or  ap- 
proval of  a program  of  this  type  could  be  given  by  one 
House  of  Delegates,  but  could  be  taken  away  during  a later 
meeting  of  the  House.  As  to  the  approval  which  is  sought 
from  the  Association,  that  is  one  of  policy  which  would 
have  to  be  determined  by  the  proper  officers  of  the  As- 
sociation, aaing  with  the  House’s  approval  under  such 
terms  and  conditions  as  would  be  agreeable  to  them. 

3.  That  estimated  savings  to  members  would  be  ap- 
proximately 5 to  6 per  cent  compared  to  any  other  method 
the  member  could  use  to  accomplish  the  objeaives  of  this 
program  on  his  own. 

4.  That  control  of  the  program  would  be  through  a sepa- 
rate Board  of  Trustees,  composed  of  TMA  members  who 
have  enrolled  in  the  program.  Periodic  reports  would  be 
given  to  the  Association. 

5.  That  since  this  program  deals  with  equities,  there 
is  inherent  risk.  However,  through  the  provision  of  profes- 
sional investment  counsel,  this  risk  is  minimized.  Further- 
more, with  the  pooling  of  funds  of  many  members,  di- 
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versification  in  investments  can  be  attained,  further  limit- 
ing the  risk. 

6.  That  although  this  program  could  be  offered  without 
the  official  endorsement  of  the  Association,  there  is  ques- 
tion about  its  success  without  official  endorsement.  The 
requested  endorsement  would  take  the  following  form; 
“This  program,  formulated  especially  for  members  of  the 
TMA,  has  been  investigated  by  members  of  the  Committee 
on  Association  Insurance  Programs  of  the  TMA,  who  have 
endorsed  it  and  who  feel  it  well  warrants  individual  in- 
vestigation and  consideration.” 

7.  That  many  details,  such  as  the  exact  wording  of 
agreements  and  exact  charges  on  administration,  are  nor 
known  at  present  and  cannot  be  known  without  the 
expenditure  of  between  $10,000  and  $15,000  of  the  bank’s 
money  in  legal  fees.  The  Mercantile  National  Bank  has  re- 
quested prior  to  spending  this  money,  general  endorsement 
of  this  program  in  principle,  as  listed  in  ^6  above.  They 
are  fully  aware  that  when  all  details  are  known,  it  may 
not  be  desirable  to  establish  the  program,  but  are  willing 
to  proceed  with  this  expenditure  if  they  have  Association 
endorsement  at  this  time. 

8.  That  recommendation  for  this  endorsement  was  made 
to  the  Council  on  Medical  Service  and  Insurance,  which 
recommended  disapproval  without  stated  reason.  This 
action  was  approved  by  the  Executive  Board.  It  is  believed 
by  the  Committee  that  all  the  facts  were  not  at  their 
disposal  at  the  time  of  their  action.  The  requested  ac- 
tion involves  endorsement  of  the  program  and  a recom- 
mendation to  Association  members  to  investigate  and  con- 
sider it.  In  remrn,  members  receive  investment  counsel  and 
a guaranteed  retirement  income,  should  they  enroll,  which 
they  could  not  hope  to  achieve  on  their  own. 

Recommendation 

The  Committee  recommends,  therefore,  that  considera- 
tion of  this  investment-retirement  program  be  re-opened 
and  that  the  Committee  be  allowed  to  give  the  requested 
endorsement. 


13e(1).  SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  ASSOCIATION 
INSURANCE  PROGRAMS 

1.  Accidental  Death  and  Dismemberment  Program 

The  combined  loss  ratio  in  this  program  through  No- 
vember, 1961,  is  214.8  per  cent.  This  has  decreased  from 
241  per  cent  the  previous  year  and  reflects  the  increase  in 
premium  effective  in  I960.  It  is  felt  that  subsequent  years 
will  show  a further  lowering  in  this  ratio  to  acceptable 
levels,  but  Lumberman’s  Mutual  Casualty  Company  has  re- 
quested permission  to  sell  a $25,000  policy  in  this  coverage 
to  further  broaden  the  base.  The  premium  will  be  one-half 
the  current  $50,000  premium. 

The  Committee  recommends  that  this  request  be  ap- 
proved. 

2.  Life  Insurance  Program 

The  final  proposal  of  a group  life  insurance  program  was 
presented  by  Great  American  Reserve  Insurance  Company 
of  Dallas.  This  program  would  allow  our  members  to 
obtain  an  additional  $20,000  of  life  insurance  coverage  on 
themselves  without  evidence  of  insurability,  provided  they 
also  insured  75  per  cent  of  their  employees  for  $2,000 
coverage.  They  could  deduct  up  to  40  cents  per  thousand 
dollars  per  month  from  the  employees’  salary  or  pay  it  all 


themselves.  Any  amount  they  paid  on  employees  would  be 
tax  deductible.  This  would  allow  the  doctor  to  compete 
somewhat  with  industry  in  providing  fringe  benefits  for 
his  employees.  Although  there  has  been  no  experience  with 
this  type  of  insurance  since  the  law  allowing  it  was  passed 
only  last  year,  the  rates  have  been  compared  with  other 
groups  and  are  competitive.  Moreover,  being  true  group 
insurance,  the  rates  are  subject  to  being  lowered  should 
they  prove  to  be  too  high.  The  Insurance  Company  feels 
that  this  is  a definite  probability. 

This  program  if  adopted  would  not  replace  our  present 
life  insurance  program  but  would  supplement  it. 

The  Committee  recommends  this  program  be  approved. 

3.  General 

Charles  O.  Finley  and  Co.,  administrator  of  the  Disability, 
Accidental  Death  and  Dismemberment,  and  Major  Hospital 
Insurance  programs,  has  offered  to  decrease  his  commission 
by  2.5  per  cent  on  all  these  programs  effective  Nov.  1, 
1962. 

It  is  recommended  that  this  offer  be  approved. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Medical  Service  and  Insurance. 

Supplementary  Report:  Medical  Service  and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  13e(l)  Committee  on 
Association  Insurance  Programs  and  Supplementary  Re- 
port.— The  Reference  Committee  approves  all  of  this  re- 
port except  the  life  insurance  program,  group  insurance 
law,  and  the  investment-retirement  program,  which  are  dis- 
approved. The  Reference  Committee  commends  the  Com- 
mittee on  Association  Insurance  Programs  for  the  good 
work  it  has  done  and  compliments  them  on  the  regular  life 
program,  studies  made  of  major  medical  insurance,  and 
office  overhead  insurance,  and  the  decrease  of  2.5  per  cent 
of  the  commission  on  the  plans  carried  by  the  Charles  O. 
Finley  Company. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

13e(2).  REPORT  OF  COMMITTEE 
ON  HEALTH  INSURANCE 

tA.  R.  Kirkley,  Chairman, 

E.  A.  Maxwell, 

H.  D.  Gilliam, 

Mario  E.  Ramirez, 

Ray  V.  Brasher, 

Marvin  Schlecte, 

C.  U.  Callan, 

Gerald  Ahern, 

Joe  Nelson. 

Dr.  Kirkley 

The  Committee  on  Health  Insurance  of  the  Texas  Medi- 
cal Association  met  Ort.  1,  1961,  and  Jan.  19,  1962,  at 
the  TMA  Headquarters  in  Austin  and  reported  to  the 
Council  on  Medical  Service  and  Insurance  and  Executive 
Board  of  the  Association. 
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Positive  Policies  and  Programs  of  Voluntary  Health  Insurance 

The  Committee  has  continued  to  operate  under  the 
following  positive  policies  and  programs  on  voluntary 
health  insurance,  previously  adopted. 

1.  Preservation  of  the  philosophy  of  voluntary  health 
insurance  as  part  of  free  competitive  enterprise. 

2.  The  extension  of  voluntary  health  insurance  as  an 

effective  mechanism  of  financing  health  care  costs  for  as 

many  residents  of  Texas  as  is  practical  and  possible. 

3.  Aaive  support  of  Blue  Cross-Blue  Shield  of  Texas  and 
commercial  carriers  of  health  insurance  which  are  dedicated 
to  work  with  doctors  in  the  objective  of  providing  the 
highest  quality  of  medical  care  for  the  people  of  Texas 
and  whose  policies  and  programs  foster  such  basic  prin- 
ciples as  free  choice  of  physician  and  maintenance  of  tra- 
ditional doctor  patient  relationship. 

4.  Continuation  of  TMA  sponsored  educational  pro- 
grams designed  for  the  public,  doctors,  and  hospitals  on 

the  proper  use,  and  not  abuse,  of  voluntary  health  insur- 

ance. 

5.  Full  support  of  mechanisms  such  as  public  griev- 
ance committee  of  county  societies  and  the  Hospitals-Insur- 
ance-Physicians  Joint  Advisory  Committee  of  Texas,  which 
are  designed  to  resolve  questions  and  problems. 

6.  Extension  of  voluntary  health  insurance  coverages  for 
persons  over  age  65.  Encouragement  of  all  of  those  who 
are  gainfully  employed  to  purchase  voluntary  health  in- 
surance which  will  extend  beyond  age  65.  Development  of 
health  insurance  and  prepayment  policies  tailored  to  meet 
the  needs  of  the  aged  for  long  time  nursing  home  care. 

Review  Committee 

The  Committee  has  continued  to  study  vatious  types 
of  review  committees  which  are  designed  for  the  conserva- 
tion of  the  health  care  dollar.  A pilot  program  in  the 
Dallas  County  Medical  Society  has  been  initiated,  but  has 
not  been  in  effect  long  enough  to  give  any  definite  data 
as  to  its  success. 

The  Vendor's  Medical  Care  Program 

The  Committee  on  Health  Insurance  has  cooperated  to 
its  fullest  with  Blue  Cross-Blue  Shield  in  the  vendor’s  medi- 
cal care  program  under  the  Kerr-Mills  Act.  As  of  this 
early  date,  the  program  seems  to  be  working  well.  It  is 
the  unanimous  opinion  of  this  Committee  that  this  program 
must  not — in  fact,  cannot- — fail,  if  we  wish  to  keep  medi- 
cal care  of  the  aged  out  of  social  security. 

Blue  Shield  Coverage  for  Over  Age  65 

Committee  members  have  discussed  at  length  the  new 
joint  proposal  of  the  American  Medical  Association  and 
the  National  Association  of  Blue  Shield  plans  to  provide 
an  effective  voluntary  health  insurance  plan  for  persons 
over  age  65  with  modest  resources  or  low  family  income. 
Cooperation  of  state  medical  associations  in  this  has  been 
urged  by  the  AM  A.  It  is  the  consensus  of  the  Committee 
that  many  aspects  of  the  program  will  not  be  entirely  sat- 
isfactory to  the  practicing  physicians  of  Texas.  Further 
study  of  this  program  will  be  undertaken  before  any  con- 
crete recommendations  are  made. 

Public  Relations  and  Educational  Programs 

It  remains  the  opinion  of  committee  members  that  their 
primary  efforts  should  be  directed  toward  better  public 
relations  and  education  of  the  general  public  and  all  physi- 
cians of  the  state.  They  have  continued  to  serve  on  a 


speaker’s  bureau  of  the  TMA.  Programs  have  been  given 
to  many  lay  groups  and  county  societies  throughout  the 
state. 

In  cooperation  with  Blue  Cross-Blue  Shield  of  Texas, 
this  Committee  has  made  available  in  quantity  small 
pamphlets  entitled  "Have  You  Priced  a Miracle  Lately”. 
More  than  a half  million  copies  have  been  distributed. 
The  Committee  plans  to  sponsor  similar  brochures  in 
the  future. 

Recommendation 

The  Committee  should  remain  active  and  continue  to 
effect  positive  policies  and  programs  on  voluntary  health 
insurance,  as  in  the  past. 


13e(2).  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  HEALTH  INSURANCE 

1.  Resolution:  Commendation  of  Commercial  Insurance  Com- 
panies and  Blue  Cross-Blue  Shield  of  Texas  for  Their  Sig- 
nificant Roles  in  Financing  Medical  Care  for  the  Aged. 

WHEREAS,  the  attention  of  the  people  of  the  United 
States  has  been  focused  upon  the  various  mechanisms  for 
financing  medical  care  for  the  aged,  and 

WHEREAS,  there  are  some  who  advocate  the  utilization 
of  the  Spcial  Security  system;  and 

WHEREAS,  the  enactment  of  such  a program  would 
result  in  poorer  — not  better  — medical  care  for  the 
people  of  our  state  by  undermining  the  doctor-patient 
relationship;  it  would  represent  a major,  irreversible  step 
toward  the  complete  socialization  of  medical  and  hospital 
care;  it  would  provide  a program  of  government  care  for 
all  beneficiaries  of  Social  Security,  regardless  of  need;  it 
would  be  tremendously  expensive,  costing  the  taxpayers  at 
least  $2.2  billion  the  first  year  and  even  more  later;  and 
WHEREAS,  it  also  would  be  a great  blow  to  voluntary 
health  insurance  which  is  filling  a great  need  and  which 
has  been  well  accepted  by  the  people  of  Texas,  and 
WHEREAS,  Blue  Cross-Blue  Shield  of  Texas  and  the 
commercial  insurance  companies  presently  are  providing 
coverage  for  more  than  400,000  Texans  aged  65  and  over, 
and 

WHEREAS,  it  is  significant  that  164  commercial  carriers 
operating  in  Texas  now  offer  policies  for  the  aged,  and 
WFIEREAS,  Blue  Cross-Blue  Shield  of  Texas  recently 
has  offered  the  new  Senior  Texan  Service,  and 

WHEREAS,  it  has  been  demonstrated  that  voluntary 
health  insurance  is  a highly  effective  mechanism  for  fi- 
nancing medical  care  costs  and  is  fully  compatible  with  the 
American  philosophy  of  private  enterprise;  now  therefore, 
be  it 

RESOLVED,  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  heartily  commend  Blue  Cross-Blue 
Shield  of  Texas  and  the  commercial  companies  operating 
in  this  state  for  their  continued,  effective  efforts  in  assisting 
the  aged  in  financing  their  medical  and  hospital  care  needs 
through  voluntary,  prepaid  health  insurance. 

2.  Liaison  with  Blue  Cross-Blue  Shield,  State  Department  of 
Welfare 

The  Committee  on  Health  Insurance  agreed  to  serve  as 
liaison  with  Blue  Cross-Blue  Shield  and  the  State  Welfare 
Department  in  administration  of  the  Kerr-Mills  vendor’s 
medical  care  program. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Medical  Service  and  Insurance. 

Supplementary  Report:  Medical  Service  and  Insurance. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  13e(2).  Committee  on 
Health  Insurance  and  Supplementary  Report  was  incorporat- 
ed with  Resolution  I6r.  Vendor’s  Medical  Care  Act  from 
Harris  County  Medical  Society. — The  Reference  Committee 
finds  it  is  quite  obvious  that  there  is  a tremendous  interest 
in  health  insutance,  as  evidenced  by  the  large  number  of 
physicians  in  attendance  today.  The  Committee  on  Health 
Insurance  has  been  a leader  and  a great  contributor  to  the 
increase  in  policyholders  throughout  the  state.  Their  co- 
operation with  commercial  insurance  carriers,  Blue  Cross- 
Blue  Shield,  Vendor’s  Medical  Care  program,  new  voluntary 
plans  for  the  aged,  and  so  forth,  have  been  a great  factor  in 
the  overall  success  of  this  very  vital  facet  in  the  health  care 
of  the  Texas  patient. 

The  Reference  Committee  recommends  the  adoption  of 
the  resolution  from  the  Harris  County  Medical  Society 
(l6r. ) in  which  is  a commendation  to  Mr.  John  'Winters 
and  Mr.  Weldon  Watson  of  the  Texas  Department  of  Pub- 
lic Welfare,  Blue  Cross-Blue  Shield,  and  the  Legislature 
of  the  State  of  Texas,  for  their  excellence  and  hard  work 
which  enabled  the  Kerr-Mills  bill  to  be  a well  functioning 
reality  in  the  state  of  Texas.  This  Reference  Committee  is 
happy  to  report  that  it  feels  that  the  vendor’s  medical  pay- 
ment plan  is  working  well  and  is  providing  a tremendous 
benefit  to  our  senior  citizens.  Also  a motion  was  made  that 
copies  be  sent  to  all  involved  patties  and  to  our  senators 
and  representatives  and  to  be  turned  over  to  our  Executive 
Secretary  fot  the  press.  I move  the  adoption  of  this  portion 
of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13e(2)(a).  REPORT  OF  COMMITTEE  ON 
LIAISON  WITH  BLUE  SHIELD 


Everett  C.  Fox,  Chairman, 
Olin  B.  Gober, 

R.  H.  Bell, 

J.  B.  Copeland, 

E.  A.  Rowley, 

Denton  Kerr, 

Tom  Bond, 

R.  W.  Kimbro, 

Harvey  Renger. 

Dr.  Fox 

This  Committee  did  not  have  any  special  meetings  dur- 
ing the  past  year.  All  of  its  members,  however,  participated 
in  several  meetings  of  the  Board  of  Directors  of  Blue 
Shield,  of  which  they  are  duly  elected  members,  and  in 
planning  professional  relations  activities  conducted  during 
the  past  year  by  Blue  Shield. 

The  following  were  some  of  the  major  accomplishments 
of  the  past  year: 

1.  The  Committee  sponsored  the  annual  Sunday  lunch- 
eon and  progtam  for  members  of  the  House  of  Delegates 
during  the  1961  Texas  Medical  Association  convention  in 
Galveston.  The  success  of  the  third  of  these  luncheons  has 
caused  another  to  be  planned  for  this  year. 

2.  Perhaps  the  major  effort  of  the  year  was  made  in 
connection  with  the  implementation  of  the  Kerr-Mills  bills. 
Under  the  direction  of  the  State  Department  of  Public 
Welfare  in  Austin,  Blue  Cross  was  awarded  the  contract 
for  health  benefits  for  all  recipients  of  Old  Age  Assistance 
in  the  State  of  Texas. 


Members  of  the  Committee  held  many  meetings  with 
public  welfare  officials  and  Blue  Cross  executives  in  plan- 
ning the  implementation  of  this  entire  program.  There 
was  a special  need  of  communicating  the  problems  involved 
in  this  program,  and  Committee  members  were  involved 
in  rnany  of  these  activities.  They  appeared  at  numerous 
staff  meetings,  and  county  medical  society  meetings  in 
order  to  help  this  program  get  started. 

3.  Members  of  the  Committee  wrote  a series  of  editorials 
for  the  Texas  State  Journal  of  Medicine  concerning  the 
OAA  Program  and  several  other  facets  of  prepaid  health 
care. 

4.  In  Table  1 are  presented  some  "Quick  Facts  on 
Texas  Blue  Cross-Blue  Shield”  which  the  Committee  felt 
would  be  of  interest  to  Association  members. 

Table  1. — Quick  Pacts  on  Texas  Blue  Cross-Blue  Shield. 

Dec.  31.  1961 


Total  Benefits  Paid 

Payments  to  hospitals  by  Blue  Cross $218,836,135 

Payments  to  doctors  by  Blue  Cross 3,152,990 

Payments  to  doctors  by  Blue  Shield 81.304,546 


Total  benefits  paid $303,293,671 

C.I.E.  - E.B.E.  Payments 

By  Blue  Cross $ 15,169,930 

By  Blue  Shield 9,763,129 


Total  CI.E.  - E.B.E.  Payments $ 24,933.059 

Funds  transferred  from  expense  to  benefit  funds 

By  Blue  Cross  $ 42,720.000 

By  Blue  Shield 25.360,179 


Total  funds  transferred  from  expense 

to  benefit  funds $ 68,080,179 

Total  current  investments — Government  bonds,  certifi- 
cates of  deposits  and  savings  and  loan  asso- 
ciations : 

Blue  aoss  » $ 8,874,172 

Blue  Shield  6,897,682 


Total  current  investments $ 15.771,854 

Total  current  reserves 

Blue  Cross  $ 7,285.830 

Blue  Shield  6.781.039 


Total  reserves  . $ 14,066,869 

Membership  as  of  Dec.  31.  1961 

Contraas  Participants 

Blue  Cross  500.991  1,372,229 

Blue  Shield  491,018  1,349.101 

Endorsements— C.I.E.  - E.B.E 387,550  1,070.827 


Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  13e(2)(a).  Committee 
on  Liaison  with  the  Blue  Shield. — ^The  Reference  Com- 
mittee approves  this  report  and  wishes  to  commend  the 
Board  of  Directors  and  the  Administrator  for  their  ex- 
cellent management. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13e(2)(b).  REPORT  OF  APPOINTEES  TO 

HOSPITALS-INSURANCE-PHYSICIANS 
JOINT  ADVISORY  COMMITTEE 
OF  TEXAS 

C.  D.  Bussey,  'Vice  President, 
G.  W.  Cleveland, 

A.  R.  Kirkley. 
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The  Hospitals-Insurance-Physicians  Joint  Advisory  Com- 
mittee of  Texas  has  met  every  two  months  throughout  the 
year.  Cooperation  between  the  participating  organizations 
continues  to  be  excellent. 

As  in  the  past,  most  of  the  problems  which  come  be- 
fore the  Committee  relate  to;  professional  charges  above 
the  usual  ones,  prolonged  hospitalizations,  excessive  drug 
charges  while  the  patient  is  in  the  hospital,  and  inade- 
quate health  insurance  policies  that  have  been  in  force  for 
many  years  or  policies  which  have  been  issued  in  spite 
of  questionable  insurability. 

It  has  become  increasingly  evident  that  the  physicians 
representing  the  Texas  Medical  Association  on  the  Hos- 
pitals-Insurance-Physicians  Joint  Advisory  Committee  are 
being  called  upon  to  serve  as  a review  committee  with 
reference  to  physicians’  charges.  A number  of  instances 
that  were  considered  to  represent  excessive  charges  on  the 
part  of  the  physician  by  the  Committee  have  been  referred 
to  grievance  committees  of  county  medical  societies;  in 
most  of  them  the  results  have  been  disappointing  to  the 
Hospitals-Insurance-Physicians  Joint  Advisory  Committee. 
In  one  instance  of  gross  misrepresentation  which  had  re- 
sulted in  payment  of  hundreds  of  dollars  by  an  insurance 
company,  a review  by  the  physician’s  grievance  committee 
resulted  in  censure  only. 

The  Hospitals-Insurance-Physicians  Joint  Advisory  Com- 
mittee requests  that  the  Texas  Medical  Association  give 
serious  consideration  to  the  establishment  of  a review  com- 
mittee, as  recommended  by  the  Committee  on  Health  In- 
surance of  the  Texas  Medical  Association. 

The  members  of  the  Hospitals-Insurance-Physicians  Joint 
Advisory  Committee,  representing  the  Texas  Medical  As- 
sociation, wish  to  encourage  TMA  members  to  avail  them- 
selves, in  the  interest  of  their  patients,  of  this  Committee’s 
services. 

Reference  Committee  to  which  referred;  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  13e(2)(b).  Ap- 
pointees to  Hospital-Insurance-Physicians  Joint  Advisory 
Committee. — ^This  report  has  been  reviewed  and  approved 
by  the  Reference  Committee.  The  Committee  recommends 
that,  where  feasible,  review  committees  be  established  at 
the  county  level,  which  will  consider  controversial  cases 
and  effect  an  agreeable  settlement  when  possible. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13e(4).  REPORT  OF  COMMITTEE  ON  WORK- 
MEN'S COMPENSATION  INSURANCE 


Dr.  Smith 


Edward  T.  Smith,  Chairman, 
Joseph  T.  Ainsworth, 

F.  C.  Rehfeldt, 

Ralph  E.  Donnell,  Jr., 

J.  B.  Chester. 


During  the  past  year  this  Committee  held  one  meeting, 
April  23,  1961,  at  Galveston.  This  was  a liaison  committee 
meeting  with  representatives  of  the  medical  and  insurance 
seaions. 

There  were  no  arbitration  cases  to  be  reviewed.  The 
committee  was  aware  of  a few  compensation  cases  which 
were  settled  at  the  local  level.  It  was  believed  that  the 
success  of  this  committee  is  gauged  by  the  fact  that  there 
were  no  compensation  arbitration  cases  referred  to  it  for 
action.  The  Committee  is  still  anxious  to  function,  but 
members  decided  to  meet  officially  only  once  a year,  with 
agreement  to  meet  on  call  if  there  is  any  urgent  business 
to  transact. 

A funaion  in  which  this  committee  has  engaged  is  edu- 
cation. There  is  still  much  to  be  done  toward  informing 
Association  members  of  the  best  and  most  efficient  way 
of  handling  reports  in  compensation  cases.  This  was  dis- 
cussed, and  it  was  believed  that  more  emphasis  should  be 
given  to  the  general  membership  on  “Physician’s  Report 
Guide”  which  was  prepared  by  this  committee.  More  bul- 
letins are  being  prepared  on  this  subject  for  publication  in 
the  Texas  State  Journal  of  Medicine. 

Committee  members  asked  that  representatives  of  the 
Committee  on  Liaison  with  the  State  Bar  of  Texas  meet 
with  them  to  discuss  “Code  for  Physicians  and  Attorneys 
of  Texas”,  with  regard  to  compensation  cases.  It  was  the 
opinion  of  Committee  members  that  in  compensation 
cases,  free  communication  should  exist  between  the  com- 
pensation carrier  as  a representative  of  the  employer  and 
the  attorney  as  a representative  of  the  employee.  Only  one 
legal  and  no  medical  representatives  were  present  at  the 
appointed  time;  therefore,  little  was  accomplished.  It  is 
hoped  that  this  subject  will  be  further  explored  at  the 
annual  meeting  of  the  committee  in  May,  1962. 

Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  13e(4).  Committee  on 
Workmen’s  Compensation  Insurance. — The  report  of  this 
Committee  has  been  reviewed  and  approved  by  the  Ref- 
erence Committee.  It  is  thought  that  due  to  the  lack  of 
knowledge  of  the  functions  of  this  Committee,  more  has 
not  been  referred  to  it. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13f.  REPORT  OF  COUNCIL  ON 
PUBLIC  RELATIONS  AND 
PUBLIC  SERVICE 


Joe  R.  Donaldson,  Chairman, 
Courtney  M.  Townsend, 
Thomas  Royce, 

Van  D.  Goodall, 

James  Hallmark, 

Glenn  D.  Carlson, 

Foy  H.  Moody. 


Dr.  Donaldson 

During  the  past  year,  the  Council  on  Public  Relations 
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and  Public  Service  has  continued  to  coordinate  activities 
which  would  lead  to  a correct  evaluation  of  the  medical 
profession  by  the  public,  as  well  as  to  stress  the  public 
relations  obligations  of  each  physician.  It  is  becoming  in- 
creasingly important  that  the  public  realize  the  true  value 
of  today’s  health  care  in  view  of  the  critical  legislative 
threats  now  confronting  medicine.  It  is  equally  important 
that  every  doctor  maintain  a position  of  importance  in 
his  community  and  that  he  take  an  active  role  in  its  affairs. 
Medicine’s  most  effective  public  relations  program  would 
be  for  each  TMA  member  to  do  his  very  best  as  a physi- 
cian and  citizen. 

The  Council  met  three  times  since  the  last  Annual  Ses- 
sion, and  devoted  the  greatest  part  of  these  meetings  to 
discussing  the  public  relations  aspects  of  the  Annual  Ses- 
sion, Medical  Students’  Day  programs,  press  relations,  and 
TMA’s  legislative  communications  programs.  Here,  in 
brief,  is  a summary  of  these  discussions. 

1%2  Annual  Session 

The  TMA  Annual  Session  offers  many  excellent  public 
relations  opportunities.  In  the  operation  of  the  meeting’s 
Press  Room,  for  example,  representatives  of  newspapers 
and  of  radio  and  television  stations  come  into  direct  con- 
tact with  prominent  medical  authorities  and  see  how  a 
medical  convention  actually  supplies  new  knowledge  and 
techniques  to  the  profession.  Much  medical  information 
is  also  conveyed  to  the  lay  public  throughout  the  meeting. 

A greater  understanding  of  medical  organizations  is 
also  brought  to  the  local  convention  city.  Working  in  co- 
operation with  the  local  committee  on  general  arrange- 
ments, the  Council  invites  civic  and  business  leaders  of 
the  community  to  be  TMA’s  guests  at  a general  meeting 
luncheon,  then  gives  them  a brief  tour  of  the  exhibits  and 
scientific  programs.  The  response  to  this  aaivity  has  been 
gratifying  and  has  made  many  new  friends  for  medicine. 

Press  Relations 

In  addition  to  the  Annual  Session  anivities,  a year-round 
program  of  liaison  with  the  press  is  maintained.  Monthly 
news  releases  containing  information  extraaed  from  an 
article  appearing  in  the  Texas  State  Journal  of  Medicine 
are  circulated  to  all  daily  and  weekly  newspapers  in  the 
state.  The  results  of  a mail  survey  indicated  that  this  new 
service  is  being  effeaively  utilized  by  the  majority  of  the 
publications  receiving  it.  The  news  media  are  also  kept 
informed  of  Association  affairs  through  occasional  non- 
medical releases. 

Dr.  William  Gordon,  Councilor  from  District  3,  has 
made  an  extensive  study  of  medical-press  relationships,  and 
reported  his  findings  in  the  July,  1961,  issue  of  the  Jour- 
nal. Dr.  Gordon  also  discussed  his  study  with  members  of 
this  Council.  It  is  apparent  that  much  work  remains  to 
be  done  in  this  area,  and  the  Council  wishes  to  encourage 
individual  physicians  and  county  medical  societies  to  evalu- 
ate the  comments  in  Dr.  Gordon’s  Journal  editorial. 

The  Texas  Medical  Association’s  Anson  Jones  Award  for 
Excellence  in  Reporting  of  Health  Information  to  the 
Public  is  now  in  its  sixth  year,  and  the  Council  feels  that 
it  is  still  doing  an  effective  job  in  maintaining  and  estab- 
lishing good  relations  between  medicine  and  the  press. 
The  Award  has  been  recently  revised,  and  now  provides 
a more  nearly  equal  opportunity  for  winning  to  personnel 
of  large  and  small  daily  newspapers,  weeklies,  and  maga- 
zines and  trade  journals.  The  Award  is  also  more  closely 
associated  with  the  local  county  medical  society. 

Medical  Students'  Day  Programs 

The  Council  is  pleased  to  report  that  survey  findings 


indicate  the  Medical  Students’  Day  Programs  given  each 
year  to  the  seniors  of  Texas’  three  medical  schools  are 
being  well  received.  The  programs,  which  are  given  in 
cooperation  with  the  local  county  medical  society,  intro- 
duce the  future  physicians  to  the  services  and  activities 
offered  by  the  Texas  Medical  Association,  and  give  them 
useful  information  on  medical  ethics,  legal  aspects  of 
medicine,  public  relations,  and  other  socioeconomic  topics. 

Legislative  Communications  Program 

The  Council  was  impressed  with  the  legislative  com- 
munications program  conduaed  by  the  headquarters’  staff 
last  year.  The  program  included  distribution  of  pamphlets, 
films,  television  shows,  newspaper  advertisements,  and 
phonograph  records  for  utilization  by  county  societies  in 
informing  the  public  of  the  critical  legislative  threat  facing 
medicine  with  the  proposed  inclusion  of  medical  care 
under  social  security.  The  response  from  county  societies 
was  gratifying,  but  it  is  hoped  that  even  more  societies 
will  participate  in  future  programs  of  this  type. 

During  the  past  year  the  Committee  on  Emergency  Medi- 
cal Service  [See  13f(2)]  and  the  Committee  on  Public 
Health  [See  13f(4)}  submitted  a joint  recommendation 
which  concerned  the  "Medical  Self-Help  Training  Pro- 
gram”. The  program  was  prepared  by  the  American  Medi- 
cal Association  and  the  Office  of  Civil  and  Defense  Mobili- 
zation in  order  to  teach  American  families  how  to  survive 
a national  emergency  and  how  to  meet  their  own  health 
needs  if  disaster  circumstances  prevented  treatment  by  a 
physician.  The  Council  approved  this  recommendation, 
stating  that  the  program  be  reviewed  by  several  county 
societies  on  a pilot  plan  basis,  the  results  to  be  submitted 
and  reviewed  by  the  Council. 

The  Council  was  pleased  with  the  work  of  the  Commit- 
tee on  Emergency  Medical  ’ Service  during  and  after  Hurri- 
cane Carla,  and  wishes  to  see  the  Committee’s  continued 
participation  in  and  study  of  the  emergency  medical  needs 
of  our  state. 

Four  resolutions  were  submitted  by  the  Committee  on 
Public  Health  in  September,  1961,  one  of  which  was  aaed 
upon  at  that  time.  The  resolution,  which  concerned  the 
oral  poliomyelitis  vaccine,  was  approved  by  the  Executive 
Board  and  was  presented  to  the  AMA  House  of  Delegates 
in  December,  1961.  The  other  resolutions  were  not  acted 
upon  by  the  Council  or  Executive  Board,  since  it  was  be- 
lieved that  aaion  should  not  occur  before  they  were  fully 
discussed  by  the  House  of  Delegates.  The  resolutions  con- 
cerned ( 1 ) fluoridation  of  water  supplies,  ( 2 ) homemaker 
services,  and  (3)  a proposed  study  of  fragmentation  of 
health  services. 

The  Council  was  pleased  to  approve  the  recommendation 
of  the  Committee  on  Rural  Health  for  establishment  of  a 
medical  loan  scholarship  fund  between  the  Farm  Bureau 
and  the  Texas  Medical  Association.  The  Council  whole- 
heartedly supports  this  plan  and  hopes  that  it  will  soon 
be  operational. 

[See  13f(5)] 

Summary 

Committee  members  are  proud  of  the  public  relations 
work  being  done  by  county  medical  societies  and  indi- 
vidual physicians.  It  is  hoped  that  an  even  more  active 
participation  in  this  field  will  be  seen  in  the  future  and 
that  less  active  societies  will  become  inspired  by  the  good 
work  being  done  by  other  societies. 

Many  other  important  public  relations  activities  are  being 
coordinated  by  the  Executive  Secretary,  the  Director  of 
Public  Relations,  and  other  members  of  the  central  office 
staff.  'Without  their  help,  the  activities  of  this  Council 
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already  mentioned,  and  many  others  too  numerous  to  men- 
tion, could  not  be  accomplished. 


13f.  SUPPLEMENTARY  REPORT  OF 

COUNCIL  ON  PUBLIC  RELATIONS  AND 
PUBLIC  SERVICE 

1.  AMA  Medicine  and  Religion  Program 

The  Council  unanimously  agreed  that  the  Texas  Medical 
Association  should  extend  every  possible  assistance  and 
complete  cooperation  to  the  AMA  Medicine  and  Religion 
Program.  The  Council  recommends  the  endorsement  of' 
this  program. 

2.  Distinguished  Service  Award  of  the  Texas  Medical 

Association 

The  Council  on  Public  Relations  and  Public  Service 
recommends  the  establishment  of  the  Distinguished  Service 
Award  of  the  Texas  Medical  Association,  following  the 
discontinuance  of  the  General  Practitioner  of  the  Year 
Award.  The  Distinguished  Service  Award  of  the  Texas 
Medical  Association  shall  not  necessarily  be  on  an  annual 
basis,  but  on  the  basis  of  outstanding  meritorious  achieve- 
ment in  science,  public  service,  and/or  service  to  the  pro- 
fession. The  award  shall  be  awarded  to  a Texan  who  is  or 
who  has  been  a member  of  the  Texas  Medical  Association. 
Nominations  for  the  award  shall  originate  from  any  mem- 
ber of  the  Texas  Medical  Association  and  shall  be  ap- 
proved by  the  local  county  medical  society.  Nominations 
should  be  submitted  to  the  Board  of  Councilors  for  con- 
sideration by  the  House  of  Delegates.  A suitable  award  or 
citation  shall  be  selected  as  is  appropriate  for  the  occasion. 
Announcement  of  the  winner  shall  be  made  at  the  annual 
meeting  of  the  Texas  Medical  Association,  and  presentation 
of  the  award  shall  be  made  at  the  Public  Relations  Con- 
ference in  September. 

3.  "Doctor's  House  Call" 

The  Council  recommends  the  approval  of  the  radio 
series,  "Doctor’s  House  Call”,  to  the  individual  county 
medical  societies  for  their  approval  and  use. 

4.  Committee  on  Aging 

The  Report  of  the  Committee  on  Aging  was  approved, 
as  well  as  their  supplementary  report. 

5.  Committee  on  Emergency  Medical  Service 

The  Report  of  the  Committee  on  Emergency  Medical 
Service  was  approved,  except  for  a portion  of  the  following 
paragraph.  On  the  resolution,  it  was  presented: 

"RESOLVED;  The  proper  identification  of  patients  with 
contraindications  for  medical  care  is  a most  valuable 
adjuna,  especially  in  cases  of  emergency,  to  the  practice  of 
medicine.  The  identification  symbols,  such  as  those  of 
Medic-Alert  Foundation  are  a practical,  useful,  and  valuable 
method  of  such  identification.  We  would  urge  the  adoption 
of  uniform  symbols  among  the  various  manufacturers.” 

The  Council  recommends  that  the  words  "such  as  those 
of  Medic-Alert  Foundation”  be  deleted  from  this  paragraph. 


6.  Committee  on  Public  Health 

The  Report  of  the  Committee  on  Public  Health  was  ap- 
proved, except  for  the  resolution  regarding  fluoridation  of 
water  supplies.  It  was  the  opinion  of  the  Council  on  Public 
Relations  and  Public  Service  that  no  action  should  be  taken 
on  this  matter  by  this  Council. 

7.  Committee  on  Industrial  Health,  Committee  on  Rural 

Health,  Committee  on  School  Health,  and  Committee  on 

Transportation  Safety 

The  Reports  of  the  Committee  on  Industrial  Health,  the 
Committee  on  Rural  Health,  the  Committee  on  School 
Health,  and  the  Committee  on  Transportation  Safety  were 
approved  by  the  Council.  No  supplemental  reports  were 
received  from  these  committees. 

We  did  receive  a supplemental  report  later  by  the  Com- 
mittee on  Public  Health  in  relation  to  the  polio  vaccines. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Legislation  and  Public  Relations. 

Supplementary  Report:  Sections  1,  3,  and  5,  Legislation 
and  Public  Relations;  Section  2,  Constitution  and  By-Laws; 
Seaion  4,  Scientific  Work;  Seaion  6,  Miscellaneous  Busi- 
ness. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13f.  Report  of  Council 
on  Public  Relations  and  Public  Service,  Supplementary 
Report  of  Council  on  Public  Relations  and  Public  Service, 
sections  1,  3,  and  5 only. — ^The  Committee  approves  the 
Report  and  the  Supplementary  Report  of  the  Council  on 
Public  Relations  and  Public  Service  with  relation  to  the 
1962  Annual  Session,  press  relations.  Medical  Students’ 
Day  programs,  and  the  legislative  communications  pro- 
gram, and  commends  the  Council  for  its  work.  The  Com- 
mittee also  concurs  on  the  recommendations  of  the  Council 
as  listed  in  its  Supplementary  Report  in  sections  1,  3,  and 
5. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  Drue  O.  D.  Ware,  Fort  Worth:  13f.  Supplementary 
Report  of  Council  on  Public  Relations  and  Public  Service 
(section  2 only). — Distinguished  Service  Award  of  the 
Texas  Medical  Association. 

The  Reference  Committee  approved  this  recommendation 
in  principle  and  suggests  its  referral  to  the  Board  of 
Councilors  that  it  may  implement  such  an  award.  I move 
the  adoption  of  this  seaion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13f.  Supplementary 
Report  of  Council  on  Public  Relations  and  Public  Service 
( section  4 only ) . — ^The  Reference  Committee  approves  the 
Committee  on  Aging’s  commendation  of  the  Board  of  Wel- 
fare, Mr.  John  Winters,  and  Mr.  Weldon  Watson  for  their 
administration  of  the  vendor’s  medical  program. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  13f.  Supplementary  Re- 
port of  Council  on  Public  Relations  and  Public  Service 
(section  6 only),  and  13f(4).  Report  of  Committee  on 
Public  Health  and  Supplementary  Report. — (Grouped  to- 
gether since  they  pertain  to  the  same  subjea.) 

The  report  of  the  Committee  on  Public  Health  includes 
the  issue  of  fluoridation  of  public  water  supplies,  home- 
maker services,  fragmentation  of  health  services,  and  the 
Emergency  Self-Help  Training  Program. 

After  much  discussion  on  the  subject,  and  because  of 
such  divergence  of  opinion,  this  Reference  Committee 
recommends  that  the  resolution  concerning  fluoridation  of 
water  supplies  be  tabled. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13f(l).  REPORT  OF  COMMITTEE  ON  AGING 


F.  G.  Dorsey,  Chairman, 
Elizabeth  Gentry, 
Vance  Terrell, 

W.  D.  Gingrich, 

Ernest  W.  Keil, 
Howard  O.  Smith, 

C.  J.  Ruilmann, 

John  Dupre, 

Elizabeth  Thomason. 


The  Committee  on  Aging  met  on  Oct.  1,  1961,  and 
again  on  Jan.  20,  1962. 

The  Committee’s  members  have  endeavored  to  gather  in- 
formation on  health  services  and  facilities  particularly  use- 
ful to  older  adults  in  Texas.  They  also  have  encouraged 
publication  of  articles  concerning  the  health  care  of  older 
people  in  the  Texas  State  Journal  of  Medicine. 

Recommendations 

The  Committee  recommends: 

1.  That  a brief  summary  of  the  proposed  medical  care 
program  through  the  Department  of  Public  Welfare  for 
OAA  recipients  be  published  by  the  Texas  Medical  Associa- 
tion and  sent  to  each  member. 

2.  That  the  TMA  Ten-Point  Program  and  the  AMA 
Six-Point  Program  concerning  problems  of  the  aged  be 
made  clear  to  the  members  of  the  Association.  The  Ten- 
Point  Program  may  be  found  in  the  Texas  State  Journal 
of  Medicine  56:882  (Nov.)  I960.  The  Six-Point  Program, 
"Medicine’s  Blueprint  for  the  New  Era  of  Aging”,  was 
published  in  1958. 

3.  That  the  Texas  Medical  Association  cooperate  with 
other  organizations  and  governmental  bodies  to  see  that 
nursing  homes  are  rated  or  accredited  similarly  to  hospitals. 
The  Committee  believes  that  this  should  be  done  for  so- 
called  "skilled  nursing  homes”  particularly,  and  that  per- 
haps so-called  "custodial  homes”  should  not  be  included 
as  a health  facility. 

4.  That  the  Association  consider  recommendations  it 
might  wish  to  make  when  the  Legislature  approaches  the 
problem  of  which  state  agency  will  administer  the  medical 
care  programs  of  the  aging.  In  particular,  they  might  help 
to  define  the  term  "medical  indigent”. 


Dr.  Dorsey 


13f(1).  SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  AGING 


The  Committee  on  Aging  would  like  to  commend  the 
Board  of  Welfare,  Mr.  John  Winters,  and  Mr.  Weldon 
Watson  for  their  administration  of  the  vendor’s  medical 
program. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work. 

Supplementary  Report:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13f(l).  Committee 
on  Aging,  and  Supplementary  Report. — ^The  Reference 
Committee  approved  the  recommendation  of  the  Committee 
on  Aging  including  the  publication  of  a summary  of  the 
proposed  medical  care  program.  We  note  that  this  has 
been  done. 

The  Committee  recommends  the  re-publishing  of  the 
TMA  10-Point  Program  and  the  AMA  6-Point  Program. 
One  was  published  in  1958  and  one  was  published  in 
I960.  We  suggest  that  they  be  re-published. 

The  Committee  recommends  that  the  'TMA  cooperate 
with  other  organizations  in  rating  and  accrediting  nursing 
homes. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

The  Committee  on  Aging  and  this  Reference  Commit- 
tee strongly  suggest  that  the  Council  on  Medical  Jurispru- 
dence make  a thorough  study  of  the  definition  of  the  term 
"medical  indigent”  and  furnish  the  information  to  the 
Legislature  at  an  appropriate  time. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13f(2).  REPORT  OF  COMMITTEE  ON 

EMERGENCY  MEDICAL  SERVICE 


T.  E.  Dodd,  Chairman, 
Ben  a.  Merrick, 

C.  J.  McCollum, 

J.  L.  Johnson, 

Ralph  A.  Munslow, 
C.  W.  Castle, 

James  R.  Schofield. 


The  Committee  on  Emergency  Medical  Service  gathered 
information  from  the  various  county  medical  societies  con- 
cerning the  status  of  their  civil  defense  organizations. 

A hearing  was  conducted  in  an  effort  to  obtain  all  pos- 
sible information  concerning  needs  created  by  Hurricane 
Carla.  All  material  was  made  available  to  the  staff  of  the 
Texas  State  Journal  of  Medicine,  and  the  manner  in  which 
the  material  was  condensed  and  published  drew  the  com- 
mendation of  the  Committee.  The  information  presented 
in  the  October,  1961,  issue  was  thought  to  be  especially 
good. 

A medical  self-help  training  program  was  considered 


Dr.  Dodd 
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jointly  with  the  Committee  on  Public  Health.  The  Com- 
mittee concurred  that  pilot  programs  should  be  undertaken 
in  several  areas,  upon  invitation  from  and  with  the  coop- 
eration of  the  local  medical  society. 

A request  of  the  Medic-Alert  Foundation  International, 
a non-profit  organization  based  in  Turlock,  Calif.,  for  ap- 
proval by  the  Committee  was  considered.  The  following 
resolution  was  adopted: 

Resolved:  The  proper  identification  of  patients  with 
contraindications  for  medical  care  is  a most  valuable  ad- 
junct, especially  in  cases  of  emergency,  to  the  practice  of 
medicine.  The  identification  symbols,  such  as  those  of 
Medic-Alert  Foundation  are  a practical,  useful  and  valuable 
method  of  such  identification.  We  would  urge  the  adoption 
of  uniform  symbols  among  the  various  manufacturers. 


13f(2).  SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVICE 

On  the  basis  of  early  preliminary  reports  from  three  of 
the  nine  pilot  areas — ^Dallas,  Nixon,  and  Jefferson  Coun- 
ties, the  Committee  on  Emergency  Medical  Service  rec- 
ommends that  the  Medical  Self-Help  Training  Program 
be  approved  in  principle.  Reports  received  tend  to  indicate 
that  it  will  be  necessary  to  revise  the  content  of  the  material 
in  a manner  which  will  introduce  more  interest  and  de- 
crease repetition  and  dryness.  Furthermore,  there  should 
be  opportunities  for  student  participation. 

The  training  program  may  fail  to  attain  its  purpose 
unless  the  presentation  is  given  in  a more  interesting 
manner.  In  its  present  form  the  course  is  entirely  too 
elementary  to  hold  interest. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Legislation  and  Public  Relations. 

Supplementary  Report:  Legislation  and  Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13f(2).  Report  of  Com- 
mittee on  Emergency  Medical  Service  and  13f(2).  Supple- 
mentary Report. — This  Committee  concurs  as  stated  above 
in  the  action  of  the  Council  on  Public  Relations  and 
Public  Service  in  approving  the  recommendation  of  the 
Committee  on  Emergency  Medical  Service  recommending 
proper  identification  of  patients  without  reference  to  the 
symbols  sold  by  any  particular  company. 

Relative  to  the  Medical  Self-Help  Training  Program 
jointly  sponsored  by  the  American  Medical  Association 
and  the  Office  of  Civil  Defense  Mobilization,  the  Com- 
mittee on  Emergency  Medical  Service  finds  that  the  material 
used  in  these  presentations  is  too  repetitious,  too  dry,  and 
too  elementary.  This  Reference  Committee  joins  the  Com- 
mittee on  Emergency  Medical  Service  in  recommending  the 
Medical  Self-Help  Training  Program  in  principle  and  in 
asking  for  a revision  of  the  material. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13f(3).  REPORT  OF  COMMITTEE 
ON  INDUSTRIAL  HEALTH 


Robert  J.  Potts,  Chairman, 
Carl  A.  Nau, 

Jesse  G.  Burdick, 

Kurt  Lekisch, 

F.  W.  Wilson, 

E.  E.  Baden, 

Val  C.  Baird, 

Ralph  G.  Greenlee, 

William  E.  Sharp. 

Dr.  Potts 

The  Committee  on  Industrial  Health  approves  and  urges 
continuing  activity  in  the  accomplishment  of  objeaives  set 
by  the  Committee  in  the  past,  namely: 

1.  Continuation  of  the  support  of  occupational  health 
programs  for  hospital  employees. 

2.  Encouragement  of  each  county  medical  society  to 
have  a committee  on  occupational  health  for  educational 
purposes. 

3.  Encouragement  of  those  county  medical  societies  in 
areas  where  there  is  sufficient  industry  to  justify  having 
one  scientific  program  each  year  direaed  toward  occupa- 
tional health  problems  common  to  the  private  prartice  of 
medicine. 

4.  Establishment  of  liaison  with  nurses  who  work  in 
industry,  to  encourage  medical  supervision  of  all  industrial 
nursing  activities. 

5.  Encouragement  of  medical  schools  to  include  instruc- 
tion in  occupational  health  in  their  curriculums. 

6.  Reaffirmation  of  the  recommendation  that  the  Amer- 
ican Medical  Association’s  publication,  "Scope,  Objectives, 
and  Functions  of  Occupational  Health  Programs”  be  en- 
dorsed at  the  local  county  level  and  made  part  of  the 
working  policy  for  the  ethical  practice  of  industrial  medi- 
cine within  the  confines  of  the  aggregate  societies. 

Recommendations 

The  Committee  has  the  following  recommendations: 

1.  That  an  invitation  be  extended  by  the  Texas  Medical 
Association  to  the  Council  on  Occupational  Health  of  the 
American  Medical  Association  to  hold  its  1964  meeting  in 
Houston.  This  bears  the  endorsement  of  both  the  Harris 
County  Medical  Society  and  the  Texas  Industrial  Medical 
Association. 

2.  That  the  Committee  cooperate  with  the  Texas  Medical 
Association,  Texas  Industrial  Medical  Association,  and  Com- 
mittee on  Nuclear  Medicine  to  make  available  to  them 
advice  in  the  field  of  industrial  radiological  safety  and 
toxicological  safety.  Members  of  the  Committee  will  be 
instrumental  in  making  available  to  these  organizations 
their  services  and  the  services  of  members  of  their  staff 
for  such  purposes. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  13f(3).  Report  of  Com- 
mittee on  Industrial  Health. — In  agreement  with  the  re- 


Vo/ume  58,  JULY,  7962 


593 


port  of  the  Committee  on  Industrial  Health,  the  Reference 
Committee  advocates  acceptance  of  the  recommendations  as 
presented  in  the  handbook. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

13f(4).  REPORT  OF  COMMITTEE 
ON  PUBLIC  HEALTH 


Sam  a.  Nixon,  Chairman, 
Bruce  H.  Johnson, 

Austin  Hill, 

Ben  Primer,  Sr., 

W.  V.  Bradshaw,  Jr., 

J.  E.  Peavy, 

Guy  T.  Denton, 

Lorence  W.  Feller, 
Charles  A.  Pigford. 

Dr.  Nixon 

The  Committee  on  Public  Health  met  three  times  this 
past  year:  in  April  and  September,  1961,  and  in  January, 
1962. 

Committee  members  are  studying  the  increase  of  venereal 
disease  in  Texas,  measles  vaccine,  and  what  constitutes  a 
"health  card”  and  the  statement  "free  of  communicable 
disease”.  Reports  on  these  will  be  made  later. 

Committee  members  continue  to  urge  immunization  with 
tetanus  toxoid,  installation  and  use  of  automotive  seat 
belts,  and  immunization  with  influenza  vaccine  for  high 
risk  groups,  including  aged  persons,  chronically  ill  patients, 
and  pregnant  women.  The  Committee  suggests  that  the 
State  Health  Department  be  commended  for  its  excellent 
service  in  the  Hurricane  Carla  disaster. 

Resolutions 

The  following  resolutions  are  presented  for  consideration 
and  aaion  by  the  House  of  Delegates: 

1.  Fluoridation  of  public  water  supply. 

2.  Homemaker  services. 

3.  Fragmentation  of  health  services. 

4.  Joint  Resolution  of  the  Committee  on  Public  Health 
and  the  Committee  on  Emergency  Medical  Service  regard- 
ing medical  self-help  training  program. 

The  text  of  these  four  resolutions  follows. 

FLUORIDATION  OF  WATER  SUPPLIES 

Whereas,  fluoridation  of  municipal  water  supplies  has 
been  proven  beyond  doubt  to  be  beneficial  in  the  reduaion 
of  dental  caries  and  has  been  approved  and  recommended 
by  the  American  Dental  Association  and  other  nationally 
recognized  dental  organizations,  and 

Whereas,  the  Council  on  Drugs  of  the  American  Medical 
Association  has  stated  that  chronic  ingestion  of  water  con- 
taining one  part  per  million  of  fluoride  does  not  have  a 
harmful  effect  on  any  organ  or  structure  of  the  human 
body;  and 

Whereas,  the  American  Medical  Association,  United 
States  Public  Health  Service,  National  Research  Council, 
Commission  on  Chronic  Illness,  and  many  other  national 
health  organizations  have  endorsed  the  principle  of  fluori- 
dation; and 


Whereas,  local  self-government  by  decisions  made  by  an 
informed  elertorate  on  specific  items  affecting  that  elec- 
torate continues  to  be  the  most  effertive  form  of  legisla- 
tion; therefore,  be  it 

Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  endorse  the  adjustment  of  fluoride 
content  of  community  water  supplies  to  the  proper  level 
following  local  option  eleaions. 

HOMEMAKER  SERVICES 

Whereas,  sudden  or  prolonged  illness,  mental  or  physi- 
cal, or  death  occurring  in  families  presents  an  occasion  for 
disruption  of  the  family  circle  with  possibilities  of  physical 
discomfort  and  emotional  strain,  and 

Whereas,  temporary  care  and  guidance  and  emotional 
support  by  properly  trained . personnel  can  help  prevent 
abnormal  reaction  to  this  stress,  and 

Whereas,  such  aid  may  prove  invaluable  when  a pa- 
tient’s family  life  is  disrupted,  and 

Whereas,  local  organization  of  Homemaker  services  can 
train  and  furnish  personnel  to  help  in  such  temporary  situ- 
ations, therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  Texas  Medical 
Association  approve  the  establishment  of  Homemaker  Serv- 
ices units  by  local  groups  and  organizations  with  the 
approval  and  counsel  of  local  physicians. 

FRAGMENTATION  OF  HEALTH  SERVICES 
Whereas,  increasingly  medical  programs  are  planned, 
directed  and  operated  by  nonmedical  agencies,  both  pri- 
vate and  tax-supported,  and 

Whereas,  the  creation  of  new  agencies  and  bureaus  with 
medical  functions  but  without  medical  direaion,  and  the 
assignment  of  medical  responsibility  to  nonmedically  di- 
reaed  agencies,  undesirabfy  fragments  medical  services,  in- 
creases the  costs  of  supervision  and  administration,  and 
diminishes  efficiency,  and 

Whereas,  the  problem  is  growing  at  a tremendous  rate, 
far  beyond  reasonable  bounds,  and 

Whereas,  organized  medicine  lacks  information  as  to 
the  extent  of  the  praaice,  or  even  the  danger  involved  to 
the  traditional  system  of  the  private  praaice  of  medicine, 
and 

Whereas,  the  Committee  feels  that  fragmentation  can 
be  easily  proved  by  listing  health  and  medical  services  un- 
der the  various  departments  of  the  State  of  Texas,  as  well 
as  under  voluntary  organizations;  therefore  be  it 

Resolved:  That  the  Texas  Research  League  be  requested 
to  compile  a detailed  report  on  the  extent  and  amount  of 
fragmentation.  And  be  it  further 

Resolved:  That  a special  committee  of  the  Texas  Medi- 
cal Association  be  appointed  to  study  the  problem,  with 
special  attention  being  given  to  the  following: 

(1)  Institution  of  a positive  program  for  integration  of 
health  and  medical  services  both  as  presently  constituted 
and  those  which  may  be  constituted  in  the  future 

(2)  Assurance  that  all  medical  services  are  under  direa 
medical  supervision  and  control 

(3)  Consideration  of  this  problem  not  only  as  it  applies 
to  Texas,  but  also  to  the  nation  as  well. 

MEDICAL  SELF-HELP  TRAINING  PROGRAM 
Whereas,  there  may  be  a need  in  the  fumre  for  medical 
service  when  such  service  may  be  overloaded  or  unavailable. 

Whereas,  the  American  Medical  Association  and  the 
Office  of  Civilian  Defense  Mobilization  have  prepared  an 
instructional  course  in  medical  self-help  training  which 
when  properly  used  will  instrua  lay  people  in  the  care 
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of  the  sick  and  injured  in  the  event  of  such  disaster; 
therefore,  be  it 

Resolved:  That  the  Texas  Medical  Association  endorse 
the  principle  of  this  plan;  and  furthermore,  that  by  invi- 
tation of  local  county  medical  societies,  pilot  projeas  in 
medical  self-help  training  be  endorsed. 

It  is  further  recommended  that  a professional  person, 
preferably  a physician,  be  in  attendance  at  Lesson  12 
(emergency  childbirth). 

The  Committee  also  drafted  a resolution  on  poliomyelitis 
vaccines  at  its  meeting  in  September,  1961.  The  resolution 
subsequently  was  approved  by  the  Executive  Board,  and 
was  introduced  into  the  AMA  House  of  Delegates  by  the 
Texas  delegation  at  the  1961  Clinical  Meeting  in  Denver. 
The  resolution  was  adopted  by  the  AMA  House,  in  some- 
what modified  form,  and  now  represents  national  policy. 
The  resolution  adopted  by  the  AMA  House  of  Delegates  is 
as  follows; 

POLIO  VACCINES 

Whereas,  the  trivalent  formalin  killed  polio  vaccine 
(Salk  Vaccine)  has  proven  effeaive  in  preventing  paralytic 
polio;  and 

Whereas,  the  oral  polio  vaccine  (Sabin  type)  currently 
is  available  for  only  Type  I and  Type  II,  with  Type  III 
expected  to  be  licensed  in  the  future;  and 

Whereas,  Types  I and  II  oral  vaccine  can  immunize  only 
against  Types  I and  II  polio,  respectively,  and  are  recom- 
mended only  for  use  in  epidemic  type  specific  situations; 
they  are  not  available  for  widespread  use  in  the  absence 
of  an  actual  or  threatened  epidemic;  and 

Whereas,  until  all  three  types  are  available  in  oral  form, 
continued  use  of  the  Salk  vaccine  is  urged;  and 

Whereas,  when  all  three  types  of  the  oral  vaccine  are 
available,  the  question  of  how  and  when  to  use  them 
must  be  answered;  and 

Whereas,  there  is  little  evidence  to  indicate  that  com- 
munity-wide use  of  oral  vaccine  will  reach  a significant 
portion  of  those  persons  who  have  refused  or  failed  to 
take  the  Salk  vaccine;  there  is  considerable  question  as  to 
whether  the  use  of  the  oral  vaccine  in  a community  with 
a fairly  high  level  of  immunization  could  be  expected  to 
further  reduce  the  actual  number  of  paralytic  cases  or 
deaths  solely  because  of  a switch  in  the  type  of  vaccine 
offered;  there  are  many  factors  involved  in  the  use  and 
ability  of  the  oral  vaccine  in  a community  with  a low 
immunization  level  to  produce  a higher  immunization 
level;  therefore  be  it 

Resolved:  That  medical  societies  at  the  local,  county,  dis- 
trict or  state  levels  throughout  the  United  States  should 
encourage,  stimulate  and  participate  in  surveys  to  determine 
the  percentage  of  individuals  in  each  community  who  have 
undergone  immunizing  procedures;  and  be  it  further 

Resolved:  That  on  the  basis  of  the  results  of  the  surveys, 
the  local  medical  society  should  determine  the  type  of  vac- 
cine and  the  most  effective  type  of  program  which  will  be 
of  greatest  benefit  to  the  public;  and  be  it  further 

Resolved:  Until  such  time  as  all  three  types  of  oral  vac- 
cine are  available,  the  Salk  vaccine  should  be  the  vaccine  of 
choice  for  routine  poliomyelitis  immunization,  with  the 
choice  of  program  for  administering  the  vaccine  to  be 
determined  on  a local  basis  by  each  county  medical  society. 


13f(4).  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  PUBLIC  HEALTH 

Statement  of  Gammittee  on  Public  Health  on  Use  of 
Polio  Vaccines: 

1.  Impending  epidemic. — Type  specific  oral  poliovirus 
vaccine  should  be  given  on  community-wide  basis  as  soon  as 
an  impending  type  specific  epidemic  is  determined  to  exist. 

2.  Routine. — Either  Salk  Vaccine  or  oral  poliovirus 
vaccine  may  be  used  in  a routine  immunization  schedule 
or  program  at  the  discretion  of  the  local  medical  society 
and  individual  physicians. 

3.  In  communities  with  adequate  immunization  levels 
with  Salk  vaccine,  mass  immunization  programs  are  not 
recommended  at  this  time. 

Statement  of  Committee  on  Public  Health  on  phenylketo- 
nuria: The  Committee  on  Public  Health  continues  to  rec- 
ommend that  local  societies  and  individual  physicians 
continue  to  perform  tests  on  newborn  infants  for  PKU  as 
a routine  measure. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Miscellaneous  Business. 

Supplementary  Report;  Miscellaneous  Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

[13f(4).  Report  of  Committee  on  Public  Health  resolu- 
tion 1. — The  report  of  the  reference  committee  regarding 
the  resolution  on  fluoridation  of  water  supplies  was 
adopted  and  the  resolution  was  tabled.  See  13f.  Report  of 
Reference  Committee  on  Miscellaneous  Business  under 
Council  on  Public  Relations  and  Public  Service,  page  592.} 

Dr.  George  M.  Jones,  Dallas:  Recognizing  that  a need 
exists  for  homemaker  services,  the  Reference  Committee 
approves  the  resolution  on  this  issue  provided  that  the 
last  paragraph  be  amended  to  read: 

"RESOLVED:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  approve  the  establishment  of  Home- 
maker Services  units  by  local  groups  and  organizations 
with  the  approval  and  counsel  of  the  local  county  medical 
societies.” 

Previously,  the  resolution  read,  "counsel  of  local  physi- 
cians”, but  to  avoid  misunderstanding  and  misinterpretation, 
the  change  was  made. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

Dr.  Jones:  13f(4).  Report  of  Committee  on  Public 

Health,  resolution  3. — The  reference  committee  approves  the 
recommendation  regarding  fragmentation  of  health  serv- 
ices. I move  the  adoption  of  this  resolution  as  it  appears 
in  the  handbook. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Jones;  13f(4).  Report  of  Committee  on  Public 

Health,  resolution  4. — ^The  next  resolution  presented  by 
the  Committee  on  Public  Health  deals  with  the  Medical 
Self-Help  Training  Program,  which  has  been  prepared  by 
the  American  Medical  Association  and  the  Office  of  Civil 
Defense  Mobilization.  This  program  is  designed  to  teach 
laymen  proper  care  of  the  sick  and  injured  in  the  event 
that  disaster  or  similar  unforeseen  circumstances  should 
make  professional  medical  aid  unavailable.  I move  the 

adoption  of  this  resolution  as  it  is  printed  in  the  handbook. 

[The  report  of  the  reference  committee  was  adopted.} 

Dr.  Jones:  13f(4).  Report  of  Committee  on  Public 

Health,  resolution  5. — The  final  resolution  presented  by 
this  committee  concerns  polio  vaccines. 

The  Reference  Committee  recognizes  that  since  this  reso- 
lution was  written,  the  Sabin  oral  poliovirus  vaccine  has 
become  available.  We  recommend  that  this  resolution  be 


Volume  58,  JULY,  1962 


595 


approved,  as  it  is  printed  in  the  handbook,  but  we  would 
like  to  call  attention  also  to  the  Supplementary  Report  of 
the  Committee  on  Public  Health  which  contains,  in  part, 
a statement  regarding  the  use  of  polio  vaccines.  The  Ref- 
erence Committee  approves  the  first  two  statements,  but 
recommends  that  the  third  statement  be  changed  to  read: 

"It  is  strongly  recommended  that  each  county  society 
institute  a study  of  Sabin’s  recommendations  regarding  live 
oral  poliovirus  vaccine.” 

It  is  the  opinion  of  this  Reference  Committee  that  the 
recommendations  of  Dr.  Sabin  concerning  live  poliovirus 
vaccine  are  worthy  of  study  and  investigation  even  though 
adequate  immunization  levels  have  been  obtained  in  many 
communities  with  the  use  of  Salk  vaccine. 

I move  the  adoption  of  the  resolution  on  polio  vaccines 
as  it  appears  in  the  handbook,  and  the  adoption  of  the 
first  portion  of  the  Supplementary  Report  of  the  Com- 
mittee on  Public  Health  with  recommended  revision. 

[The  report  of  the  reference  committee  was  adopted.] 

Dr.  Jones:  13f(4).  Supplementary  Report  of  the  Com- 
mittee on  Public  Health. — Statement  on  phenylketonuria: 

The  Committee  on  Public  Health  continues  to  recom- 
mend that  local  societies  and  individual  physicians  con- 
tinue to  perform  tests  on  newborn  infants  for  phenyl- 
ketonuria as  a routine  measure. 

The  Reference  Committee  believes  that  the  words  "con- 
tinue to”  [first  reference]  should  be  deleted.  This  would 
make  this  read:  The  Committee  on  Public  Health  continues 
to  recommend  that  local  societies  [endorse]  and  individual 
physicians  perform  tests  on  newborn  infants  for  phenyl- 
ketonuria as  a routine  measure. 

Our  feeling  was  that  too  frequently  they  were  not  doing 
it  so  we  should  not  properly  say  "continue  to”  do  so.  In 
view  of  the  importance  of  this  issue,  and  the  fact  that  unless 
the  medical  profession  takes  positive  measures  to  insure 
that  tests  for  phenylketonuria  are  made  routinely  on  in- 
fants, legislation  may  be  passed  on  this  issue.  The  Ref- 
erence Committee  strongly  recommends  that  the  Committee 
on  Public  Health  actively  take  the  lead  in  seeing  that  edu- 
cational materials  on  phenylketonuria  testing  be  dissem- 
inated repeatedly  to  all  physicians  through  Texas  Medical 
Association  channels. 

I move  the  adoption  of  this  portion  of  the  Supplementary 
Report  of  the  Committee  on  Public  Health. 

[The  report  of  the  reference  committee  was  adopted  with 
the  addition  of  the  word  "endorse”  inserted  between  "so- 
cieties” and  "and”,  as  shown  in  brackets.] 


13f(5).  REPORT  OF  COMMITTEE 
ON  RURAL  HEALTH 


Curtis  Haley,  Chairman, 
John  S.  Primomo, 

A.  E.  Mgebroff, 

David  M.  Shelby, 

Clifford  R.  Haynes, 

J.  G.  Sanders, 

Leta  N.  Boswell, 

John  B.  Miller. 

The  Committee  on  Rural  Health  has  been  primarily 
involved  during  the  past  year  in  establishing  a loan  schol- 
arship program  in  conjunction  with  the  Texas  Farm  Bu- 
reau. This  program  is  to  be  administered  by  the  Board  of 
Trustees  or  other  appointed  officials  of  the  Texas  Medical 
Association.  In  our  discussions,  we  have  considered  setting 
up  the  fund  along  the  lines  of  the  Kentucky  or  Illinois 


plans.  The  Committee  is  stymied  momentarily,  until  defi- 
nite confirmation  from  the  Farm  Bureau  of  its  intentions 
in  regard  to  the  program  is  received. 

Recommendation 

The  Committee  recommends  that  members  who  consist- 
ently miss  meetings  without  legitimate  excuses  be  dropped 
if  they  do  not  attend  at  least  two-thirds  of  the  meetings. 

Reference  Committee  to  which  referred;  Miscellaneous 
Business,  except  for  recommendation  (Constitution  and 
By-Laws ) . 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  13f(5).  Committee  on 
Rural  Health  except  for  "recommendation”. — The  Ref- 
erence Committee  approves  the  report  of  the  Committee 
on  Rural  Health,  and  urges  that  it  continue  negotiations 
with  the  Texas  Farm  Bureau  in  establishing  a loan  scholar- 
ship program. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  Drue  O.  D.  Ware,  Fort  Worth;  13f(5).  Commit- 
tee on  Rural  Health,  recommendation  of  that  Committee 
only. — This  is  a recommendation  of  the  Committee  on 
Rural  Health  that  committee  members  failing  to  attend 
meetings  without  legitimate  excuses  be  dropped  from  the 
committee.  Aaion  on  this  recommendation  was  covered 
in  Seaion  2 of  the  Report  of  the  Council  on  Constitution 
and  By-Laws.  I move  the  adoption  of  this  section  of  the 
report. 

[The  report  of  the  reference  committee  was  adopted.] 


13f(6).  REPORT  OF  COMMITTEE 
ON  SCHOOL  HEALTH 

Edwin  L.  Rippy,  Chairman, 
H.  C.  Chancellor, 

E.  E.  Addy,  Jr., 

M.  T.  Braswell, 

H.  Donnell, 

R.  L.  Penn, 

Z.  W.  Hutcheson,  Jr,, 

R.  K.  Arnett. 

This  Committee’s  primary  funrtion  has  been  sponsorship 
of  annual  Conferences  on  Physicians  and  Schools.  In  1961 
the  conference  was  held  on  March  19  and  20  in  Houston, 
Texas,  and  was  jointly  sponsored  by  the  Texas  Medical  As- 
sociation, Harris  County  Medical  Society,  and  Houston 
Independent  School  District.  Dr.  Austin  E.  Hill  was  Pro- 
gram Chairman.  The  meeting  was  highly  successful. 

The  Committee  was  of  the  opinion  that  these  conferences 
should  continue  and  thereupon  accepted  an  invitation  from 
Dr.  May  Owen  that  the  next  such  conference  on  the  same 
topic  be  held  in  Fort  Worth.  Dr.  1.  P.  Barrett,  School 
Physician  of  the  Fort  Worth  Independent  School  District, 
with  the  approval  of  the  administrative  staff  and  board  of 
education  of  that  area,  accepted  the  responsibility  as 
chairman  of  local  arrangements;  the  conference  was  held 
at  the  Texas  Hotel  on  March  18  and  19,  1962. 
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The  Committee  accepted  the  recommendation  of  Dr. 
Jay  J.  Johns  that  resolutions  be  prepared  on  "School  and 
College  Physical  Education”  and  "School  and  College 
Health  Education”.  These  are  patterned  after  resolutions 
passed  by  the  American  Medical  Association  House  of  Dele- 
gates, and  were  recommended  for  adoption  by  the  appro- 
priate body  of  the  Texas  Medical  Association. 

Other  matters  brought  before  the  Committee  for  con- 
sideration were  handled  to  the  apparent  satisfaaion  of  all 
concerned. 


curriculum;  now  therefore  be  it 

Resolved:  That  the  Texas  Medical  Association  reaffirm 
its  longstanding  and  fundamental  belief  that  health  educa- 
tion should  be  an  integral  and  basic  part  of  school  and  col- 
lege curriculums  and  that  local  medical  societies  be  encour- 
aged to  work  with  the  appropriate  health  and  education 
officials  and  agencies  in  their  communities  to  achieve  this 
end. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 


Recommendations 

The  Committee  recommends  the  following: 

1.  That  the  annual  conferences  sponsored  by  the  Texas 
Medical  Association,  through  its  Committee  on  School 
Health,  be  continued  and  that  when  possible  co-sponsorship 
be  sought  with  the  local  independent  school  distria.  It  is 
recommended  that  the  title  "The  Emotional  Growth  of 
the  Child”  be  used  as  long  as  it  tends  to  have  appropriate 
appeal.  These  courses  have  represented  a high  point  in 
public  relations  for  the  medical  profession,  in  cooperation 
with  local  school  districts,  and  have  stimulated  a favorable 
local  interest  in  this  all  important  topic. 

2.  That  the  two  resolutions  previously  mentioned  be 
accepted  and  approved.  They  are  as  follows: 

SCHOOL  AND  COLLEGE  PHYSICAL  EDUCATION 
Whereas,  the  medical  profession  has  helped  to  pioneer 
physical  education  in  our  schools  and  colleges  and  there- 
after has  encouraged  and  supported  sound  programs  in  this 
field;  and 

Whereas,  there  is  increasing  evidence  that  proper  exer- 
cise is  a significant  factor  in  the  maintenance  of  health  and 
the  prevention  of  degenerative  disease;  and 

Whereas,  advancing  automation  has  reduced  the  amount 
of  physical  aaivity  in  daily  living,  although  the  need  for 
exercise  to  foster  proper  development  of  our  young  people 
remains  constant;  and 

Whereas,  there  is  a growing  need  for  the  development 
of  physical  skills  that  can  be  applied  throughout  life  in 
the  constructive  and  wholesome  use  of  leisure  time;  and 
Whereas,  in  an  age  of  mounting  tensions,  enjoyable 
physical  aaivity  can  be  helpful  in  the  relief  of  stress  and 
strain,  and  consequently  in  preserving  mental  health;  now 
therefore  be  it 

Resolved:  That  the  Texas  Medical  Association,  through 
its  various  divisions  and  departments  and  component  medi- 
cal societies,  do  everything  feasible  to  encourage  effeaive 
instruaion  in  physical  education  for  all  students  in  our 
schools  and  colleges. 

SCHOOL  AND  COLLEGE  HEALTH  EDUCATION 
Whereas,  the  rapid  advances  in  medicine  can  be  fully 
utilized  only  when  the  people  are  properly  informed  about 
them,  motivated  to  use  them  wisely,  and  willing  to  accept 
personal  responsibility  for  health;  and 

Whereas,  health  instruaion  programs  in  schools  and  col- 
leges offer  a unique  opportunity  for  the  teaching  of  the 
necessary  health  concepts  and  principles  to  all  of  our 
people  during  their  formative  years;  and 

Whereas,  the  Texas  Medical  Association  through  its 
Committee  on  School  Health  and  other  departments  and 
councils  has  stimulated  and  supported  such  teaching;  and 
Whereas,  good  health  significantly  assists  the  individual 
to  achieve  his  optimum  personal  potential  and  to  make 
his  optimum  contribution  to  community  and  national  wel- 
fare; and 

Whereas,  in  the  current  re-evaluation  of  school  and 
college  programs,  it  is  important  to  give  careful  considera- 
tion to  instruaion  in  the  science  of  healthful  living  in  the 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  13f(6).  Committee  on 
School  Health. — The  Reference  Committee  approves  the 
report  of  the  Committee  on  School  Health  and  commends 
its  sponsorship  of  the  annual  Conference  on  Physicians 
and  Schools. 

[The  reference  committee  approved  the  resolutions  sub- 
mitted.} 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13f(7).  REPORT  OF  COMMITTEE 

ON  TRANSPORTATION  SAFETY 


Heinrich  Lamm,  Chairman, 
D.  R.  Knapp, 

Linw(X)d  H.  Denman, 

Boyd  D.  Alexander, 
William  T.  Payne, 
William  A.  O’Quin, 

Mario  Palafox, 

Otto  Lippmann, 

William  H.  Neil. 


Dr.  Lamm 


The  Committee  on  Transportation  Safety  met  at  the  time 
of  the  1961  Annual  Session  in  Galveston.  The  House  of 
Delegates  accepted  the  five  recommendations  it  had  made. 
These  were : ( 1 ) an  implied  consent  law  providing  that 
anyone  who  operates  a motor  vehicle  in  Texas  impliedly 
consents  to  undergo  tests  to  determine  whether  he  is  under 
the  influence  of  alcohol;  (2)  a law  stating  that  a blood 
alcohol  level  of  0.10  per  cent  or  more  be  prima  facie  evi- 
dence of  intoxication;  (3)  a law  providing  that  drivers 
are  to  be  re-examined  at  stated  intervals;  (4)  a law  pro- 
viding that  all  students  in  public  schools  of  the  state 
receive  driver  education;  and  (5)  a law  that  all  new 
automobiles  sold  in  Texas  after  a certain  date  be  equipped 
with  seat  belts. 

The  Committee  presented  a Symposium  on  Transporta- 
tion Safety  at  the  Texas  Medical  Association  April,  1961, 
Annual  Session,  with  outstanding  speakers  from  through- 
out the  nation. 

The  Committee  chairman  met  with  the  Council  on  Medi- 
cal Jurisprudence  on  Jan.  20,  1962,  in  Austin  to  discuss 
implementation  of  the  legislative  proposals  previously  men- 
tioned in  this  report.  He  was  advised  that  in  the  opinion 
of  the  Council’s  members,  these  proposals  should  be  initi- 
ated by  organizations  other  than  Texas  Medical  Association 
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and  that  doctors  should  act  primarily  as  educators  of  the 
public  and  as  sources  of  information  to  legislators. 

The  Texas  Military-Civilian  Traffic  Safety  Council  had 
asked  the  Committee  to  provide  a speaker  for  its  meeting 
on  Sept.  26,  1961,  at  Wichita  Falls.  Dr.  William  H.  Neil 
of  Fort  Worth,  a member  of  this  Committee,  accepted  the 
assignment;  the  paper  he  gave  appears  in  the  Texas  State 
Journal  of  Medicine  58:92  (Feb.)  1962.  Another  paper, 
on  the  importance  of  seat  belts  has  been  submitted  to  the 
Journal;  one  of  its  authors  is  Dr.  Mario  Palafox,  a mem- 
ber of  this  Committee. 

The  Committee  anticipates  a great  deal  of  public  interest 
in  seat  belts  within  the  next  few  months,  mainly  as  a 
result  of  a drive  the  Jaycees  are  planning,  and  sees  great 
possibilities  for  doaors  throughout  the  state  to  promote 
intensively  the  cause  of  seat  belts.  Committee  members 
will  prepare  material  to  help  in  this  drive. 

Reference  Committee  to  which  referred;  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  13f(7).  Report  of  Com- 
mittee on  Transportation  Safety. — This  Reference  Commit- 
tee joins  both  the  Council  on  Medical  Jurisprudence  and 
the  Council  on  Public  Relations  and  Public  Service  in  the 
endorsement  of  the  Report  of  the  Committee  on  Trans- 
portation Safety.  This  Reference  Committee  concurs  with 
the  Council  on  Medical  Jurisprudence  that  these  safety 
proposals  should  be  initiated  by  organizations  other  than 
the  Texas  Medical  Association  and  that  doctors  should  act 
primarily  as  educators  of  the  public  and  as  sources  of  in- 
formation to  legislators  regarding  these  subjects. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


13g.  REPORT  OF  COUNCIL  ON 
SCIENTIFIC  ADVANCEMENT 


J.  E.  Miller,  Chairman, 
Paul  Gray, 

P.  C.  Talkington, 
George  E.  Clark,  jRv 
Stewart  A.  Fish, 
Herbert  C.  Allen,  JR-, 
John  W.  Middleton. 


The  Council  on  Scientific  Advancement  during  the  past 
year  has  considered  and  evaluated  the  reports  of  ten  com- 
mittees serving  under  its  jurisdiction.  It  has  not  given 
specific  attention  to  any  special  projeas.  Recommendations 
on  committee  reports  are  presented  below: 

1.  Committee  on  Blood  Banks 

The  Council  is  cognizant  of  the  efforts  of  the  Committee 
on  Blood  Banks,  which  has  initiated  study  of  legislation 
specifying  the  operation  of  blood  banks  as  a service.  The 
initial  request  for  legislation  was  referred  to  the  Council 
on  Medical  Jurisprudence,  which  recommended  that  the 
Committee  submit  recommendations  for  a proposed  bill. 
In  addition,  the  Council  concurs  with  the  Committee  in 


urging  that  members  of  Texas  Medical  Association  become 
informed  and  attive  in  blood  banking  as  a part  of  the 
praaice  of  medicine. 

[See  13g(l)} 

2.  Committee  on  Cancer 

The  Council  approves  the  recommendation  of  the  Com- 
mittee on  Cancer  which  called  for  legislation  preventing  a 
physician’s  liability  when  he  reports  cancer  cases  to  a 
recognized  cancer  registry. 

[See  13g(2)] 


3.  Committee  on  Cardiovoscular  Diseases 

The  Council  commends  the ’Committee  on  Cardiovascular 
Diseases  in  its  maintenance  of  liaison  with  the  Texas  Heart 
Association  and  for  its  institution  of  a speakers’  bureau  in 
connection  with  the  headquarters  office. 

[See  13g(3)] 


4.  Committee  on  Maternal  Mortality 

The  Council  recognizes  the  work  of  the  Committee  on 
Maternal  Mortality  in  improvement  of  standards  in  all 
areas  pertaining  to  maternal  care.  The  Council  approves 
the  Committee’s  continued  diligence  to  learn  more  about 
prevailing  conditions  through  questionnaires. 

[See  13g(4)l 

5.  Committee  on  Mental  Health 

The  Council  approves  the  reports  of  the  Committee  on 
Mental  Health  regarding  opposition  to  a pamphlet,  "Aaion 
for  Mental  Health”,  published  by  the  Joint  Commission  on 
Mental  Illness  and  Health.  The  Council  commends  the 
Committee  for  deteaing  the  dangerous  aspeas  of  the  Com- 
mission publication  which  could  lead  to  federal  centraliza- 
tion of  authority  on  problems  of  mental  health. 

In  another  area,  the  Council  disapproves  the  recom- 
mendation of  the  Committee  on  Mental  Health  which  advo- 
cated that  the  Texas  Medical  Association  approve  the  Texas 
Psychologists  Association’s  stand  leading  toward  self-cer- 
tification of  psychologists.  The  Council  believes  that  the 
psychologists  could  use  the  approval  of  Texas  Medical 
Association  to  gain  the  right  to  practice  medicine. 

[See  13g(5)] 


6.  Committee  on  Nuclear  Medicine 

The  Council  commends  the  Committee  on  Nuclear  Medi- 
cine for  its  alertness  in  submitting  a resolution  regarding 
the  Atomic  Energy  Commission’s  interpretation  of  a law 
which  dealt  with  state’s  rights  in  the  licensure  of  atomic 
energy.  The  resolution  was  approved  by  the  Texas  Medical 
Association  Executive  Board  on  Oct.  1 and  by  the  AMA 
House  of  Delegates  at  the  November  Qinical  Meeting  in 
Denver,  and  was  forwarded  immediately  to  the  AEC  in 
Washington.  The  Council  also  notes  the  Committee’s  con- 
tinued efforts  to  inform  the  physicians  of  Texas  about 
nuclear  medicine  through  symposiums.  Approved  also  is 
the  committee’s  planned  questionnaire  on  nuclear  consult- 
ants and  facilities. 

7.  Committee  on  Rehabilitation 

The  Council  acknowledges  the  efforts  of  the  Committee 
on  Rehabilitation,  which  is  preparing  a survey  of  county 
medical  societies  to  obtain  information  on  rehabilitation 
facilities  in  the  respective  counties. 
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Also,  the  Council  suggests  that  the  Committee  undertake 
its  own  suggestion  and  inquire  into  the  medical  supervision 
and  rehabilitation  procedures  that  recipients  of  old  age  ben- 
efits will  receive  in  nursing  homes  under  the  Kerr-Mills 
program. 

[See  13g(7)] 


8.  Committee  on  Spas 

The  Committee  on  Spas  has  the  Council’s  support  for 
its  continuing  effort  in  study  and  consideration  of  spa  ther- 
apy and  spas.  This  committee  has  been  a standing  com- 
mittee for  only  one  year. 

[See  13g(8)] 


13g(l).  REPORT  OF  COMMITTEE 
ON  BLOOD  BANKS 


J.  M.  Hill,  Chairman, 
John  M.  Travis,  Jr., 
Louis  Manhoff, 

Jack  Abbott, 

Charles  F.  Pelphrey, 
George  Turner, 

T.  P.  Marinis. 


9.  Committee  on  Tuberculosis 

The  Committee  on  Tuberculosis  is  cited  for  endeavoring 
to  educate  the  doaors  and  the  public  of  Texas  regarding 
mberculosis  and  for  reminding  physicians  that  regional 
laboratories,  as  well  as  the  laboratory  at  the  Texas  State 
Department  of  Health,  are  available  for  sputum  examina- 
tions when  no  local  reliable  laboratory  exists. 

[See  13g(9)l 

10.  Committee  on  Nutrition 

The  Committee  on  Nutrition,  which  has  been  a standing 
committee  only  one  year,  is  congratulated  for  its  prepara- 
tion of  a symposium  on  nutrition  to  be  presented  at  the 
1962  Annual  Session. 

[See  13g(10)] 


13g.  SUPPLEMENTARY  REPORT  OF 

COUNCIL  ON  SCIENTIFIC  ADVANCEMENT 

1.  Reapproval  of  Handbook  Reports 

The  Council  reapproved  its  stand  on  all  reports  of  com- 
mittees reporting  to  it. 

2.  Resolution  of  Committee  on  Mental  Health 

The  Council  recommends  the  approval  of  the  resolution 
of  the  Committee  on  Mental  Health  which  calls  for  oppo- 
sition to  federal  control  aspeas  in  "Aaion  for  Mental 
Health”,  the  report  of  the  Joint  Commission  on  Mental 
Illness  and  Mental  Health. 

I recommend  the  adoption  of  this  report. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work. 

Supplementary  Report:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13g.  Report  of  Coun- 
cil on  Scientific  Advancement  and  Supplementary  Report, 
and  13g(l),  (3),  (4),  Committees  on  Blood  Banks, 
Cardiovascular  Disease  and  Maternal  Mortality. — ^The  Ref- 
erence Committee  notes  the  work  done  by  the  Committee 
on  Blood  Banks,  Cardiovascular  Disease,  and  Maternal 
Mortality,  and  recommends  the  adoption  of  the  reports  as 
approved  by  the  Council  on  Scientific  Advancement.  I 
so  move. 

[The  report  of  the  reference  committee  was  adopted.] 


Dr.  Hill 

The  Committee  on  Blood  Banks  prepared  and  mailed  a 
questionnaire  to  the  presidents  of  the  116  county  medical 
societies.  There  were  44  replies,  from  a total  of  86  counties. 
Tabulation  of  the  answers  concerning  blood  banking  prac- 
tices in  the  individual  counties  revealed  that  sufficient 
blood  was  available  except  in  five  counties,  in  which  the 
answer  indicated  "usually”. 

Replies  concerning  the  functions  of  blood  banks  indicate 
that  31  are  engaged  in  the  storage  of  blood;  29  in  the  col- 
leaion  of  blood;  29  in  crossmatching;  and  24  in  admin- 
istration. In  only  8 instances  is  there  preparation  of  special 
blood  products. 

In  most  counties,  the  major  blood  products  are  available 
to  society  members.  The  largest  deficiency  seems  to  be  in 
the  area  of  anti-hemophiliac  plasma,  which  only  13  coun- 
ties have  available. 

Blood  for  open  heart  surgery  is  available  in  only  11 
counties. 

It  is  apparent  that  the  regional  and  national  blood  bank 
associations  are  not  as  well  known  in  the  state  as  they  could 
be;  there  were  affirmative  answers  from  only  42  counties 
concerning  knowledge  of  these  programs.  The  remainder 
of  the  counties  which  do  not  use  the  Clearing  House  of 
the  South  Central  Association  of  the  American  Association 
of  Blood  Banks  are  missing  an  oppormnity  for  service 
not  only  to  their  patients,  but  to  patients  from  their  areas 
who  may  be  hospitalized  in  other  states.  In  spite  of  this, 
most  society  presidents  state  that  they  do  not  wish  more 
information  concerning  blood  banking. 

The  fees  for  professional  donors  vary  from  a minimum 
of  $5  to  a maximum  of  $25  throughout  the  state,  and 
13  replies  to  the  questionnaire  indicated  that  professional 
donors  were  not  used  in  the  areas  concerned.  The  blood 
replacement  policies  vary  from  one  for  one  plus  service 
charge  in  12  replies,  to  a four  for  one  plus  a monetary 
fee  in  4 counties.  Several  other  answers  indicate  variations 
of  the  one  for  one,  two  for  one  plus  service  charge,  or  a 
four  for  one  on  the  first  and  one  for  one  thereafter. 

Blood  insurance  is  being  sold  in  nine  areas.  At  this  time, 
however,  there  is  no  indication  what  effect  this  may  have 
on  the  replacement  of  blood  and  the  available  blood  sup- 
ply. 

In  nine  counties,  as  reported  by  three  county  medical 
society  presidents,  physicians  are  not  supervising  the  opera- 
tion of  the  blood  bank. 

The  monetary  fees  involved  in  preparing  a pint  of  blood 
vary  widely  from  a service  charge  of  nothing  to  $30;  for 
the  crossmatching,  from  nothing  to  $10;  and  for  adminis- 
tration, from  nothing  to  $35. 

In  no  counties  polled  are  there  any  legal  suits  pending 
against  physicians. 

Reference  Committee  to  which  referred:  Scientific  Work. 

[See  under  13g.,  this  page.] 
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13g(2).  REPORT  OF  COMMITTEE  ON  CANCER 

Paul  M.  Gray,  Chairman, 
R.  Lee  Clark,  Jr., 

John  R.  Rainey, 

W.  Q.  Budd, 

A.  G.  Barsh, 

J.  H.  Childers, 

Tom  B.  Bond, 

Howard  R.  Dudgeon,  Jr. 

The  Committee  on  Cancer  met  twice  during  the  year. 
Efforts  toward  continued  improvement  of  cancer  diagnosis 
and  treatment  facilities  were  discussed.  Liaison  was  main- 
tained with  the  State  Health  Department,  Cancer  Control 
Division,  and  with  the  Texas  Division  of  the  American 
Cancer  Society.  Efforts  were  directed  toward  improvement 
and  extension  of  cancer  registries,  maintenance  of  tumor 
clinics,  continued  education  of  the  doaors  of  the  state, 
and  cancer  quackery  investigations.  The  Committee  recom- 
mends legislation  preventing  a physician’s  liability  when 
he  reports  cancer  cases  to  a recognized  cancer  registry.  The 
Committee  on  Cancer  has  no  budget  and  does  not  itself 
conduct  training  programs,  cancer  registries,  or  quackery 
investigations. 

Reference  Committee  to  which  referred:  Scientific  Work. 

[See  under  13d.,  page  579-] 


13g(3).  REPORT  OF  COMMITTEE 

ON  CARDIOVASCULAR  DISEASES 


George  E.  Clark,  Jr.,  Chairman, 
W.  Frank  McKinley, 

H.  H.  Latson, 

Fred  D.  Spencer,  Jr., 

Sidney  Schnur, 

G.  S.  Shepard, 

Alfred  W.  Harris, 

George  R.  Herrmann, 

Robert  E.  Leslie. 

Dr.  Clark 

This  Committee  was  established  to  aa  primarily  as  a 
liaison  committee  between  the  Texas  Heart  Association  and 
the  Texas  Medical  Association.  Its  duty  was  defined  to 
complement  and  supplement  the  work  which  the  Texas 
Heart  Association  had  been  or  contemplated  doing. 

The  Committee  set  up  a speaker’s  bureau,  which  is  being 
utilized  by  county  medical  societies.  Requests  for  speakers 
in  this  program  are  being  handled  through  "TMA  head- 
quarters. 

At  the  last  Annual  Session,  a booth  was  sponsored  in 
conjunction  with  the  Texas  Heart  Association  to  check  the 
electrocardiogram  of  any  doaor  attending  the  meeting. 
This  was  well  received.  The  Committee  intends  to  have  a 
similar  booth  this  year,  and  other  tests  may  be  offered  in 
the  future. 

During  the  past  year  a meeting  has  not  been  held,  but 
Committee  members  have  been  canvassed  for  any  additional 
ideas  for  work  of  the  Committee,  and  particularly  for  con- 
sideration of  expanding  its  booth  to  include  certain  basic 
laboratory  procedures  and  a chest  roentgenogram.  Thus  far, 
the  Committee  has  thought  it  unwise  to  initiate  such  an 
ambitious  program. 

Reference  Committee  to  which  referred:  Scientific  Work. 

[See  under  13g.,  page  599.] 


13g(4).  REPORT  OF  COMMITTEE 

ON  MATERNAL  MORTALITY 


Stewart  A.  Fish,  Chairman, 
R.  P.  McDonald, 

W.  H.  JONDAHL, 

R.  E.  Moon, 

Henry  C.  McGrede,  Jr., 
Warren  T.  Kable,  Jr., 
William  J.  McGanity, 

S.  H.  Wills, 

Carl  F.  Moore,  Jr., 

E.  K.  Blewett, 

William  E.  Strozier, 

James  R.  Morgan, 

Donald  M.  Gready, 

Fred  W.  Lurting. 

During  the  past  year  the  Committee  on  Maternal  Mor- 
tality of  the  Texas  Medical  Association  has  accomplished 
the  following  Committee  objeaives: 

1.  During  1961,  100  maternal  deaths  were  reported  to 
the  Committee  and  study  questionnaires  were  sent  to  the 
attending  physicians  for  completion.  Seventy-two  maternal 
deaths  have  been  reviewed  by  the  Committee  in  this  period, 
and  the  attending  physicians  were  notified  of  the  Commit- 
tee’s recommendations.  At  present  there  are  21  cases  await- 
ing review  at  the  next  Committee  meeting.  To  date  48 
of  the  1961  smdy  questionnaires  sent  to  attending  physi- 
cians for  completion  have  not  been  returned  to  the  Com- 
mittee office. 

2.  A revised,  simplified  maternal  mortality  study  ques- 
tionnaire was  adopted  by  ^the  Committee,  and  it  will  soon 
replace  the  questionnaire  which  is  presently  in  use. 

3.  An  article  entitled  "Maternal  Deaths  in  Texas  1958- 
1960  ” was  published  in  the  Texas  State  Journal  of  Medi- 
cine, vol.  57,  November,  1961,  page  903.  This  article  was 
written  by  Dr.  Roy  E.  Moon,  a member  of  the  Committee 
on  Maternal  Mortality,  and  summarized  the  data  accumu- 
lated by  the  Committee  during  the  years  1958-1960. 

4.  The  Disease  Index  File  of  the  Committee  has  been 
revised  and  brought  up  to  date. 

The  Committee  has  no  recommendations  to  make  at 
the  present  time. 

Reference  Committee  to  which  referred:  Scientific  Work. 

[See  under  13g.,  page  599.] 


Dr.  Fish 


13g(5).  REPORT  OF  COMMITTEE 
ON  MENTAL  HEALTH 


EP.  C.  Talkington,  Chairman, 
A.  D.  Pattillo, 

Dorothy  Wyvell, 

P.  C.  Palasota, 

Joseph  C.  Gallagher, 
Robert  L.  Johnson, 
Holland  C.  Mitchell, 

Ivan  Bruce. 

Dr.  Talkington 


The  Committee  on  Mental  Health  met  three  times  dur- 
ing the  past  year.  Members  were  concerned  with; 
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1.  The  mental  health  program  of  the  Texas  State  De- 
partment of  Health. 

2.  Activities  of  the  Board  for  Texas  State  Hospitals  and 
Special  Schools. 

3.  The  problem  of  mental  health  manpower. 

4.  Insurance  coverage  of  the  psychiatrically  ill,  nationally 
and  locally. 

5.  The  ever  present  problem  of  recognition  of  para- 
medical personnel. 

6.  "Aaion  for  Mental  Health”,  a program  which  seems 
to  call  for  the  almost  immediate  federalization  of  all  psy- 
chiatry. 

7.  The  AMA  National  Congress  on  Mental  Health, 
which  is  scheduled  to  meet  in  Chicago  in  October,  1962. 

Members  also  met  several  times  with  the  Medical  Ad- 
visory Board  of  the  State  Department  of  Health,  and  the 
State  Director  of  Mental  Health  and  Hospitals.  The  Com- 
mittee was  well  represented  at  the  Texas  Mental  Health 
Association’s  Mental  Health  Manpower  Seminar,  the  AMA 
preliminary  program  planning  meeting  for  the  National 
Congress  on  Mental  Health,  and  the  AMA  annual  meeting 
of  representatives  of  the  mental  health  committees  of  state 
medical  associations. 

"Aaion  for  Mental  Health”,  the  report  of  the  Joint 
Commission  on  Mental  Illness  and  Mental  Health,  was 
reviewed.  The  American  Psychiatric  Association  endorses 
this  book  as  a blueprint,  and  the  AMA  accepts  it  as  "an 
historic  document”  which  shall  be  the  basis  for  the 
AMA’s  mental  health  program. 

This  document  states  that: 

1.  Only  the  federal  government  has  the  financial  re- 
sources needed  to  overcome  the  lag  in  American  psychiatry. 

2.  The  federal  government  should  be  prepared  to  as- 
sume a major  part  of  the  responsibility  for  the  mentally 
ill  insofar  as  states  are  agreeable  to  surrendering  it. 

3.  An  expert  advisory  committee  should  be  appointed 
by  the  National  Institute  of  Mental  Health  for  the  purpose 
of  changing  state  laws. 

4.  State  mental  health  agencies  with  well  defined  powers 
and  sufficient  authority  should  be  established  to  assume 
overall  responsibility  for  the  state’s  services  to  the  mentally 
ill. 

5.  The  federal  government  should  double  its  expendi- 
tures for  public  services  for  the  mentally  ill  in  the  next 
five  years,  and  should  triple  them  in  the  next  ten. 

6.  Psychotherapy  may  be  done  by  school  teachers,  sher- 
iffs, scout  masters,  and  county  agents. 

Recommendations 

The  Committee  recommends: 

1.  That  the  Texas  Medical  Association  declare  vigorous 
opposition  to  the  portions  of  "Aaion  for  Mental  Health” 
which  demand  federal  intervention  in  American  psychiatric 
education,  treatment,  and  research. 

2.  That  the  Committee  on  Mental  Health,  in  association 
with  the  Committee  on  Health  Insurance,  attempt  to  de- 
lineate for  insurance  carriers  psychiatric  diagnoses  and 
definitive  treatment  and  recovery  potential  and,  in  this 
process,  to  discover  and  attempt  to  reaify  insurance  prac- 
tices which  discriminate  against  the  patient  with  psychi- 
atric illness,  beginning  with  the  group  insurance  coverage 
for  physicians. 


13g(5).  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  MENTAL  HEALTH 

Dr.  Spencer  Bayles,  consultant  to  Division  on  Mental 
Health,  State  Department  of  Mental  Health  was  introduced 
and  the  Committee  welcomed  Mrs.  Talkington,  the  new 
chairman  of  the  Mental  Health  Committee  of  the  Woman’s 
Auxiliary.  Dr.  Dorothy  Wyvell  proposed  a resolution,  "Op- 
position to  federal  control  aspects  of  'Action  of  Mental 
Health’,  report  of  the  Joint  Commission  on  Mental  Illness 
and  Mental  Health”.  (The  resolution  is  attached  and  made 
a part  of  this  report) . This  resolution  was  unanimously 
accepted  by  the  Committee. 

Dr.  Bayles  reported  activities  of  the  Mental  Health  Di- 
vision of  the  State  Health  Department.  His  report  was  re- 
ceived with  commendation. 

RecommendaHons 

The  Committee  recommends : 

1.  That  this  Committee  recommend  the  re-establishment 
of  the  custom  of  appointing  teams  to  inspect  the  various 
state  mental  hospitals,  the  teams  to  be  comprised  of  mem- 
bers appointed  by  the  Texas  Neuropsychiatric  Association 
and  the  Academy  of  General  Practice. 

2.  In  order  to  acquaint  the  physicians  in  the  areas 
surrounding  the  various  state  hospitals,  it  is  recommended 
that  the  president  and  secretary  of  the  county  societies  in 
these  areas  be  invited  to  visit  the  State  Mental  Hospital, 
and  that  this  committee  recommends  their  attendance. 

3.  Dr.  P.  C.  Palasota  moves  that  this  committee  attempt 
to  ascertain  overall  psychiatric  needs  of  the  state  in  order 
to  intelligently  advise  the  TMA. 

[The  following  is  a copy  of  the  resolution  referred  to  in 
the  previous  Supplementary  Report.} 

Resolution:  Opposition  to  Federal  Control  Aspects  of  "Action 
for  Mental  Health",  Report  of  Joint  Commission  on  Mental 
Illness  and  Mental  Health 

(A  resolution  from  Dallas  County  Medical  Society  sub- 
mitted to  the  Committee  on  Mental  Health.) 

WHEREAS,  31  per  cent  of  Americans  have  their  total 
medical  bill  paid  by  the  government;  and 

WHEREAS,  voluntary  health  insurance  plans  now  cover 
75  per  cent  of  Americans;  and 

WHEREAS,  for  an  individual  period  of  hospitalization, 
these  voluntary  health  plans  pay  88  per  cent  of  the  cost 
to  the  insured;  and 

WHEREAS,  such  voluntary  health  plans  are  increasingly 
covering  the  cost  of  psychiatric  illness,  chronic  illness,  and 
illnesses  associated  with  aging;  and 

WHEREAS,  "Aaion  for  Mental  Health”  states: 

(a)  Only  the  federal  government  has  the  financial  re- 
sources needed  to  overcome  the  lag  in  American  psychiatry, 

(b)  That  psychotherapy  may  be  done  by  school  teachers, 
sheriffs,  scout  masters,  and  county  agents,  now  therefore, 
be  it 

RESOLVED,  that  the  Texas  Medical  Association  instruct 
its  AMA  delegation  to  oppose  vigorously  the  portions  of 
"Action  for  Mental  Health”  which  demand  or  suggest 
federal  intervention  in  American  psychiatric  education, 
treatment,  and  research,  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  spread  on 
the  pages  of  the  minutes  for  TMA  House  of  Delegates, 
and  a copy  of  this  resolution  be  sent  to  each  of  the  state 
medical  associations. 

Reference  Committee  to  which  referred:  Initial  Report. — 
Scientific  Work. 

Supplementary  Report:  Scientific  Work. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 


Dr.  Jack  M.  Partain,  San  Antonio:  13g(5).  Committee 
on  Mental  Health,  and  Supplementary  Report. — Two  recom- 
mendations are  made  in  the  report  of  the  Committee  on 
Mental  Health.  The  first  is  a resolution  from  the  Dallas 
County  Medical  Society. 

This  resolution  has  been  approved  by  the  Council  on 
Scientific  Advancement  and  the  Reference  Committee  rec- 
ommends its  adoption  at  this  time. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

Df.  Partain:  The  Committee  on  Mental  Health  also  rec- 
ommends that  it,  in  association  with  the  Committee  on 
Health  Insurance,  attempt  to  clarify  insurance  practices 
which  discriminate  against  patients  with  psychiatric  ill- 
nesses. 

This  has  the  approval  of  the  Council  on  Scientific  Ad- 
vancement, and  I move  its  adoption. 

[The  report  of  the  reference  committee  was  adopted.} 


13g(7).  REPORT  OF  COMMITTEE 
ON  REHABILITATION 


Oscar  Selke,  Chairman, 
Ira  Budwig, 

O.  F.  VON  Werssowetz, 
Alfred  H.  Hill, 

Robert  A.  Murray, 
John  H.  Bohmfalk, 
Theodore  A.  Klecka, 
Ridings  E.  Lee. 


Dr.  Selke 


Dr.  Jack  M.  Partain,  San  Antonio:  13g(7).  Report  of 
Committee  on  Rehabilitation. — The  Chairman  and  the 
Committee  on  Rehabilitation  are  to  be  complimented  for 
the  large  amount  of  work  done.  We  realize  the  program 
is  big  and  has  many  problems.  We  recommend  that  the 
county  societies  give  full  cooperation  in  these  efforts. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 


13g(8).  REPORT  OF  COMMITTEE  ON  SPAS 


Neil  Buie,  Chairman, 
Edward  F.  Yeager, 
John  B.  Barnett, 

J.  R.  Oates, 

W.  K.  Logsdon. 


Dr.  Buie 

The  Committee  on  Spas,  as  its  primary  projea  this  year, 
has  continued  to  maintain  an  up-to-date  file  on  ethically 
operated,  medically  supervised  spas  in  the  United  States. 
This  file  is  kept  in  the  Texas  Medical  Association  Memo- 
rial Library.  Descriptive  literamre  is  available  on  request 
from  this  Library  by  any  physician  in  Texas. 

It  is  hoped  that  the  Journal  will  accept  an  article  on 
spa  therapy  to  be  published  in  the  coming  year. 

Reference  Committee  to  which  referred:  Scientific  Work. 

[See  page  603} 


Inasmuch  as  the  average  physician  is  unaware  of  the 
numerous  agencies  and  community  services  which  he  could 
utilize  for  more  complete  care  of  the  handicapped  and 
chronically  ill,  the  Committee  on  Rehabilitation  has  sought 
to  catalogue  such  agencies  through  the  cooperation  of 
county  medical  societies.  These  would  include  comprehen- 
sive rehabilitation  facilities,  hospitals  with  rehabilitation 
services,  convalescent  facilities  with  rehabilitation  services, 
home  nursing  care  facilities,  social  and  family  services,  fi- 
nancial assistance  organizations,  vocational  guidance  and 
placement,  sheltered  employment,  special  education,  agen- 
cies for  special  diseases,  and  recreational  services  for  the 
physically  handicapped. 

These  organizations  are  to  be  catalogued  with  the  follow- 
ing information:  name,  address,  telephone  number,  type 
or  organization  (profit  or  nonprofit),  source  of  income 
and  support,  type  of  disabiilty  served  (patients  with  al- 
coholism, amputees,  arthritis,  blind,  cancer,  cardiovascular, 
cerebral  palsy,  epileptics,  mentally  retarded,  paraplegics, 
poliomyelitis,  tuberculosis ) , services  offered,  fees  charged, 
and  method  of  referral.  This  information  would  be  avail- 
able in  the  county  medical  society  offices,  and  could  pos- 
sibly be  published  in  direaory  form. 

The  Committee  will  investigate  and  clarify  rhe  rehabili- 
tation services  available  to  recipients  of  health  care  under 
Kerr-Mills  legislation. 

Reference  Committee  to  which  referred:  Scientific  Work. 


13g(9).  REPORT  OF  COMMITTEE 
ON  TUBERCULOSIS 

W John  W.  Middleton,  Chairman, 

Samuel  Topperman, 

George  W.  Tate, 

Richard  F.  Allison, 

Daniel  E.  Jenkins, 

John  S.  Chapman, 

^■1  Morrison. 

Dr.  Middleton 

The  Committee  on  Tuberculosis  had  three  meetings  dur- 
ing the  past  year.  At  two  of  these  the  Committee,  with  a 
representative  of  the  Texas  State  Department  of  Health, 
reviewed  its  augmented  program  of  tuberculosis  case  find- 
ing and  follow-up  facilities. 

The  Committee  discussed  the  problem  of  educating 
physicians  in  recognizing  tuberculosis  and  the  necessity  of 
reporting  these  cases  to  the  Health  Department.  The  Com- 
mittee also  feels  that  physicians  need  to  be  made  aware 
of  the  fact  that  regional  laboratories,  as  well  as  the  lab- 
oratory at  the  Texas  State  Department  of  Health,  are  avail- 
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able  for  sputum  examinations  when  other  facilities  are  not 
available.  The  Committee  is  preparing  an  editorial  state- 
ment regarding  laboratory  facilities  for  submission  for 
publication  in  the  Texas  State  Journal  of  Medicine.  It  also 
plans  to  prepare  other  informational  items  and  editorials. 

The  Committee  has  no  specific  recommendations  to 
submit  at  this  time. 

Reference  Committee  to  which  referred:  Scientific  Work. 

[See  column  2} 


13g(10).  REPORT  OF  COMMITTEE 
ON  NUTRITION 


N.  C.  Hightower,  Chairman, 
J.  D.  Nichols, 

J.  R.  Kelsey,  Jr., 

Andres  Goth, 

W.  J.  Block, 

W.  D.  Feinberg, 

R.  G.  Greenlee, 

W.  C.  Levin, 

Montague  Lane. 


By  action  of  the  House  of  Delegates  at  the  1961  Annual 
Session  the  temporary  Committee  on  Nutrition,  which  had 
been  created  the  previous  year,  was  made  a permanent 
committee.  In  addition,  the  membership  of  the  committee 
was  expanded  to  9 members.  In  the  fumre,  members  will 
be  appointed  for  three-year  terms,  and  each  year  three 
members  will  be  added  or  re-appointed. 

The  duty  of  the  permanent  Committee  on  Nutrition  is 
to  be  the  same  as  that  of  the  temporary  Committee — 
namely,  "It  shall  be  the  duty  of  this  Committee  to  repre- 
sent the  Association  in  the  field  of  nutrition,  to  maintain 
liaison  with  other  organizations  who  have  an  interest  in 
nutrition,  and  to  collect  and  disseminate  information  and 
educational  material  on  nutrition  as  related  to  health  and 
disease.” 

At  the  time  of  the  Annual  Session  in  1961,  the  Com- 
mittee co-sponsored  a scientific  exhibit  on  nutrition  with 
the  Council  on  Food  and  Nutrition  of  the  American  Medi- 
cal Association.  During  the  Annual  Session  of  the  1962 
meeting  of  the  Texas  Medical  Association  the  Committee 
will  sponsor  a panel  discussion  titled  "Changing  Concepts 
of  an  Adequate  Diet — Calories  Do  Count!”  The  Committee 
was  fortunate  in  obtaining  a group  of  nationally  recog- 
nized experts  in  nutrition  to  present  the  program.  Par- 
ticipants will  include:  Dr.  William  McGanity,  Professor  of 
Obstetrics  and  Gynecology  of  the  University  of  Texas  Medi- 
cal Branch  (Moderator) ; Dr.  Grace  Goldsmith,  Professor 
of  Medicine,  Tulane  University,  and  member  of  the  Coun- 
cil on  Food  and  Nutrition  of  the  American  Medical  Associ- 
ation; Dr.  Theodore  C.  Panos,  Professor  of  Pediatrics,  Uni- 
versity of  Arkansas  Medical  Center,  Little  Rock;  and  Dr. 
Laurance  Kinsell,  Director,  Institute  for  Metabolic  Research, 
Highland-Alameda  County  Hospital,  Oakland,  Calif. 

The  Committee  has  met  regularly  at  the  time  of  the 
Annual  Session  and  the  fall  and  winter  meetings  of  the 
Texas  Medical  Association.  In  the  future,  it  is  planned  that 
meetings  will  be  held  regularly  only  at  the  time  of  the 
Annual  Session,  and  at  other  times  when  necessary  to  con- 
dua  the  business  of  the  Committee. 

Reference  Committee  to  which  referred:  Scientific  Work. 


Dr.  Hightower 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  13g(8),  (9),  and 
(10).  Committees  on  Spas,  Tuberculosis,  and  Nutrition. 

The  Council  on  Scientific  Advancement  approves  the 
work  of  the  Committees  on  Nuclear  Medicine,  Spas,  Tu- 
berculosis, and  Nutrition. 

The  Reference  Committee  recommends  the  adoption  of 
these  reports. 

[The  report  of  the  reference  committee  was  adopted.] 


16.  RESOLUTIONS 

16a.  RESOLUTION:  AID  FOR  AMA  EDUCATION  AND 
RESEARCH  FOUNDATION 


(A  resolution  from  Bell  County  Medical  Society.) 

Whereas,  only  23  per  cent  of  the  Texas  Medical  Associ- 
ation membership  are  contributing  to  the  American  Medical 
Association  Education  and  Research  Foundation; 

Whereas,  the  Texas  Medical  Association  is  sixth  in  size 
of  the  state  medical  associations  in  the  country  but  is 
tenth  in  percentage  of  membership  contributing  to  AMEF 
and  is  forty-third  in  the  nation  in  average  size  of  con- 
tribution; 

Whereas,  there  are  only  19  county  medical  societies  in 
the  Texas  Medical  Association  whose  record  of  contribu- 
tion from  their  membership  to  the  American  Medical  As- 
sociation Education  and  Research  Foundation  is  100  per 
cent;  and 

Whereas,  the  medical  schools  of  this  country  are  in  need 
of  additional  funds  to  support  worthy  teaching  and  re- 
search programs;  now  therefore,  be  it 

Resolved,  that  delegates  to  the  Texas  Medical  Association 
encourage  members  of  their  county  medical  societies  to  pass 
a resolution  calling  for  100  per  cent  membership  volun- 
tary contributions  of  $10  or  more  each  to  the  American 
Medical  Association  Education  and  Research  Foundation, 
and  be  it  further 

Resolved  that  the  secretaries  of  the  county  medical  soci- 
eties add  to  the  bills  sent  out  for  the  annual  dues  "Volun- 
tary assessment  to  AMA-ERF — $10”,  or  more  if  the  county 
society  sees  fit  to  make  it  more. 

Reference  Committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  I6a.  Resolution:  Aid 
for  AMA  Education  and  Research  Foundation. — This  reso- 
lution was  studied  closely  by  the  Reference  Committee 
which  recommends  that  the  first  "resolved”  which  reads: 
"Resolved,  that  delegates  to  the  TMA  encourage  members 
of  their  county  medical  societies  to  pass  a resolution  calling 
for  100  per  cent  membership  voluntary  contributions  of  $10 
or  more  each  to  the  AMA-ERF”  be  approved. 

I move  the  adoption  of  this  portion  of  the  resolution. 

[The  report  of  the  reference  committee  was  adopted.] 

Dr.  Partain:  We  recommend  deletion  of  the  second 
"resolved”  which  reads:  "Resolved  that  the  secretaries  of 
the  county  medical  societies  add  to  the  bills  sent  out  for 
the  annual  dues  'Voluntary  assessment  to  AMA-ERF — $10 
or  more,  if  the  county  society  sees  fit  to  make  it  more’.” 
It  is  our  feeling  that  each  county  society  should  be  allowed 
to  determine  its  own  method  of  implementation.  I move 
the  adoption  of  this  deletion. 

[The  report  of  the  reference  committee  was  adopted.] 
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16b.  RESOLUTION:  RISKS  OF  INJURIES  FROM  "HELMET 
BLOCKING"  IN  INTERSCHOLASTIC 
FOOTBALL 

(A  resolution  from  Hale-Floyd-Briscoe  Counties  Medical 
Society) 

Whereas,  it  has  come  to  the  attention  of  physicians 
in  the  Hale-Floyd-Briscoe  Counties  Medical  Society  that 
some  football  coaches  in  its  area  are  training  students  of 
high  school  age  and  even  younger  to  use  “head  blocking” 
with  the  helmet,  and 

Whereas,  it  is  understood  that  this  type  of  blocking 
is  becoming  more  commonplace  throughout  the  state  of 
Texas,  and 

Whereas,  "helmet  blocking”  or  “head  blocking”  can 
be  responsible  for  serious  injuries  resulting  from  damage 
to  the  cervical  spine,  the  spinal  cord,  and  its  nerve  roots; 
these  injuries  can  cause  immediate  severe  damage  or  re- 
sidual damage  in  later  years;  now  therefore,  be  it 

Resolved,  that  the  Texas  Medical  Association  recom- 
mend to  the  University  Interscholastic  League  of  Texas 
that  the  use  of  “helmet  blocking”  or  “head  blocking”  be 
declared  a foul  and  be  discontinued,  in  the  interest  of 
protecting  young  students  from  serious  injuries,  and  be  it 
further 

Resolved,  that  the  President  of  the  Texas  Medical  Asso- 
ciation appoint  a special  committee  composed  of  ortho- 
pedic and  neurologic  specialists  and  others  who  are  in- 
terested and  qualified,  to  study  this  problem,  and  then 
make  known  its  findings,  conclusions,  and  recommenda- 
tions to  the  Texas  Medical  Association  and  to  the  University 
Interscholastic  League  of  Texas. 

Reference  Committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  Jack  M.  Partain,  San  Antonio:  l6b.  Resolution:  Risks 
of  Injuries  from  “Helmet  Blocking”  in  Intetscholastic 
Football. — ^The  resolution  as  presented  has  been  reworded 
by  the  author  and  by  this  Reference  Committee. 

[The  reference  committee  recommended  that  the  words 
“to  the  head”  be  inserted  in  the  second  WHEREAS  before 
the  words  “to  the  cervical  spine”. 

The  committee  also  recommended  that  the  words  "that 
coaching  this  method”  be  inserted  prior  to  the  words  “be 
discontinued”  in  the  first  Resolvedi] 

I move  adoption  of  this  resolution  as  amended. 

[The  report  of  the  reference  committee  was  adopted.] 

16c.  RESOLUTION:  AMERICAN  MEDICAL  ASSOCIATION 
MEMBERSHIP 

(A  resolution  from  the  Bexat  County  delegation) 

Whereas,  organized  medicine  is  under  attack  by  those 
who  would  destroy  American  enterprise;  and 

Whereas,  the  problems  confronting  medicine  are  those 
of  all  physicians  rather  than  a few;  and 

Whereas,  the  continuation  of  medical  progress  is  de- 
pendent upon  a free  medical  society  uninhibited  by  federal 
controls,  be  it  therefore 

Resolved,  that  the  Bexar  County  Medical  Society  hereby 
encourages  the  Texas  Medical  Association  to  amend  its 
Constimtion  so  that  its  members  must  become  members 
of  the  American  Medical  Association  in  order  to  be  pre- 
pared to  meet  more  forcefully  the  challenges  hurled  at 
American  medicine. 

Reference  Committee  to  which  referred:  Board  of  Coun- 
cilors. 
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REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Fort  Stockton:  l6c.  Resolution:  Ameri- 
can Medical  Association  Membership.  — The  Reference 
Committee  considered  the  resolution  concerning  mandatory 
membership  in  the  American  Medical  Association  which 
was  submitted  by  the  Bexar  County  delegation.  The  Ref- 
erence Committee  agrees  that  membership  in  the  American 
Medical  Association  is  highly  desirable.  However,  the  Ref- 
erence Committee  does  not  recommend  mandatory  mem- 
bership at  this  time.  We  further  recommend  that  this 
problem  be  studied  by  the  proper  council  or  committee. 

The  Reference  Committee  wishes  to  commend  the  Bexar 
County  delegation  for  its  desire  to  strengthen  the  American 
Medical  Association  by  increasing  membership.  I move  the 
adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  referred 
back  to  the  Board  of  Councilors  for  further  study  and 
adopted  as  amended.} 

16d.  RESOLUTION:  CENSURING  AMERICAN  COLLEGE  OF 
SURGEONS 

(A  resolution  from  the  Bexar  County  delegation) 

Whereas,  organized  medicine  is  comprised  of  many  units, 
each  with  equal  responsibilities  before  the  parent  organ- 
ization; and 

Whereas,  it  is  recognized  that  there  appears  to  be  a 
vested  interest  by  the  American  College  of  Surgeons  in  the 
Joint  Committee  for  Accreditation  of  Hospitals;  and 

Whereas,  this  is  contrary  to  the  tenets  proclaimed  in 
the  organizational  structure  of  the  Joint  Committee  for 
Accreditation  of  Hospitals;  and 

Whereas,  this  vesting  could  produce  opinionated  ex- 
aminers; therefore  be  it 

Resolved,  that  the  American  Medical  Association  rep- 
resenting all  doctors  equitably  and  without  prejudice  pro- 
ceed immediately  to  correct  the  situation  described  by 
mandating  adherence  to  the  organizational  structure  set 
forth;  and  be  it  further 

Resolved,  that  the  American  Medical  Association  as- 
sume the  entire  responsibility  of  the  endeavors  of  the 
Joint  Committee  for  Accreditation  of  Hospitals;  and  be  it 
further 

Resolved,  that  subordinate  medical  organizations  re- 
frain from  further  usurpations  of  the  proper  functions  of 
the  parent  body,  and  that  the  American  Medical  Associa- 
tion be  charged  with  the  moral  responsibility  of  upholding 
the  dignity  of  the  medical  profession  as  a whole. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  l6d.  Resolution:  Censuring 
American  College  of  Surgeons. — We  recommend  that  the 
name  of  the  resolution  be  changed  to:  Change  in  Joint 
Commission  for  Accreditation  of  Hospitals.  We  further 
recommend  that  the  second  paragraph  be  revised  to  read: 

"Whereas,  it  is  recognized  that  the  American  College 
of  Surgeons  has  pioneered  in  accreditation  of  hospitals,  it 
now  appears  to  have  an  imbalance  of  representation  on  the 
Joint  Commission  for  Accreditation  of  Hospitals.” 

We  further  recommend  that  in  the  fourth  paragraph, 
the  word  “vesting”  be  changed  to  “imbalance”.  The  new 
wording  would  be: 

"Whereas,  the  imbalance  could  produce  opinionated 
examiners”  instead  of  “this  vesting  could  produce  opinion- 
ated examiners”. 
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These  changes  were  suggested  in  keeping  with  that  por- 
tion of  the  President’s  Address  dealing  with  the  detrimental 
effect  of  resolutions  against  any  segment  of  our  profession. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted 
with  the  insertion  of  the  words  "for  the  physicians’  ’’  be- 
tween "responsibility”  and  "endeavors”.] 

16f.  RESOLUTION:  REAFFIRMATION  OF  BAUER 
STATEMENT 

(A  resolution  from  Hidalgo-Starr  Counties  Medical 
Society.) 

Whereas,  at  the  regular  meeting  of  the  Hidalgo-Starr 
Counties  Medical  Society  on  April  12,  1962,  the  American 
Medical  Association  Bauer  Statement  was  presented  to  the 
membership  and  approved  in  its  entirety,  be  it 

Resolved,  that  the  members  of  the  Hidalgo-Starr  Coun- 
ties Medical  Society  wish  to  be  placed  on  record  as  re- 
affirming the  Bauer  Statement  as  adopted  by  the  House 
of  Delegates  of  the  American  Medical  Association  and  that 
the  Delegate  present  this  resolution  to  the  House  of  Dele- 
gates of  the  Texas  Medical  Association  at  the  May,  1962 
meeting,  and  urge  it  to  take  similar  action. 

Reference  Committee  to  which  referred:  Board  of  Tms- 
tees. 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  R.  W.  Kimbro,  Qeburne:  l6f.  Resolution:  Reaf- 
firmation of  the  Bauer  Statement  presented  by  the  Hidalgo- 
Starr  Counties  Medical  Society,  and  6.  Address  of  Presi- 
dent, paragraph  8. — Both  are  considered  under  the  same 
report. 

The  Board  of  Trustees  wishes  to  commend  the  President, 
Dr.  Harvey  Renger,  for  his  excellent  address,  and  to  ex- 
press the  great  appreciation  of  the  House  of  Delegates  for 
providing  the  Association  with  a year  of  outstanding 
leadership.  The  Trustees  fully  concur  with  Dr.  Renger’s 
advice  that  this  House  of  Delegates  should  employ  sound, 
thoughtful  judgment  in  drafting  policy  statements  at  this 
time,  and  that  physicians  should  intensify  their  efforts  to 
point  out  the  many  fallacies  of  the  King-Anderson  bills. 

The  Trustees  fully  agree  with  the  intent  of  the  resolution 
presented  by  the  Hidalgo-Starr  Counties  Medical  Society 
which  reaffirms  the  Bauer  Statement  as  adopted  by  the 
House  of  Delegates  of  the  American  Medical  Association 
in  June,  1961. 

Recognizing  that  the  Texas  press  and  residents  of  our 
state  have  been  looking  to  this  House  of  Delegates  for  an 
expression  on  the  issue  of  medical  care  of  the  aged,  the 
Board  of  Trustees  believes  it  is  advisable  for  this  House 
of  Delegates  to  reaffirm  the  Association’s  statements  of 
policy,  its  positive  programs  of  aaion,  and  its  opposition 
to  the  King-Anderson  bills. 

1.  Responsibility  for  Care. — In  keeping  with  American 
traditions,  the  individual  has  the  primary  responsibility 
for  his  own  medical  care.  When  the  individual  is  unable 
to  provide  this  care  for  himself,  the  responsibility  rightfully 
should  pass  to  his  family,  then  to  the  community,  the 
county,  and  the  state.  Only  when  all  of  these  fail  should 
the  federal  government  assume  a role,  and  then  only  in 
cooperation  with  other  governmental  bodies  cited  previous- 
ly. Specifically,  the  federal  government  should  not  assume 
the  full  responsibility  solely  upon  the  basis  of  default  by 
local  and  state  resources. 

2.  Role  of  Physician. — ^The  physician,  by  tradition,  has 
a responsibility  to  provide  professional  services  to  his  pa- 
tients, regardless  of  ability  to  pay.  Physicians  will  continue, 


as  they  have  in  the  past,  to  provide  medical  services  for 
the  aged,  including  the  indigent  and  the  near  needy,  at  fees 
they  can  afford,  or  without  charge,  as  their  resources 
might  indicate. 

3.  Positive  Program  of  Assistance  for  the  Needy  Aged 
in  Texas. — ^The  Texas  Medical  Association  has  assumed  a 
significant  role  in  supporting  and  implementing  the  new 
state  program  which  is  designed  to  help  those  aged  who 
acmally  need  assistance.  'The  vendor’s  medical  care  program 
utilizes  the  mechanism  of  voluntary  health  insurance  to  pro- 
vide hospital,  medical,  surgical,  and  nursing  home  benefits 
for  221,000  recipients  of  Old  Age  Assistance,  representing 
approximately  30  per  cent  of  Texas’  entire  aged  popula- 
tion. The  Texas  Medical  Association  reiterates  its  continued 
support  of  this  state  program  which  is  operating  effectively 
and  efficiently. 

4.  Voluntary  health  insurance,  has  proved  to  be  an 
effective  mechanism  for  financing  health  care  costs.  It  is 
significant  that  Blue  Cross-Blue  Shield  of  Texas  and  many 
insurance  companies  are  offering  policies  specifically  tailored 
for  the  aged,  and  that  more  than  400,000  Texans  who  are 
65  and  over  presently  have  procured  some  type  of  coverage. 
The  Texas  Medical  Association  will  continue  to  lend  its 
full  support  to  extending  voluntary,  prepaid  health  in- 
surance to  as  many  of  the  aged  as  is  praaicable  and 
possible. 

5.  Social  Security  Medicine. — ^While  supporting  positive 
programs  of  artion,  the  Texas  Medical  Association  reiterates 
its  unequivocal  opposition  to  the  King-Anderson  bills  and 
similar  proposals  establishing  federal  programs  of  com- 
pulsory health  care  through  the  Social  Security  System. 
The  basis  of  our  opposition  is  as  follows: 

a.  The  King-Anderson  bills  would  result  in  poorer  — 
not  better  — medical  care  for  the  people  of  Texas;  this 
legislation,  if  enaaed,  represents  a major,  irreversible  step 
toward  the  complete  socialization  of  medical  and  hospital 
care. 

b.  King-Anderson  legislation  is  unnecessary  and  not 
needed.  'The  vendor’s  medical  care  program  is  providing 
an  effeaive  program  of  health  care  for  the  needy  aged  of 
Texas.  The  Administration’s  proposal  would  provide  bene- 
fits for  all  beneficiaries  of  social  security,  regardless  of 
need,  and  including  those  who  are  well-to-do  and  who  can 
afford  to  take  care  of  themselves. 

c.  'The  King-Anderson  program  would  result  in  the 
undermining,  and  the  evenmal  demise,  of  voluntary  health 
insurance,  which  has  filled  a great  need  and  which  has 
been  widely  accepted  by  the  people  of  Texas. 

d.  Enaament  of  the  King-Anderson  bills  would  result 
in  the  overcrowding  of  Texas  hospitals  and  nursing  homes, 
just  as  it  has  done  in  those  countries  which  have  adopted 
compulsory  governmental  programs. 

e.  The  King-Anderson  bills  would  prove  extremely  ex- 
pensive, and  would  inflict  even  greater  taxes  upon  em- 
ployees and  employers  in  Texas  and  in  other  states  through- 
out the  nation.  The  King-Anderson  proposal  would  cost 
an  estimated  $2.2  billion  the  first  year  and  a predicted 
$5.4  billion  by  1983.  Social  security  taxes  have  been  in- 
creased six  times  during  the  past  nine  years.  Additional  tax 
increases  are  scheduled  for  1963,  1966,  and  1968.  Even 
without  the  extremely  expensive  King-Anderson  program, 
social  security  taxes  already  are  scheduled  to  reach  914 
per  cent  of  the  first  $4,800  of  payroll  by  1968. 

In  reiterating  the  policies  of  the  Texas  Medical  Associa- 
tion on  this  issue,  the  House  of  Delegates  believes  that 
the  physicians  of  Texas  will  see  to  it  that  the  patient  will 
receive  the  very  best  medical  care  regardless  of  his  ability 
to  pay.  The  House  of  Delegates  further  believes  that  the 
profession  will  render  that  care  within  the  realm  of  the 
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system  which  it  feels  is  in  the  public  interest.  The  Texas 
Medical  Association  will  be  a willing  party  to  implement- 
ing only  those  programs  which  it  believes  to  be  beneficial 
to  patients  and  to  the  people  of  our  state. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

16g.  RESOLUTION;  COMMENDATION  OF  TEXAS  HOSPITAL 
ASSOCIATION 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  the  Texas  Delegates  to  the  American  Hos- 
pital Association  worked  vigorously,  though  unsuccessfully, 
at  the  meeting  of  the  House  of  Delegates  of  the  American 
Hospital  Association  to  keep  that  group  from  altering  its 
previously  unqualified  stand  against  Social  Security  medi- 
cine; therefore  be  it 

Resolved,  that  the  House  of  Delegates  to  the  Texas 
Medical  Association  commends  the  Texas  Hospital  Associa- 
tion and  its  delegates  to  the  American  Hospital  Association 
for  their  strict  adherence  to  the  principle  in  holding  that 
the  source  of  funds  is  of  primary  importance. 

Reference  Committee  to  which  referred:  Board  of  Trus- 
tees. 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  R.  W.  Kimbro,  Cleburne:  I6g.  Resolution:  Com- 
mendation of  Texas  Hospital  Association  presented  by  the 
Tarrant  County  Medical  Society. — The  Tarrant  County 
Medical  Society  has  asked  this  House  of  Delegates  to  com- 
mend the  Texas  Hospital  Association  and  its  delegates 
for  their  vigorous  efforts  at  a meeting  of  the  American 
Hospital  Association  earlier  this  year.  Though  the  AHA 
House  of  Delegates  voted  that  the  source  of  funds  was 
not  of  primary  importance  in  financing  a program  of  gov- 
ernment care  for  the  aged,  the  Texas  delegation  worked 
diligently  and  effectively  in  opposition.  The  Texas  dele- 
gation actually  gained  some  consolation  by  sponsoring  a 
resolution  which  placed  the  AHA  on  record  as  opposed 
to  the  King-Anderson  bills. 

The  Board  of  Trustees  concurs  that  the  Texas  Hospital 
Association  should  be  cited  for  that  vigorous  fight,  and 
wishes  to  add  its  commendations  for  joining  the  Texas 
Medical  Association  in  strongly  opposing  social  security 
medicine.  We  recommend  the  approval  of  Resolution  I6g. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

16h.  RESOLUTION:  REAFFIRMATION  OF  INDEMNITY 

PRINCIPLE  IN  VOLUNTARY  PREPAID 
HEALTH  INSURANCE 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  the  AMA  Trustees,  on  Jan.  12,  1962,  ap- 
proved the  principle  of  a national  Blue  Shield  plan  at 
minimum  cost  for  the  low  income  aged,  and 

Whereas,  this  step  was  an  apparently  sincere  effort  to 
improve  prepaid  health  facilities  for  the  aged  and  to  com- 
bat federal  encroachment  in  this  field,  and 

Whereas,  the  proposed  Blue  Shield  plan  is  primarily 
of  service  type,  providing  indemnity  coverage  only  at  high 
income  levels,  and 

Whereas,  the  By-Laws  of  the  Texas  Medical  Associa- 
tion in  forbidding  the  establishment  of  any  schedule  of 
fees,  preclude  endorsement  of  any  service  plan,  and 

Whereas,  Texas  has  traditionally  endorsed  only  indem- 
nity plans  for  prepaid  health  care,  and  Texas  Blue  Shield 
now  offers  a superior  plan  on  an  indemnity  basis  and  with 
premium  identical  to  the  national  plan;  therefore  be  it 


Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  (1)  Reiterate  its  traditional  opposition 
to  service  plans  and  to  fixed  fee  schedules,  and  at  the  same 
time  reaffirm  its  support  of  indemnity  plans; 

( 2 ) Commend  Texas  Blue  Shield  and  any  other  volun- 
tary reputable  group  offering  low  cost  prepaid  health  cov- 
erage to  the  aged; 

( 3 ) Reaffirm  the  determination  of  all  ethical  physicians 
to  continue  to  provide  medical  care  to  all  ages,  regardless 
of  ability  to  pay. 

Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  I6h.  Resolution:  Reaf- 
firmation of  the  Indemnity  Principles  in  Voluntary  Prepaid 
Health  Insurance. — ^The  Reference  Committee  approves  the 
resolution  from  the  Tarrant  County  Medical  Society  which 
reaffirms  the  indemnity  principle  in  voluntary  prepaid 
health  insurance,  and  commends  Texas  Blue  Shield  and 
other  voluntary  insurance  groups  who  offer  low  cost  pre- 
paid health  coverage  to  the  aged.  We  approve  the  further 
determination  that  all  ethical  physicians  continue  to  pro- 
vide medical  care  to  [persons  of]  all  ages  regardless  of 
ability  to  pay. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

16i.  RESOLUTION:  OPPOSING  FEDERAL  AID  TO  MEDICAL 
SCHOOLS  (H.R.  4999) 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  a Supreme  Court  decision  has  stated  that  "It 
is  hardly  lack  of  due  process  for  the  government  to  regulate 
that  which  it  subsidizes,  and 

Whereas,  the  high  level  of  medical  training  and  large 
number  of  graduates  from  medical  schools  have  been  at- 
tained with  little  or  no  federal  subsidy,  and 

Whereas,  the  people  of  the  United  States  are  already 
burdened  with  many  billions  of  dollars  of  public  debt,  and 

Whereas,  history  shows  that  such  "one  shot”  programs 
tend  to  be  perpetuated,  and 

Whereas,  such  legislation  would  be  a definite  step  to- 
ward socialization  of  medical  education  and  practice,  there- 
fore be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas 
Medical  Association,  assembled  on  this  12th  day  of  May, 
1962,  does  firmly  and  emphatically  oppose  federal  aid  to 
medical  schools,  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Ralph  Yarborough  and  John  Tower,  to  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  to  the  President, 
and  to  the  chairmen  and  members  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare  and  the  House  Com- 
mittee on  Education  and  Labor,  and  to  the  officers  and 
trustees  of  the  American  Medical  Association,  and  be  it 
further 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  instruct  its  delegates  to  the  American  Med- 
ical Association  to  cause  this  resolution  to  be  presented 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  Committee  to  which  referred:  Legislation  and 
Public  Relations. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  l6i.  Resolution:  Oppos- 
ing Federal  Aid  to  Medical  Schools,  (H.R.  4999). — ^This 
Reference  Committee  endorses  in  principle  resolution  l6i., 
and  in  the  interest  of  clarity  recommends  the  following 
revised  version  of  the  resolution: 

Whereas,  a Supreme  Court  decision  has  stated  that  “It 
is  hardly  lack  of  due  process  for  the  government  to 
regulate  that  which  it  subsidizes”,  and 

Whereas,  H.R.  4999  proposes  federal  aid  for  construc- 
tion of  medical  schools  supposedly  on  a short-term  pro- 
gram, and 

Whereas,  history  shows  that  short-term  programs  tend 
to  become  permanent,  and 

Whereas,  such  legislation  could  lead  to  federal  control 
of  medical  education,  and  hence  of  medical  practice,  and 

Whereas,  the  House  of  Delegates  of  this  Association 
meeting  in  Galveston,  Texas,  opposed  the  original  Con- 
gressional proposal  for  brick-and-mortar  aid  to  medical 
schools,  now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas 
Medical  Association,  assembled  on  this  13th  day  of  May, 
1962,  reaffirm  the  opposition  of  the  Texas  Medical  Asso- 
ciation to  such  legislation  and  specifically  oppose  H.R. 
4999,  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  sent  to  the 
President,  to  the  Texans  in  both  Houses  of  Congress,  and 
to  the  members  of  the  proper  committees  of  both  Houses 
of  'Congress,  and  to  the  Trustees  of  the  American  Medical 
Association. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  revising  the  reso- 
lution was  adopted.} 

16j.  RESOLUTION:  OPPOSING  S.B.  1120,  H.R.  2382,  H.R. 

3973,  AND  H.R.  5026,  PROVIDING  FOR 
COVERAGE  OF  PHYSICIANS  BY  SOCIAL 
SECURITY  PROGRAM 

Whereas,  the  Social  Security  System  is  the  mechanism 
through  which  the  practice  of  medicine  in  this  country  is 
rapidly  becoming  socialized,  and 

Whereas,  under  the  original  Social  Security  Act  (Sec. 
1104)  there  is  no  contract,  no  guarantee,  no  cash  surrender 
value;  the  law  specifically  stating  that  "the  right  to  alter, 
amend,  or  repeal  any  provisions  of  this  Aa  is  hereby  re- 
served to  the  Q)ngress”,  and 

Whereas,  the  Supreme  Court  of  the  United  States  has 
ruled  that  "Social  Security  benefits  are  gratuities  to  be 
paid  by  the  national  government  direaly  to  individuals. 
The  Act  creates  no  contractual  obligation  with  respea  to  the 
payment  of  benefits”,  and 

Whereas,  even  these  exorbitant  taxes  will  be  appre- 
ciably higher  if  the  bills  now  pending  before  Congress 
increasing  the  tax  rate  and  higher  base  earnings  subject  to 
tax  are  passed,  and 

Whereas,  we  stand  firm  on  the  principle  security  through 
personal  initiative  and  will  not  yield  to  the  temptation 
of  personal  gain  at  the  expense  of  future  generations,  or 
political  expedience,  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association,  assembled  on  this  12th  day  of  May,  1962, 
does  firmly  and  emphatically  oppose  providing  for  cover- 
age of  physicians  by  the  Social  Security  Program,  and  be 
it  further 

Resolved,  that  copies  of  this  resolution  be  sent  to  Sen- 
ators John  Tower  and  Ralph  Yarborough,  to  Represent- 
atives Albert  Thomas  and  Bob  Casey,  to  the  President, 


and  to  all  members  of  the  House  Ways  and  Means  Com- 
mittee, and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  instruct  its  delegates  to  the  American  Med- 
ical Association  to  cause  this  resolution  to  be  presented 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  Committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  I6j.  Resolution:  Oppos- 
ing S.B.  1120,  H.R.  2382,  H.R.  3973,  and  H.R.  5026, 
Providing  for  Coverage  of  Physicians  by  the  Social  Security 
Program. — This  Reference  Committee  endorses  in  principle 
resolution  l6j.  and  in  the  interest  of  clarity  recommends 
the  following  revised  version  of  the  resolution: 

Whereas,  social  security  taxes  tend  to  become  higher 
with  each  succeeding  Congress,  and 

Whereas,  under  the  original  Social  Security  Act,  Sec. 
1104,  there  is  no  contract,  no  guarantee,  no  cash  sur- 
render value;  the  law  specifically  stating  that  "the  right  to 
alter,  amend,  or  repeal  any  provisions  of  this  Act  is  hereby 
reserved  to  the  Congress”,  and 

Whereas,  the  Supreme  Court  of  the  United  States  has 
ruled  that  "Social  Security  benefits  are  gramities  to  be  paid 
by  the  national  government  directly  to  individuals.  The 
Act  creates  no  contraaual  obligation  with  respect  to  the 
payment  of  benefits”,  and 

Whereas,  the  Texas  Medical  Association  repeatedly  has 
gone  on  record  as  opposing  the  inclusion  of  doaors  under 
compulsory  social  security,  now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas 
Medical  Association,  assembled  on  this  the  13th  day  of 
May,  1962,  hereby  reaffirms  this  opposition  and  specifically 
opposes  S.B.  1120,  H.R.  2382,  H.R.  3973,  and  H.R.  5026, 
which  provide  coverage  of  physicians  by  the  social  security 
program,  and  be  it  further 

Resolved,  that  this  opposition  be  made  known  to  the 
President,  the  Texans  in  both  Houses  of  Congress,  and  to 
the  members  of  the  House  Ways  and  Means  Committee, 
and  be  it  further 

Resolved,  that  the  Texas  Delegates  to  the  American 
Medical  Association  report  this  action  in  any  pertinent 
discussion  at  coming  meetings  of  the  American  Medical 
Association. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted  as 
amended.} 

16k.  RESOLUTION:  SUPPORTING  REPEAL  OF  16TH 
AMENDMENT 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  government  of  the  United  States  was  run 
for  one  hundred  and  thirty  (130)  years  without  an  in- 
come tax,  and 

Whereas,  twice  before  we  had  income  tax  for  brief 
periods  which  were  both  repealed,  and 

Whereas,  the  income  tax  is  not  necessary  and  the  money 
that  it  produces  can  be  equalled  by  taking  the  federal  gov- 
ernment out  of  corporate  business,  such  as  the  Sugar  Cor- 
poration, the  Cuban  Nickel  Corporation,  and  the  Rama 
Road,  and 

Whereas,  there  are  seven  hundred  (700)  of  these  cor- 
porations that  are  tax  free,  their  operating  expenses  being 
paid  by  the  federal  government,  and  most  of  these  projeas 
operate  with  a deficit  that  is  paid  out  of  the  general  fund, 
and 
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Whereas,  House  Joint  Resolution  23  now  under  consid- 
eration by  Congress  would  compel  their  sale  to  private 
interests  and  put  them  back  on  the  tax  rolls,  and 

Whereas,  not  one  penny  of  personal  income  tax  is  used 
by  the  federal  government  to  finance  any  part  of  the  gov- 
ernment authorized  by  the  Constimtion  of  the  United  States, 
therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association,  assembled  on  this  12th  day  of  May,  1962, 
does  firmly  support  repeal  of  the  I6th  Amendment,  and 
be  it  further 

Resolved,  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Ralph  Yarborough  and  John  Tower,  to  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  to  the  President, 
and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  instruct  its  delegates  to  the  American  Med- 
ical Association  to  cause  this  resolution  to  be  presented  to 
that  body  for  their  consideration  at  the  earliest  possible  date. 

Reference  Committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  J.  C.  Magliolo,  Dickinson:  l6k.  Resolution:  Support 
of  the  "Liberty  Amendment”. — This  Reference  Committee 
endorses  in  principle  Resolution  I6k.  and  in  the  interest  of 
clarity  recommends  the  following  revised  version  of  the 
resolution : 

Whereas,  the  Texas  Medical  Association  has  previously 
sponsored  efforts  to  repeal  the  I6th  Amendment,  and 

Whereas,  this  proposal  is  now  a portion  of  a proposed 
Constitutional  amendment,  known  as  the  "Liberty  Amend- 
ment,” pending  in  Congress  as  H.  J.  Res.  23,  which  pro- 
vides as  follows: 

"Seaion  1.  The  government  of  the  United  States  shall 
not  engage  in  any  business,  professional,  commercial,  fi- 
nancial or  industrial  enterprise  except  as  specified  in  the 
Constitution. 

"Sec.  2.  The  constimtion  or  laws  of  any  State,  or  the 
laws  of  the  United  States  shall  not  be  subjea  to  the  terms 
of  any  foreign  or  domestic  agreement  which  would  abro- 
gate this  amendment. 

"Sec.  3.  The  aaivities  of  the  United  States  government 
which  violate  the  intent  and  purposes  of  this  amendment 
shall,  within  a period  of  three  years  from  the  date  of  the 
ratification  of  this  amendment,  be  liquidated  and  the 
properties  and  facilities  affeaed  shall  be  sold. 

"Sec.  4.  Three  years  after  the  ratification  of  this  amend- 
ment the  I6th  article  of  amendments  to  the  Constimtion 
of  the  United  States  shall  stand  repealed  and  thereafter 
Congress  shall  not  levy  taxes  on  personal  incomes,  estates, 
and/or  gifts.”,  and 

Whereas,  the  Texas  Legislature  is  the  second  of  six 
state  legislatures  which  have  petitioned  the  Congress  to 
submit  this  proposed  Constitutional  amendment  for  ratifi- 
cation by  the  states,  now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association,  assembled  on  this  13th  day  of  May,  1962, 
endorse  the  said  "Liberty  Amendment,”  and  be  it  further 

Resolved,  that  copies  of  this  resolution  in  support  of 
the  aaion  of  the  Texas  Legislamre  be  sent  to  all  Texans 
in  both  Houses  of  Congress  and  to  the  President,  and  be  it 
further 

Resolved,  that  the  Texas  Delegates  to  the  American 
Medical  Association  be  requested  to  present  this  resolution 
to  the  House  of  Delegates  of  the  American  Medical  Asso- 
ciation for  their  consideration. 


I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  revising  the 
resolution  was  adopted.] 

161.  RESOLUTION:  OPPOSING  GENERIC  PRESCRIPTION 
WRITING 

(A  resolution  from  Harris  County  Medical  Society.) 
Whereas,  the  greatness  of  the  United  States  of  Ameri- 
ca was  developed  upon  the  foundation  of  the  free  enterprise 
system;  and 

Whereas,  the  free  enterprise  system  can  develop  and 
sustain  itself  only  in  a free  economy,  which,  of  necessity, 
must  be  composed  of  free  individuals,  and 

Whereas,  individual  freedom  implies,  in  fact,  demands, 
individual  responsibility;  and  * 

Whereas,  individual  responsibility  requires  that  any  pro- 
ducer in  an  economy  where  the  motivation  is  profit  must 
have  the  right  to  distinguish  his  product  from  all  other 
similar  products  in  order  that  the  logical  demands  of  both 
responsibility  and  profit  be  met;  and 

Whereas,  present  attempts  to  require  generic  prescription 
writing,  through  existing  medical  bodies  or  through  gov- 
ernmental legislation,  are  attempts  to  destroy  individual 
responsibility;  and 

Whereas,  all  the  arguments  offered  to  substantiate  a 
need  for  such  a change  in  policy  and  principle,  in  our 
opinion  are  not  truly  pertinent,  but  are  merely  diversionary 
attempts  to  confuse  the  general  public,  therefore  be  it 
Resolved,  that  the  House  of  Delegates  to  the  Texas  Med- 
ical Association  declare  itself  to  be  unalterably  opposed  to 
all  attempts  to  require  generic  prescription  writing. 

Reference  Committee  to  which  referred:  Reports  of  Offi- 
cers and  Gammittees.  , 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  J.  G.  Heard,  Houston:  l6l.  Resolution:  Opposing 
Generic  Prescription  Writing. — Since  the  AMA  House  of 
Delegates  has  approved  a Texas  resolution  against  the  use 
of  the  generic  name  in  prescribing  drugs,  it  is  felt  that 
there  is  no  need  for  this  resolution. 

We  do  not  recommend  that  this  resolution  be  adopted. 
[The  report  of  the  reference  committee  that  the  resolu- 
tion not  be  adopted  was  accepted.] 

16ni.  RESOLUTION:  REQUESTING  AMA  TO  CONSIDER  IN- 
CLUSION OF  INDEMNITY  PRINCIPLE 
IN  HEALTH  INSURANCE  PROGRAMS 

(A  resolution  from  Brazoria  County  Medical  Society.) 
Whereas,  the  Board  of  Trustees  of  the  American  Med- 
ical Association  has  approved  a fixed-fee  service  plan  of 
medical  care  for  citizens  of  low  income  or  limited  re- 
sources over  65  as  developed  by  Blue  Shield,  and 

Whereas,  the  approval  of  this  fixed-fee  service  plan 
of  medical  care  came  without  the  prior  consideration  of  this 
plan  by  the  Committee  on  Insurance  and  Prepayment  Plans, 
the  House  of  Delegates,  or  the  constituent  state  associations 
which  should  make  their  own  determinations  on  the  ap- 
proval or  sponsorship  of  medical  care  plans,  and 

Whereas,  the  immediate  contribution  of  this  proposal 
in  the  fight  to  defeat  King-Anderson  legislation  pending 
before  Congress  outweighed  the  faa  that  the  plan  had  not 
been  completely  spelled  out  in  detail  and  that  it  would 
not  be  universally  accepted  across  the  country  by  the  plans 
and  the  state  associations,  and 

Whereas,  it  is  our  belief  that  the  Board  of  Trustees 
of  the  American  Medical  Association  is  desirous  of  defend- 
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ing  the  basic  and  sound  principles  necessary  to  the  preser- 
vation of  voluntary  medical  care  in  the  American  system 
of  private  practice,  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas 
Medical  Association,  this  13th  day  of  May,  1962,  does 
herewith  respeafuUy  request  the  House  of  Delegates  of  the 
American  Medical  Association  to  refer  the  Board-approved 
Blue  Shield  plan  to  the  GDmmittee  on  Insurance  and  Pre- 
payment Plans  where  due  consideration  and  further  study 
can  be  given  to  the  inclusion  of  an  indemnity  program  of 
insurance  based  on  the  traditional  individual  patient-phy- 
sician relationship  acceptable  to  all  in  contradistinction  to 
the  fixed-fee  service  plans  disapproved  by  many  as  a means 
by  which  government,  with  its  unlimited  power  to  tax,  can 
control  the  practice  of  medicine. 

Reference  Commute  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  I6m.  Resolution:  Re- 
questing AMA  to  Consider  the  Inclusion  of  the  Indemnity 
Principle  in  Health  Insurance  Programs. — The  Reference 
Committee  has  reviewed  the  resolution  from  Brazoria 
County  Medical  Society  recommending  that  the  AMA  con- 
sider the  inclusion  of  the  indemnity  principle  in  health 
insurance  programs  and  opposing  fixed-fee  service  plans. 

In  view  of  the  testimony  brought  to  the  Reference  Com- 
mittee today,  we  recommend  sending  the  resolution  di- 
realy  to  the  Committee  on  Insurance  and  Prepayment 
Plans  of  the  American  Medical  Association,  since  the  re- 
quest to  consider  the  indemnity  principle  has  already  been 
before  the  House  of  Delegates  and  referred  to  that  com- 
mittee. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

16n.  RESOLUTION:  PROHIBITING  AMA  FROM  CONTRACT- 
ING FOR  MEDICAL  SERVICE 

(A  resolution  from  Brazoria  County  Medical  Society.) 

Whereas,  it  is  the  privilege  and  the  right  of  every 
individual  doctor  of  medicine,  after  meeting  the  obligations 
imposed  on  him  by  state  licensing  law  and  the  Principles 
of  Medical  Ethics,  to  decide  for  himself  how  he  will  prac- 
tice his  profession,  and 

Whereas,  it  is  the  privilege  and  the  right  of  every  in- 
dividual doctor  of  medicine  to  decide  for  himself  whether 
or  not  to  accept  a fee  offered  as  payment  for  his  profes- 
sional services,  and 

Whereas,  membership  in  the  American  Medical  Asso- 
ciation does  not  abrogate  these  fundamental  principles  essen- 
tial to  the  maintenance  of  quality  medical  care  and  the  time- 
honored  ideals  of  the  medical  profession,  therefore  be  it 

Resolved,  that  the  American  Medical  Association,  as 
such,  shall  not  contract  with  any  person,  firm,  or  agency 
of  any  kind,  either  with  respeCT  to  the  practice  of  medicine 
or  to  the  fees  for  such  praaice,  for  its  members  or  any 
member  of  said  Association,  and 

Resolved,  that  the  By-Laws  of  the  American  Medical  As- 
sociation be  revised  accordingly. 

Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  I6n.  Resolution:  Prohib- 


iting the  AMA  from  Contraaing  for  Medical  Service — This 
report  was  not  approved  because  delegates  to  the  AMA  who 
were  present  stated  that  the  American  Medical  Association 
has  never  contraaed  for  medical  service  and  that  there  is 
no  provision  in  the  by-laws  of  the  AMA  for  them  to  do  so. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  that  the  resolu- 
tion not  be  adopted  was  passed.} 

16p.  RESOLUTION:  REVISION  OF  TEXAS  OAA  BLUES  FEE 
SCHEDULE 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  S.B.  79  (57th  Texas  Legislature,  1961)  pro- 
vided for  inpatient  care  in  the  hospital  including  medical 
and  surgical  services  performed  by  physicians  and  made  no 
distinction  between  medical  and  surgical  care,  and 

Whereas,  Blue  Cross  (Group  Hospital  Service,  Inc.)  was 
awarded  a contract  under  S.B.  79  and  the  benefits  listed 
were  approved  by  the  Executive  Board  of  the  Texas  Medical 
Association,  and 

Whereas,  the  vendor’s  plan  is  primarily  a surgical  policy 
disregarding  both  the  intent  of  S.B.  79  and  the  faa  that 
illnesses  of  the  aged  are  overwhelmingly  medical  rather  than 
surgical,  and  thus  make  the  plan  ineffeaive  as  a service  to 
the  aged  of  Texas,  and 

Whereas,  the  professional  fee  schedule  of  the  vendor’s 
plan  is  discriminatory  and  shows  partiality  and  degrades 
those  who  treat  medical  patients,  therefore  be  it 

Resolved,  that  the  Tarrant  County  Medical  Society  in  reg- 
ular session,  March  6,  1962,  request  the  House  of  Delegates 
of  the  Texas  Medical  Association  to  propose  changes  in  the 
vendor’s  plan  to  provide  for  (1)  an  equitable  distribution 
of  professional  fees  with  a realistic  medical  fee  schedule, 
(2)  necessary  consultation,  (3)  intensive  medical  care  for 
serious  illness,  and  (4)  medical  care  when  necessary  at  the 
same  time  as  surgical  or  other  specialized  care. 

Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  George  Pazdral,  Somerville:  I6p.  Resolution:  Revis- 
ion of  Texas  OAA  Blues  Fee  Schedule. — The  Reference 
Committee  did  not  pass  on  this  resolution,  as  the  presenting 
county  group  requested  that  it  be  withdrawn  and  that  it 
not  be  considered. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

16q.  RESOLUTION:  REVISION  OF  MEMBERSHIP  OF  AMA 
COUNCIL  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 

(A  resolution  from  Dr.  Mai  Rumph  of  Tarrant  County.) 

Whereas,  the  American  Medical  Association  is  composed 
of  both  practitioners  and  academicians,  and 

Whereas,  the  academicians  have  many  unsolved  problems 
in  the  area  which  is  exclusively  theirs,  namely  undergraduate 
medical  education,  and 

Whereas,  the  membership  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  in  recent  years  relative  to  the  approval 
of  internships  and  residency  training  programs  has  arbi- 
trarily established  requirements  not  reasonably  provided  in 
many  private  hospitals,  thus  seriously  compromising  the 
availability  of  good  postgraduate  medical  education  training 
programs,  and 
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Whereas,  many  praaitioners  serve  their  communities  well 
as  able  and  qualified  instructors,  and  at  the  same  time  bene- 
fit from  their  contacts  with  younger  physicians  in  the  per- 
formance of  postgraduate  educational  functions,  and 

Whereas,  these  recent  decisions  of  the  Council  on  Medical 
Education  and  Hospitals  have  served  to  stifle  and  nullify 
the  teaching  efforts  and  talents  of  such  practitioners,  and 
Whereas,  such  decisions  have  tended  to  lower  the  quality 
of  medical  care  to  that  segment  of  our  population  served 
by  nonuniversity  hospitals;  therefore  be  it 

Resolved,  that  the  House  of  Delegates  request  its  dele- 
gates to  the  American  Medical  Association  to  introduce  and 
support  a resolution  in  that  House  of  Delegates  changing 
the  membership  of  the  Council  on  Medical  Education  and 
Hospitals  so  that  no  new  university  personnel  be  elerted  to 
the  Council  until  a ratio  of  6 nonuniversity  connected  mem- 
bers to  four  university  or  faculty  praaitioners  is  established 
and  this  ratio  be  maintained  by  any  future  elections  to  the 
Council,  and  be  it  further 

Resolved,  that  the  said  ^resolution  also  call  for  instruaion 
of  the  Council  on  Medical  Education  and  Hospitals  to  per- 
petuate postgraduate  programs  of  medical  education  in  insti- 
tutions not  necessarily  affiliated  with  medical  schools  so  as 
to  maintain  a large  degree  of  diversification  in  the  field  of 
postgraduate  medical  education. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  I6q.  Resolution:  Revision 
of  Membership  of  AMA  Council  on  Medical  Education  and 
Hospitals. — Again,  keeping  in  mind  the  detrimental  effea 
of  inferences  against  any  segment  of  our  profession,  the 
committee  changed  the  resolution  to  read: 

Whereas,  the  membership  of  the  Council  on  Medical 
Education  and  Hospitals  has  been  comprised  largely  of  ca- 
reer academicians  and  the  private  practicing  physicians  have 
had  inadequate  representation,  therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  request  its  delegates  to  the  American  Med- 
ical Association  to  introduce  and  support  a resolution  in 
that  House  of  Delegates  urging  a greater  representation  of 
nonuniversity  associated  private  praaicing  physicians  on  the 
Council  on  Medical  Education  and  Hospitals. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  revising  the  reso- 
lution was  adopted.] 

16r.  RESOLUTION:  VENDOR'S  MEDICAL  CARE  ACT 

(A  resolution  from  Harris  County  Medical  Society.) 
Whereas,  the  Kerr-Mills  bill  has  been  enaaed  which  al- 
lowed the  several  states  to  provide  medical  care  for  the  older 
citizens  of  their  respeaive  states,  and 

Whereas,  the  Legislature  of  the  state  of  Texas  in  1961 
did  enaa  enabling  legislation  whereby  the  state  of  Texas 
would  establish  a program  to  provide  health  care  assistance 
to  those  Texans  who  were  in  actual  need  of  such  assistance, 
and  authorize  the  Texas  Etepartment  of  Public  Welfare  to 
determine  the  method  by  which  this  could  be  done,  and 
Whereas,  the  Texas  Department  of  Public  Welfare,  under 
the  direction  of  Mr.  John  Winters,  assisted  by  Mr.  Weldon 
Watson,  decided  to  entrust  this  program  to  the  hands  of 
private  enterprise  and  called  for  bids  from  numerous  pri- 
vate insurance  firms,  with  the  result  that  Blue  Cross-Blue 
Shield  of  Texas  was  awarded  the  contract,  and 

Whereas,  Blue  Cross-Blue  Shield  of  Texas  has  established, 
implemented,  and  is  now  administering  a plan  of  health 


insurance  for  221,000  Texans,  who,  because  of  the  fore- 
sight of  the  Texas  Legislature  and  the  Department  of  Public 
Welfare  are  free  to  choose  the  hospital  and  doctor  of  their 
choice,  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association,  duly  in  session  in  Austin,  Texas,  commend 
and  congratulate  the  Legislature  of  the  state  of  Texas  and 
the  Department  of  Public  Welfare;  its  Direaor,  Mr.  John 
Winters;  and  his  assistant,  Mr.  Weldon  Watson,  for  the 
foresight  exhibited  in  placing  the  state  of  Texas  in  a po- 
sition of  leadership  in  the  field  of  medical  care  for  her 
senior  citizens;  and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  commend  and  congramlate  Blue  Cross-Blue 
Shield  of  Texas  for  the  truly  remarkable  manner  in  which 
it  has  facilitated,  established  and  administered  this  signifi- 
cant step  toward  Texas  caring  for  its  own,  and  be  it  further 

Resolved,  that  all  of  those  mentioned  above  be  thanked 
for  their  cooperation  with  the  Texas  Medical  Association  at 
all  levels  of  contaa  with  reference  to  common  effort,  and 
that  a copy  of  this  resolution  be  forwarded  to  all  those  men- 
tioned above. 

Reference  Committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

[See  under  13e  (2),  page  588.] 

16s.  RESOLUTION:  CONCERNING  VIOLATION  OF  LAW  BY 
FEDERAL  OFFICIALS 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  Dr.  F.  J.  L.  Blasingame,  Executive  Vice  Presi- 
dent of  the  American  Medical  Association,  has  called  atten- 
tion to  the  manner  in  which  the  Secretary  and  the  Depart- 
ment of  Health,  Education,  and  Welfare  have  been  spend- 
ing public  funds  to  promote  with  Congress  and  with  the 
public  legislation  in  favor  of  H.R.  4222,  and 

Whereas,  such  action  on  the  part  of  the  Secretary  and  the 
Department  of  Health,  Education,  and  Welfare  is  in  direa 
violation  of  established  law,  therefore  be  it 

Resolved,  that  the  Texas  Medical  Association  go  on  rec- 
ord as  supporting  Dr.  Blasingame  in  his  contention  that 
such  alleged  violation  should  be  thoroughly  investigated  by 
Congress,  and  that,  if  such  violation  is  proved,  that  the 
Secretary  of  the  Department  of  Health,  Education,  and  Wel- 
fare and  any  other  individuals  guilty  of  this  violation  should 
be  subjeaed  to  the  full  penalties  provided  by  law,  and  be 
it  further 

Resolved,  that  copies  of  this  resolution  be  sent  to  each 
member  of  Congress  from  Texas  and  the  two  United  States 
Senators  from  Texas,  and  additional  copies  forwarded  to 
Senator  John  McClellan,  chairman  of  the  United  States  Sen- 
ate Investigating  Committee. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  I6s.  Resolution:  Concern- 
ing Violation  of  the  Law  by  Federal  Officials. — The  Ref- 
erence Committee  feels  that  Dr.  F.  J.  L.  Blasingame  needs 
our  full  support  and  therefore  we  urge  the  adoption  of  the 
following: 

Resolved,  that  the  Texas  Medical  Association  go  on  rec- 
ord as  supporting  Dr.  Blasingame  in  his  contention  that 
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such  alleged  violation  should  be  thoroughly  investigated  by 
Congress,  and  that,  if  such  violation  is  proved,  that  the  Sec- 
retary of  the  Department  of  Health,  Education,  and  Welfare 
and  any  other  individuals  guilty  of  this  violation  should  be 
subjeaed  to  the  full  penalties  provided  by  law,  and  be  it 
further 

Resolved,  that  copies  of  this  resolution  be  sent  to  each 
member  of  Congress  [the  House  of  Representatives]  and 
the  two  United  States  Senators  from  Texas,  and  additional 
copies  forwarded  to  Senator  John  McClellan,  Chairman  of 
the  United  States  Senate  Investigating  Committee. 

I move  the  adoption  of  this  portion  of  our  report. 

[The  report  of  the  reference  committee  was  adopted  with 
the  correaion  "the  House  of  Representatives”  (bracketed) 
being  inserted  in  the  second  Resolved  instead  of  the  word 
"Congress.”} 

16t.  RESOLUTION:  CONDEMNING  LOBBYING  ACTIVITIES 
OF  FEDERAL  AGENTS  AND  FEDERAL 
AGENCIES 

(A  resolution  by  Dr.  Carlos  E.  Fuste,  Jr.,  ex  officio  mem- 
ber of  the  House  of  Delegates.) 

Whereas,  the  Administration  is  utilizing  every  publicity 
taaic  to  push  for  H.R.  4222,  and 

Whereas,  a move  to  use  Civil  Service  employees  "to  ex- 
plain” administration  proposals  has  been  reported,  and 

Whereas,  it  has  been  revealed  that  government  employees 
have  been  working — some  call  it  lobbying — in  the  White 
House  office  for  more  than  three  months  to  coordinate  the 
aaivities  of  pressure  groups  and  the  writing  of  television 
and  radio  scripts,  the  drafting  of  advertisements,  and  writing 
publication  releases  for  the  President’s  plan  for  medical  care 
for  the  aged  under  social  security,  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  in  regular  session  assembled  in  Austin, 
Texas,  this  13th  day  of  May,  1962,  deplore  and  condemn 
those  federal  agencies  and  representatives  of  federal  agen- 
cies who,  in  addition  to  their  primary  functions,  engage  in 
activities  designed  to  expand  and  perpemate  those  functions 
beyond  their  original  design  and  concept,  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  mailed  to  the 
President  of  the  United  States,  the  Attorney  General,  the 
Secretary  of  Health,  Education,  and  Welfare,  and  all  Texas 
members  of  both  Houses  of  Congress. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  l6t.  Resolution:  Condemn- 
ing the  Lobbying  Aaivities  of  Federal  Agents  and  Federal 
Agencies. — ^The  Committee,  after  studying  resolution  l6s., 
considered  it  a more  specific  resolution,  and  resolution  l6t. 
a more  generalized  resolution  with  similar  objeaives.  We 
urge  the  adoption  of  the  following: 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association  in  regular  session  assembled  in  Austin, 
Texas,  this  13th  day  of  May,  1962,  deplore  and  condemn 
those  federal  agencies  and  representatives  of  federal  agen- 
cies who,  in  addition  to  their  primary  functions,  engage  in 
activities  designed  to  expand  and  perpetuate  those  functions 
beyond  their  original  design  and  concept,  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  mailed  to  the 
President  of  the  United  States,  the  Attorney  General,  the 
Secretary  of  Health,  Education,  and  Welfare  and  all  Texas 
members  of  both  Houses  of  Congress. 

I move  the  adoption  of  this  portion  of  our  report. 

[The  report  of  the  reference  committee  was  adopted.] 


16u.  RESOLUTION:  OPPOSING  PRESIDENT'S  MASS  IMMUN- 
IZATION BILL 

(A  resolution  by  Dr.  Carlos  E.  Fuste,  Jr.,  ex  officio  mem- 
ber of  the  House  of  Delegates.) 

Whereas,  the  concept  of  individual  responsibility  for  indi- 
vidual welfare  is  basic  to  the  American  concept  of  the  prac- 
tice of  private  medicine,  and 

Whereas,  the  immunization  of  children  is  and  should  be 
morally  a responsibility  of  families  and  localities,  and 
Whereas,  the  present  high  degree  of  development  in  the 
immunized  status  of  our  population  was  achieved  without 
the  dubious  assistance  of  government  subsidies,  and 

Whereas,  the  President’s  mass  immunization  bill  makes 
another  segment  of  our  population  look  to  the  federal  gov- 
ernment for  individual  benefits,  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Texas  Med- 
ical Association,  in  regular  session  assembled  this  13th  day 
of  May,  1962,  does  hereby  and  herein  express  its  oppo- 
sition to  the  President’s  mass  immunization  bill  as  another 
unwarranted  attempt  of  government  to  diaate  and  control 
the  praaice  of  medicine  in  this  nation  through  the  medium 
of  federal  grants,  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  mailed  to  the 
President  of  the  United  States,  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  and  all  Texas  members  of  both  Houses 
of  Congress. 

Reference  Committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  George  M.  Jones,  Dallas:  l6u.  Resolution:  Opposing 
the  President’s  Mass  Immunization  Bill. — The  Committee, 
feeling  that  we  should  take  a somewhat  more  positive  stand, 
urges  that  the  resolution  be  changed  first  to  state: 

"Therefore  Be  It  Resolved  that  the  House  of  Delegates 
of  the  Texas  Medical  Association  in  regular  session  assem- 
bled this  13th  day  of  May,  1962,  urge  constant  vigilance 
on  the  part  of  private  physicians  and  county  medical  so- 
cieties to  maintain  immunization  at  the  highest  possible 
levels.”  In  other  words,  this  part  of  the  resolution  is  the 
new  addendum  to  the  resolution. 

[The  rest  of  the  resolved  portions  read:] 

"Be  It  Further  Resolved  that  the  House  of  Delegates  of 
the  Texas  Medical  Association  does  hereby  and  herein  ex- 
press its  opposition  to  the  President’s  mass  immunization 
bill  as  another  unwarranted  attempt  of  government  to  dic- 
tate and  control  the  praaice  of  medicine  in  this  nation 
through  the  medium  of  federal  grants,  and 

"Be  It  Further  Resolved  that  copies  of  this  resolution  be 
mailed  to  the  President  of  the  United  States,  the  Secretary 
of  Health,  Education,  and  Welfare  and  all  Texas  members 
of  both  Houses  of  Congress. 

I move  the  adoption  of  this  amended  portion  of  the 
report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  Drue  O.  D.  Ware,  Fort  Worth:  Mr.  Speaker,  the 
Reference  Committee  on  Constimtion  and  By-Laws  wishes 
at  this  time  to  publicly  commend  Dr.  John  F.  Thomas  of 
Austin  for  his  contribution  of  many  years  of  service  on 
the  Council  on  Constitution  and  By-Laws.  It  was  the  unani- 
mous opinion  of  the  Reference  Committee  that  through 
Dr.  Thomas’  contributions,  the  work  of  the  House  of  Dele- 
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gates  has  been  consummated  with  minimal  effort.  The 
Reference  Committee  offers  this  as  a commendation,  and 
moves  its  adoption  by  the  House  of  Delegates. 

I move  the  adoption  of  this  portion  of  the  report,  (ap- 
plause) 

[The  report  of  the  reference  committee  was  adopted.] 


Sunday,  May  13,  1962 
MEMORIAL  SERVICES 

[Memorial  Services  of  the  Texas  Medical  Association 
and  Woman’s  Auxiliary  were  held  on  Sunday,  May  13, 
1962,  in  the  First  Southern  Presbyterian  Church,  Austin. 
Dr.  Sidney  W.  Bohls,  Austin,  chairman,  and  Mrs.  James  A. 
Hallmark,  Fort  Worth,  co-chairman,  presided. 

[Special  music  was  presented  by  the  University  of  Texas 
A Cappella  Choir,  Morris  J.  Beachy  of  Austin,  director. 
The  organist  was  Mr.  Russell  Gregory  of  Austin,  and  the 
Very  Rev.  Gray  M.  Blandy,  dean  of  the  Episcopal  Theo- 
logical Seminary  of  the  Southwest,  Austin,  gave  the  invo- 
cation. Dr.  Charles  T.  Stone  of  Galveston  delivered  the 
memorial  address  for  deceased  physicians,  and  Mrs.  James 
A.  Hallmark  delivered  the  memorial  address  for  deceased 
members  of  the  Woman’s  Auxiliary.} 

Deceased  Members  of  the 

Texas  Medical  Association,  1961-1962 

Adams,  Joe  E.,  Kilgore 

Applebe,  Edward  Whately,  Houston 

Aves,  Fred  W.,  Dickinson 

Baker,  Charles  D.,  Carthage 

Barnes,  D.  K.,  Dallas 

Barrett,  John  H.,  Houston 

Baugh,  William  L.,  Lubbock 

Behrens,  Charles  L.,  Alice 

Bennett,  W.  H.,  Humble 

Biggar,  James  H.,  San  Antonio 

Borchardt,  Alvin  Lee,  Vernon 

Bowyer,  Charles  H.,  Brownsville 

Bradford,  Clarence  T.  ( Hon. ) , Amarillo 

Britton,  W.  W.,  El  Paso 

Brown,  Arthur,  Fort  Worth 

Bunkley,  E.  P.,  Stamford 

Carrington,  Dewitte  C.,  Houston 

Cash,  C.  M.,  San  Benito 

Clark,  Doyce  M.,  Lubbock 

Clark,  J.  Frank,  Abilene 

Cochran,  L.  M.,  Temple 

Collins,  Vera  L.,  Grand  Prairie 

Colvin,  Joseph  Wesley,  Fort  Worth 

Cooper,  John  S.,  (Hon.),  Greenville 

DeLeon,  John  J.,  San  Antonio 

Dunlap,  Elbert,  Dallas 

Durham,  Mylie  E.,  Houston 

Eiland,  David  Chase,  Munday 

Engelbach,  Albert  G.,  Brooklyn,  N.  Y. 

Engles,  Estelle  S.,  Durant,  Oklia. 

Estes,  Ivan  A.,  Dallas 
Frank,  T.  M.,  Texas  City 
Funk,  Theron  H.,  Fort  Worth 
Gentry,  William  H.,  Corpus  Christi 
Graham,  Richard  Gay,  Houston 
Greve,  Anna  M.,  Fort  Worth 
Grice,  Thomas  W.,  Fort  Worth 
Hailey,  Eugene  L.,  Denison 
Hankins,  Lawson  A.,  Baytown 
Hanks,  Robert  J.,  Waco 


Harris,  M.  C.,  Dallas 
Hays,  Aaron  Ross,  Brady 
Hill,  Joel  Milam,  Fort  Worth 
Holton,  Robert  W.,  Sr.,  Terrell 
Hudson,  William  L.,  Dallas 
Jackson,  Carl  C.,  Plainview 
Jackson,  Robert  H.,  Jr.,  Bay  Gty 
Jarvis,  Walter  Hearn,  Jr.,  'Temple 
Jenkins,  Oscar  Leonard,  Dallas 
Jones,  Elmer  W.,  Lubbock 
King,  W.  A.,  Pandora 
Kneip,  A.  T.,  Houston 
Ledbetter,  L.  H.,  Beaumont 
Liddell,  Thomas  C.,  El  Paso 
LoBello,  Leon  C.,  Dallas 
Logsdon,  Harry  A.,  Colorado  City 
Magid,  Moreton  A.,  Waco 
Martin,  John  R.,  Georgetown 
McCalip,  Edwin  L.,  Weslaco 
McCreight,  W.  F.,  Kirbyville 
McGary,  Lester  Eugene,  Corsicana 
McGee,  Joel  R.,  New  Boston 
McRee,  Judson  T.,  Longview 
Mena,  A.  L,  San  Antonio 
Merritt,  George  H.,  Uvalde 
Neblet,  Robert  A.,  Canyon 
Nichols,  Clarence  V.,  Richmond 
O’Neal,  Kermit  C.,  Harlingen 
Parker,  Marshall  E.,  Anderson 
Parson,  George  W.,  Texarkana 
Patton,  Walter  S.,  Amarillo 
Perkins,  Maury  J.,  Corpus  Christi 
Price,  Sidney  Alexander,  Fort  Worth 
Pritchett,  Ira  E.  (Hon.),  Angleton 
Reedy,  Jack  D.,  Pecos  » 

Reveley,  James  E.  L.,  San  Antonio 
Riddle,  Penn,  Dallas 
Roan,  Omer,  San  Antonio 
Sacco,  Allen  C.,  Houston 
Searcy,  Tom  A.,  Hearne 
Sharp,  William  B.,  Galveston 
Shipp,  W.  R.  F.  ( Hon. ) , Lorena 
Smith,  Vinny  L.,  Dallas 
Spackman,  Edgar  W.,  San  Juan 
Stanislav,  Frank  J.,  Waco 
Stirling,  Earl,  Sulphur  Springs 
Talbert,  Thomas  L.,  Slaton 
Tate,  R.  A.,  Kountxe 
Taylor,  Charles  W.,  San  Antonio 
Taylor,  William  C.,  Jr.,  Calvert 
Thomas,  John  R.,  Corpus  Christi 
Tottenham,  John  W.,  Fort  Worth 
Vaughan,  'Thomas  D.,  Bertram 
Vaughn,  Edgar  H.,  Tyler 
Venable,  Charles  S.,  San  Antonio 
Wallis,  Marshall,  Harlingen 
Whigham,  William  E.,  McAllen 
Wiles,  William  Thomas,  Riviera 
Wood,  George  Hardin,  Big  Spring 
Wright,  Joel  E.,  Alpine 
Yeager,  Ben  G.,  Wichita  Falls 


Deceased  Texas  Physicians,  1961-1962 

Baugh,  Joseph  F.,  Tyler 

Berry,  W.  L.,  'Throckmorton 

Black,  Roy  C.,  Cleveland 

Craddock,  Walter  Ehipree,  San  Antonio 

Curry,  H.  P.,  Marlin 

Foster,  Alfred  Reuben,  Jr.,  Beaumont 
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Garland,  Wiley  L.,  Grand  Saline 
Griggs,  Robert  Lee,  Baird 
Harper,  John  W.,  Jr.,  Covington 
Herrington,  David  John,  Waco 
Jamison,  Cyrus  W.,  Dallas 
Kopecky,  C.  L.,  Yoakum 
Mclvor,  Donald  G.,  Fort  Davis 
McKeever,  John  B.,  Laredo 
Middleton,  B.  C.,  Texarkana 
Middleton,  Walter  C.,  Logansport,  La. 
Miller,  Edward  T.,  Beaumont 
Myrick,  Clarence  R.,  Uvalde 
Pagenstecker,  Gustav  A.,  Bulverde 
Riley,  D.  C.,  Alford 
Smith,  George  V.,  Floydada 


Monday  and  Tuesday,  May  14-15,  1962 
GENERAL  MEETINGS 

[During  the  two  general  meetings  of  the  Texas  Medical 
Association,  seven  out-of-state  speakers  addressed  those 
attending.  The  meetings  were  held  Monday  and  Tuesday, 
May  14  and  15,  in  the  Theater  of  the  Municipal  Audi- 
torium. President  Dr.  Harvey  Renger  of  Hallettsville  and 
President-Elect  Dr.  George  Waldon  of  Houston  presided 
at  the  Monday  meeting,  and  Dr.  Herman  C.  Sehested  of 
Fort  Worth,  chairman  of  the  Council  on  Annual  Session, 
presided  at  the  Tuesday  meeting.  A highlight  of  this  year’s 
meeting  was  the  presentation  via  closed-circuit  color  tele- 
vision of  one  general  meeting  paper,  "Hip  Joint  Problems 
from  Birth  to  Old  Age,”  Dr.  J.  Vernon  Luck,  Los  Angeles. 

[Guest  speakers  and  their  topics  at  the  Monday  meeting 
were  as  follows:  Dr.  C.  Walton  Lillehei,  Minneapolis,  "The 
Changing  Outlook  in  Acquired  Heart  Disease”;  Dr.  Herbert 
C.  Modlin,  Topeka,  Kan.,  "The  Family  Physician  as  a Sex 
Councilor”;  Dr.  J.  Vernon  Luck,  Los  Angeles,  "Hip  Joint 
Problems  from  Birth  to  Old  Age”. 

[Tuesday’s  speakers  and  their  topics  were  as  follows;  Dr. 
Douglas  E.  Johnstone,  Rochester,  N.  Y.,  "Autoimmune  Dis- 
eases of  Childhood”;  Dr.  Francis  W.  Lynch,  Minneapolis, 
"Dermatologic  Manifestations  of  Systemic  Disease”;  Dr. 
Curtis  H.  Tyrone  of  New  Orleans,  "Pitfalls  in  Clinical 
Gynecological  Diagnosis”;  Dr.  J.  A.  del  Regato,  Colorado 
Springs,  "The  Role  of  Radiotherapy  in  Treatment  of 
Cancer.”} 


Monday  and  Tuesday,  May  14-15,  1962 
GENERAL  MEETING  LUNCHEONS 

[Dr.  'Thomas  Carlile  of  Seattle,  president  of  the  Ameri- 
can Cancer  Society,  and  Dr.  Edgar  L.  Frazell  of  New  York, 
were  guest  speakers  at  the  general  meeting  luncheons  of 
the  Texas  Medical  Association,  held  in  the  Municipal  Audi- 
torium, Austin,  on  Monday  and  Tuesday,  May  14  and  15. 
Dr.  Carlile’s  topic  was  "Cancer  Research;  The  Changing 
Scene,”  and  Dr.  FrazelTs  topic  was  "Current  Trends  in  the 
Treatment  of  Cancer  of  the  Head  and  Neck  Region.” 

[Dr.  R.  Mayo  Tenery  of  Waxahachie,  Vice  President, 
presided  at  the  Monday  luncheon,  and  Dr.  J.  Layton  Coch- 
ran of  San  Antonio  gave  the  invocation.  Dr.  Harvey  Renger 
of  Hallettsville,  President  of  the  Association,  presided  at 
the  Tuesday  luncheon,  and  Dr.  T.  H.  Thomason  of  Fort 
Worth  gave  the  invocation  on  Tuesday. 

[On  Monday,  members  of  the  Past  Presidents  Associ- 
ation, registrants  for  the  Orientation  Program,  and  civic 


guests  were  honored,  and  winners  of  the  Anson  Jones 
Awards  were  announced;  and  on  Tuesday,  members  of  the 
Fifty  Year  Oub  were  honored  and  winners  of  the  scien- 
tific exhibits  awards  were  announced.] 


MINUTES  OF  THE  HOUSE 
OF  DELEGATES 
Third  Meeting 

[The  House  of  Delegates  of  the  Texas  Medical  Associ- 
ation reconvened  Tuesday,  May  15,  1962,  in  Committee 
Rooms  9,  11,  and  15  of  the  Municipal  Auditorium.  Dr. 
James  D.  Murphy  of  Fort  Worth,  Speaker  of  the  House 
of  Delegates;  Dr.  Charles  Max  Cole  of  Dallas,  Vice  Speaker 
of  the  House  of  Delegates.] 


SECOND  SUPPLEMENTARY  REPORT  OF 
BOARD  OF  TRUSTEES 

The  Board  of  Trustees  is  pleased  to  announce  a sig- 
nificant gift  to  the  Texas  Medical  Association,  and  the 
establishment  of  a fund  for  a very  worthy  purpose. 

Our  beloved  past  president.  Dr.  May  Owen,  has  informed 
the  Board  that  she  desires  to  make  a bequest  of  $2,500 
to  the  Association  for  the  establishment  of  a fund  for 
Destitute  and  Needy  Physicians.  A year  ago,  you  may  recall 
that  Dr.  Owen  recommended  the  establishment  of  this  fund 
as  part  of  her  President’s  Report.  She  pointed  out  that  the 
fund  should  be  used  to  assist  Texas  physicians  who  have 
suffered  misfortune  and  who  have  realistic  needs.  At  her 
request,  the  Headquarters  Staff  directed  a survey  to  county 
medical  societies.  While  the  study  revealed  that  the  num- 
ber of  Texas  physicians  who  require  assistance  is  not  great 
in  number;  for  those  unfortunate  few,  the  need  is  severe. 

Dr.  Owen  now  has  implemented  her  own  recommenda- 
tion by  contributing  the  entire  stipend  of  $2,500  which 
was  set  aside  for  her  last  year  by  the  Trustees  for  travel 
expenses.  Dr.  Owen  has  requested  that  these  monies  be 
invested  by  the  Board  of  Trustees.  Dividends  from  invest- 
ments will  be  available  for  gifts  to  needy  physicians,  and 
when  possible,  should  be  matched  by  the  county  medical 
society  in  which  the  doCTor  holds  membership. 

"This  is  a wonderful  gift  for  a very  worthy  purpose.  The 
Board  of  Trustees  is  hopeful  that  friends  of  Dr.  Owen  may 
choose  to  contribute  to  this  Fund.  As  an  appropriate  ex- 
pression of  our  sincere  appreciation,  the  Board  has  agreed 
that  the  fund  should  be  named  in  honor  of  our  first  woman 
President,  Dr.  May  Owen. 

I move  the  adoption  of  this  informational  report. 

[The  report  was  adopted  and  delegates  gave  a standing 
ovation.] 

Speaker  Murphy:  The  motion  is  obviously  carried,  and 
the  Chair  would  like  to  express  the  entire  House’s  appre- 
ciation to  Dr.  May  Owen  for  her  generous  gift.  Dr.  Owen, 
would  you  stand?  (Standing  applause.) 

Resolution:  Commendation  for  Dr.  R.  W.  Kimbro 

Dr.  Harvey  Renger,  Hallettsville:  Thank  you,  Mj.  Speak- 
er. I have  a resolution  that  I would  like  to  present  to  the 
House  this  morning,  and  before  I start  I would  like  for 
Dr.  Kimbro  to  come  forward.  [Dr.  Kimbro  came  to  the 
speaker’s  rostrum.] 

Whereas,  Dr.  R.  W.  Kimbro  has  completed  10  years  of 
service  as  a member  of  the  Board  of  Trustees,  including 
nine  as  Chairman,  and 
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Whereas,  under  his  able  leadership,  his  astute  handling 
of  fiscal  affairs,  and  his  gifted  direaion  in  policy  questions, 
the  past  decade  has  been  most  significant  in  the  Associ- 
ation’s growth,  and 

Whereas,  in  the  area  of  financial  accomplishment,  it  is 
noteworthy  that  Dr.  Kimbro  and  members  of  the  Board 
of  Trustees  have  balanced  the  budget  every  year  during 
this  period,  and  have  reported  a surplus  annually,  and 
Whereas,  the  Association’s  total  annual  income  has  in- 
creased from  $211,000  in  1952  to  almost  a half  a million 
dollars  at  present;  the  Association’s  net  worth  has  increased 
from  $315,000  to  $1,600,000,  and 

Whereas,  Dr.  Kimbro  and  the  Board  of  Trustees  deserve 
great  credit  for  their  accomplishment  in  paying  off  the 
mortgage  on  the  Association’s  splendid  Headquarters  Build- 
ing in  just  seven  years;  the  Building  was  completed  in  1952 
at  the  cost  of  $732,000;  the  final  payment  on  the  mort- 
gage was  made  in  Oaober,  1959,  and 

Whereas,  the  paying  off  of  the  mortgage  made  possible 
the  reduaion  of  state  dues  from  $50  to  $45  in  I960;  this 
was  a particularly  remarkable  accomplishment  inasmuch  as 
Texas  has  been  the  only  state  to  reduce  dues  in  recent 
years,  and 

Whereas,  perhaps  the  most  outstanding  evidence  of 
astuteness  on  the  part  of  Dr.  Kimbro  and  the  Board  is  in 
the  realm  of  investments;  at  the  time  the  Thompson  Estate 
was  received  in  1958,  stocks  and  securities  were  valued  at 
$509,000 — the  present  value  of  the  Dr.  S.  E.  Thompson 
Fund  is  more  than  $925,000;  the  increase  in  valuation  of 
the  Association’s  five  funds  also  is  impressive:  from  $56,000 
in  1952  to  more  than  $625,000  at  present,  and 

Whereas,  the  contribution  of  Dr.  Kimbro  and  the  Board 
has  been  most  evident  in  the  development  of  the  Associ- 
ation and  its  services  to  physicians,  the  profession,  and  the 
public;  the  Library  is  handling  more  than  4,000  requests 
annually:  a three-fold  increase  since  1954;  the  Texas  State 
Journal  of  Medicine  has  attained  a ranking  as  an  outstand- 
ing medical  publication  and  has  earned  eight  awards  dur- 
ing the  past  four  years;  while  attendance  at  state  medical 
meetings  throughout  the  country  has  been  declining,  TMA 
registration  has  shown  a remarkable  50  per  cent  increase 
since  1954;  the  Association  has  created  a field  service  and 
a Speaker’s  Bureau  which  now  are  fulfilling  more  than  160 
engagements  each  year;  the  Thompson  Fund  program  has 
been  initiated  with  139  loans  totaling  $62,000  already 
awarded  to  needy  medical  students;  and  annual  conferences 
and  symposiums  have  been  established  in  such  important 
areas  as  public  relations,  legislation,  orientation,  school 
health,  and  nuclear  medicine,  now  therefore  be  it 

Resolved,  that  this  House  of  Delegates  express  its  heart- 
felt gratitude  and  its  sincere  appreciation  to  Dr.  R.  W. 
Kimbro  for  his  great  contribution  to  the  development  of 
the  Texas  Medical  Association  during  the  period,  1952-1962. 

And,  Dr.  Kimbro,  in  behalf  of  the  Association’s  appre- 
ciation of  what  you  have  done,  I would  like  to  present  you 
with  this  beautiful  plaque,  (applause)  (standing  ovation) 
Dr.  R.  W.  Kimbro:  House  of  Delegates  and  Mr.  Presi- 
dent. 

Needless  to  say,  I am  delighted  and  honored  by  what 
you  have  said.  All  of  you  realize  as  well  as  I that  the  only 
reason  that  these  accomplishments  during  this  ten-year 
period  could  have  been  done  was  because  we  had,  I expect, 
the  finest  House  of  Delegates — who  have  thought  about 
medicine,  who  have  worked  hard  for  medicine,  harder 
than  any  group  of  men  I have  ever  known.  I would  like 
to  say  that  each  time  the  Board  of  Trustees  has  brought  a 
problem  to  the  House  of  Delegates,  it  has  been  given  the 
finest  and  the  clearest  thinking  available  in  our  country. 

The  growth  of  our  Association  during  the  past  ten  years 
has  been  due  to  you  men  who  have  worked  so  hard  in 


making  it  accomplished.  Selfishly,  the  ten  years  that  I have 
enjoyed  on  the  Board  of  Trustees  has  meant  more  to  me 
possibly  than  any  other  thing  in  my  professional  life  for 
one  reason — I have  made  many  friends  in  our  Association 
and  I feel  grateful  for  the  friendship  offered  to  me. 

Thank  you  very  much  for  the  opportunity  of  having 
served  you  as  a Trustee  for  the  Texas  Medical  Association, 
(applause) 


ELECTION  OF  OFFICERS 

Speaker  Murphy:  We  will  proceed  with  the  eleaion 
of  officers  and  council  members,  and  this  will  be  done  in 
accordance  with  the  By-Laws,  -Chapter  7. 

The  Chair  will  now  entertain  nominations  for  the  office 
of  President-Elect.  Dr.  Donnell. 

Dr.  Herbert  Donnell,  Waxahachie:  Dr.  Chairman,  Dele- 
gates, and  friends.  I am  rather  happy  to  be  here.  Fve  been 
in  this  organization  long  enough  that  I begin  to  realize 
this  is  one  of  the  most  wonderful  groups  of  men  I have 
ever  been  associated  with.  It’s  a privilege.  I think,  maybe, 
since  you’ve  heard  this  this  morning  you  can  realize  why, 
because  you’re  here  for  service.  And,  I think  this  morning, 
maybe.  I’m  contributing  a little  to  the  service  when  I 
nominate  a man  to  be  your  President-Elect. 

I have  known  this  boy  most  of  his  life.  You’ve  got  to 
know  him  to  appreciate  him.  He  is  a man  that  will  stand 
knowing.  He  is  a man  that  will  work.  He  has  been  your 
Vice  President  and  is  now.  And  I want  to  nominate,  with- 
out much  more  talk,  Dr.  Mayo  Tenery  of  Waxahachie. 
I would  like  to  ask  you,  gentlemen,  to  recognize  our  alter- 
nate delegate. 

fDr.  Norman  L.  West  of  Waxahachie  was  recognized.] 

Dr.  West:  Mr.  Speaker,  House  of  Delegates,  Dr.  Don- 
nell. I would  like  to  thank  you  for  granting  me  the  privi- 
lege of  the  platform. 

It  is  with  the  utmost  pleasure  that  I appear  before  the 
House  of  Delegates  today.  First,  because  I have  never 
spoken  to  this  assembled  group,  and  secondly  because  I 
wish  to  place  in  nomination  the  name  of  our  next  Presi- 
dent-Elect. 

Robert  Mayo  Tenery  was  born  on  Oct.  3,  1912,  at  Waxa- 
hachie, Texas.  He  attended  public  schools  there  and  gradu- 
ated from  the  University  of  Colorado  with  an  AB  degree. 
After  graduation  from  Harvard  Medical  School  in  1937, 
he  interned  at  the  Hospital  of  the  University  of  Pennsyl- 
vania and  then  was  a Fellow  in  Surgery  at  Wayne  Medical 
School. 

In  1939,  he  married  Miss  Barbara  Koons,  and  they  have 
two  children,  Robert,  Jr.,  and  Susan. 

From  1941-1943,  he  was  a resident  in  surgery  at  the 
Presbyterian  Hospital  in  New  York  Qty. 

With  our  country  engaged  in  World  War  II,  he  was 
in  the  Army  Medical  Corps.  He  served  in  the  African, 
Italian,  and  French  campaigns.  In  France,  he  was  in  charge 
of  the  General  Surgery  Service  of  the  36th  General  Hos- 
pital, a 3,000-bed  general  hospital. 

Upon  discharge  from  the  Army,  he  entered  into  the 
private  practice  of  surgery,  with  his  father,  at  Waxahachie. 

He  is  a Diplorhate  of  the  American  Board  of  Surgery, 
a Fellow  in  the  American  College  of  Surgeons,  a Fellow 
of  the  Texas  Surgical  Society,  a Fellow  of  the  Southwest- 
ern Surgical  Congress,  a Fellow  in  the  American  Associ- 
ation for  the  Surgery  of  Trauma,  and  a member  of  the 
World  Medical  Association,  as  well  as  our  own  TMA 
and  AMA. 

He  has  held  every  office  in  the  Ellis  County  Medical 
Society,  has  been  both  secretary  and  the  president  of  the 
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North  Texas  Medical  Association,  and  was  Vice  Councilor 
of  the  14th  District  from  1950  until  1952.  From  1952 
until  1961,  he  was  the  Councilor  of  our  I4th  District. 
While  on  the  Board  of  Councilors,  he  was  largely  respon- 
sible for  revision  of  that  portion  of  the  TMA  Constitution 
and  By-Laws  that  has  to  do  with  membership,  disciplinary 
procedures,  and  county  society  organizations.  He  has  re- 
sponded to  every  call  by  the  TMA  to  speak  at  medical 
schools  and  at  the  Orientation  Programs  on  medical  ethics 
and  medical  etiquette.  He  is  scheduled  to  speak  in  June 
at  a Symposium  on  Medical  Ethics  sponsored  by  the  Ju- 
dicial Council  of  the  AMA. 

As  Vice  President  of  the  TMA,  he  has  been  a tireless 
worker  and  has  supported  our  great  President,  Dr.  Harvey 
Renger,  in  every  manner  asked  of  him. 

He  is  a member  of  the  Presbyterian  Church  and  an 
active  counselor  for  the  young  people  of  our  community. 
He  is  a member  of  the  Waxahachie  School  Board.  I have 
known  our  candidate  for  10  years,  both  as  a friend  and 
a fellow  physician.  I have  observed  him  at  Work  and  in 
civic  artivities.  His  tireless  devotion  to  organized  medicine 
throughout  the  past  10  years  has  been  phenomenal. 

He  has  done  a great  job  as  Vice  President  of  the  TMA 
and  I believe  will  perform  an  even  greater  service  as 
President. 

Gentlemen,  it  is  without  any  reservations  whatsoever  that 
I now  place  in  nomination  for  the  office  of  President-Elect 
of  TMA  my  personal  friend  and  colleague.  Dr.  Robert 
Mayo  Tenery  of  Waxahachie,  Texas. 

[The  nomination  was  seconded  by  Dr.  James  H.  Sam- 
mons, Highlands;  Dr.  Walter  Walthall,  San  Antonio  (on 
behalf  of  Bexar  County  delegation  and  5th  District  society); 
Dr.  Drue  O.  D.  Ware,  Fort  Worth  (on  behalf  of  Tarrant 
County  delegation);  Dr.  Robert  L.  Daily,  Wichita  Falls, 
(on  behalf  of  Wichita  County  delegation);  and  Dr.  Ben 
A.  Merrick,  Dallas,  (on  behalf  of  Dallas  County  Medical 
Society);  and  Dr.  Albert  Wyss,  Denton,  (on  behalf  of 
Denton  County  delegation ) . It  was  moved  that  nomina- 
tions cease,  and  Dr.  Tenery  was  eleaed  by  acclamation.} 
(applause) 

Dr.  Tenery:  I feel  very  humble  in  the  face  of  this  re- 
sponsibility. The  thing  I would  like  to  say  is  that  last  year 
the  motto  was  "Let  George  Do  It.”  This  year,  let’s  change 
that:  "Let’s  all  help  George  do  it.”  Thank  you.  (applause) 
Speaker  Murphy:  Next  on  the  agenda  is  the  election  of 
a Vice  President,  and  the  Chair  would  recognize  the  pa- 
tient Dr.  Ware,  (laughter) 

Dr.  Drue  O.  D.  Ware,  Fort  Worth:  Thank  you,  Mr. 
Speaker.  I would  like  to  place  in  nomination  for  Vice 
President  of  Texas  Medical  Association  a man  who  has 
done  many  years  of  hard  work  for  the  "TMA,  who  has 
been  a member  of  your  House  of  Delegates  for  longer 
than  a number  of  us;  a man  who  has  served  as  chairman 
of  the  Council  on  Public  Relations,  who  is  at  this  time 
Vice  President  of  our  brand  new,  and  we  hope  to  be  very 
strong,  TEXPAC  organization;  a man  who  has  been  quite 
active  in  his  local  medical  society  activities,  and  whose  geo- 
graphical location  will  be  complementary  to  our  incoming 
President  and  will  allow  for  excellent  communication  and 
harmony  in  carrying  on  the  business  of  TMA.  I would  like 
to  nominate  Dr.  Joe  Donaldson  from  Pampa,  Texas. 

(Dr.  Cole  is  now  presiding) 

[The  nomination  was  seconded  by  Dr.  E.  D.  McKay, 
Amarillo;  Dr.  Haden  E.  McKay,  Humble;  Dr.  Van  D. 
Goodall,  Clifton,  (on  behalf  of  Bosque-Hamilton  Counties 
delegation).  It  was  moved  that  nominations  cease,  and 
Dr.  Donaldson  was  elected  by  acclamation.} 

[Then  followed  nomination  and  eleaion,  by  acclamation. 


of  Dr.  Robert  Moreton,  Fort  Worth,  as  Secretary.  Dr.  More- 
ton  was  to  resign  and  the  former  Secretary,  Dr.  J.  M. 
Travis  of  Jacksonville,  was  to  be  appointed  to  continue 
in  that  position.} 

[Then  followed  nomination  and  eleaion  of  the  fol- 
lowing.} 

Speaker  of  the  House  of  Delegates:  James  D.  Murphy, 
Fort  Worth* 

Vice  Speaker  of  the  House  of  Delegates:  Charles  Max 
Cole,  Dallas* 

Treasurer:  Dr.  Howard  O.  Smith,  Marlin 
Trustee:  Dr.  James  A.  Hallmark,  Fort  Worth 
Councilor,  5rd  District:  Dr.  William  H.  Gordon,  Lub- 
bock* 

Councilor,  5th  District:  Walter  Walthall,  San  Antonio* 
Councilor,  6th  District:  Stanley  W.  Bohmfalk,  Weslaco* 
Councilor,  12th  District:  Tom  W.  Oliver,  Waco* 
Councilor,  15th  District:  Walter  C.  Barnes,  Texarkana 
AMA  Delegate:  Troy  Shafer,  Harlingen* 

AMA  Delegate:  John  K.  Glen,  Houston* 

AMA  Delegate:  G.  W.  Cleveland,  Austin* 

AMA  Delegate:  John  L.  Otto,  Galveston 
AMA  Delegate  Designate:  Robert  W.  Kimbro,  Qeburne 
AMA  Alternate  Delegate:  Harvey  Renger,  Hallettsville 
AMA  Alternate  Delegate:  N.  L.  Barker,  Paris 
AMA  Alternate  Delegate:  Ridings  E.  Lee,  Dallas* 

AMA  Alternate  Delegate:  E.  P.  Hall,  Fort  Worth 
AMA  Alternate  Delegate  Designate:  J.  E.  Miller,  Dallas 
Dr.  Robert  Moreton,  Fort  Worth:  Mr.  Speaker,  and  mem- 
bers of  the  House  of  Delegates. 

It’s  my  pleasure  to  present  the  name  of  a man  for  Trus- 
tee that  was  seleaed  after  much  and  careful  deliberation  to 
replace  Dr.  Kimbro,  who  has  served  so  well  through  his 
two  terms.  [Dr.  Kimbro  being  ineligible  for  another  term 
according  to  the  Constitution  and  By-Laws.}  'This  man  has 
the  official  endorsement  of  both  his  county  and  distria 
medical  society. 

He  is  a native  of  Tarrant  County  and  was  educated  in 
its  schools.  He  attended  Texas  Christian  University  for  pre- 
medical education,  and  received  his  M.D.  degree  from  the 
University  of  Texas  Medical  Branch  at  Galveston. 

His  internship  and  residency  in  general  praaice  were  at 
the  City-County  Hospital  in  Fort  Worth,  and  were  followed 
by  general  praaice  from  1938  to  1942.  In  1942,  he  be- 
came a flight  surgeon,  serving  two  and  one-half  years  of 
his  four-year  term  in  Africa. 

He  returned  to  general  praaice  in  1946  and  has  main- 
tained this  category  since.  He  has  received  much  recog- 
nition by  those  of  us  who  have  associated  with  him  and 
know  him  best.  He  has  served  as  secretary  of  the  staff  of 
the  City-County  [Hospital},  now  John  Peter  Smith  Hos- 
pital, from  1946  to  1954,  being  elected  annually.  In  1955, 
he  was  eleaed  chief  of  staff  of  this  hospital.  In  1954,  he 
was  eleaed  chief  of  staff  of  All  Saints  Hospital,  and  in 
1961,  chief  of  staff  of  Cook  Memorial  Children’s  Hospital. 

He  has  served  as  president  of  the  Tarrant  County  Acad- 
emy of  General  Praaice  in  1950,  was  eleaed  president  of 
the  Tarrant  County  Medical  Society  in  1957,  and  served  on 
its  board  of  trustees  from  1958  through  I960.  He  was 
eleaed  president  of  the  13th  Distria  Medical  Society  in 
1961. 

He  has  served  as  a member  of  the  Public  Relations  Coun- 
cil of  the  Texas  Medical  Association,  Vice  Councilor  of  the 
Southern  Medical  Association,  and  Vice  Chairman  of  Ar- 
rangements at  its  annual  meeting  in  Dallas. 


* Succeeding  himself. 
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He  is  a good  businessman  and  this  ability  has  been  recog- 
nized as  his  selection  as  the  medical  representative  on  the 
board  of  trustees  of  the  All  Saints  Hospital. 

He  is  a man  of  high  integrity,  and  his  decisions  will 
always  be  based  on  what  he  feels  is  best  for  Texas  Medical 
Association. 

It  is  with  much  pride  that  I offer  the  name  of  Dr.  James 
A.  Hallmark  in  nomination  for  Trustee  of  the  Texas  Medical 
Association.  Thank  you. 

[The  nomination  was  seconded  by  Dr.  Joe  R.  Donaldson, 
Pampa;  Dr.  W.  D.  Hamrick,  Houston,  (on  behalf  of  Harris 
County) ; Dr.  Don  G.  Harrel,  Dallas,  (on  behalf  of  Dallas 
County) ; Dr.  Forrest  Smith,  San  Antonio,  (on  behalf  of 
Bexar  County ) .} 

[President-Elect,  Dr.  George  Waldron  presented  his  nomi- 
nations for  council  members.  The  following  were  elected.] 
Council  on  Annual  Session 

Max  E.  Johnson,  San  Antonio 
Mavis  P.  Kelsey,  Houston 
Council  on  Constitution  and  By-Laws 
J.  J.  Andujar,  Fort  Worth 
Stephen  R.  Lewis,  Galveston 
Council  on  Medical  Education  and  Hospitals 
L.  Bonham  Jones,  San  Antonio 
John  W.  Lanius,  Dallas 
G.  V.  Brindley,  Jr.,  Temple 
Council  on  Medical  Jurisprudence 
Joe  T.  Nelson,  Weatherford 
John  M.  Smith,  Jr.,  San  Antonio 
Council  on  Medical  Service  and  Insurance 
Charles  D.  Bussey,  Dallas 
Bobby  H.  McVicker,  Lufkin 
A.  G.  Barsh,  Lubbock 

Council  on  Public  Relations  and  Public  Service 
John  H.  Bohmfalk,  San  Antonio 
Glenn  D.  Carlson,  Dallas 
Foy  H.  Moody,  Corpus  Christ! 

Council  on  Scientific  Advancement 
J.  E.  Miller,  Dallas 
Herbert  C.  Allen,  Houston 
John  W.  Middleton,  Galveston 


INVITATION  FOR  1965  ANNUAL  SESSION 

Speaker  Murphy:  The  Chair  will  now  recognize  invita- 
tions for  the  1965  Annual  Session  and  would  grant  the 
president  of  Bexar  County,  Dr.  Roger  Hollan  to  make 
this  announcement. 

Dr.  Hollan;  Mr.  Speaker,  Dr.  Waldron,  and  fellow  col- 
leagues. Certainly  this  is  a great  honor  and  privilege  to 
extend  to  all  of  you  assembled  to  appear  in  San  Antonio 
with  us  in  1965.  You  might  be  interested  to  know  that,  as 
you  noticed  in  Austin,  there  are  changes  that  have  occurred 
in  San  Antonio  also.  For  example,  we  have  the  largest  medi- 
cal center  in  the  state  of  Texas — in  acres — only  one  building 
but  there  will  be  more.  So,  please  meet  with  us  in  1965  and 
we  hope  that  we  can  out-do  the  hospitality  that  has  been 
shown  us  here  in  Austin.  Thank  you  very  much. 

Speaker  Murphy:  Thank  you  Dr.  Hollan.  (applause)  This 
is  referred  to  the  Council  on  Scientific  Sessions  [Annual 
Session] . 

(The  Ninety-Fifth  Annual  Session  of  the  Texas  Medical 
Association  was  adjourned  at  12:40  p.m.) 


Tuesday,  May  15,  1962 
PRESIDENT'S  PARTY 

[A  dinner  honoring  the  President  of  the  Texas  Medical 
Association,  Dr.  Harvey  Renger,  Hallettsville,  was  held  at 
8 p.m.  on  Tuesday,  May  15,  1962,  in  the  Theater  of  the 
Municipal  Auditorium,  Austin.  After  the  dinner.  Dr.  Renger 
transferred  the  gavel  of  office  to  Dr.  George  Waldron  of 
Houston.  Dr.  Waldron  then  presented  Dr.  Renger  with  a 
Past  President’s  pin.] 

[Dignitaries  were  introduced  and  the  evening  was  devoted 
to  entertainment  and  dancing.  The  Ed  Gerlach  Orchestra 
was  featured  along  with  an  Austin  group.  Bob  Peck’s 
Combo.  An  Austin  tenor,  Richard  Fawley,  was  soloist.] 
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No  Time  To  Rest 

Rejoicing  could  be  heard  throughout  the  halls  of 
medicine  on  the  afternoon  of  July  17  when  Oklahoma’s 
senior  Democratic  Senator  Robert  S.  Kerr  introduced  a 
motion  to  table  the  Anderson- Javits  amendment  to 
H.R.  10606 — and  his  fellow  Senators  supported  his 
motion  with  a 52-48  vote.  Texas’  Republican  Senator 
Tower  was  among  those  supporters;  its  Democratic 
Senator  Yarborough  was  among  those  opposing.  The 
tabling  motion  had  the  effect  of  killing  the  social  se- 
curity approach  to  medical  care  for  the  aged  for  this 
session  of  Congress. 

Rejoicing  must  be  temporary,  however;  it  can 
amount  to  only  a moment’s  sigh  of  relief.  The  gun 
has  sounded  for  halftime  but  even  as  the  band  plays, 
the  opposing  team.  President  Kennedy  and  his  sup- 
porters, are  huddling  for  the  second  half. 

First  big  move,  of  course,  as  the  President  and 
Democratic  leaders  have  announced,  is  to  make  the 
subject  a major  issue  in  the  fall  political  campaigns. 
Political  observers  suggest  that  the  Democrats  fear  loss 
of  as  many  as  30  seats  in  the  House — so  the  fight  will 
be  a fierce  one.  Republican  leaders  say  that  they  are 
delighted  that  the  issue  will  be  made  a major  cam- 
paign platform.  They  believe  that  the  outcome  will 
prove  their  contention  that  the  public  dislikes  the 
social  security  approach  as  much  as  they  do. 

Nevertheless,  it  is  important  for  physicians  to  re- 
member that  the  temporary  victory  is  not  a true  indi- 
cation that  Senators  are  against  the  principle  of  the 
social  security  approach  to  medicine. 

First,  the  100  per  cent  vote  was  close — a four  vote 
difference.  Three  votes  could  have  changed  the  entire 
picture.  Fortunately,  21  Democrats  voted  with  31 
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Republicans  to  defeat  the  amendment.  Five  Re- 
publicans joined  Democrats  on  the  vote.  Thus, 
it  is  obvious  that  the  issue  was  not  confined 
strictly  to  party  politics. 

Second,  the  issue  was  made  more  tense  be- 
cause of  the  attempt  of  Administration  backers 
to  bypass  the  usual  routes  to  get  a bill  passed. 
As  a rider  on  H.R.  10606,  a public  health 
measure,  the  amendment  entirely  skipped  the 
Senate  Finance  Committee.  This  displeased 
some  Senators.  Overlooking  the  organizational 
system  of  hearings  and  reports  and  presenting 
an  apparently  hodgepodge  amendment  on  the 
floor  was  not  accepted  kindly  by  many,  par- 
ticularly committee  chairmen. 

In  such  an  atmosphere  of  discontent,  the 
amendment  was  defeated.  Senator  Clinton  P. 
Anderson,  supporter  of  the  King-Anderson  bill 
and  of  its  modified  daughter,  already  has  in- 
troduced S.B.  3565,  a final  form  of  the  defeated 
amendment.  His  co-sponsor  is  Senator  Jacob 
Javits  of  New  York.  This  new  bill  is  expeaed 
to  become  the  basic  medical  care  for  the  aged 
proposal  in  the  next  session  of  Congress  in 
January. 

Can  physicians  afford  a moment’s  rest?  Cer- 
tainly we  cannot  afford  any  optimism  regard- 
ing Congressional  opposition  to  the  social  se- 
curity approach — the  vote  was  much  too  close 
for  that  and  was  based  upon  an  intermingling 
of  hard  feelings  regarding  unorthodox  proced- 
ures. The  threat  of  social  security  is  with  us 
still — and  now,  before  elections,  is  the  time  to 
consider  the  issue.  The  background  of  all  rep- 
resentatives up  for  election  must  be  considered 
and  their  stand  on  the  principle  of  social  se- 
curity must  be  understood  clearly  before  we 
cast  our  votes.  In  addition,  Texas  physicians 
should  continue  their  own  grass  roots  cam- 
paigns on  the  subject. 

We  cannot  afford  to  sit  back  and  relax  dur- 
ing the  halftime.  If  we  do,  the  opposing  team 
will  be  strategically  ahead  when  the  whistle 
blows  again  in  January. 


Tuberculosis  Therapy 
Priorities  Proposed 

Today  the  practicing  physician  must  treat  not 
only  the  patient  with  aaive  tuberculosis,  but 
also  many  children  and  adults  who  have  tu- 
berculous infection  constituting  a threat  to 
health.* 

Chemotherapy  has  vastly  extended  the  pow- 
er of  the  physician  to  help  his  patients  and  to 
prevent  serious  disease.  The  following  priorities 
have  been  recommended  in  the  various  forms 
of  tuberculous  disease  and  infeaion: 

1.  Active  tuberculosis  should  be  treated  for 
at  least  two  years  with  effective  drugs.  Con- 
stant medical  supervision  for  clinical  evidence 
of  toxicity  or  of  baaerial  resistance  is  necessary 
in  all  cases  as  long  as  chemotherapy  is  contin- 
ued. Isoniazid  and  PAS  are  the  most  effective 
combination  for  post-hospital,  ambulant  care; 
isoniazid  alone  is  reserved  for  lesions  which  are 
closed  and  under  good  control. 

2.  Children  under  three  years  of  age  who 
have  a positive  tuberculin  reaaion  should  be 
given  chemotherapy  for  at  least  one  year;  this 
will  prevent  them  from  developing  miliary  tu- 
berculosis and  tuberculous  meningitis.  Al- 
though this  is  most  important  for  infants  under 
one  year  of  age,  a safe  margin  is  provided  by 
treating  all  those  under  three  years  of  age  who 
are  found  to  be  infeaed.  Isoniazid  alone,  in  a 
dosage  of  5 to  10  mg.  per  Kg.  of  body  weight 
daily  for  one  year,  is  recommended. 

3.  Persons  with  a newly  discovered  pul- 
monary lesion  are  fortunate  in  that  chemother- 
apy can  be  started  before  cavitation  is  evident. 
A combination  of  two  effeaive  drugs  should 
be  instituted,  and  continued  until  the  diagnosis 
is  disproved.  Hospitalization  depends  upon  the 
patient’s  total  clinical  picmre. 


[‘Editor’s  note:  Additional  information  may  be  obtained 
from  the  booklet,  "The  Chemotherapy  of  Tuberculosis,” 
April,  1962,  published  by  the  National  Tuberculosis  As- 
sociation, 1790  Broadway,  New  York  19-] 


618 


TEXAS  State  Journal  of  Medicine 


4.  In  certain  cases  of  presumably  inactive 
tuberculosis,  relapse  can  be  greatly  reduced  by 
adequate  chemotherapy.  At  least  a year  of  such 
treatment  should  be  given;  those  with  previous 
relapses  or  extensive  and  unstable  residual  le- 
sions should  be  given  isoniazid  alone  or  in  a 
drug  combination,  and  the  dosages  and  dura- 
tion should  be  determined  by  the  physician. 

5 . Those  who  are  known  to  have  had  a neg- 
ative tuberculin  test  within  the  previous  year, 
and  who  now  show  a definitely  positive  reac- 
tion to  the  test — ^performed  by  the  same  meth- 
od, dosage,  and  reading  criteria — should  receive 
chemotherapy  for  a year  to  prevent  early,  pro- 
gressive pulmonary  tuberculosis  and  hemato- 
genous forms  of  the  disease.  Hospitalization  is 
not  necessary  and  isoniazid  alone  in  a dosage  of 
4 to  5 mg.  per  Kg.  of  body  weight  is  adequate. 

With  progress  of  chemotherapy  in  treatment 
of  patients  with  tuberculosis,  our  understanding 
of  the  disease  has  progressed  also.  One  effect  of 
this  has  been  an  increase  in  our  knowledge  of 
other  acid-fast  bacteria.  Also  affected  are  our 
diagnostic  approaches  and  the  use  of  skin  tests 
and  roentgenograms. 

An  up-to-date  aid  to  diagnosis  is  available  to 
Texas  doctors.  The  1961  edition  of  "Diagnostic 
Standards  and  Classification  of  Tuberculosis” 
concisely  presents  the  techniques  of  diagnosis 
and  the  revised  classifications  as  well  as  basic 
information  about  the  disease.  It  is  accepted  as 
the  authority  by  numerous  official  agencies,  and 
commonly  is  referred  to  for  medicolegal  pur- 
poses. 

Every  practicing  physician  in  Texas  has  an 
opportunity  and  an  obligation  to  keep  up  to 
date  on  this  subject,  and  can  do  so  by  securing 
a free  copy  of  the  booklet  from  his  local  tu- 
berculosis association.  In  counties  which  have 
no  organization,  a request  for  a copy  of  this 
manual  may  be  addressed  to  the  Texas  Tu- 
berculosis Association,  P.  O.  Box  6158,  Austin 
21. 

— John  W.  Middleton,  M.D.,  Galveston, 
Chairman,  Committee  on  Tuberculosis. 


The  Doctor 
As  a Sportsman 

To  the  world  of  sports,  medicine  has  con- 
tributed some  of  its  most  notable  sons. 

It  is,  however,  as  an  inventor  of  new  forms 
of  athletic  competition  that  doctors  have 
achieved  great  fame.  Only  recently  a new  game 
has  come  into  popularity;  it  is  codeball,  in- 
vented in  1929  by  Dr.  William  E.  Code  of 
Chicago. 

Codeball  resembles  golf  played  without 
clubs.  Cone  shaped  bowls  are  spaced  on  a ten 
acre  plot  which  includes  hazards  similar  to 
those  found  on  golf  links.  Players  boot  the  ball 
from  the  tee  to  the  bowl  with  as  few  kicks  as 
possible.  The  indoor  variety,  known  as  "code- 
ball in  the  court”  is  played  in  a regulation  hand- 
ball court.  It  is  estimated  that  there  are  some 
100,000  players  in  this  country  alone. 

Perhaps  the  greatest  contribution  of  a medi- 
cal man  to  sports  is  the  game  of  basketball. 
This  game  was  invented  by  Dr.  James  Naismith 
about  1892.  It  was  designed  to  replace  drop  the 
handkerchief  as  an  indoor  sport,  because  the 
boys  of  Y.M.C.A.  College  in  Springfield,  Mass., 
refused  to  play  such  an  anemic  and  colorless 
game.  Dr.  Naismith  was,  at  that  time,  an  in- 
structor of  physical  education,  and  was  directed 
to  think  up  a game  which  offered  real  competi- 
tion and  physical  activity,  and  would  be  ac- 
ceptable to  the  smdents. 

Dr.  Naismith  favored  an  indoor  game  in 
which  the  ball  was  carried,  as  in  football,  but 
tackling  a runner  would  be  too  dangerous  on 
a gymnasium  floor.  For  that  reason,  he  decided 
that  the  ball  must  be  thrown.  Because  a small 
ball  might  be  hurled  with  dangerous  force,  he 
decided  to  try  a larger  one,  and  at  first  a soccer 
ball  was  used. 

Recalling  the  children’s  game  of  duck  on  a 
rock,  where  a hurled  ball  sent  the  duck  farther 
but  a tossed  ball  proved  more  accurate  and  ef- 
fective, Dr.  Naismith  decided  that  his  game 
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would  be  to  toss  the  ball  at  a goal.  Since  a goal 
on  the  floor  would  be  too  easy  to  guard,  he  dis- 
patched the  janitor  to  find  some  boxes  to  nail 
above  the  floor.  No  boxes  were  found,  but 
peach  baskets  were  available,  and  they  were 
attached  to  the  gymnasium  railing,  which  was 
ten  feet  high;  this  still  is  the  standard  height 
for  basketball  goals. 

In  January,  1892,  the  New  York  Times  car- 
ried an  account  of  the  first  basketball  game,  and 
soon  its  popularity  increased.  Dr.  Naismith  had 
a great  deal  to  do  with  introducing  the  new 
game  in  various  cities.  When  he  studied  at  the 
University  of  Colorado  Medical  School  in  Den- 
ver, he  devoted  as  much  time  to  popularizing 
the  game  in  that  section  as  he  did  to  his  medical 
studies.  Later,  when  he  was  appointed  director 
of  physical  education  at  the  University  of  Kan- 
sas, he  saw  his  invention  become  one  of  the 
most  popular  of  indoor  sports.  He  gave  permis- 
sion for  the  rules  to  be  translated  into  ten  dif- 
ferent languages. 

When  basketball  leaves  the  United  States,  it 
loses  some  of  its  native  American  character- 
istics. In  spite  of  the  fact  that  basketball  is  an 
indoor  game,  it  was  once  played  at  the  Olym- 
pics on  an  outdoor  court  in  a pouring  rain, 
while  a great  gymnasium  stood  empty  nearby. 

Although  Dr.  Naismith  probably  made  one 
of  the  greatest  contributions  to  sports,  many 
physicians  have  distinguished  themselves  as 
sportsmen.  A few  of  the  outstanding  Texas  ath- 


letes are  Dr.  Robert  W.  (Bobby)  Brown,  Fort 
Worth;  Dr.  George  L.  Walmsley,  Baytown;  Dr. 
James  Swink,  now  an  intern  in  California,  and 
Dr.  Denton  A.  Cooley,  Houston. 

Lt.  Sammy  Lee  won  first  place  in  high  tower 
diving  in  the  1948  Olympics,  and  the  Olympic 
hammer  throwing  champion  in  1928  and  1932 
was  Dr.  Patrick  O’Callaghan,  chief  surgeon  of 
Tipperary  Hospital,  Dublin,  Ireland.  He  also 
was  a wrestler  of  considerable  renown. 

One  of  the  finest  football  coaches  of  the  early 
1920’s  was  Dr.  Marvin  A.  (Mai)  Stevens,  who 
was  head  coach  of  New  York  University.  He 
w'as  equally  interested  in  orthopedic  surgery, 
and  through  his  efforts,  the  number  of  deaths 
on  the  football  field  was  appreciably  reduced. 

The  only  amateur  ever  to  hold  the  world’s 
heavyweight  boxing  crown  (bare  knuckles) 
was  a physician;  Dr.  John  "Gentleman  Jack’’ 
Jackson  of  England  won  the  world’s  champion- 
ship in  1795,  and  retired  undefeated.  More  re- 
cently another  Britisher,  Dr.  Roger  Bannister, 
was  the  first  man  to  run  the  mile  in  less  than 
four  minutes. 

Many  of  the  most  famous  names  in  sports 
have  been  those  of  medical  men.  They  have 
lent  their  time,  skills,  and  knowledge  to  the 
development  of,  and  promotion  of  sportsman- 
ship in,  competitive  athletics. 

— ^Edward  Podolsky,  M.D., 
1049  East  Eighteenth  Street 
Brooklyn  30,  N.Y. 


Wew  Column 


The  Journal  this  month  features  a new  column, 
"Personal  Opinions  and  Views”,  the  title  of  which 
is  self-descriptive. 

The  column  (page  621)  is  designed  especially 
for  the  reader  of  the  Texas  State  Journal  of  Medi- 
cine and  contributions  are  welcomed.  Items,  of 
course,  will  be  reviewed  for  their  good  taste  and 
worth.  The  Journal  reserves  the  right  to  condense 
items — although  authors  will  be  given  the  oppor- 
tunity to  review  the  condensation  prior  to  publi- 


cation. No  limitations  will  be  made  on  subject 
matter  and  the  subject  need  not  represent  the  of- 
ficial policy  of  the  Texas  Medical  Association. 

President  Elect  of  the  Association,  Dr.  Robert 
Mayo  Tenery  of  Waxahachie,  leads  off  the  new 
section  this  month  with  his  views  on  advertising 
and  solicitation  as  they  pertain  to  a physician. 
Dr.  Tenery  originally  presented  these  views  during 
the  recent  Annual  Meeting  of  the  American  Medi- 
cal Association. 


620 


TEXAS  State  Journal  of  Medicine 


Opinions 

and 

Views 


Advertising  and  Soiicitation 

A National  or  A Local  Problem? 


"He  should  not  solicit  patients.’’ 

IN  THE  COURSE  of  serving  nine  years  as  Coun- 
" cilor  for  the  14th  District  of  the  Texas  Medical 
Association  I frequently  encountered  problems  aris- 
ing from  the  interpretation  of  this  particular  sentence 
in  section  5 of  the  Principles  of  Medical  Ethics. 
Often  these  problems  arose  from  the  failure  of  the 
physician  to  smdy  adequately  those  sections  of  the 
old  Principles  which  are  still  in  effect  and  the  opin- 
ions which  have  been  handed  down  by  the  AMA 
Judicial  Council.  Also,  there  is  variation  in  interpre- 
tation as  each  county  medical  society  tries  to  apply 
rules  of  ethics  to  local  customs. 

I believe  that  we  can  list  the  following  basic  rules 
as  definitely  established  by  past  opinions  of  the 
Judicial  Council: 

1.  Solicitation,  meaning  the  attempt  to  obtain  pa- 
tients by  persuasion  or  influence,  direcrly  or  indirect- 
ly, is  unethical.  There  is  no  difference  in  principle 
between  a group  of  physicians  advertising  themselves 
under  any  title  and  an  individual  physician  adver- 
tising himself. 

2.  Reporting  of  proper  news  is  not  prohibited, 
providing  the  physician  does  not  violate  the  confi- 
dence of  his  patient  and  does  not  initiate  or  encour- 
age the  use  of  his  name  in  a news  story. 

3.  Participation  of  a physician  in  civic  projects 
or  use  of  his  name  in  connection  with  such  projects 
is  not  prohibited.  In  fact,  section  10  of  the  Principles 
states  that  the  responsibilities  of  a physician  include 
his  interest  and  participation  in  activities  which  have 
the  purpose  of  improving  the  health  and  well-being 
of  the  community. 

4.  Advertising  is  not  unethical  when  it  means  the 
act  of  making  information,  fact,  or  intention  known 
to  the  public.  Self-laudations  are  an  infraction  of 
good  taste  and  are  disapproved. 

5.  Physicians  should  resort  only  to  the  most  lim- 
ited use  of  advertising  and  then  only  to  the  extent 


necessary  to  serve  the  common  good  and  improve 
the  health  of  mankind.  The  public  is  entitled  to  know 
the  names  of  physicians,  the  types  of  their  practices, 
the  locations  of  their  offices,  their  office  hours  and 
similar  information.  The  doctor  may  ethically  furnish 
rhis  information  through  the  accepted  local  media  of 
advertising  which  are  open  to  all  physicians  on  like 
conditions. 

6.  Disregard  of  local  customs  and  offenses  against 
recognized  ideals  are  unethical.  The  component  med- 
ical society  must  determine  what  practice  is  in  accord 
with  local  custom,  but  it  should  exercise  great  caution 
to  insure  full  compliance  with  the  spirit  and  intent 
of  the  Principles  of  Medical  Ethics.  What  constitutes 
an  excess,  what  is  not  in  keeping  with  the  ideals  of 
medicine,  what  transcends  advertising  and  becomes 
solicitation  are  questions  of  fact. 

In  addition  to  these  basic  rules,  the  Judicial  Coun- 
cil has  rendered  interpretations  in  the  light  of  certain 
specific  problems.  By  necessity,  the  final  application 
of  these  interpretations  has  been  left  to  the  local 
component  medical  society.  For  example,  the  mailing 
of  unrequested  reprints  to  other  physicians  is  consid- 
ered unethical  if  the  intent  is  to  solicit  referral  of 
patients,  and  to  hold  "open  house”  is  ethical  unless 
the  intent  is  to  solicit  patients.  In  these  instances  the 
intention  must  be  determined  by  the  local  medical 
society.  Also,  it  is  proper  for  a physician  to  remind 
his  patients  that  certain  follow-up  examinations  or 
treatments  are  needed,  but  such  reminders  should  not 
serve  to  advertise  the  doctor.  The  use  of  a medical 
emblem  by  a physician  on  his  automobile  is  uni- 
versally considered  proper  and  ethical. 

There  are  relatively  few  instances  in  which  physi- 
cians are  acmally  guilty  of  solicitation.  The  young 
physician  who  is  eager  to  practice  all  that  he  has 
learned  during  his  years  of  training  may  fail  to 
consider  how  his  efforts  to  build  a practice  may  be 
interpreted  by  his  fellow  physicians.  Most  of  his 
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infractions  could  be  obviated  if  the  Principles  of 
Medical  Ethics  were  included  in  the  curriculum  of 
our  medical  schools.  A few  insecure  and  immature 
physicians,  in  attempting  to  build  their  practices, 
violate  the  Principles  but  keep  so  close  to  the  bor- 
derline that  they  hope  the  local  medical  society  will 
not  bring  charges.  Occasionally  an  established  physi- 
cian tries  to  keep  in  the  spotlight  by  seeking  means 
to  have  his  name  or  picture  in  the  public  press; 
however,  an  innocent  physician  sometimes  appears 
guilty  of  solicitation  when  he  is  actually  the  victim 
of  an  overenthusiastic  press  or  a local  lay  group. 

Some  clinics,  groups,  and  hospitals  have  released 
stories,  worded  so  as  to  aggrandize  these  institutions, 
to  the  press  concerning  investigative  work  or  new 
facilities — this  is  solicitation  and  is  unethical.  Some 
groups  present  each  patient  with  a brochure  for  the 
alleged  purpose  of  orientation;  this  material  may  be 
designed  to  convince  the  reader  of  the  superior  care 
that  is  offered  by  the  group,  and  it  should  also  be 
condemned.  There  is  no  justification  for  permitting 
the  implication  that  patients  receive  better  care  from 
such  groups  than  that  which  is  given  by  the  indi- 
vidual physician  who  has  available  to  him  technicians 
and  consultants. 

Charges  of  solicitation  could  be  avoided  if  every 
physician  would  ask  the  advice  of  his  component 
medical  society  when  he  suspects  involvement  in 
anything  that  concerns  his  relationship  with  the 
public.  Large  medical  societies  should  have  a pub- 
licity committee  to  which  such  problems  may  be 
directed;  in  smaller  societies  this  could  be  handled 
by  the  Board  of  Censors  or  any  designated  group 
within  the  society.  Component  medical  societies 
should  adopt  a publicity  code  which  would  set  the 
local  ground  rules  within  the  limits  of  medical  ethics. 

Variations  in  local  customs  require  a certain 
amount  of  latitude  in  the  interpretations  of  solici- 
tation and  ethical  advertising;  however,  the  local 
rules  now  in  effect  are  often  so  different  that  editors 
are  at  a loss  when  they  try  to  cooperate  with  physi- 
cians. In  some  New  England  states  a doctor  is  per- 
mitted to  run  a professional  card  weekly  in  a news- 
paper. On  the  opening  or  removal  of  an  office,  Texas 
physicians  in  most  county  societies  are  allowed  to 
have  a paid  card  announcement  two  column-inches 
in  size,  this  card  to  run  for  a period  not  to  exceed 
ten  days.  In  many  communities  throughout  the  coun- 
try a doctor’s  name  may  not  even  be  mentioned  in 
the  local  press. 

Several  years  ago  the  Board  of  Councilors  of  the 
Texas  Medical  Association  approved  a short  publicity 
code  to  be  used  as  a model  by  small  societies  and  a 
longer  one  to  be  used  by  the  large  societies.  This 
long  code  originated  in  the  Dallas  County  Medical 
Society,  and  its  effectiveness  has  been  proved  by  a 
very  happy  and  successful  relationship  with  the  Dallas 
press.  Before  this  code  was  drafted,  the  Public  Rela- 


tions Committee  of  the  society  and  representatives 
of  the  press  reached  a mutual  understanding  of  their 
problems. 

The  Judicial  Council  has  stated  in  one  opinion: 

We  must  realize  that  if  the  AMA  endeavors  to  arouse 
in  the  public  an  interest  in  medical  matters  and  to 
increase  its  knowledge  of  public  health  and  hygiene, 
then  with  this  increased  knowledge  the  public  will  de- 
mand more  knowledge  concerning  the  various  diseases 
which  may  be  acquired  by  any  individual.  The  daily 
press  has  a right  to  publish  that  which  is  of  interest  to 
its  readers;  hence  it  has  a right  to  a knowledge  of 
medical  matters  that  shall  be  accurate  and  given  by 
honorable  men. 

Reporters,  science  writers,  and  physicians  should 
have  the  opportunity  to  meet  and  discuss  each  other’s 
problems;  such  discussions  can  develop  a mutual  re- 
spect and  an  understanding  of  the  rights  of  patients, 
doctors,  the  press,  and  of  the  public.  The  Principles 
of  Medical  Ethics  should  not  be  used  to  deny  good 
medical  publicity,  and  it  is  poor  public  relations  for 
a medical  society  to  use  the  Principles  as  an  excuse 
for  a negative  ruling  whenever  a publicity  problem 
arises. 

The  medical  profession  needs  the  good  will  and 
cooperation  of  all  media  of  public  information.  We 
are  obligated  to  provide  them  with  proper  informa- 
tion about  scientific  advances  and  their  application 
to  medical  practice.  Concerning  this  matter  the  Ju- 
dicial Council  has  stated: 

An  ethical  physician  may  provide  appropriate  infor- 
mation regarding  important  medical  and  public  health 
matters  which  have  been  published,  and  he  may  reveal 
information  regarding  a patient’s  physical  condition  if 
the  patient  gives  his  permission,  but  he  should  seek  the 
guidance  of  appropriate  officials  and  designated  spokes- 
men of  component  or  constituent  medical  societies. 

Of  the  several  media  used  for  medical  advertising, 
the  most  controversial  is  classified  telephone  direc- 
tory listings.  Various  surveys  have  shown  that  the 
types  of  listings  approved  by  medical  societies  differ 
more  widely  than  in  any  other  field.  Some  societies 
allow  one  specialty  listing;  others,  two  specialty  list- 
ings; and  some,  no  listing  other  than  the  physician’s 
name,  address,  and  telephone  number.  Some  require 
that  membership  in  the  local  medical  society  be  indi- 
cated after  the  name  of  each  member,  the  argument 
for  this  requirement  being  that  unethical  acts  by 
nonmembers  will  not  be  blamed  on  the  members  of 
organized  medicine.  In  some  localities  office  hours 
may  be  indicated  as  well  as  the  telephone  numbers 
that  may  be  used  for  emergency  calls  after  hours. 

Specialty  listings,  specified  office  hours,  and  emer- 
gency numbers  might  be  helpful  to  someone  who  has 
no  doctor  and  knows  none  of  the  physicians  in  a 
community.  Unfortunately,  a few  physicians  may  list 
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themselves  under  a specialty  in  which  they  are  not 
qualified;  in  some  medical  societies  a specialty  listing 
may  not  be  used  unless  approved  by  the  society. 
Specialty  listing  may  lead  to  self-diagnosis  and  by- 
passing of  the  family  physician.  In  some  societies 
these  various  problems  have  been  met  by  24-hour 
telephone  service  at  the  medical  society  headquarters 
where  one  may  call  and  obtain  the  name  of  a physi- 
cian who  can  handle  the  problem  at  hand;  this  emer- 
gency number  is  usually  listed  in  a large  box  on  the 
page  of  the  directory  where  the  physicians  are  listed. 
In  other  localities  privately  owned  telephone  answer- 
ing services  handle  the  same  needs. 

One  other  difficulty  that  arises  is  a listing  in 
neighboring  communities  where  there  are  practicing 
physicians;  it  is  in  poor  taste,  and  certainly  a form 
of  solicitation,  for  any  doctor  to  have  a listing  in  an 
area  where  he  does  not  have  an  office,  a residence, 
or  a hospital  affiliation. 

Since  the  Judicial  Council  has  rendered  the  opin- 
ion that  the  public  is  entitled  to  know  the  physician’s 
name,  his  address,  his  specialty,  and  his  office  hotirs, 
I believe  that  each  item  except  office  hours  should 
be  permitted  unless  a telephone  answering  service 
fills  the  need.  I also  believe  that  this  listing  should 
specify  the  physician’s  type  of  practice,  indicating  no 
more  than  a single  specialty  or  general  practice.  'There 


is  no  need  to  list  office  hours  since  these  can  be 
determined  by  a call  to  the  physician’s  office;  how- 
ever, the  numbers  to  be  used  after  hours  or  in  an 
emergency  should  be  listed. 

One  other  form  of  advertising  concerns  physicians 
who  seek  national  attention  by  press  releases  which 
undermine  public  confidence  in  segments  of  our 
profession.  Such  publicity  is  self-laudation  done  at 
the  expense  of  sacrificing  the  doctor-patient  relation- 
ship of  other  physicians,  and  the  physicians  who 
commit  such  acts  should  be  disciplined  as  provided 
in  the  By-Laws  of  the  American  Medical  Association. 
The  national  press  is  not  the  proper  place  to  present 
charges  against  fellow  physicians.  When  doctors  are 
guilty  of  over-charging,  fee-splitting,  or  unnecessary 
surgery,  they  should  be  charged,  convicted,  and  disci- 
plined by  their  local  component  medical  societies. 

We  cannot  find  the  answer  to  solicitation  prob- 
lems either  locally  or  nationally  because  the  problem 
really  exists  only  in  the  conscience  of  that  physician 
who  practices  medicine  without  respect  for  the  dig- 
nity and  heritage  of  his  profession. 

An  honorable  man  does  not  need  a written  code 
of  conduct. 

— Robert  Mayo  Tenery,  M.D., 
Waxahachie,  President  Elect, 
Texas  Medical  Association. 


AMA  Endorses  Principle 
Of  Immunization  Program 

The  American  Medical  Association  endorsed  in  principle  the  Kennedy  Ad- 
ministration’s proposed  mass  immunization  program,  but  urged  three  important 
changes. 

Dr.  F.  J.  L.  Blasingame,  executive  vice  president  of  AMA,  outlined  the 
AMA’s  position  in  a letter  to  Representative  Oren  Harris  (D.,  Ark.),  chairman 
of  the  House  Commerce  Committee  which  held  hearings  on  the  Administration 
legislation  (H.R.  10541).  Dr.  Blasingame  said: 

"The  American  Medical  Association  endorses  the  principle  of  H.R.  10541 
as  applied  to  the  four  infectious  diseases  named  in  the  bill — poliomyelitis,  diph- 
theria, whooping  cough,  and  tetanus — but  urges  that:  ( 1 ) the  bill  be  limited  to 
the  four  named  diseases;  (2)  the  bill  be  financed  as  a grant-in-aid  program  with 
the  states  participating  on  a matching  formula  basis;  and  (3)  the  programs  be 
administered  by  state  health  departments,  preserving  the  well-established  and 
accepted  relationships  between  the  United  States  Public  Health  Service  and  the 
states  in  matters  pertaining  to  health.” 
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Medical  Education  Is  Our  Business 


There  are  two  schools  of  thought  regarding  the  place  of  the 
practicing  physician  in  undergraduate  teaching  in  medical  col- 
leges. One  school  would  leave  all  teaching  to  the  salaried 
faculty;  the  other  would  use  qualified  practicing  physicians  in 
active  clinical  teaching  positions.  It  is  this  last  school  of 
thought  that  I support  wholeheartedly.  We  donate  money  to  medi- 
cal education.  Is  it  not  also  our  duty  to  teach  whenever  and 
wherever  we  can? 

It  is  important  to  realize  the  difference  between  the  institu- 
tional physician  and  the  private  practitioner.  The  role  of  the 
former  should  be  that  of  teacher,  scientist,  author,  and  con- 
sultant ; the  role  of  the  latter,  the  clinical  practitioner 
working  in  medicine  and  surgery.  The  two  should  complement, 
rather  than  compete  with,  each  other.  - 

A medical  faculty  has  more  to  do  with  the  formative  thinking  of  ? 

a young  doctor  than  all  the  teachers  he  has  had.  This  gives  the 
medical  schools  a tremendous  responsibility.  It  places  on  all 
of  us  in  private  practice  an  equal  responsibility.  During  the 
past  few  years  practicing  physicians  have  relinquished  many 
teaching  assignments  to  paid  faculties  of  medical  colleges. 

These  duties  have  been  given  to  many  individuals  who  have  never 
practiced  private  medicine.  It  is  natural  that  some  of  their 
ideas  would  be  different  from  those  of  private  practitioners. 

Medicine  is  not  an  absolute  science  and  students  must  learn  to 
care  for  patients  as  individual  human  beings.  No  one  is  better 
suited  to  help  in  this  training  than  the  clinical  teacher;  no 
one  is  more  able  to  guide  a student  into  the  realistic  path  of  a 
community  doctor. 


Texas  Medical  Association  has  a committee  that  functioned  well 
last  year  as  a liaison  group  between  the  practicing  doctors  of 
Texas  and  the  salaried  teachers  of  the  medical  colleges.  This 
committee  has  been  reappointed.  Medical  college  authorities 
realize  that  the  committee's  purpose  is  that  of 
assistance  and  \inderstanding  in  an  effort  to  pro- 
duce better  doctors.  Undergraduate  medical  edu- 
cation is  the  business  of  every  member  of  TMA. 

That  responsibility  must  be  accepted. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 
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Surgical  Trauma 

In  Treatment  of  Neurologic  Disorders 


Percival  Bailey,  M.D. 


The  nervous  system  is  primarily  a mech- 
anism for  the  transmission  of  excitation.  This 
being  so,  it  follows  that  interruption  of  such  trans- 
mission will  alter  function  dependent  upon  it,  either 
favorably  or  unfavorably  from  the  standpoint  of 
subject.  A great  deal  of  our  knowledge  of  the  ner- 
vous system  has  been  derived  from  study  of  the 
effects  of  trauma,  and  this  knowledge  has  been  used 
by  surgeons  as  the  basis  for  treatment  by  deliberately 
produced  trauma.  Fundamental  principles  governing 
such  treatments,  as  illustrated  by  typical  procedures, 
are  discussed  herein. 

Many  alterations  of  neurologic  function  are  the 
result  of  abnormal  stimulation.  Logically  the  proper 
method  of  treatment  in  such  instances  would  be  to 
suppress  the  source  of  stimulation.  This  usually  does 
not  demand  the  services  of  a surgeon,  bur  it  may. 
I might  mention  the  paralysis  which  results  from 
callus  pressure  on  the  ulnar  nerve  following  fracture 
around  the  elbow.  Removal  of  the  callus  usually  is 
followed  by  restoration  of  function:  if  that  is  not 
possible,  the  nerve  may  be  displaced  away  from  the 
source  of  pressure.  Any  physician  can  think  of  nu- 
merous instances  of  this  sort,  many  of  them  in  the 
periphery  but  also  centrally  situated.  It  is  difficult  for 
us  now'  to  understand  why  some  of  them  were  not 
discovered  earlier:  a good  example  is  the  pressure  on 
spinal  roots  by  herniated  intervertebral  discs.  I can 
remember,  as  an  intern,  injecting  ice-cold  saline  so- 
lution into  the  sciatic  nerves  of  patients  whose  pain 
probably  resulted  from  herniated  discs.  We  can  go 
still  farther,  centrally,  and  note  the  pressure  on  the 
optic  chiasm  from  a tumor  of  the  pituitary  body. 

Our  current  concern  is  with  cases  in  which  the 
source  of  undesirable  alteration  cannot  be  removed 
but  in  which  the  deliberate  production  of  lesions 
may  either  relieve  the  distressing  symptoms  or  sub- 


stitute a less  disabling  symptom  for  a more  dis- 
abling one.  In  doing  so  we  must  remember  the  old 
adage  primum  non  no  cere,  since  any  lesion  made  in 
the  nervous  system  will  interfere  with  function,  per- 
haps other  than  the  one  it  is  desired  to  correct.  We 
must  be  sure,  in  other  words,  that  the  result  of  our 
provoked  lesion  is  a gain  for  the  patient  without 
too  great  a risk. 


Peripheral  Nerves 

Let  us  begin  with  the  peripheral  nerves.  They 
contain  three  main  functional  types  of  fibers  — 
sensory,  motor,  and  trophic.  Perhaps  it  would  be 
better  to  say  afferent  rather  than  sensory  since  all  of 
the  afferent  impulses  which  they  conduct  do  not 
result  in  sensations.  There  is  one  type  of  afferent 
impulse,  however,  which  results  in  a sensation  all  too 
familiar  — the  sensation  of  pain.  This  sensation  can 
be  prevented  by  section  of  the  nerve  to  the  affected 
part,  which  prevents  the  abnormal  impulses  from 
reaching  consciousness.  Few  nerves,  however,  conduct 
only  afferent  impulses  and  none  conducts  only  pain 
except  perhaps  those  which  come  from  the  glans 
penis  and  cornea  and  they  are  not  accessible  to  sur- 
gical section.  There  are  nerves  which  carry  only 
afferent  fibers,  and  in  some  instances,  the  loss  of 
other  types  of  sensation  after  their  section  is  not 
sufficiently  disabling  to  make  their  section  inadvis- 


When  cure  is  not  possible,  relief  is  the  next 
alternative.  Even  though  surgical  trauma  to 
the  brain  may  leave  unfortunate  side  effects, 
this  treatment  may  be  justified  when  it  re- 
sults in  desirable  gain  for  the  patient. 
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able.  Such,  for  example,  is  the  external  cutaneous 
nerve  in  the  thigh  involved  in  a painful  syndrome 
called  meralgia  paraesthetica,  or,  more  often,  the 
maxillary  or  ophthalmic  nerves  involved  in  painful 
tic  of  the  face.  Section  of  the  latter  nerves  was  long 
the  treatment  of  choice  for  trigeminal  neuralgia. 

The  section  of  most  peripheral  nerves  is  necessarily 
accompanied  by  motor  paralysis  and  trophic  dis- 
turbances which  are  undesirable,  and  these  disad- 
vantages led  to  the  search  for  other  ways  of  relieving 
distressing  symptoms.  Neurologists  had  not  too  far 
to  seek.  It  had  been  known  since  Magendie’s  and 
Bell’s  classic  experiments  that  the  afferent  impulses 
from  the  periphery  enter  the  central  nervous  system 
through  the  dorsal  roots  of  the  spinal  nerves.  It  was 
natural  to  think  of  the  possibility  of  stopping  pain 
by  sectioning  these  roots.  When  aseptic  surgery  en- 
abled surgeons  to  open  the  spinal  canal,  this  effective 
operation,  proposed  by  Foerster,  frequently  was  used 
but  disadvantages  soon  became  apparent.  It  is  rare 
for  pain  fibers  from  any  part  of  the  body  to  enter 
the  spinal  cord  over  a single  root.  To  stop  pain  in 
the  upper  extremity  it  is  necessary  to  cut  the  dorsal 
roots  from  C2  to  T2.  This  means  an  extensive 
laminectomy  and  results  in  a completely  anesthetic 
upper  extremity.  The  result  is  so  disabling  that  the 
procedure  is  advisable  only  for  pain  in  the  stump  of 
an  amputated  arm.  On  the  other  hand,  section  of  the 
sensory  root  of  the  trigeminal  nerve  was,  and  stiU  is, 
the  operation  of  choice  for  essential  trigeminal  neu- 
ralgia in  spite  of  the  general  loss  of  sensation  which 
results. 

Because  of  the  disadvantages  of  section  of  sensory 
roots,  SpiUer  proposed  for  relief  of  pain  in  the  ex- 
tremities, particularly  in  the  lower  extremities,  sec- 
tion of  the  fibers  which  conduct  pain  in  the  spinal 
cord,  the  course  of  which  had  been  recently  estab- 
lished. This  chordotomy  was  performed  by  Frazier 
who  sectioned  the  anterolateral  segments  of  the  cross 
section  of  the  spinal  cord.  The  section  resulted  in  loss 
of  sensation  of  pain  and  temperature  below  the  level 
of  the  cut;  the  loss  of  thermal  sense  was  not  disturbing 
to  the  patient.  When  the  section  was  made  on  both 
sides,  however,  the  resulting  loss  of  sexual  potency 
was  a different  matter.  Moreover,  to  stop  pain  in  the 
upper  extremity,  the  section  had  to  be  made  very 
high,  even  in  the  bulb,  with  increasing  risk  of  an- 
noying complications,  so  the  neurologists  looked  ever 
upward  in  the  nervous  system  in  spite  of  the  fact 
that  the  further  course  of  the  pain  impulses  was  not 
so  clearly  known  as  in  the  spinal  cord.  At  first  they 
acted  on  the  generally  accepted  theory  that  sensation 
was  perceived  in  the  cerebral  cortex.  It  was  known 
that  impulses  from  the  skin  reached  the  postcentral 
gyrus.  This  was  proven  by  Harvey  Cushing  during 


operations  under  local  anesthesia.  Extirpations  of  the 
postcentral  gyrus  were,  however,  not  very  successful 
in  relieving  pain,  so  attention  was  directed  to  the 
thalamus  from  which  a distressingly  painful  syn- 
drome is  provoked  by  thrombosis  of  the  thalamo- 
geniculate artery.  It  was  argued  that  this  thalamic 
syndrome  was  caused  by  irritation  of  the  nucleus;  if 
so,  complete  destruction  should  stop  the  pain.  The 
testing  of  this  hypothesis  had  to  await  the  develop- 
ment of  stereotropic  methods.  The  data  available  at 
present  are  equivocal  although  many  attempts  have 
been  made  with  some  success. 

The  favored  method  of.  relieving  pain,  for  example 
in  malignant  disease  with  metastases  which  preclude 
any  local  attack,  is  frontal  lobotomy,  an  operation 
introduced  by  Egas  Moniz  for  an  entirely  different 
purpose.  The  discovery  of  its  usefulness  for  the  relief 
of  pain  was  purely  accidental  and  the  reason  for  its 
effectiveness  still  is  not  understood.  How  the  brain 
senses  pain  is  an  unsolved  part  of  the  more  funda- 
mental metaphysical  problem  of  how  a mechanism 
can  feel  anything.  In  Mary  Baker  Eddy’s  "Science 
and  Health”  one  reads,  "Does  brain  think,  and  do 
nerves  feel,  and  is  there  intelligence  in  matter?  No, 
not  if  God  is  true  and  mortal  man  a liar.”  Can  you 
think  of  a better  answer? 

Pain  carried  by  peripheral  nerves  arises  not  only 
in  the  limbs  and  body  wall,  but  also  in  the  interior 
of  the  body.  Whatever-  may  be  the  mechanism  of  its 
produaion,  disease  of  the  internal  organs  often  is 
accompanied  by  pain  which  is  not  successftiUy  re- 
lieved by  the  methods  previously  mentioned.  Chor- 
dotomy, for  example,  is  not  very  useful  for  the  relief 
of  pain  arising  from  cancer  of  the  uterus.  Peripheral 
section  of  the  presacral  plexus  is  much  more  success- 
ful. For  the  pain  which  accompanies  chronic  pancre- 
atitis, section  of  the  plexus  pancreaticus  capitalis 
recently  has  been  recommended  by  Yoshiaka  and 
Wakaboyashi.  Even  in  the  extremities  pain  some- 
times may  be  best  relieved  by  section  of  autonomic 
nerves.  For  example,  in  the  early  stages,  the  painful 
syndrome  which  Weir  Mitchell  called  causalgia  is 
best  treated  by  sympathectomy. 

Of  the  effects  of  stimulation  of  the  efferent  fibers 
emanating  from  the  central  nervous  system,  by  far 
the  most  important  are  those  involving  skeletal 
muscle.  It  is  traditional  to  subdivide  the  motor  sys- 
tem into  voluntary  and  involuntary,  sometimes  spok- 
en of  as  pyramidal  and  extrapyramidal.  Pathologic 
syndromes  calling  for  surgical  treatment  involve  ex- 
clusively those  mechanisms  called  extrapyramidal. 
This  treatment  may  be  directed  toward  all  levels  of 
the  system.  An  example  of  attack  on  the  peripheral 
nerves  is  section  of  the  obturator  nerves  in  spastic 
children  who  have  crossing  of  the  legs.  For  painful 
spasm  of  the  muscles  of  the  lower  extremities  of 
paraplegic  patients,  seaion  of  the  lumbar  motor  roots 
in  the  spinal  canal  is  useful.  Section  of  the  posterior 
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spinal  roots  also  is  useful  in  such  cases,  because  it 
severs  the  afferent  limb  of  the  arc  which  provokes 
them. 

The  foregoing  summary  concerns  matters  well 
known.  I have  mentioned  them  because  of  the  prin- 
ciples involved;  they  are  all  based  so  solidly  on  our 
knowledge  of  the  anatomy  and  physiology  of  the 
nervous  system  that  we  sometimes  forget  how  labor- 
iously and  tentatively  that  knowledge  has  been  built. 
There  are  more  recent  developments  in  which  this 
interaction  is  more  evident;  the  so-caUed  extrapyra- 
midal  syndromes  are  a good  example.  There  is  a 
large  number  of  motor  syndromes  whose  relation- 
ship to  the  pyramidal  system  is  not  immediately  evi- 
dent. Since  the  work  of  Kinnier  Wilson,  it  is  tra- 
ditional to  relate  these  syndromes  to  systems  of 
nuclei  and  fibers  connected  with  the  basal  ganglia — 
striatum,  pallidum,  substantia  nigra,  and  subthalamic 
nuclei.  That  these  mechanisms  are  not  completely 
understood  is  clearly  proven  by  the  faa  that  in 
"Introduction  to  Stereotaxic  Surgery”,  edited  by  Schal- 
tenbrand  and  Bailey,  in  order  to  silence  the  most 
clamorous  of  the  authors,  it  was  necessary  to  include 
four  chapters  on  these  ganglia,  each  satisfactory  only 
to  its  author.  The  main  reasons  for  these  differences 
of  opinion  are  the  difficulty  of  access  to  these  nuclei 
for  experimentation,  and  the  complexity  of  their 
structure.  Profitable  experimentation  was  made  pos- 
sible only  by  utilization  of  the  stereotaxic  instrument, 
built  by  Clarke  for  Victor  Horsley,  which  was  taken 
up  and  exploited  by  Ranson  and  his  school.  Their 
work  resulted  in  a vast  accumulation  of  data.  When 
an  attempt  was  made  to  apply  their  conclusions,  by 
using  the  stereotaxic  instrument  perfeaed  by  Spiegel 
and  Wycis  for  man,  it  was  found  impossible  to 
extrapolate  to  man  the  results  obtained  on  lower 
animals.  Thus,  in  recent  years,  extensive  accounts 
have  been  published  concerning  the  results  of  lesions 
produced  within  the  human  brain  by  means  of  such 
instruments,  not  only  in  this  country  but  also  in 
France,  Germany,  Japan,  and  elsewhere.  Most  theo- 
retical implications  of  these  interventions  are  specu- 
lative since  few  anatomical  controls  have  been  made; 
until  controls  are  available  such  speculation  is  fruit- 
less except  as  a guide  to  further  investigation.  The 
older  literature  is  summarized  in  the  aforementioned 
"Introduaion  to  Stereotaxic  Surgery”.  The  recent 
literature  is  scattered  throughout  many  publications 
but  can  be  located  fairly  readily  by  consulting  the 
"Year  Book  of  Neurology,  Psychiatry  and  Neuro- 
surgery” for  the  past  five  years. 


Parkinson's  Disease 

It  now  is  generally  accepted  that  a system  which 
arises  in  the  globus  pallidus  and  includes  nervous 


fibers  going  thence  to  the  anterior  oral  ventral  nu- 
cleus of  the  thalamus  via  the  fasciculus  lenticularis 
is  involved  in  the  production  of  the  tremor  at  rest 
of  Parkinson’s  disease.  Enough  evidence  has  acaunu- 
lated  to  make  it  certain  that  deliberately  produced 
destructive  lesions  in  the  neighborhood  of  this  sys- 
tem will  relieve  or  abolish  this  tremor.  The  lesions 
have  been  aimed  at  both  the  globus  paUidus  and  the 
oral  ventral  thalamus.  The  few  postmortem  exam- 
inations indicate,  however,  that  it  may  very  well  be 
the  partial  lesion  of  the  intervening  internal  capsule 
which  is  responsible  for  the  results.  The  results  are 
no  longer  in  doubt;  discussions  now  deal  mainly 
with  technical  details  of  the  surgical  procedures.  Thus 
Alajouanine,  Houdard,  Remond,  and  Marin  report 
nine  cases  of  unilateral  coagulation  of  the  globus 
pallidus  with  complete  success  in  three,  improvement 
in  three,  failure  in  one  and  slight  paralysis  in 
two.  Even  in  patients  with  bilateral  signs,  im- 
provement was  achieved  by  unilateral  coagulation 
in  17  of  29  cases.  In  these  cases  akinesis  and  rigidity 
were  not  affected. 

Whereas  the  globus  pallidus  seems  the  favorite 
target  of  the  French  surgeons,  in  Germany  the  ventral 
oral  nucleus  of  the  thalamus  is  favored.  Thus  Hassler 
finds,  by  coagulation  of  the  anterior  oral  ventral 
nucleus,  not  only  strong  reduction  or  elimination  of 
tremor  at  rest  but  also  abolition  of  rigidity.  If  tremor 
reappears,  he  proceeds  to  coagulate  the  internal  seg- 
ment of  the  globus  pallidus.  Bilateral  operations  are 
to  be  avoided  because  severe  changes  in  personality 
result.  The  lateral  segment  of  the  globus  pallidus 
also  should  be  avoided  because  severe  vegetative  dis- 
turbances may  foUow  its  coagulation. 

Stereotaxic  coagulation,  by  whatever  means  pro- 
duced, is  effective  for  the  reduction  of  the  tremor  at 
rest  of  Parkinson’s  disease,  and  perhaps  also  for  its 
rigidity,  but  the  method  is  difficult  and  has  severe 
risks.  It  should  not  be  undertaken  lightly.  For  other 
types  of  motor  disturbance  such  as  chorea,  athetosis, 
ballismus,  and  dystonia  the  method  stiU  is  of  ques- 
tionable value  and  cannot  be  recommended  until 
further  investigation  has  demonstrated  its  proper 
indications  and  procedures  in  such  cases. 

It  is  not  disturbances  of  sensation  and  mobility 
alone  which  physicians  have  attempted  to  relieve  by 
traumatic  procedures.  It  has  long  been  known  that 
pathological  processes  developing  in  the  brain  some- 
times profoundly  alter  intelligence,  emotion,  charac- 
ter, and  other  aspects  of  the  functioning  of  the 
brain.  The  evidence  was  collected  in  such  mono- 
graphs as  Bianchi’s  "Mechanism  of  the  Brain”.  When 
experimental  extirpations  of  parts  of  the  brains  of 
primates  were  first  made,  Egas  Moniz,  a neuro- 
psychiatrist of  Lisbon,  was  impressed  by  the  resem- 
blance of  these  results  with  those  long  known  to  re- 
sult from  similar  destructions  in  man.  He  persuaded 
Almeida  Lima  to  make  lesions  deliberately  in  the 
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frontal  lobes  of  several  psychotic  patients.  The  results 
were  published  in  1936  in  a monograph  entitled 
"Tentatives  Operatoires  dans  le  Traitement  de  Cer- 
taines  Psychoses”. 

Such  attempts  had  been  made  in  1891  by  Burck- 
hardt,  but  the  time  was  not  ripe  for  him.  Now  the 
monograph  by  Moniz  produced  an  international  sen- 
sation. The  operation  was  taken  up  immediately  in 
this  country  and  elsewhere.  A great  wave  of  such 
traumatic  interventions  in  the  frontal  lobes  of  psy- 
chotic patients  swept  around  the  world  and  extrava- 
gant claims  were  made  of  the  benefits.  This  is,  of 
course,  the  common  course  of  a new  treatment;  in 
the  first  wave  of  enthusiasm  it  is  applied  indiscrim- 
inately and  many  jump  aboard  the  band  wagon.  One 
needs  to  remember  only  focal  infections,  hormones, 
vitamins,  and  now  antibiotics.  There  succeeds,  usual- 
ly, a period  of  disillusionment  when  the  method  runs 
a great  risk  of  being  abandoned.  The  great  wave  of 
lobotomies  has  receded  almost  to  disappearance,  yet 
dispassionate  reviews  of  the  results  after  a sufficient 
lapse  of  time  indicate  that  the  treatment  has  a certain 
limited  usefulness.  Recently,  Freeman,  who  first  prop- 
agated the  operation  in  this  country,  concluded  that 
the  best  results  are  obtained  in  anxiety,  obsessive 
thinking,  and  anguish  or  tortured  self-concern;  good 
results  are  obtained  in  ulcerative  colitis  and  the  pain 
of  malignancy.  ScoviUe  also  obtains  the  best  results 
in  severe  anxiety,  compulsiveness,  and  the  agitated 
depressions  of  the  elderly.  Slocum,  Bennett,  and 
Pool  come  to  similar  conclusions,  and  Thorpe  rec- 
ommends the  procedure  for  the  severe  intractable 
depressions  of  elderly  and  senile  patients.  He  has 
reported  100  treated  cases.  Improvement  was  noted 
in  96  cases,  of  which  52  recovered  completely.  There 
were  only  three  deaths. 

In  general  one  may  say  that  the  mortality  rate  from 
bilateral  frontal  lobotomy  should  not  be  more  than 
5 per  cent.  When  done  as  is  now  usually  rec- 
ommended, in  the  medio-orbital  region,  few  com- 
plications result.  One  finds  that  more  than  half  of 
these  patients  can  make  a good  work-adjustment 
with  only  some  blunting  of  creativeness,  some  loss 
in  depth  of  personality,  and  some  reduction  of  zeal 
and  ability  for  long-range  planning.  Also  there  is 
general  agreement  that  it  is  inadvisable  to  perform 
such  operations  on  patients  who  have  antisocial 
traits.  In  general,  patients  lose  some  of  the  customary 
social  amenities,  at  least  for  a while,  and  this  may 
be  dangerous  in  paranoid,  criminal,  alcoholic,  narcis- 
sistic, or  egocentric  personalities.  There  also  is  the 
very  definite  risk  of  subsequent  epileptic  seizures 
which  develop  in  perhaps  15  per  cent  of  patients. 
There  also  is  a considerable  percentage  of  recurrence 
of  symptoms.  The  longer  the  symptoms  have  existed, 
the  poorer  the  results. 


The  moral  problem  involved,  because  of  the  alter- 
ations of  personality  provoked  by  frontal  lobotomy, 
are  fairly  well  settled  by  the  recent  pronouncement 
by  Pope  Pius  XII  to  the  First  International  Congress 
of  Neuropathology: 

In  virtue  of  the  principle  of  totality,  from  his  right 
to  utilize  the  services  of  the  organism  as  a whole,  he 
(the  patient)  may  dispose  of  the  individual  parts  to 
destroy  or  mutilate  them,  when,  and  in  the  measure 
that,  it  is  necessary  for  the  good  of  the  being  in  its 
entirety,  to  assure  its  existence  or  to  avoid,  and  namral- 
ly  to  repair,  grave  and  durable  damages  which  could 
not  otherwise  be  avoided  or  repaired. 

A man  may  not  undertake  on  himself  or  permit 
medical  acts  — physical  or  somatic  — which  no  doubt 
at  the  same  time  lead  to  a considerable  and  durable 
diminution  in  liberty,  that  is  to  say  of  the  human 
personality  in  its  typical  and  characteristic  function. 
One  degrades  thus  the  human  to  a being  purely  sensi- 
tive to  acquired  reflexes  or  to  a living  automatism. 
Such  a . . . reversal  of  values,  the  moral  law  does  not 
support;  thus  it  fixes  the  limits  and  frontiers  of  the 
"medical  interest  of  the  patient”. 

Since  medio-orbital  lobotomy  does  not  reduce  the 
subject  to  anything  resembling  a living  automatism, 
its  moral  and  ethical  permissibility  can  be  accepted 
as  settled. 

In  regard  to  the  method  of  making  a frontal 
lobotomy,  the  medio-orbital  region  is  the  one  where 
the  minimum  lesion  produces  the  best  results  with 
the  fewest  complications.  My  own  predilection  is 
for  the  coagulation  technique  of  Grantham,  used  by 
Thorpe  and  others.  I prefer  to  have  the  patient  re- 
cumbent rather  than  sitting,  otherwise  injection  of 
air  may  cause  collapse  of  elderly  patients. 


Epilepsy 

Except  for  the  results  of  direct  violence,  epilepsy 
probably  is  the  oldest  condition  known  to  be  treated 
by  trephination.  When  the  Spaniards  invaded  Peru 
the  practice  was  stiU  in  vogue,  and  when  the  French 
invaded  Morocco  in  the  last  part  of  the  19th  century, 
the  French  army  surgeons  found  the  craft  stiU  prac- 
ticed in  the  Atlas  mountains.  Occasional  operations 
had  been  performed  in  Europe  by  von  Bergmann, 
Horsley,  and  others  but,  in  modern  times,  the  surgical 
treatment  of  patients  with  epilepsy  is  connected  with 
the  names  of  Otfrid  Foerster  and  his  pupil,  Wilder 
Penfield. 
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In  1926,  Foerster  reported  his  operations  in  more 
than  100  cases  of  traumatic  epilepsy,  most  of  them 
resulting  from  wounds  occurring  in  war.  In  addition 
to  the  psychologic  observations  which  he  had  made 
in  the  course  of  those  operations,  in  1930  he  pub- 
lished, with  Penfield,  an  exhaustive  smdy  of  12 
cases,  in  which  scars  had  been  localized  on  the  basis 
of  the  symptomatology  and  the  findings  of  ventri- 
culography. Operations  were  performed  under  local 
anesthesia,  and  the  seizure-producing  scar  was  identi- 
fied by  electrical  stimulation  of  the  exposed  brain. 
The  pathologic  part  of  the  cortex  was  radically  extir- 
pated and  an  attempt  made  to  open  the  ventricle 
widely  into  the  subarachnoid  space.  Foerster  believed 
that,  in  this  way,  he  could  prevent  the  formation  of 
a new  scar  and  adhesions  to  the  dura  mater.  Defects 
of  the  dura  mater  were  repaired  by  transplantation 
of  fascia  lata. 

The  length  of  postoperative  observation  in  these 
cases  varied  from  one  year,  eight  months  to  five  years, 
three  months.  In  eight  cases,  no  attacks  had  occurred 
since  operation;  no  information  was  available  in  two 
cases,  and  in  the  other  two,  only  minor  epileptic 
manifestations  had  occurred.  In  this  series  it  is  im- 
portant to  note  that  the  average  lapse  of  time  be- 
tween the  original  trauma  and  the  onset  of  attacks 
averaged  5.8  years,  that  is,  longer  than  the  longest 
period  of  postoperative  observation  of  the  cases  in 
this  report.  In  assessing  the  results  of  surgical  treat- 
ment of  epilepsy,  it  is  useless  to  try  to  base  statistical 
studies  on  cases  observed  less  than  five  years  post- 
operatively. 

Since  that  report.  Wilder  Penfield  has  pursued  this 
field  with  persistence  and  ingenuity.  His  experience 
is  the  most  extensive  and  best  documented  in  this 
field.  It  can  be  divided  into  two  periods,  before  and 
after  the  introduction  of  electroencephalography.  The 
electroencephalograph  was  used  in  the  earlier  period 
but  was  not  entirely  trusted.  The  epileptic  foci  were 
mainly  localized  on  the  basis  of  their  symptomatolo- 
gy, plus  the  results  of  electrical  stimulation  of  the 
brain  during  operation.  Electrocorticograms  might  be 
made  on  the  exposed  brain,  but  cortex  which  ap- 
peared normal  was  not  removed  even  if  it  was  the 
locus  of  abnormal  electrical  activity. 

Penfield  has  reported  his  results  in  a series  of 
careful  and  detailed  monographs.  In  1941,  with 
Erickson,  he  reported  on  165  patients  on  whom  he 
had  operated  between  1929  and  1939,  with  115 
cortical  extirpations.  The  mortality  rate  was  about 
5 per  cent.  In  62  cases  the  scar,  including  the  in- 
volved meninges,  was  radically  removed.  Fourteen  of 
these  patients  had  not  had  another  attack,  and 
another  14  were  much  improved.  In  only  one  case 
were  the  attacks  worse.  In  53  cases,  circumscribed 
cortical  regions  which  did  not  involve  the  meninges 
were  removed.  Of  these,  10  had  no  further  attacks 


and  another  11  were  better.  Therefore  about  20  per 
cent  were  relieved  of  their  attacks  and  another  20 
per  cent  were  improved.  A minimal  number  was 
worse  and  about  60  per  cent  remained  unchanged. 

In  trying  to  assess  the  validity  of  these  results,  it 
must  be  remembered  that  the  report  was  published 
in  1941,  therefore  the  period  of  observation  varied 
from  one  to  ten  years.  Now  we  know  that  the  inci- 
dence of  post-traumatic  epilepsy  increases  up  to  five 
years  after  the  trauma,  and  statistically,  the  data 
utilized  must  be  comparable.  In  the  present  statistic, 
one  important  factor  varies  from  one  to  ten  years. 
Such  a statistic  would  be  valid  only  if  based  on  the 
status  of  the  patients  ten  years  after  each  operation 
and  would  have  a chance  of  being  reasonably  accu- 
rate after  five  years.  Penfield  and  Erickson’s  mono- 
graph is  very  important  for  the  richness  of  its  patho- 
logic, clinical,  and  physiologic  data  but  the  statistic 
of  operative  results  is  suspect. 

In  1947  Penfield  published,  with  Steelman,  a study 
of  76  patients  who  were  treated  surgically  in  the  five 
years  between  1939  and  1944.  The  same  critique 
applies  to  this  series.  About  the  same  results  were 
obtained  — 18  patients  had  had  no  attacks,  and  23 
improved.  One  patient  died.  In  this  second  series 
the  electroencephalograph  was  more  extensively 
used.  Experience  seemed  to  show  that  the  clearer  and 
more  sharply  circumscribed  the  electroencephalo- 
graphic  disturbance,  the  better  the  prognosis,  and, 
furthermore,  that  an  electroencephalographic  altera- 
tion, which  was  not  confirmed,  was  an  unreliable 
indication  for  operation.  The  authors  did  not  depend 
on  an  electroencephalogram  as  a determining  indi- 
cation for  extirpation  if  an  objective  alteration  was 
not  demonstrable. 

This  attitude  is  not  generally  accepted.  Already 
Horsley  and  his  pupil,  Sachs,  had  extirpated  normal 
appearing  cortex  from  the  area  which  seethed  to  be 
the  source  of  the  seizures.  Walker  carried  this  atti- 
tude further.  He  tried  by  direct  derivation  from  the 
exposed  cortex  to  localize  the  epileptic  discharge  by 
focal  spiking  in  the  electroencephalogram.  If  this 
exploration  was  fruitless  he  stimtilated  the  cortex 
with  a thyratron  in  an  attempt  to  provoke  attacks. 
If  this  procedure  was  unsuccessful,  he  injected 
rapidly  and  intravenously  2 cm.  of  Metrazol  and  re- 
peated the  stimulation.  The  focus  from  which  the 
customary  aura  is  provoked  is  seen  as  the  most  im- 
portant. If  no  aura  is  provoked,  the  focus  can  be 
considered  only  as  potentially  epileptogenic.  When 
the  focus  is  accepted  as  authentic,  it  is  extirpated 
with  scar,  (if  present),  subcortex,  and  gray  matter, 
even  into  the  ventricle.  Most  cases  were  caused  by 
injuries  received  in  war.  Of  the  40  patients  observed 
longer  than  a year,  12  had  had  no  more  attacks  and 
7 more  only  abortive  spells.  It  seems,  therefore,  that 
if  the  results  last  over  a period  of  four  or  more 
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years  that  about  30  per  cent  of  patients  can  in  this 
way  be  freed  from  their  spells  with  the  aid  of  a 
small  amount  of  medication. 

It  has  not  been  proven  that  better  results  are 
obtained  by  this  method  than  by  the  Foerster-Pen- 
field  method  of  extirpation  of  scars.  One’s  skepticism 
is  increased  by  the  observation  that  the  active  focus 
of  discharge  can  wander  during  the  period  of  obser- 
vation; secondary  foci  of  abnormal  activity  can  be- 
cloud the  picture,  or  several  independent  foci  may  be 
present,  making  it  difficult  to  identify  the  most  im- 
portant focus.  From  a smdy  of  these  experiences,  and 
others  of  similar  nature,  it  seems  reasonable  to  con- 
clude that  one  should  feel  more  secure  if  one  finds  an 
abnormal  area  of  brain  tissue  and  the  symptoms  and 
electroencephalogram  point  to  the  same  region. 


Psychomotor  Epilepsy 

Let  us  turn  now  to  a type  of  epilepsy  in  which  it 
is  rarely  possible  to  demonstrate  a scar  or  other 
pathologic  alteration,  at  least  before  beginning  an 
extirpation,  because  the  focus  lies  deeply  hidden  in 
the  depths  of  the  brain.  This  is  the  type  known  as 
psychomotor  epilepsy  in  which  the  patient  has  at- 
tacks of  confusion  with  amnesia,  but  rarely  has  a 
motor  convulsion.  During  the  spells  the  patient  may 
salivate,  make  smacking  movements  of  the  mouth, 
walk  about,  and,  if  restrained,  strike  out  in  an 
attempt  to  free  himself.  In  the  interval  between  at- 
tacks, various  behavorial  abnormalities  may  be  ob- 
served in  two-thirds  of  the  cases.  These  have  been 
classified  as  severe  aggressive  conduct  disorders,  psy- 
chotic episodes,  neurotic  states,  personality  distur- 
bance, high-grade  mental  defect,  and  marginal  dis- 
orders. 

In  such  cases,  Gibbs,  Fuster,  and  Gibbs  found,  in 
1946,  that  the  encephalographic  abnormality  was  lo- 
calized in  the  anterior  temporal  region  of  one  or 
both  sides.  In  the  interval  between  epileptic  attacks, 
larval  attacks  occur  and  are  most  readily  found  dur- 
ing sleep.  This  is  doubtless  the  reason  for  the  late 
discovery  of  this  localization  since  it  was  only  when 
Gibbs  began  to  make  routine  electroencephalo- 
graphic  records  on  his  patients  during  sleep  that  this 
association  was  discovered. 

Since  the  anterior  temporal  region  is  a so-called 
silent  area,  it  was  determined  to  proceed  with  its 
extirpation  in  such  cases.  The  first  operation  was 
made  on  March  12,  1947.  The  focus  was  confirmed 
by  corticography  and  the  involved  cortex  was  re- 
moved. No  pathologic  alteration  of  the  brain  was 
seen,  and  usually  is  not  seen  in  these  cases.  The  pa- 
tient is  still  free  from  attacks  after  13  years,  and  is 


raking  no  medication.  Before  the  operation,  no  medi- 
cation would  control  his  condition.  Although  subse- 
quent patients  did  not  always  get  such  dramatic 
relief,  the  results  were  nevertheless  good  enough  to 
encourage  us  to  persist.  The  operation  has  since  been 
widely  adopted. 

Brown,  French,  Ogle,  and  Johnson  report  25 
cases  with  suppression  of  the  psychomotor  attacks 
in  19  patients,  suppression  of  all  types  of  epileptic 
manifestations  in  13  patients.  Morris  reports  36  cases 
observed  over  3 to  9 years,  with  28  free  from  psycho- 
motor attacks,  11  free  from  major  attacks,  22  free 
from  psychiatric  complaints,  and  31  economically 
independent.  James  reports  54  per  cent  relieved  of 
seizures  and  a further  18  per  cenr  having  seizures 
reduced  by  half.  Improvement  was  obtained  in  their 
behavioral  disturbances  in  more  than  57  per  cent. 
Their  social  adjustment  improved  also;  the  aggres- 
sive type  improved  in  73  per  cent  of  cases,  the  psy- 
chotic patients  improved  in  66  per  cent  of  cases,  the 
neurotic  patients  improved  in  70  per  cent  of  cases, 
and  the  marginal  patients  improved  in  96  per  cent 
of  cases. 

Others  have  reported  similar  results.  The  author 
has  treated  60  patients.  They  were  not  cases  of  tem- 
poral lobe  epilepsy  in  the  comprehensive  sense,  but 
were  more  restricted  cases  with  a spike  focus  in  the 
anterior  temporal  region  associated  with  a psycho- 
motor syndrome.  The  last  patient  was  operated  on  in 
1954.  The  status  of  each  patient  was  established 
three  months,  one  year,  and  five  years  postoperatively. 
After  the  first  dozen  patients,  the  procedure  settled 
down  to  a standard  extirpation  extending  5.5  cm. 
back  of  the  tip  of  the  temporal  lobe  and  in  depth  to 
open  the  lateral  ventricle  exposing  the  hippocampus. 
Forty-seven  patients  were  treated  with  this  standard 
procedure,  whereas  in  eight  others  the  excision 
extended  farther  medially  to  include  the  island, 
amygdala,  or  posteriorly  beyond  5.5  cm.  In  five  other 
cases  a subsequent  extirpation  was  made  of  the  pole 
of  the  opposite  temporal  lobe.  There  were  no  op- 
erative deaths;  the  immediate  operative  complica- 
tions were  few  and  unimportant.  In  one  case  no 
extirpation  was  made. 

The  results  of  these  60  cases,  five  years  post- 
operatively, are  listed  in  Table  1. 

"Greatly  improved’’  means,  in  the  case  of  the 
epileptic  attacks,  either  no  further  attacks  without 
medication  or  with  a minimal  amount  of  pheno- 
barbital  daily.  "Improved”  means  no  further  attacks 
on  a maintenance  dose  of  Dilantin  and  phenobarbital, 
whereas  before  the  operation  no  medication  would 
control  the  attacks.  The  most  striking  improvement 
was,  surprisingly,  the  relief  of  major  convulsions  in 
more  than  half  the  cases. 
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Table  1. — Results  in  60  Cases  of  Psychomotor  Epilepsy 


Treated  by  Surgery. 


Psychomotor  Attacks 

Greatly  improved 

18 

Improved 

23 

Unimproved 

19 

Major  Convulsions 

Greatly  improved 

28 

Improved 

5 

Unimproved 

17 

Never  had  any 

10 

Psychiatric  Symptoms 

Greatly  improved 

2 

Improved 

17 

Unimproved 

34 

Never  had  any 

7 

Electroencephalogram 

Greatly  improved 

15 

Improved 

24 

Unimproved 

21 

It  is  now  evident  that  the  best  results  are  obtained 
in  those  patients  who  have  a sharply  localized  focus 
in  one  temporal  lobe.  Extension  of  the  spiking  to 
the  frontal  lobe,  or  the  presence  of  an  independent 
focus  in  the  opposite  temporal  pole  indicates  a less 
favorable  prognosis.  After  recovery,  whenever  an 
electroencephalogram  disclosed  residual  spiking  in 
the  island  or  amygdala,  subsequent  extirpation  of 
these  medial  structures  failed  to  bring  about  further 
improvement.  Such  extension  of  the  extirpation  great- 
ly increases  the  risk  of  disabling  complications  such 
as  hemiplegia  or  aphasia.  This  is  also  the  experience 
of  others. 

The  absence  of  untoward  complications  in  the  five 
cases  with  bitemporal  extirpations  is  doubtless  ex- 
plained by  the  limited  extent  of  the  extirpations 
which  did  not  extend  into  the  "visceral  brain”.  After 
more  extensive  bilateral  extirpations  in  other  hands, 
many  of  the  symptoms  of  the  Kliiver-Bucy  syndrome 
resulted,  notably  sexual  disturbances  and  loss  of 
memory.  Numerous  and  laborious  psychological  tests 
have  not  revealed  significant  defects;  those  described 
by  Milner  are  explicable  by  the  greater  extent  of  the 
extirpations.  Smdy  of  the  reports  of  others  indicates 
that  series  of  restricted  extirpations  show  similar 
results;  more  extensive  extirpations  result  in  a greater 
percentage  of  improvement  but  at  the  cost  of  higher 
morbidity  and  mortality  rates. 

In  regard  to  the  psychiatric  symptoms,  it  is  evident 
that  improvement  is  obtained  of  such  reactive  symp- 
toms as  irritability,  aggressiveness,  depression,  lethar- 
gy, destructiveness,  combativity,  or  suicidal  attempts. 
Whenever  the  symptoms  include  such  definite  psy- 
chotic manifestations  as  hallucinations,  paranoid 
ideas,  or  delusions,  little  or  no  improvement  is  to 
be  expected. 

Often  at  operation  no  definite  pathologic  alteration 
is  visible,  but  on  microscopic  study  the  result  of  old 


trauma  often  is  found.  This  one  might  expect  when 
one  remembers  that  the  most  frequent  location  of 
lesions  from  injury  to  the  head  is  the  orbital  surface 
of  the  frontal  lobe  and  the  tip  of  the  temporal  lobe. 
In  addition  to  signs  of  old  trauma,  one  small  mening- 
ioma, two  astrocytomas,  and  one  case  of  demyeliniz- 
ing  encephalitis  were  found. 

By  operating  on  cases  selected  as  indicated  with  a 
restricted  extirpation,  it  seems  evident  from  our  ex- 
perience and  that  of  others  that  psychomotor  epilepsy 
can  be  suppressed  (with  the  aid  of  a small  amount  of 
medication)  in  one-third  of  the  cases  and  consider- 
ably improved  in  another  third,  with  a negligible 
mortality  and  morbidity  rate. 

Summary 

The  reported  experiences  demonstrate  that  even 
in  the  brain,  the  organ  of  man’s  higher  faculties, 
deliberate  traumatic  lesions  may  be  made  by  the 
surgeon  with  resultant  gain  to  the  patient.  Obviously 
such  treatment  is  not  ideal  but,  if  the  patient  can  be 
made  comfortable  and  able  to  adjust  himself  socially 
without  great  risk,  even  though  he  merely  trades 
one  disability  for  another,  the  treatment  is  justified. 

In  the  case  of  prefrontal  lobotomy,  about  which 
many  had  qualms  of  conscience  because  it  caused 
alterations  in  personality,  the  ethical  problem  has 
been  settled  by  the  statement  of  Pope  Pius  XII.  Even 
its  use  to  relieve  pain,  which  some  feared  would 
tend  to  take  away  the  patient’s  concentration  on  his 
eternal  salvation,  was  approved  by  the  Pope  with  the 
dry  remark  that  he  had  personally  found  it  difficult 
to  concentrate  on  salvation  when  in  severe  pain. 
With  this  reasonable  attimde,  physicians  will  agree. 
The  relief  of  suffering  is,  and  always  has  been,  a 
legitimate  aim  of  the  physician  who,  according  to 
Hippocrates,  shotdd  cure  when  he  can,  relieve  when 
he  cannot  cure,  and  comfort  always. 
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Teaching  Machines  Increase  Performance 
In  Dartmouth  Medical  School  Class 

The  use  of  teaching  machines  nearly  doubled  the  learning  performance  of 
a Dartmouth  Medical  School  class  in  parasitology,  two  professors  report. 

Robert  J.  Weiss,  chairman  of  the  Psychiatry  Department,  and  Edward  J. 
Green,  associate  professor  of  psychology,  said  their  experiments  showed  that 
self-teaching  materials  increased  the  smdents’  learning  efficiency  1.85  times  over 
conventional  teaching  methods. 

With  these  encouraging  preliminary  results  at  hand  they  plan  to  extend 
and  expand  their  research  to  other  subject  areas  and  to  try  to  determine  why 
this  programed  instruction  was  so  much  more  efficient. 

The  Carnegie  Corporation  of  New  York  has  awarded  them ’a  three  year, 
$126,000  grant  for  the  new  research.  It  had  supported  their  earlier  work  with 
a one-year,  $50,000  research  grant. 

Among  questions  to  be  investigated  further  are: 

1.  What  psychological  and  other  factors  about  the  self -teaching  materials 
made  them  so  substantially  more  efficient? 

2.  The  experiments  showed  that  the  low-standing  students  benefited  more 
from  the  programed  insrruction  than  did  the  top  students.  What  caused  this — 
less  classroom  anxiety,  reading  habits,  hearing  defects,  the  too  fast  or  too  slow 
pace  of  classroom  instruction? 

3.  Much  facmal  knowledge  is  forgotten.  How  can  this  "decay”  of  learning 
be  reinforced  by  applying  methods  already  developed  by  behavioral  scientists? 

The  first  year’s  findings  have  applications  in  all  of  education  from  the  grades 
through  graduate  school,  Professors  Weiss  and  Green  said.  They  are  especially 
important,  though,  in  the  critical  area  of  graduate  education  where  knowledge 
is  expanding  rapidly  and  growing  increasingly  complex. 

Just  as  a first-grader  must  learn  his  A-B-Cs  before  learning  to  spell,  a 
graduate  student  must  often  master  a body  of  factual  knowledge  before  he  can 
reason  critically  and  creatively  about  the  subject. 

In  the  past  year  the  professors  devised  experimental  programed  instruction 
for  six  medical  school  subjects — ^parasitology,  pharmacology,  biochemistry,  gross 
anatomy,  neuroanatomy  and  physiology.  AU  contain  much  straight  factual  ma- 
terial that  the  student  must  assimilate. 

The  experiments  involved  medical  students  enrolled  in  a parasitology  class. 
The  class  was  divided  into  two  groups  of  about  equal  learning  ability.  Each  used 
the  programed  instruction  for  about  half  the  course  and  the  examinations  con- 
tained material  covered  in  both  this  instruction  and  the  regular  lecture  and 
laboratory  sessions. 

How  do  the  students  like  these  self-teaching  techniques?  "My  impressions 
and  the  reports  I’ve  had  have  been  generally  very  favorable,”  Professor  Green  said. 
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Severe  Unilateral  Face  Pains  As  A Presenting 
Symptom  Of  Cervical  Spine  Lesions 


Moses  Ashkenazy^  M.D. 


SEVERE  ATYPICAL  facial  neuralgia  is  but  one 
symptom  of  cervical  spine  lesions.  Although 
temporary  intermittent  numbness,  and/ or  dysesthesias 
of  the  face,  usually  unilateral,  are  common  following 
traumatic  injuries  to  the  cervical  spine,  it  is  uncom- 
mon to  find  severe  intractable  pains  in  the  face  as  a 
presenting  complaint. 

Drs.  A.  R.  Elvidge  and  Choh-Luh  Li,  in  March,  1950, 
reported  what  they  believed  the  first  case  in  which 
there  was  involvement  of  the  descending  tract  of  the 
trigeminal  nerve.  This  case  involved  simple  protru- 
sion of  a cervical  intervertebral  disc.  The  authors 
emphasized  the  difficulty  in  differential  diagnosis, 
and  the  similarity  to  spinal  cord  tumor,  syringo- 
myelia, angina  pectoris,  multiple  sclerosis,  or  amyo- 
trophic lateral  sclerosis.  The  facial  numbness  and 
tingling  disappeared  following  decompressive  lami- 
nectomy and  dentate  section.  The  authors  believed 
that  they  had  no  convincing  explanation  of  how  the 
disc  protrusion  at  the  fourth  cervical  interspace 
caused  compression  of  the  descending  tract  of  the 
trigeminal  nerve,  which  was  believed  to  end  at  or 
about  the  level  of  C2  posterior  roots.  However,  sev- 
eral textbooks  of  anatomy  claim  that  this  tract  may 
end  in  the  region  of  the  substantia  gelatinosa  of 
C4  or  Co  as  well,  and  pathologic  evidence  now  attests 
to  this. 

The  signs  and  symptoms  of  cerebral  discopathy 
create  a kaleidoscopic  pattern  which  masquerades 
under  multiple  eponyms.  Confusion  is  bred  and  ig- 
norance is  demonstrated  when  we  brand  them  as 
atypical  facial  neuralgia,  unusual  tic  douloureux, 
Fothergill’s  disease,  hemicrania  idiopathica,  pros- 
opalgia, cluster  headaches,  vascular  headaches,  hista- 
mine headaches,  Horton’s  syndrome,  and  atypical 
Sluder’s  neuralgia. 

The  signs  and  symptoms  of  cervical  discopathy 
are  similar,  whether  the  protrusion  is  central,  para- 
median, lateral,  or  at  upper,  middle,  or  lower  cervical 


levels,  or  whether  it  is  a permutation  and  combina- 
tion of  all  6 varieties.  Whether  the  intermittently 
progressive  syndrome  is  caused  by  nerve  or  cervical 
cord  compression,  and/or  ischemic  or  other  vascular 
factors  still  is  debatable.  The  autonomic  nervous  sys- 
tem, especially  its  peripheral  recurrent  branches,  is 
being  called  into  play  to  account  for  the  kaleidoscopic 
picture  of  vertebral  basilar  artery  involvement.  The 
subject  is  relatively  new  and,  therefore,  vastly  con- 
fused, particularly  with  regard  to  etiology.  However, 
if  recognized,  the  end  results  of  either  conservative 
or  surgical  management  are  worthy  of  recording. 

Case  Reports 

Case  1. — The  patient  was  a 60  year  old  white  female 
who  complained  only  of  intense,  unendurable  aching  pains 
in  the  right  side  of  the  face.  The  pains  had  been  present 
for  approximately  five  years,  and  had  been  diagnosed  first 
as  sinusitis.  During  the  first  three  years,  the  patient  had 
seen  about  10  otolaryngologists  and  allergists,  who  had  per- 
formed multiple  operative  procedures  on  her  sinuses.  Even- 
tually they  claimed  they  could  find  no  source  of  disturbance 
in  the  ear,  nose,  and  throat.  Despite  this,  her  distress  be- 
came more  intense,  especially  in  the  previous  two  years. 
She  visited  many  famous  clinics,  where  more  attention  was 
given  to  her  allergies  and  episodes  of  intense  sneezing  than 
to  the  major  symptom  about  which  she  complained,  namely 
the  pain  in  her  face.  At  times  she  could  gain  temporary 


Lesions  of  the  cervical  spine  may  be 
masked  by  the  presenting  complaint 
of  severe  pains  in  the  face.  Two 
such  cases  are  reported.  Conservative 
management  was  beneficial  for  one 
patient,  and  surgery  was  the 
treatment  of  choice  for  the  other. 
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relief  by  rubbing  the  right  eye.  The  pain  was  just  beneath 
the  right  eye  and  in  the  right  zygomatic  region  of  the 
face.  It  was  described  as  being  "like  a bad  toothache”,  and 
hot  water  occasionally  gave  relief.  The  patient  had  all  of 
her  teeth  removed,  but  this  did  not  help.  At  one  time  the 
pains  were  sharp  and  needle-like  in  the  region  of  the  right 
upper  lip  and  mouth.  On  some  occasions  the  pains  radi- 
ated to  the  left  face. 

The  pain  usually  began  after  severe  episodes  of  sneezing. 
The  patient  threw  her  head  back  forceably  with  each  sneeze. 
It  was  then  that  she  would  describe  the  pains  occurring  in 
her  right  face,  cheek,  temples,  and  occasionally  spreading  to 
the  left  side.  There  were  no  trigger  zones;  the  pain  defi- 
nitely was  more  throbbing  in  nature,  although  on  one  or 
more  occasions  it  did  become  sharper.  Only  during  a de- 
tailed neurological  inquiry  did  the  patient  acknowledge 
transient  pains  in  the  region  of  her  left  chest  and  shoulder. 

The  pertinent  objective  neurologic  findings  revealed  a 
stolid  and  stoic  patient.  There  was  definite  posterolateral 
limitation  of  neck  movement,  greater  on  the  right  side  than 
on  the  left.  A head  compression  test  was  strongly  positive, 
especially  on  the  right  side,  with  pains  referred  to  the 
base  of  the  neck.  There  was  definite  motor  weakness  of 
the  right  triceps  as  compared  with  the  left.  The  biceps  were 
of  equivocal  motor  power.  The  brachioradialis  muscles 
showed  equal  strength  on  both  sides,  but  the  strength  of 
the  wrist  and  finger  extensors  was  definitely  diminished  on 
tlte  left,  and  less  so  on  the  right.  The  left  and  right  hand 
clasps  were  equal  as  shown  by  dynamometry  testing. 

One  month  after  the  patient  was  first  seen,  the  objective 
findings,  as  well  as  the  subjeaive  ones  had  been  intensi- 
fied, and  there  was  scalenus  muscle  spasm,  greater  on  the 
right  than  on  the  left.  This  was  equally  true  of  the  postero- 
lateral head  impaction  test,  with  motor  weakness  present 
in  the  left  triceps,  and  also  becoming  worse  in  the  right 
triceps  and  biceps.  Other  motions  at  the  joints  and  the 
upper  extremities  showed  no  unusual  changes.  Sensory  ex- 
amination revealed  relative  hypalgesia  to  pinprick  at  the 
tips  on  both  sides  of  the  index  and  middle  fingers.  The 
left  biceps  reflex  was  definitely  diminished  as  compared 
to  the  right,  and  the  left  triceps  reflex  was  almost  absent. 
Both  wrist  jerks  were  depressed.  The  initial  impression  was 
of  atypical  facial  neuralgia,  more  severe  on  the  right  than 
left,  and  cervical  spondylosis  with  seventh  cervical  nerve 
root  compression  and  motor,  sensory,  and  reflex  changes. 
Encephalopathy,  secondary  to  cerebral  vascular  insufficiency, 
was  ruled  out. 

The  fact  that  most  of  the  patient’s  distress  followed  ex- 
tremely severe  sneezing  episodes,  which  apparently  caused 
sudden  intense  snap  injuries  of  her  neck,  indicated  the  trig- 
gering of  the  facial  pains,  and  the  secondary  compression 
of  the  involved  nerve  roots.  Cervical  spine  roentgenograms 
revealed  a narrowing  of  the  Q-G  interspace,  with  spurring 
of  the  spine  in  this  region.  Most  of  the  other  cervical  ver- 
tebrae appeared  to  be  in  unusually  good  condition  for  a 
person  of  her  age.  Oblique  views  showed  some  spurring 
and  narrowing  of  the  intervertebral  foramina.  There  was 
also  limitation  of  flexion  and  extension  on  lateral  views. 

Skull  roentgenograms  were  within  normal  range,  and 
the  electroencephalogram  also  was  normal,  apparently  ruling 
out  any  major  intracranial  cause  for  this  severe  pain.  In 
view  of  this,  conservative  management,  consisting  of  cervical 
halter  traction,  prophylaaic  neck  collar,  muscle  relaxants, 
diathermy,  physiotherapy,  and  rest  was  given.  Her  distress 
was  intensified  by  trartion  for  the  first  four  or  five  days, 
and  diagnostic  myelography  was  performed.  This  revealed 
multiple  cervical  root  sheath  defeas,  with  a larger  right  G 


defect,  which  was  persistent  and  most  noticed  on  hyper- 
extension views,  and  there  were  lesser  defeas  on  both  sides 
at  the  G-G  interspace,  somewhat  greater  on  the  left  than 
on  the  right  in  that  region.  This  fitted  in  with  the  objec- 
tive findings  on  clinical  examination  at  that  time.  The  pa- 
tient’s son-in-law  was  a physician,  and  he  supervised  trac- 
tion at  her  home.  Apparently  the  intractable  face  pains 
diminished  despite  repeated  episodes  of  sneezing  and  rhin- 
itis. I did  not  see  the  patient  in  my  office  until  she  was 
involved  in  a rear-end  automobile  collision  20  months  later. 
Strangely  enough,  her  major  complaint  at  this  time  was 
neck  pain,  but  she  reported  no  headaches,  and  no  face 
pains.  "When  she  sneezed  following  this  second  accident  she 
developed  only  dizziness,  nervousness,  and  pains  in  the  left 
shoulder  and  left  hand. 

Case  2. — ^Another  female’  patient,  age  30,  had  been  a 
nurse  for  four  years  without  ever  being  absent  from  work. 
Her  major  complaint  was  the  sudden  onset,  about  a week 
previously,  of  intense  pain  in  the  left  side  of  her  face  adja- 
cent to  her  nose.  "I  thought  I was  getting  a boil  on  my 
nose,  and  I just  forgot  about  it  until  it  became  severe.  I 
didn’t  sleep  that  night,  and  finally  got  some  Tabloids  the 
next  day,  and  that  wouldn’t  even  relieve  the  pain,”  she 
said.  The  pains  radiated  to  her  left  ear,  which  was  very 
painful.  On  the  day  I saw  her,  she  complained  of  severe 
pain  in  her  left  eye.  It  was  described  as  aching,  and  pres- 
sure did  relieve  it  some.  She  had  no  tightness  of  her  neck, 
or  neck  cricks,  and  she  reportedly  had  never  had  neck  pains. 

She  later  recalled  that  she  had  had  some  mild  headaches  I 
about  10  months  previously,  which  did  start  at  the  base  of  i 
her  neck.  On  rare  occasions  these  were  severe  enough  to 
be  associated  with  nausea  and  intermittent  dizziness,  but 
this  disappeared  within  a few  hours.  She  also  had  noticed 
some  numbness  in  the  left  side  of  her  face,  and  when  ques- 
tioned she  reminded  herself  that  it  did  go  down  her  left 
arm,  with  tingling  of  her  left  fingers.  She  had  seen  another 
specialist,  some  five  days  before,  who  was  concerned  about 
flattening  in  the  left  side  of  her  mouth  when  she  smiled 
and  with  the  intensity  of  her  face  pains.  He  had  suggested 
alcohol  injection  of  her  trigeminal  nerve.  Another  specialist 
suggested  extraction  of  a tooth,  which  was  checked  and 
seemed  normal.  Her  own  physician,  some  months  previously 
when  she  had  the  milder  headaches,  thought  that  these 
could  be  caused  by  a cervical  spine  lesion,  and  ordered 
roentgenograms  of  the  cervical  spine  on  two  occasions.  They 
were  reported  as  being  normal.  However,  a review  of  these 
films  several  months  apart  revealed  an  elongated  reverse 
S-shaped  straightening  of  the  normal  cervical  lordotic  curve, 
with  marked  limitation  on  hyperflexion,  and  change  of 
curvature  at  G on  G,  consistent  with  at  least  a ligamentous 
injury  to  the  cervical  spine,  with  the  last  films  actually 
showing  motion  above  the  G-G-G  bodies,  which  were 
held  rigid  at  all  times. 

This  nurse  obviously  was  very  concerned.  The  neuro- 
logical examination  was  essentially  normal,  and  there  was 
no  evidence  of  increased  intracranial  pressure,  nor  of  cere- 
bellar disturbances.  At  rest  she  perhaps  did  use  the  right  side 
of  her  face  more,  but  this  was  not  very  evident.  Despite  her 
muscular  strucmre,  she  showed  weakness  of  the  anterior 
neck  musculature  against  resistance.  Posterior  and  lateral 
neck  muscles  were  powerful,  as  were  all  the  shoulder 
muscles  and  the  biceps.  However,  her  triceps  muscle  defi- 
nitely was  diminished  on  the  left,  as  were  the  muscles  of 
the  left  wrist  and  finger  extensors  as  compared  to  the 
right  side.  The  left  hand  clasp  measured  20  on  the  dyna- 
mometer as  against  50  for  the  right  hand.  She  had  relative 
sensory  changes  along  the  thumb,  index,  and  middle  fingers 
of  the  left  hand,  and  along  the  radial  border  of  the  left 
forearm.  With  reinforcement,  the  left  wrist  jerk  was  obvi- 
ously decreased  over  that  of  the  right.  The  head  compres- 
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sion  test  in  the  posterolateral  direction  instigated  the  same 
face  and  head  pains  of  which  the  patient  complained. 

Though  the  patient  at  first  forgot  traumatic  episodes,  she 
did  recall  that  20  years  previously  she  had  fallen  backwards 
while  climbing  a hill,  but  thought  she  had  no  ill  effeas. 
Thirteen  years  previously  she  had  fallen  down  some  1 5 steps, 
landing  on  her  coccyx,  but  again  she  thought  she  suffered 
no  ill  effeas.  The  last  fall  occurred  about  two  months  pre- 
viously when  she  struck  the  left  side  of  her  chest  against 
a chair.  Except  for  chronic  urethritis,  the  patient  apparently 
was  in  good  health. 

The  diagnosis  was  cervical  discopathy,  with  at  least  O 
and  Ce  nerve  root  compression,  with  motor,  sensory,  and 
reflex  changes.  Secondary  cranio-cervical  syndrome,  mani- 
fested by  severe  left  face  pains,  intermittent  headaches,  and 
left  arm  numbness  was  noted.  The  patient  was  treated  by 
conservative  management,  including  neck  traction,  neck 
collar,  the  newer  intravenous  and  oral  muscle  relaxants, 
and  physiotherapy. 

She  responded  well,  but  insisted  on  returning  to  her 
duties  immediately.  However,  she  soon  required  hospitaliza- 
tion again,  and  treatment  was  conservative.  The  face  pains 
disappeared  and  never  recurred.  Within  five  days  she  was 
back  at  work  and  had  no  complaints. 

Ehiring  the  next  four  weeks  she  noticed  progressive 
numbness  and  weakness  in  her  left  hand  and  fingers,  and 
had  greater  and  greater  difficulty  in  typing  and  holding 
objeas.  Two  months  after  the  onset  of  her  severe  atypical 
facial  neuralgia,  she  found  herself  staggering  intermittently 
as  if  she  were  drunk.  She  had  difficulty  focusing  her  eyes, 
and  experienced  blurring  vision  especially  on  the  left.  Head, 
neck,  and  left  shoulder  pains  increased.  Traaion  at  home 
and  a neck  collar  did  not  help  her,  nor  did  intravenous 
Robaxin  and  muscle  relaxants.  Because  of  the  progressive 
depression  that  occurred  with  the  other  symptoms,  the 
patient  was  readmitted  to  the  hospital  for  myelography, 
which  revealed  nerve  root  sheath  defects  at  the  left  Ce-Cr 
level,  with  a lesser  defect  in  the  root  pouch  above;  there 
also  was  incidental  lumbosacral  nerve  sheath  asymmetry  not 
related  to  any  current  symptoms. 

Since  conservative  treatment  had  failed,  cervical  hemi- 
lamineaomy  was  performed,  with  multiple  decompressive 
foraminotomies  at  the  left  C«-G  and  O-Ce  interspaces.  The 
left  O nerve  root  was  widened  and  flattened  at  the  origin 
of  its  funnel-shaped  ostium,  and  was  completely  encom- 
passed by  thickened  vascularized  perineurial  conneaive  tis- 
sue which  extended  on  to  the  adjacent  dura.  This  tissue  was 
elevated  and  cottonoids  were  placed  beneath  it.  It  was  kept 
dry,  coagulated  in  millimeter  portions,  and  then  separated 
and  incised  along  the  length  of  the  dural  root  sleeves.  The 
perineurial  sheath  measured  up  to  4 or  5 mm.  at  this  space, 
and  about  3 to  4 mm.  at  the  space  above,  which  was  not 
as  tight  at  the  ostium  as  it  was  at  the  Cs-Q  interspace. 
Beneath  the  superior  half  of  the  funnel-shaped  portion  was 
found  a so-called  hard  disc,  or  osteophytic  reaaion  of  the 
uncovertebral  joint  of  Luschka.  This  caused  compression  of 
the  nerve  root  from  its  anterior  surface,  and  created  focal 


venous  stasis  and  thickening  of  the  encircling  perineurial 
sheath  which,  after  removal  of  the  constriaion,  allowed  the 
nerve  root  to  pulsate  normally,  together  with  the  dura.  The 
extent  of  the  nerve  root  compression  was  so  marked  that  it 
looked  as  if  it  were  almost  congested,  as  if  by  recent  com- 
pression, which  the  patient’s  symptomatology  certainly 
seemed  to  denote.  No  blood  transfusions  were  required. 
The  patient  was  in  the  sitting  position  during  the  opera- 
tion. 

Her  postoperative  course  was  unusually  satisfaaory.  There 
was  a complete  remission  of  all  of  her  complaints  and  a 
return  of  motor  power  and  sensation.  She  insisted  on  re- 
turning to  work  before  the  fourth  week,  and  has  been 
working  two  months  without  effects  from  her  cervical 
discopathy. 

Conclusions 

Two  stoic  women,  one  age  30  and  the  other  age 
60,  had  intense  facial  neuralgias  relieved  by  conserva- 
tive treatment.  The  pains  were  so  severe  that  they 
hid  the  customary  cranio-cervical  syndrome.  Even  the 
usual  head,  neck,  and  shoulder  distress  came  to  light 
only  after  the  unendurable  face  pains  receded.  These 
face  pains  never  have  recurred.  After  these  pains 
were  relieved,  the  customary  syndrome  of  a lateral 
lying  intraforaminal  nerve  root  compression  syn- 
drome appeared  with  the  customary  objective  motor, 
sensory  and  reflex  changes,  confirmed  by  myelog- 
raphy. The  younger  patient  required  surgical  inter- 
vention; the  older  woman  has  had  intermittent  dis- 
tress in  similar  nerve  roots,  but  still  is  being  treated 
on  a conservative  basis.  The  close  relationship  be- 
tween the  cervical  afferent  ascending  pathways,  and 
the  descending  tract  of  the  trigeminal  nerve  is  im- 
questioned.  Many  patients  with  the  cranio-cervical 
syndrome  have  intermittent  face  and  eye  pains,  but 
they  seldom  are  the  presenting  and  original  com- 
plaint. Theoretically,  the  C2  nerve  root  is  secondarily 
involved  by  the  massive  spasm  of  the  cervical  muscu- 
lature engendered  by  irritation  of  the  lower  cervical 
nerve  roots.  This  C2  sensory  input  volley  then  spreads 
through  the  ipsilateral  internuncial  pathways  in  the 
region  of  the  substantia  gelatinosa  at  the  C1-C2 
level,  where  it  is  presumed  that  the  descending  Vi 
tract  will  receive  the  overflow. 

Of  major  interest  is  the  fact  that  in  both  cases 
reported,  physicians  advised  alcohol  blocks  of  the 
trigeminal  nerves.  This  would  have  been  tragic.  Since 
tic  douloureux  still  is  of  unknown  etiology,  every 
effort  should  be  made  to  determine  whether  an  or- 
ganic factor  exists.  An  examination  of  the  cervical 
spine,  and  a detailed  motor,  sensory,  and  reflex 
examination  of  the  muscles  of  the  upper  extremities 
should  be  performed  before  administering  destructive 
therapy  to  the  trigeminal  nerve  or  its  pathways. 

^ Dr.  Ashkenazy,  910  Medical  Towers,  Houston. 
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Rehabilitation  Potential 
of  Elderly  Patients 


TO  REHABILITATE,  according  to  the  dictionary, 
is  to  restore  to  a former  state  of  usefulness.  When 
the  loss  of  usefulness  is  occasioned  by  a disease 
process,  the  medical  rehabilitative  goals  frequently 
must  be  curtailed  because  the  original  state  of  physi- 
cal efficiency  of  the  patient  cannot  always  be  restored 
completely.  This  applies  to  patients  of  all  ages,  but 
perhaps  more  often  to  patients  in  the  later  years  of 
life. 

The  goal  of  rehabilitation  for  the  elderly  patient  is 
frequently  limited  to  those  procedures  which  will 
make  the  patient  as  nearly  able  to  care  for  himself 
as  possible.  This  may  be  at  variance  with  the  con- 
notation which  has  become  attached  to  the  word 
"rehabilitation”  when  "vocational  rehabilitation”  is 
actually  meant.  It  is  also  true  that  limited  rehabilita- 
tive goals  do  not  diminish  the  value  and  importance 
of  rehabilitative  efforts  wherever  there  remains  a pos- 
sibility of  improvement  in  the  level  of  function  of 
the  patient.  No  one  can  quarrel  with  the  validity 
of  attempts  to  enhance  the  level  of  self-sufficiency  of 
the  individual.  How  much  effort  can  be  appropriately 
expended  for  a limited  gain  is  a question  without  a 
definitive  answer.  Thus,  we  are  required  to  focus 
attention  on  utilizing  what  skills  and  facilities  are 
now  at  hand  to  accomplish  the  greatest  amoimt  of 
good,  while  we  continue  efforts  to  increase  the  skills 
and  facilities  for  these  purposes.  Rehabilitation  of  all 
patients,  including  the  elderly,  will  continue  to  de- 
pend upon  steady,  consistent  efforts  tailored  to  fit 
the  individual  needs  of  each  patient.  There  will  not 
be  a dramatic  revolutionary  new  rehabilitation  pLU. 

As  Cicero  saw  it,  "Old  age  is  respectable  so  long 
as  it  asserts  itself,  maintains  its  rights,  is  subservient 
to  no  one,  and  retains  its  sway  to  the  last  breath.” 
With  this  the  author  would  agree,  but  in  contempo- 
rary America  it  would  be  difficult  to  fit  the  facts  of 
life  to  this  resume.  There  are  more  years  in  which 
to  live;  but  by  the  same  token,  there  are  more  years 
in  which  to  die.  In  a nation  in  which  the  badge  of 
honor  is  to  work  and  to  receive  recompense,  it  is 
inevitable  that  the  medical  problems  of  rehabilitation 
have  become  involved  with  economic,  vocational,  and 


sociological  problems.  This  is  not  to  strike  a note  of 
pessimism,  but  to  emphasize  that  there  is  a real  and  i 
great  potential  for  rehabilitating  older  patients,  which 
is  not  now  being  used  to  great  extent. 

Language  Forms 

The  author  has  observed  that  people  avoid  the 
more  harsh  but  more  accurate  language  forms  when 
discussing  the  problems  of  old  age.  Thus,  Golden  ' 
Age  clubs  are  mentioned  far  more  frequently  than 
clubs  for  the  aged.  One  speaks  of  the  elderly  more 
readily  than  he  speaks  of  the  aged.  There  are  num- 
erous senior  citizens’  centers  rather  than  old  people’s 
centers.  One  speaks  of  the  Golden  Years  and  the 
later  years  of  life  and  the  happy  years  as  though 
these  euphemisms  somehow  take  the  sting  out  of  a 
trying  and  difficult  period  of  life.  There  is  no  need, 
of  course,  to  emphasize  the  negative  aspects  of  a 
picture  which  has  in  it  many  positive  elements.  The 
danger  lies  in  blurring  the  outlines  of  a problem  by 
placing  too  much  reliance  on  word  forms  which  after 
awhile  can  become  thought  patterns.  There  has  been 
some  tendency  to  ignore  the  matter  of  death  as  it 
pertains  to  the  problems  of  aging.  Death  is  a reality, 
and  looking  the  other  way  will  not  make  it  be  less 
so.  Everyone  knows  that  sooner  or  later  death  is  in- 
evitable, but  there  is  little  evidence  of  forthright  deal- 
ing with  the  problems  surrounding  death  in  all  of 
the  literature  concerning  the  health  and  welfare  of 
older  people.  In  the  general  psychiatric  literature, 
there  is  much  information  concerning  death  concepts, 
death  wishes,  and  death  fears;  but  so  far,  not  much 
has  been  said  about  the  application  of  this  knowledge 
to  the  specific  problems  of  the  aging  citizen  whose 
welfare  and  rehabilitation  are  being  contemplated. 
Here  is  an  opportunity  to  consider  the  role  of  death 
concepts  in  the  motivation  toward  or  away  from  re- 
habilitation of  older  patients.  However  unwelcome 
this  line  of  reasoning  may  be,  it  may  help  to  under- 
stand more  clearly  what  physicians  might  do  on  a 
practical  level  to  promote  good  health  and  good  func- 
tioning capacity  in  older  patients. 
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Medical  problems  of  rehabilitation  are  inter- 
mingled with  economic/vpcational,  and 
v;.  sociologic  problems.  The  author  suggests  that 
I there  is  a real  potential  for  rehobilitating 

I older  patients. 


C.  J.  Ruilmann,  M.D. 


Across  the  nation  and,  indeed,  across  the  world, 
are  numerous  examples  to  prove  that  the  rehabilita- 
tion potential  of  old  people  is  about  as  good  as  that 
for  young  people.  Of  course,  due  allowance  should 
be  made  for  the  nearly  complete  physical  immobility 
which  occurs  more  frequently  in  the  older  group. 
One  does  not  attempt  to  rehabilitate  a young  person 
into  being  an  active  old  person,  nor  can  one  hope  to 
convert  a sick  old  person  into  a healthy  young  person 
in  the  process  of  rehabilitation.  Examples  of  success- 
ful conversion  of  disabled  old  people  into  active,  self- 
reliant  old  people  can  be  seen  in  Brooklyn,  Troy,  or 
Schenectady,  N.  Y.;  as  well  as  in  Milwaukee,  Nash- 
ville, and  Waco.  Although  none  of  these  programs 
bears  much  superficial  resemblance  to  the  others,  cer- 
tain common  factors  of  realism  tie  them  together. 

Wherever  the  fullest  rehabilitative  potential  of 
older  patients  is  to  be  utilized,  the  first  common  de- 
nominator would  seem  to  be  realism  regarding  the 
goals  or  motivations.  This  means  that  if  job  oppor- 
tunity for  an  older  patient  is  a goal  of  the  rehabili- 
tation, that  job  opportunity  must  exist  in  a discern- 
ible way  and  must  consist  of  a kind  and  degree  of 
work  which  is  within  a realistic  capacity  for  achieve- 
ment. Secondly,  the  motivation  of  the  individual 
patient  to  put  forth  the  necessary  effort  cannot  be 
safely  left  to  chance.  This  might  be  attributable  to 
the  fact  that  older  citizens  have  long  since  become 
accustomed  to  the  idea  that  the  old  and  the  shopworn 
are  generally  discarded  in  our  culture.  They  may  ex- 
pect nothing  better.  Consequently,  motivation  within 


the  patient  must  be  made  strong  enough  to  overcome 
these  cultural  drawbacks.  The  patient  must  be  con- 
vinced that  his  objective  is  within  his  capabilities. 

It  is  hard  to  measure  the  net  effect  of  one  obvious 
fact.  Most  of  the  personnel  engaged  in  conducting  re- 
habilitation aaivities  are  people  in  the  professional 
class.  Certainly,  this  is  not  the  class  which  is  hardest 
hit  by  the  problems  of  retirement  from  customary 
activities.  The  professional  person  usually  manages  to 
build  protections  and  safeguards  around  himself. 
Often  the  person  conducting  rehabilitation  activities 
must  make  a conscious  effort  to  see  the  world  from 
the  same  frame  of  reference  as  the  individual  being 
rehabilitated. 


Rehabilitation  Factors 

There  is  no  way  to  perceive  the  rehabilitation  po- 
tential of  old  patients  except  as  a combination  of 
medical  and  sociologic  factors.  In  many  ways  this 
imposes  an  extra  burden  on  the  medical  aspects  of 
rehabilitation  since  a medical  triumph  in  restoring  an 
older  patient  to  good  functioning  capacity  is  of  little 
avail  unless  the  patient  has  some  reasonable  oppor- 
tunity to  utilize  his  newly  recovered  capacities.  This 
highlights  another  factor  which  seems  common  to 
successful  rehabilitation  programs.  The  evidence  is 
stiU  clear  that  to  utilize  the  full  rehabilitation  poten- 
tial of  any  patient  the  first  step  is  a purely  medical 
one.  It  requires  that  the  physician,  from  the  outset, 
visualize  as  best  he  can  what  the  patient’s  rehabilita- 
tive potential  is,  and  make  the  patient  a party  to 
the  rehabilitation  plans  as  soon  as  practical.  Each 
day  the  patient  spends  in  uncertainty  seems  to 
lengthen  the  road  back  disproportionately. 

Apparently,  the  only  area  in  which  the  full  re- 
habilitation potential  of  older  patients  can  be  realized 
is  in  that  group  for  whom  the  rehabilitative  goals 
are  limited  to  achieving  the  maximum  degree  of  self- 
sufficiency  possible  within  some  limited  kind  of  orbit 
— as  within  a family  or  a nursing  home  situation. 
Although  not  always  easy,  this  is  an  area  in  which 
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the  physician  can  have  decisive  influence  on  the  pa- 
tient and  on  those  around  him.  When  the  rehabili- 
tative plans  include  goals  beyond  the  home  or  its 
equivalent,  the  fuU  rehabilitation  potential  of  these 
patients  as  a group  is  frequently  not  realized.  In  the 
minority  of  cases,  this  failure  is  due  to  insufficient 
return  of  various  physical  functions.  More  frequently 
the  failure  to  utilize  a very  high  potential  is  the 
result  of  factors  which  are  primarily  sociologic  and 
economic.  This  is  especially  evident  in  patients  who 
have  had  psychiatric  disorders  late  in  life.  Here  is 
tragedy  heaped  upon  tragedy,  where  patients  with 
very  high  functioning  capacity  cannot  be  fitted  into 
the  world  which  surrounds  them,  but  from  which 
they  have  had  a temporary  leave  of  absence. 

Older  patients  in  the  mental  hospital  fall  into  two 
groups.  The  slightly  larger  of  these  two  groups  is 
made  up  of  patients  from  60  or  65  up,  who  have 
little  or  no  organic  impairment  of  brain  functions, 
whose  psychiatric  prognosis  is  good,  but  who  have 
a high  incidence  of  concomitant  somatic  diseases  at 
the  time  of  admission.  The  second  group,  slightly 
smaller,  is  made  up  of  individuals  for  whom  the  chief 
reason  for  hospitalization  is  the  existence  of  signifi- 
cant amounts  of  organic  impairment  of  brain  func- 
tion, and  who  have  a relatively  poor  prognosis  from 
the  psychiatric  point  of  view.  The  author’s  experience 
would  indicate  that  society  generally  fails  to  distin- 
guish between  these  two  groups,  and  that  for  either 
group  the  difficulties  of  return  to  the  community  are 
substantially  the  same.  It  is  a common  experience  in 
large  mental  hospitals  to  find  that  the  patient’s  po- 
tential to  return  to  the  community  is  often  inde- 
pendent of  the  patient’s  psychiatric  condition.  'The 
community’s  reluctance  to  accept  patients  discharged 
from  mental  hospitals  stiU  appears  determined  more 
on  the  basis  of  having  been  admitted  to  the  state 
hospital  than  it  does  to  the  existence  of  a psychiatric 
disorder.  In  aU  other  respects,  the  rehabilitation  po- 
tential of  the  elderly  patient  in  a mental  hospital  is 
determined  in  the  same  way  as  outlined  previously  in 
this  discussion.  A visit  to  any  large  state  hospital  on 
any  day  will  give  adequate  indication  that  old  pa- 
tients can  be  restored,  and  are  restored  by  the  hun- 
dreds, to  a reasonable  degree  of  psychic  and  physical 
functioning  status. 

This  is  a large  group  of  patients,  comprising  about 
20  per  cent  of  the  total  admissions,  making  up  about 
25  per  cent  of  the  population — but  contributing  only 
15  per  cent  of  the  separations  from  the  hospital,  in- 
cluding deaths.  Also  included  in  the  15  per  cent  are 
the  old  patients  who  are  transferred  to  nursing  homes 


and  places  of  care  other  than  their  own  homes.  In 
Texas  mental  hospitals,  as  in  mental  hospitals  in  other 
states,  about  55  per  cent  of  the  patients  in  the  65 
and  up  bracket  have  a good  psychiatric  prognosis. 

State  mental  hospital  patients  differ  from  other 
groups  of  patients  generally  in  that  nearly  90  per 
cent  of  them  are  indigent.  Rehabilitation  for  these 
patients,  so  far  as  living  in  the  hospital  is  concerned, 
is  the  customary  and  the  expected.  Rehabilitation  be- 
yond that  point,  to  the  extent  of  returning  to  the 
community  from  which  the  patient  came  or  leaving 
the  hospital  to  become  self-sufficient  elsewhere,  is 
rare.  The  barrier  met  most  frequently  by  large  mental 
hospitals  to  reintegration  of  older  patients  into  a 
semblance  of  the  former  way  of  life  is  the  over- 
riding factor  of  no  suitable  home  to  which  the  patient 
can  go.  This  is  a matter  quite  apart  from  the  patient’s 
medical  condition,  yet  one  which  prevents  utilization 
of  the  full  rehabilitation  potential  present  in  large 
numbers  of  patients,  and  one  which  dampens  the 
enthusiasm  of  patient  and  hospital  personnel  alike. 
Large  state  mental  hospitals  are  highly  successful  in 
exploiting  the  rehabilitation  potential  of  older  pa- 
tients if  the  goal  is  ability  to  care  for  one’s  self  within 
the  hospital  setting.  The  note  of  discontent  creeps  in 
when  that  goal  is  compared  with  the  much  higher 
goal  which  is  within  reach  of  large  numbers  of  these 
patients. 


Summary 

Present  psychiatric  techniques,  as  well  as  the  other 
medical  techniques,  can  restore  adequate  funaional 
capacity  to  far  more  patients  than  the  communities 
appear  ready  to  accept.  This  is  generally  attributable 
to  socioeconomic  reasons.  In  addition,  recent  reports 
from  the  field  of  research  indicate  a real  possibility 
that  nucleic  acid  derivatives  can  bring  about  sub- 
stantial amelioration  of  cerebral  malfunctions  caused 
by  existing  arteriosclerosis  and  senile  changes.  This 
discovery  and  similar  ones  will  do  much  to  improve 
the  vigor  and  health  of  older  patients.  The  present 
situation  is  one  of  producing  a reasonably  adequate 
rehabilitation  effort  for  patients  age  65  and  up  ( self- 
sufficiently  within  the  hospital).  Since  large  numbers 
of  these  patients  are  not  psychotic  and  have  far  more 
rehabilitative  potential,  the  goals  should  be  higher. 
To  achieve  them,  however,  would  call  for  sweeping 
changes  in  the  social  and  economic  climate  of  the 
communities. 

♦ Dr.  Ruilmann,  4405  N.  Lamar,  Austin. 
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Air  Pollution,  Smoking,  and  Health 

E.  Cuyier  Hammond,  Sc.D. 


The  HAZAEX)S  of  heavy  occupational  exposure 
to  various  dusts,  vapors,  and  gases  are  well  known. 
The  direct  effects  range  from  acute  poisoning  to  the 
occurrence  of  specific  diseases  such  as  silicosis,  as- 
bestosis,  and  bronchogenic  carcinoma.  Secondary  ef- 
fects may  be  even  more  important.  For  example, 
even  mild  cases  of  certain  of  these  diseases  apparently 
increase  susceptibility  to  infectious  limg  diseases  and 
many  of  the  patients  die  of  tuberculosis  or  pneu- 
monia. Furthermore,  in  some  instances,  the  pul- 
monary damage  may  reduce  the  chances  of  recovery 
of  patients  who  develop  other  serious  diseases. 

Extreme  general  air  pollution  can  also  produce 
serious  consequences.  For  example,  in  the  Donora, 
Meuse  Valley,  and  London  episodes,  impurities  in 
the  air  of  an  industrial  region  temporarily  rose  to  an 
extremely  high  level  and  there  was  a sudden  and 
dramatic  rise  in  the  death  rate.  It  is  of  particular 
interest  that  the  rise  in  the  death  rate  was  not  con- 
fined to  any  one  disease  or  class  of  diseases  although 
a large  proportion  of  the  excess  deaths  were  caused 
by  pulmonary  diseases,  heart  disease,  and  other 
chronic  and  old  age  diseases.  Apparently,  a major 
effect  of  the  heavy  smog  was  to  precipitate  the  death 
of  persons  suffering  from  serious  diseases  from  which 
they  might  or  might  not  otherwise  have  recovered. 

Fortunately,  such  episodes  of  extreme  smog  are 
rare;  and,  thanks  to  the  splendid  work  of  industrial 
hygienists,  American  workers  are  now  generally  pro- 
tected from  heavy  occupational  exposure  to  inhalants 
which  are  known  to  be  dangerous. 

Threshold  Level 

However,  one  of  the  most  difficult  of  biological 
problems  is  to  determine  the  threshold  level  below 
which  chronic  exposure  to  a toxic  agent  does  no  ap- 
preciable damage  to  human  beings.  There  is  always 
the  possibility  that  a level  of  exposure  which  is  safe 
for  the  great  majority  of  people  will  produce  serious 
effects  in  individuals  who  are  unusually  susceptible 


Certain  types  of  air  pollution  have  increased 
greatly  in  recent  decades.  The  author 
advocates  continued  intensive  study  on  the 
effects  such  pollution  has  on  health  of 
Americans. 


or  in  individuals  who  are  suffering  from  some  dis- 
ease. This  raises  two  closely  related  questions: 

1.  Do  the  relatively  low  levels  of  occupational  ex- 
posure to  certain  dusts,  vapors,  and  gases  to  which 
many  American  workers  are  now  subjected  produce 
serious  hazards  to  health? 

2.  Does  the  degree  of  general  air  pollution  such 
as  now  occurs  in  some  American  cities  produce  a 
serious  hazard  to  health? 

We  cannot  confine  ourselves  to  the  study  of  dis- 
eases which  may  be  directly  caused  by  the  agents  in 
question,  since  as  noted  previously,  secondary  or  ad- 
ditive effeas  might  be  more  important  than  direct 
effects.  For  this  reason,  we  should  examine  total  mor- 
tality and  morbidity  rates  in  exposed  groups  as  com- 
pared with  imexposed  groups. 

The  problem  is  further  complicated  by  the  fact 
that  an  individual  may  be  exposed  to  the  same  air 
contaminant  from  several  different  sources  including 
tobacco  smoke.  For  example,  an  automobile  mechanic 
may  be  exposed  to  carbon  monoxide  at  work,  while 
driving  home  in  city  traffic,  and  while  smoking  cig- 
arettes. Since  a number  of  carcinogenic  agents,  irri- 
tants, and  toxic  agents  are  present  in  both  tobacco 
smoke  and  general  air  pollution  as  well  as  certain 
industrial  dusts,  vapors,  and  gases,  these  three  sources 
of  exposure  should  be  considered  together. 

Epidemiologic  Studies 

Some  information  on  the  subject  has  come  from  six 
prospective  epidemiologic  studies  ( Fig.  1 ) .®> 

Two  of  them  were  carried  out  with  the  assistance  of 
thousands  of  volunteer  workers  of  the  American  Can- 
cer Society.  The  second  of  these  two  is  the  present 
study  and  may  be  described  briefly. 

Between  October,  1959,  and  February,  I960,  Amer- 
ican Cancer  Society  volunteers  enrolled  approximately 
1,079,000  men  and  women  over  the  age  of  30.  The 
study  area  includes  rural  districts  and  cities  and  towns 
of  all  sizes  and  types  in  1,121  counties  in  25  states. 
Care  was  taken  to  include  persons  in  all  walks  of  life 
except  for  illiterates  and  individuals  who  could  not 
have  been  traced.  More  than  44,000  of  the  subjects 
are  in  Texas  and  15,700  of  these  are  in  Houston. 

Upon  enrollment,  every  subject  filled  out  a detailed 
questionnaire  on  family  history,  history  of  diseases, 
physical  complaints,  diet,  smoking  and  other  habits. 
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AUTHORS 

DOLL 

and 

HILL 

HAMMOND 

and 

HORN 

DORN 

DUNN, 

LINDEN, 

8RESL0W 

BEST, 

JOSIE, 

WALKER 

HAMMOND 

(Present 

Study) 

Subjects 

British 

Physicians 

White  Men 
Age  50”69 

Veterans 
With  Life 
Insurance 

Men  In 
Selected 
Occupotrons 

Pensioners 
(Veterans  8 
Dependents) 

Men  And 
Women 
Age  30  + 

Study  Area 

United 

Kingdom 

9 States 
in  U.S.A. 

U.S.A. 

California 

Canada 

25  States 
in  U.S.A. 

No. of  Subjects* 

40,701 

187,783 

244,000 

66,794 

118,000 

1,079.000 

Months  Followed^)* 

53 

44 

54 

63.6 

42 

10.5 

Dote  of  Enrollment 

October 

1951 

dan.‘May 

1952 

Jonuary 

1954 

Dec.  1953- 
April  1957 

Sept.  1955- 
July  1956 

Oct.  1959- 
Feb.  I960 

Main  Group  of 
Subjects  Covered 

In  Latest  Report 

24,354 

Men 

Age  35+ 

187,783 

Men 

Age  50-69 

198,926 
Moinly  Men 
Age  30+ 

66,794 

Men 

Age  35-64 

. 27,687 
Men 

Age  55-79 

382,000 

Men 

Age  45-79 

No.  of  Deaths 

1,714 

11,870 

7,676 

251  Lung  Co. 

3.377 

4,516 

* Number  of  subjects  who  onswered  questiorts  on  smoking  habits. 
*’'‘Months  of  follow-up  covered  in  latest  report. 

Fig.  1. 


occupation,  occupational  exposures,  place  of  residence, 
and  many  other  items.  We  plan  to  trace  the  subjects 
annually  for  six  years  and  request  them  to  fill  out 
questionnaires  every  two  years.  Copies  of  death  cer- 
tificates are  obtained  on  those  who  die  and  additional 
medical  information  is  obtained  on  those  who  die  of 
cancer.  The  first  follow-up  was  started  on  Oct.  1, 
i960,  and  more  than  99  per  cent  of  the  subjects 
were  traced  successfully.  The  second  follow-up  was 
started  a year  later  and  is  not  yet  complete. 

Because  of  the  time  required  to  process  such  a 


large  volume  of  data,  the  analysis  of  death  rates  by 
smoking  habits  is  only  preliminary,  being  based  upon 
a sample  of  the  questionnaires  filled  out  by  men 
between  the  ages  of  45  and  79. 

Findings  from  the  present  study  and  four  other 
studies  on  relative  death  rates  (that  is,  mortality 
ratios)  in  relation  to  type  of  smoking  are  shown  in 
Fig.  2.  As  a basis  for  comparison,  the  total  death 
rate  of  men  who  had  never  smoked  is  set  at  1.0. 
Cigarette  smokers  were  found  to  have  by  far  the 
highest  death  rates.  Pipe  and  cigar  smokers  had  death 


MORTALITY  RATIOS  BY  TYPE  OF  SMOKING 
(LIFETIME  HISTORY) 


SMOKING  HISTORY 

DOLL 

and 

HILL 

HAMMCHMO 

and 

HORN 

DORN 

BEST, 

JOSIE, 

WALKER 

HAMMOND 

(Present 

Study) 

Never  Smoked 

1.00 

1.00 

1.00 

i.OO 

1.00 

All  Smokers 

1.19 

1.42 

L32 

1.30 

1.55 

Occosionol  Only 

- 

1.09 

0.98 

- 

- 

Pipes  Only 

1.02 

1.12 

1.10 

( 

1.05 

Cigars  Only 

- 

1.22 

1.07 

1 1.00 

1.08 

Pipes  a Cigors  Only 

- 

I.IO 

1.08 

( 

1.04 

Cigarettes  a Other 

0.98 

1.43 

1.29 

1.21 

1.48 

Cigoretles  Only 

1.34 

1.68 

158 

1.60 

1.81 

Fig.  2. 


MORTALITY  RATIOS  BY  AMOUNT  OF 
CIGARETTE  SMOKING 


CURRENT  NUMBER 
CIGARETTES 
PER  DAY 

HAMMOND 

end 

HORN 

DORN 

HAMMOND 

(Present 

Study) 

BESTt* 

JOSIE, 

WALKER 

Never  Smoked 

1.00 

1.00 

1.00 

- 

No  Cigarette  Smoking 

- 

- 

- 

1.00 

1-9  Cigarettes 

1.34 

1.29 

1.38 

l.l  7 

10-20  Cigorettes 

1.70 

1.67 

1.81 

1.47 

21-39  Cigarettes 

1.9  6 

1.78 

1.93 

( 

1.62 

40+  Cigarettes 

2.23 

1.99 

1.92 

* Includes  men  who  were  smoking  pipes  or  cigars 
but  not  cigarettes  at  the  time  of  enrollment. 

**  Figures  in  this  column  ore  on  a different  basis 
than  those  for  the  other  three  studies. 

Fig.  3. 
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MORTALITY  RATIOS  BY  AMOUNT  OF  SMOKING 
AND  BY  DEGREE  OF  INHALATION  FOR  CURRENT 
CIGARETTE  SMOKERS 


OJRRENT  NUMBER 
CIGARETTES 
PER  DAY 

DO  NOT 
INHALE 

INHALE 

SLIGHTLY 

INHALE 

MODERATELY 

INHALE 

DEEPLY 

TOTAL 

1-9  Cigorettes 

1.19 

1.26 

1.63 

1.75* 

1.39 

10-19  Cigarettes 

1.41* 

1.84 

1.89 

2.40* 

1.86 

ZO  Cigarettes 

1.42* 

1.37 

1.79 

zzz 

1.77 

21  -f  Cigarettes 

1.38* 

1.88* 

t.86 

an 

1.92 

Total 

1.33 

1.53 

1.81 

2.21 

1.76 

* Based  upon  an  expected  number  of  less  than  50  deoths. 


Fig.  4, 

rates  only  slightly  higher  than  the  death  rates  of  men 
who  never  smoked. 

Relative  death  rates  of  current  cigarette  smokers 
by  number  of  cigarettes  smoked  per  day  are  shown 
in  Fig.  3.  The  DoU  and  Hill  study is  omitted  from 
this  table  because  their  report  does  not  provide  data 
in  this  form.  It  is  seen  that  the  total  death  rate  in- 
creases considerably  with  amount  of  cigarette  smok- 
ing. 

Number  of  cigarettes  smoked  per  day  may  be  a 
fairly  good  index  of  the  degree  of  exposure  of  tissues 
of  the  lips  and  buccal  cavity  to  cigarette  smoke.  How- 


ever, bronchial  epithelium  is  not  exposed  to  tobacco 
smoke  unless  it  is  inhaled;  and  very  little  of  the  nico- 
tine, carbon  monoxide,  and  other  components  of  to- 
bacco smoke  are  absorbed  into  the  blood  stream  unless 
the  smoke  reaches  the  alveoli  of  the  lungs.  Fig.  4,  which 
is  based  upon  a sample  of  the  data  from  the  present 
study,  shows  relative  death  rates  of  cigarette  smokers 
in  relation  to  degree  of  inhalation  as  well  as  number 
of  cigarettes  smoked  per  day.  Death  rates  increased 
considerably  with  degree  of  inhalation.  The  findings 
suggest  that  degree  of  inhalation  may  be  more  im- 
portant than  number  of  cigarettes  consumed.  How- 
ever, it  was  also  found  that  those  who  smoke  the 
most  cigarettes  also  tend  to  inhale  the  smoke  most 
deeply. 

Another  finding  was  that  cigar  and  pipe  smokers 
generally  avoid  inhaling  the  smoke  while  cigarette 
smokers  (particularly  heavy  cigarette  smokers)  tend 
to  inhale  moderately  or  deeply.  This  may  account 
for  the  fact  that  pipe  and  cigar  smokers  have  lower 
death  rates  than  cigarette  smokers. 

Fig.  5 shows  relative  death  rates  of  cigarette  smok- 
ers for  each  of  several  causes  of  death.  As  before,  the 
standard  of  comparison  is  the  death  rate  of  non- 
smokers  set  at  1.0.  The  lung  cancer  death  rate  of 
men  with  a history  of  regular  cigarette  smoking  is 
roughly  ten  times  as  high  as  that  of  men  who  never 


OBSERVED  NUMBER  OF  DEATHS,  "EXCESS"  DEATHS, AND  MORTALITY 
RATIOS  FOR  MEN  WITH  A HISTORY  OF  REGULAR  OGARETTE  SMOKING 


CAUSE  OF  DEATH 

HAMMOND 

and  HORN 

HAMMOND  (Present  Study) 

OBSERVED 

N0.DEATHS 

EXCESS,^ 

NQDEATHS 

% OF 
EXCESS 

MORTALITY 

RATIO 

OBSERVED 

NODEATHS 

EXCESS* 

NODEATHS 

% OF 
EXCESS 

MORTALITY 

RATIO 

Total,  All  Causes 

7,316 

2,665 

100.0 

1.57 

2,529 

1,064 

100.0 

1.73 

Coronary  Artery  Disease 

3,361 

1,388 

52.1 

1.70 

1,205 

545 

51  .7 

1.83 

Other  Heart  Diseases 

503 

78 

2.9 

1.18 

161 

36 

3.4 

1.29 

Cerebral  Vascular  Lesons 

556 

128 

4.8 

1.30 

168 

38 

3.6 

-1.30 

Aneurysm,  Buerger's  Disease 

86 

57 

2.1 

2.97 

61 

46 

4.3 

3.99 

Other  Ciraiiatory  Disetses 

87 

19 

0.7 

1.28 

28 

3 

0.3 

1.12 

Lung  Career 

397 

360 

13.5 

1073 

128 

1 1 4 

10.8 

9.01 

Buccal,ljarynx,Esophagus  Co 

91 

73 

2.7 

5.06 

18 

9 

0.9 

2.00 

Bladder  Cancer 

70 

35 

1.3 

2.00 

12 

6 

0.5 

1.90 

Other  Cancer 

902 

251 

9.4 

1.39 

293 

105 

10.0 

1.56 

Pulmonary  Disease  (exceptCej 

231 

150 

5.6 

2.85 

122 

74 

7.0 

2,53 

Gastric  ora  Duodenal  Ulcer 

100 

75 

2.8 

4.00 

24 

6 

0.6 

1.36 

Cirrhosis  of  Liver 

83 

40 

1.5 

1.93 

32 

1 5 

1 .4 

1.85 

All  Other  Diseases 

486 

33 

1.2 

1.07 

153 

39 

3.7 

1.34 

Accident, Violence,  Suicide 

363 

-22 

-0.8 

0.94 

124 

19 

1.8 



1.17 

* Difference  between  observed  and  expected  number  of  deaths. 


(Note:  For  present  study,  this  chart  includes  only  those  deaths  for  which  death  certificates  have  so  far 
been  obtained.  Death  certificates  have  not  yet  been  obtained  for  approximately  1 5 per  cent  of  the  deaths 
reported  in  the  present  study.) 

Fig.  5. 
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smoked.  But  death  rates  from  many  different  diseases 
are  higher  among  cigarette  smokers  than  among  men 
who  never  smoked.  The  most  important  of  these  is 
coronary  artery  disease  which  accounted  for  more 
than  half  of  the  excess  number  of  deaths  in  cigarette 
smokers. 

Fig.  6 shows  mortality  ratios  for  lung  cancer  and 
for  coronary  artery  disease  by  amount  of  cigarette 
smoking.  Doll  and  Hill  expressed  amount  in  terms  of 
grams  of  tobacco  smoked  per  day  while  other  authors 
expressed  amount  in  terms  of  number  of  cigarettes 
smoked  per  day.  For  both  diseases,  the  death  rate 
increased  with  amount  of  cigarette  smoking,  but  this 
was  most  dramatic  for  lung  cancer.  In  the  Canadian 
smdy  conducted  by  Best,  Josie,  and  Walker,®  222 
men  died  of  lung  cancer  and  only  one  of  them  had 
never  smoked. 

Another  finding  of  interest  is  that  the  total  death 
rate  and  the  death  rate  from  both  lung  cancer  and 
coronary  artery  disease  is  lower  in  former  cigarette 
smokers  than  in  men  who  continue  to  smoke  cigar- 
ettes regularly. 

The  findings  from  these  prospective  studies  and 
numerous  retrospective  studies  clearly  show  the  fol- 
lowing; 

1.  Lung  cancer  death  rates  are  extremely  low 
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in  Houston. 


among  nonsmokers  except  for  those  with  heavy  oc- 
cupational exposures  to  certain  substances  such  as 
dust  containing  radioactive  material,  chromates,  or 
nickel. 

2.  Lung  cancer  death  rates  rise  rapidly  with  amount  \ 

of  cigarette  smoking.  ! 

3.  Death  rates  from  many  other  diseases  are  higher  j 

in  cigarette  smokers  than  in  nonsmokers.  \ 

4.  Total  death  rates  are  higher  in  cigarette  smokers  ] 

than  in  nonsmokers  and  increase  with  amount  of  , 
cigarette  smoking.  5 

In  the  author’s  opinion,  the  association  between  | 

cigarette  smoking  and  lung  cancer  reflects  a direct  j 
etiological  relationship.  However,  it  is  doubtful  that 
exposure  to  tobacco  smoke  is  directly  involved  in  the 
etiology  of  each  and  every  disease  for  which  the  death 


MORTALITY  RATIOS  FOR  LUNG  CANCER  AND  CORONARY 
ARTERY  DISEASE  BY  AMOUNT  OF  SMOKING 


AMOUNT 

OF 

SMOKING 

DOLL 

and 

HILL 

HAMMOND 

and 

HORN 

DORN 

DUNN, 

LINDEN, 

BRESLOW 

BEST, 

JOSE, 

WALKER 

HAMMOND 

(Present 

Study) 

Lung  Cancer 

Never  Smoked 

UOO 

1.00 

1.00 

LOO 

* 

LOO 

All  Smokers 

12.90 

7.10 

6.60 

- 

* 

7.40 

1-9  Cigarettes  (1-14  g.) 

6.70 

8.00 

5.50 

5.60 

* 

5.00 

10-20  Cigarettes  (15-24  g.) 

12.30 

10.50 

10.00 

14.50 

* 

9.60 

21+  Cigarettes  (25+g.) 

23.70 

23.40 

15.80 

15.40 

* 

9.50 

Coronary  Artery  Disease 

Never  Smoked 

lOO 

1.00 

1.00 

- 

1.00 

1.00 

Al  1 Smokers 

1.15 

1.49 

— 

— 

1.32 

1.64 

1-9  Cigarettes  (I-I4  g.) 

I.IO 

1.29 

1.32 

- 

- 

1.42 

10-20  Cigarettes  (15-24  g.) 

109 

1.89 

1.76 

— 

— 

2.08 

21+  Cigarettes  (25+g.) 

1.42 

2.20 

1.75 

— 

— 

2.20 

^Of  222  men  who  died  of  lung  cancer  only  I hod  never  smoked.  Mortality  ratios  were  not 
computed  because  of  the  instability  ot  the  base. 


(Note:  Doll  and  Hill  give  amount  in  terms  of  grams  of  tobacco  per  day  regardless  of  type  of  smok- 
ing. Other  authors  give  amount  in  terms  of  current  number  of  cigarettes  smoked  per  day  for  men  who  were 
smoking  cigarettes  at  the  time  of  enrollment.) 

Fig.  6. 
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LUNG  CANCER  DEATH  RATES,  BY  SEX,  AT  AGE  65-74 
England  and  Wales  and  United  States^  ©31-1935  to  1956 


*White  population. 

Source  of  data:  England  and  Wales  Registrar  General  and  United  States  National  Office  of  Vital  Statistics. 

Fig.  7. 


rate  is  higher  in  cigarette  smokers  than  in  nonsmok- 
ers. It  seems  more  likely  that  the  findings  on  a num- 
ber of  these  diseases  reflect  indirect  or  additive  ef- 
fects of  the  types  mentioned  previously  in  relation  to 
heavy  occupational  exposures  and  exposure  to  ex- 
treme smog. 

Much  less  is  known  concerning  the  possible  dan- 
gers of  air  contamination  other  than  from  heavy 
occupational  exposures  and  tobacco  smoke.  However, 
some  suggestive  evidence  has  come  from  studies  of 
comparative  death  rates  in  various  populations.  For 
example,  for  many  years  lung  cancer  death  rates  have 
been  far  higher  in  England  and  Wales  than  in  the 
United  States.  In  both  countries,  the  rates  are  much 
higher  in  men  than  in  women  and  have  been  rising 
rapidly,  particularly  in  men.  It  seems  unlikely  that 
difference  in  smoking  habits  could  entirely  account 
for  the  difference  between  the  two  countries.  There- 
fore, it  has  been  suggested  that  the  difference  may 
be  attributable  to  either  greater  general  air  pollution 
or  to  greater  occupational  exposures  in  England  and 
Wales  than  in  the  United  States  (or  to  a combina- 
tion of  these  two  factors  together  with  difference  in 


smoking  habits  and  differences  in  climate).  (Fig.  7) 

Eastcott^**  and  Dean®  have  reported  that  lung  cancer 
death  rates  are  higher  in  immigrants  from  Great 
Britain  to  New  Zealand  and  South  Africa  than  in 
native  born  residents  of  the  latter  countries.  They 
suggest  that  this  may  be  caused  by  the  migrants  hav- 
ing been  exposed  to  general  air  pollution  in  Great 
Britain  before  they  migrated  to  New  Zealand  or 
South  Africa. 

Clemmesen®  has  reported  that  lung  cancer  death 
rates  are  higher  in  Copenhagen  than  in  rural  parts 
of  Denmark.  Stocks  and  CampbelF®  have  reported 
that  lung  cancer  death  rates  are  higher  in  Liverpool 
(which  has  heavy  air  pollution  plus  occupational 
exposure  to  dusts  and  fumes)  than  in  certain  small 
cities  of  England  and  rural  areas  of  northern  Wales 
where  there  is  little  air  pollution  and  probably  little 
or  no  occupational  exposure  to  dusts  and  fumes. 

These  studies  suggest  that  general  air  pollution 
and/or  occupational  exposures  may  be  responsible 
(or  partly  responsible)  for  many  cases  of  lung  can- 
cer in  certain  industrial  areas  in  countries  other  than 
the  United  States.  However,  Doll  and  Hill  found 
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that  even  in  large  industrial  cities  of  Great  Britain, 
the  lung  cancer  death  rate  is  very  low  among  men 
who  have  never  smoked. 

In  the  United  States,  many  authors  have  noted 
that  lung  cancer  death  rates  are  higher  in  urban  areas 
than  in  rural  areas  and  have  suggested  that  this  may 
be  caused  by  general  air  pollution.  Actually,  the 
urban-rural  difference  in  death  rates  extends  beyond 
lung  cancer.  Fig.  8 shows  the  ratio  of  urban  to  rural 
death  rates  as  reported  in  the  United  States  in  1950 
for  total  deaths  and  for  certain  selected  causes  of 
death.  The  total  death  rate  was  about  21  per  cent 
higher  in  the  urban  population  than  in  the  rural 
population  and  a number  of  different  diseases  were 
involved,  including  cancer,  heart  disease,  and  tuber- 
culosis but  not  influenza  and  pneumonia.  Obviously, 
exposure  to  general  air  pollution  is  just  one  of  many 
differences  between  urban  and  rural  populations. 

This  same  general  picture  was  found  in  the  Ham- 
mond and  Horn'-  prospective  study.  That  is,  the  total 
death  rate  was  higher  in  urban  areas  than  in  rural 
areas.  However,  in  both  areas  the  death  rate  was 
higher  in  cigarette  smokers  than  in  nonsmokers,  and 
the  percentage  of  cigarette  smokers  ( particularly 
heavy  cigarette  smokers)  was  considerably  greater  in 


urban  areas  than  in  rural  areas.  When  standardized 
for  smoking  habits  as  well  as  age,  the  total  death 
rate  was  only  9-2  per  cent  higher  in  urban  areas  than 
in  rural  areas. 

Fig.  9 from  the  Hammond  and  Horn  smdy  shows 
death  rates  from  lung  cancer  by  areas  for  cigarette 
smokers  and  for  men  who  never  smoked  regularly. 
It  includes  only  well  established  cases  of  broncho- 
genic carcinoma  excluding  cases  diagnosed  as  adeno- 
carcinoma. The  urban-rural  difference  is  trivial  as 
compared  with  the  difference  between  cigarette 
smokers  and  men  who  never  smoked.  Nevertheless, 
both  for  cigarette  smokers  and  for  nonsmokers  lung 
cancer  death  rates  were  higher  in  large  cities  than  in 
rural  areas. 

This  urban-rural  difference  in  lung  cancer  death 
rates  may  be  attributable  to  urban  air  pollution,  as 
many  authors  have  suggested.  However,  there  are 
other  possible  explanations  including  a difference  in 
occupational  exposure  to  certain  dusts,  fumes,  or 
gases. 

All  of  the  men  in  the  present  study  were  asked 
questions  concerning  their  occupations  and  occupa- 
tional exposures  to  dust,  fumes,  vapor,  and  gases.  The 
questions  were  answered  well,  the  exposures  listed 
being  those  which  are  generally  associated  with  the 
specified  occupations.  In  age  group  45  through  79, 
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44.3  per  cent  of  the  farmers  and  27.6  per  cent  of  the 
men  in  other  occupations  said  that  they  had  had  such 
exposures.  This  gives  the  impression  that  farmers 
are  more  subject  to  such  exposures  than  are  non- 
farmers. However,  farmers  generally  listed  things 
such  as  insecticide  sprays  and  dust  from  fertilizers 
to  which  they  are  exposed  only  occasionally  at  cer- 
tain times  of  the  year.  The  nonfarmers  generally 
listed  dusts,  fumes,  vapors,  or  gases  to  which  they  are 
daily  exposed  while  at  work.  The  nonfarmers  who 
denied  occupational  exposures  were  largely  in  cleri- 
cal and  professional  occupations  where  such  expos- 
ures are  unlikely  to  occur  (Fig.  10). 

Altogether,  342,908  male  nonfarmers  between  the 
ages  of  45  and  79  answered  the  question  on  occupa- 
tional exposures  and  94,621  of  them  said  that  they 
had  been  occupationally  exposed  to  various  inhalants. 
During  the  first  ten  and  one-half  months  of  the 
study,  1,013  deaths  occurred  among  the  94,621  men 
in  the  exposed  group  and  2,888  deaths  occurred 
among  the  248,287  men  in  the  unexposed  group. 
Since  the  two  groups  differed  in  age  distribution,  an 
adjustment  has  to  be  made  for  age.  Correcting  for 
age  difference,  the  total  mortality  rate  was  just  6 


per  cent  higher  in  the  exposed  group  than  in  the 
unexposed  group.  The  lung  cancer  death  rate  was 
36  per  cent  higher  in  the  exposed  group  than  in  the 
unexposed  group;  but  this  is  based  upon  a small 
number  of  deaths  and  no  correction  has  yet  been 
made  for  smoking  habits.  The  death  rate  from  other 
pulmonary  diseases  was  nearly  twice  as  high  in  the 
exposed  group  as  in  the  unexposed  group,  and  this 
difference  is  probably  significant  (Fig.  11). 

A more  detailed  analysis  by  type  of  exposure  and 
by  specific  diseases  will  be  made  taking  smoking 
habits  into  consideration.  However,  this  cannot  be 
done  until  another  year  or  two  of  follow-up  has  been 
completed  and  more  deaths  are  available  for  analysis. 

These  early  findings  suggest  two  things: 

1.  At  least  a part  of  the  reported  urban-rural  dif- 
ference in  death  rates  may  be  due  to  occupational 
exposures,  and 

2.  Industrial  hygienists  have  done  their  work  so 
well  that  occupational  exposures  of  the  types  consid- 
ered here  probably  do  not  account  for  a large  propor- 
tion of  male  deaths  in  the  United  States  at  this 
time.  Of  course,  this  does  not  exclude  the  possibility 
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that  a serious  hazard  may  exist  in  certain  industrial 
situations. 

Wynder/"*  Breslow^  and  others  have  made  a num- 
ber of  retrospective  studies  on  lung  cancer  in  rela- 
tion to  both  occupation  and  smoking  habits.  From 
these  studies,  it  appeared  that  some  degree  of  hazard 
might  exist  in  a number  of  occupations  other  than 
those  involving  very  heavy  exposure  to  factors  such 
as  radioactive  dust.  The  prospective  study  of  Dunn, 
Linden,  and  Breslow®  was  undertaken  to  check  these 
leads.  They  ascertained  the  exposures  and  smoking 
habits  of  66,794  men  employed  in  occupations  which 
were  under  suspicion  in  this  respect  and  have  been 
tracing  these  subjects  for  a number  of  years.  So  far 
they  have  only  reported  a few  early  findings.  These 
give  the  impression  that  some  hazard  of  lung  can- 
cer may  be  involved  in  certain  of  the  occupations 
studied;  but  the  degree  of  the  hazard  appeared 
smaller  than  had  been  suspected.  It  should  be  empha- 
sized that  the  occupations  they  are  studying  do  not 
involve  extremely  high  exposures. 


Histologic  Studies 

For  some  years,  Auerbach  and  Stout  have  been 
engaged  in  extensive  histiologic  studies  of  the  bron- 
chial epithelium  of  persons  who  died  and  whose 
bodies  were  studied  at  autopsy  at  the  Veterans  Hos- 
pital of  East  Orange,  N.  J.,  and  a number  of  hos- 
pitals in  upstate  New  York.  The  author  has  been 
associated  with  them  in  the  design  of  these  studies 
and  the  statistical  analysis  of  the  data.  One  of 
the  investigations^  was  based  upon  a microscopic 
examination  of  20,665  sections  of  bronchial  epi- 
thelium from  402  white  men  of  whom  63  died 
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of  lung  cancer  and  339  died  of  other  causes.  Of  the 
latter,  65  had  never  smoked  regularly  and  274  were 
regular  cigarette  smokers.  To  avoid  the  possibility  of 
bias,  great  pains  were  taken  to  put  the  slides  in  ran- 
dom order  and  label  them  so  that  the  pathologists 
did  not  know  their  identity  until  after  they  recorded 
microscopic  findings. 

Extensive  lesions  were  found  in  the  remaining 
bronchial  epithelium  of  men  who  died  of  lung  can- 
cer. Typically,  these  lesions  contained  cells  with  nu- 
clei having  the  appearance  of  the  nuclei  of  neoplastic 
cells.  Many  of  these  lesions  were  composed  entirely 
of  such  cells  and  gave  the  impression  of  caroinoma- 
in-situ.  No  such  lesions  were  found  in  the  bronchial 
epithelium  of  the  65  men  who  had  never  smoked 
regularly;  but  many  such  lesions  were  found  in  cig- 
arette smokers  who  died  of  causes  other  than  lung 
cancer  and  the  number  increased  with  amount  of 
smoking.  Other  changes,  such  as  hyperplasia,  also 
increased  with  amount  of  cigarette  smoking. 

This  led  us  to  wonder  whether  exposure  to  general 
air  pollution  might  produce  changes  in  the  bronchial 
epithelium  of  nonsmokers.  In  our  most  recent  pub- 
lished report^  26  women  who  had  never  smoked 
and  who  had  lived  all  of  their  lives  in  rural  areas 
were  matched  on  age  and  occupation  with  26 
women  who  had  lived  all  of  their  lives  in  cities. 
All  of  the  52  women  had  died  of  causes  other 
than  lung  cancer.  Sections  of  bronchial  epithelium 
from  these  women  were  mixed  randomly  with  sec- 
tions from  other  subjects  and  were  then  microscop- 
ically examined.  No  lesions  were  found  of  the  type 
typically  found  in  persons  who  die  of  lung  cancer 
and  in  heavy  cigarette  smokers.  However,  hyperplasia 
and  loss  of  cilia  were  found  in  a slightly  larger  per- 
centage of  sections  from  urban  women  than  rural 
women. 
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Discussion 

Various  carcinogenic  agents,  toxic  substances,  and 
irritants  have  been  chemically  identified  in  the  air 
of  American  cities.  This  suggests  the  possibility  of 
a health  hazard.  The  only  other  evidence  which  sug- 
gests a present  serious  danger  is  the  finding  that 
death  rates  from  a number  of  diseases,  including  lung 
cancer  and  heart  disease,  are  higher  in  urban  areas 
than  in  rural  areas  of  the  United  States. 

Obviously,  there  are  a great  many  differences  be- 
tween farm  life  and  city  life.  The  urban-rural  differ- 
ence in  death  rates  may  well  be  due  to  factors  en- 
tirely unrelated  to  general  air  pollution. 

Evidence  previously  reviewed  suggests  that: 

1.  Part  of  the  urban-rural  difference  in  death  rates 
may  be  due  to  differences  in  cigarette  consumption. 

2.  Part  of  the  difference  may  be  due  to  occupa- 
tional exposures. 

Other  possible  differences  between  farm  and  city 
life  should  certainly  be  investigated;  for  example, 
diet  and  exercise  in  relation  to  heart  disease. 

There  is  still  another  factor  which  requires  careful 
investigation.  Many  Americans  have  moved  from 
farms  into  cities  while  relatively  few  have  moved  in 
the  other  direction.  It  is  possible  that  the  state  of 
health  of  an  individual  has  an  influence  on  the  prob- 
ability that  he  will  make  such  a move.  For  example, 
a farmer  nearing  the  age  of  retirement  may  remain 
on  the  farm  so  long  as  he  is  in  good  health  but  per- 
haps move  to  a city  or  town  if  his  health  begins  to 
fail.  If  this  is  at  all  a usual  occurrence,  it  would  have 
the  effect  of  lowering  rural  death  rates  and  slightly 
increasing  urban  death  rates.  This  applies  to  the  to- 
tal death  rate. 

When  reported  death  rates  from  specific  diseases 
are  considered,  it  must  be  remembered  that  doctors 
and  medical  facilities  are  highly  concentrated  in  ur- 
ban areas.  Thus  quality  of  diagnosis  might  account 
for  reported  urban-rural  difference  in  death  rates 
from  certain  diseases,  particularly  those  which  are 
the  most  difficult  to  diagnose. 

Until  these  matters  are  cleared  up,  we  are  not  justi- 


fied in  drawing  firm  conclusions  concerning  serious 
health  effects  of  general  air  pollution  as  it  occurs  in 
American  cities  at  this  time.  Nevertheless,  it  is  ex- 
tremely important  to  continue  intensive  research  on 
the  problem.  My  concern  is  for  the  future.  Certain 
types  of  air  pollution,  particularly  from  motor  vehicle 
exhausts,  have  increased  greatly  during  the  last  several 
decades  and  are  continuing  to  increase.  At  the  same 
time,  an  increasingly  large  proportion  of  our  popula- 
tion is  being  moved  into  areas  where  this  occurs. 
This  may  have  serious  effects  upon  health  if  such 
exposure  is  continued  over  several  decades.  Now  is 
the  time  to  evaluate  the  situation  so  as  to  take  cor- 
rective steps  if  the  evidence  should  indicate  that  a 
serious  threat  exists. 
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Even  Experts  A4oy  Be  Wrong 

After  George  Stephenson’s  locomotives  reached  the  speed  of  30  miles  an 
hour,  the  Munich  College  of  Physicians  issued  an  earnest  warning  against  railway 
travel.  Trees  and  houses  flashing  past  the  eyes  would  damage  vision,  the  warning 
stated,  and  the  dizzy  speed  would  bring  on  headaches  and  vertigo.  In  England  it 
was  predicted  that  traveling  at  30  miles  an  hour  would  cause  insanity. 
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Hurricanes  and  Public  Health  Problems 

WILLIAM  R.  ROSS,  M.D.,  M.P.H. 


The  impact  of  a hurricane  upon  public  health 
facilities  depends  upon  the  many  variables  that 
are  parts  of  such  a storm. 

Hurricanes  are  cyclonic  windstorms  usually  accom- 
panied by  rain,  thunder,  and  lightning.  High  winds 
extend  outward  from  the  storm  center  for  varying 
distances,  sometimes  as  much  as  200  to  300  miles. 
Wind  velocity  increases  in  the  area  approaching  the 
eye  or  storm  center,  but  an  area  of  calm  prevails  at 
the  center.  Cyclonic  windstorms  are  not  classified  as 
hurricanes  until  the  wind  velocity  has  reached  75 
miles  per  hour.  Wind  velocity  may  reach  150  to  175 
miles  per  hour.  Forward  progress  of  such  storms  is 
usually  10  to  12  miles  per  hour,  interrupted  by  peri- 
ods of  no  advance.  The  length  of  time  that  an  area 
of  land  may  be  exposed  to  such  ravages  of  nature 
depends  upon  the  geographic  relationship  of  the  eye 
to  that  land.  The  storm  may  pass  directly  over  a 
land  area,  in  which  case  that  geographic  point  is 
subjected  to  a period  of  increasing  winds  and  rain 
until  the  storm  has  advanced  sufficiently  to  place  the 
eye  over  the  land  area.  Duration  of  the  calm  in  the 
storm  center  depends  upon  the  diameter  of  the  eye 
and  the  forward  speed  of  the  storm.  As  the  quiet 
period  passes,  the  land  area  experiences  high  winds 
from  a direction  opposite  to  that  experienced  earlier. 
The  latter  winds  diminish  in  intensity  as  the  storm 
continues  to  advance  forward. 

The  storm  may  pass  a hypothetical  point  of  land 
at  an  offshore  distance  sufficient  to  bring  nothing 
more  than  a series  of  thundershowers,  or  it  may  be 
sufficiently  close  to  allow  the  periphery  of  the  storm 
to  pass  over.  In  the  latter  case,  the  land  area  is  sub- 
jected to  the  wind  and  rain  for  a longer  period  of 
time  without  a period  of  calm. 


Hurricane  Carla  which  visited  the  Texas  coast  in 
September,  1961,  was  a storm  of  major  proportions 
and  one  which  placed  the  upper  Texas  coast  in  its 
periphery  for  long  hours.  In  addition  to  the  high 
winds  and  torrential  rains,  Carla  caused  flooding 
beyond  that  generally  experienced  during  a hurricane, 
and  in  her  dying  hours  spawned  numerous  tornadoes. 

Emergency  Shelters 

Protection  of  life  and  property  must  be  started 
with  receipt  of  storm  warnings.  Word  must  be  spread 
to  individuals  in  low  lying  areas,  which  are  subject 
to  flooding,  to  evacuate  to  safe  buildings  on  high 
land.  Shelters  must  be  designated  in  numbers  suffi- 
cient to  house  and  feed  such  evacuees,  as  well  as 
those  who  leave  their  homes  for  safer  structures.  In- 
dividuals in  charge  of  shelters  should  be  prepared  for 
all  emergencies,  such  as  would  occur  with  minor  in- 
juries, pregnant  women,  chronically  ill  persons,  hys- 
teria, the  entire  list  of  childhood  illnesses,  and  other 
acute  conditions  which  may  develop  during  hours 
people  are  confined  in  close  quarters.  Sanitation  must 


Public  health  problems  in  time  of  hurricanes 
are  as  variable  as  the  hurricanes  them- 
selves. Problems  presented  may  be  minor  and 
easily  absorbed  into  the  usual  work  load, 
or  they  may  be  compounded  and  so  complex 
as  to  severely  tax  available  resources. 
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be  supervised  and  maintained.  Planning  should  in- 
clude provisions  for  pets  if  such  are  to  be  permitted 
in  shelters. 

Problems  related  to  emergency  shelters  are  com- 
pound at  the  very  best.  Hurricane  Carla  created  a 
situation  whereby  shelters  in  Galveston  had  to  be 
operated  for  five  days  and  nights  rather  than  the 
usual  one  day  and  two  nights.  Actually  one  shelter 
had  to  be  open  six  days  and  nights. 

Cities  at  distances  as  far  as  300  miles  from  the 
coast  were  faced  with  providing  shelter  for  indi- 
viduals who  were  advised  to  evacuate  certain  coastal 
areas.  These  shelters  presented  formidable  problems 
but  the  magnimde  of  such  did  not  compare  with  the 
experiences  of  those  in  reach  of  the  storm. 

Medical  and  allied  personnel  should  be  prepared  to 
man  medical  facilities  throughout  the  emergency  pe- 
riod. This  is  a basic  concept,  but  during  the  height 
of  a hurricane  it  may  be  most  difficult  to  transport 
patients  to  the  hospital.  When  routes  to  hospitals 
are  under  three  to  five  feet  of  flood  water,  it  may  be 
impossible  to  transport  anyone  unless  a boat,  a high 
raised  truck  or  an  amphibious  tractor  is  available. 

Hospital  personnel  should  report  to  their  stations 
in  advance  of  the  storm;  otherwise,  they  might  not 
be  able  to  get  there  without  endangering  life  and 
limb.  This  situation  presents  problems  relating  to 
housing  and  feeding  a greater  number  of  individuals 
since  personnel  representing  three  daily  shifts  will  be 
present  at  one  time.  In  reality  such  problems  are 
compounded  by  the  fact  that  families  do  not  desire  to 
be  broken  up  at  such  times,  plus  the  fact  that  hos- 
pital buildings  are  strong  structures;  thus  employees 
tend  to  bring  their  families  with  them.  Hospitals  are 
also  confronted  with  citizens  living  in  the  immediate 
vicinity  who  seek  shelter  when  the  storm  reaches 
proportions  sufficient  to  cause  them  concern  for  their 
safety. 

Regardless  of  the  hazards  that  are  ever  present 
during  a hurricane,  there  are  individuals  who  present 
themselves  for  medical  care.  Such  may  be  nothing 
more  than  emergency  treatment  of  a puncture  wound 
resulting  from  the  individual  having  stepped  on  a 
nail  protruding  from  fallen  debris.  These  injuries 
are  common  among  persons  such  as  firemen,  police- 
men, and  emergency  workers  whose  jobs  require  that 
they  be  on  duty  in  the  storm.  These  persons  obtain 
treatment  and  return  to  their  usual  duties;  however, 
other  persons  who  could  return  home  after  treatment 
sometimes  prefer  to  remain  in  the  safety  of  the  hos- 
pital. 

The  number  of  available  medical  personnel  deter- 
mines the  possibility  of  having  a medical  team  quar- 
tered in  each  designated  shelter.  This  would  be  ideal. 
Preplanning  may  result  in  better  utilization  of  avail- 
able personnel  by  designation  of  one  shelter  for  the 


aged,  one  for  the  chronically  ill,  and  one  for  preg- 
nant women. 

Personnel  responsible  for  maintenance  of  the  city 
water  supply  should  take  precautionary  steps  to  as- 
sure protection  of  the  supply  throughout  the  emer- 
gency. Every  segment  of  the  system  which  is  not 
needed  should  be  cut  off  until  after  the  storm.  Every 
storage  facility  should  be  filled  to  capacity  in  advance 
of  the  storm  as  damages  to  facilities  may  make  this 
impossible  once  the  storm  hits.  An  ample  supply  of 
chlorine  should  be  placed  where  it  is  available  since 
it  may  not  be  possible  to  transport  it  from  a ware- 
house during  the  hurricane.  Chlorine  residual  should 
be  increased  beyond  that  normally  maintained. 

Actually  the  planning  and  construction  of  water 
supplies  for  communities  along  the  coast  must  in- 
clude protective  measures  against  all  hazards  of  hur- 
ricanes. It  is  too  late  to  do  major  construction  to 
prevent  flooding  of  wells  or  pump  stations  once  a 
storm  warning  is  hoisted. 

Problems  in  Galveston 

Problems  experienced  in  the  city  of  Galveston  may 
be  used  to  better  iUustrate  the  situation.  The  city  is 
located  on  the  eastern  end  of  Galveston  Island  and 
is  protected  on  the  gulf  side  by  a seawall.  Access  to 
the  city  is  by  a causeway  which  joins  the  mainland 
with  the  island  in  the  northwest  portion  of  the 
city.  The  island  has  access  to  Bolivar  Peninsula  on 
the  northeast  by  a ferry.  The  city  receives  its  water 
supply  from  15  wells  located  on  the  mainland  some 
20  miles  from  Galveston. 

Hurricane  Carla  began  making  herself  obvious  by 
high  tides  and  resultant  back-up  of  tidal  waters  as 
early  as  the  afternoon  of  Friday,  Sept.  8,  1961.  By 
Saturday  noon,  waves  were  breaking  against  the  sea- 
wall and  spilling  water  onto  the  street.  Bay  waters 
were  spilling  over  into  the  city  by  early  afternoon. 
The  first  gusts  of  wind  and  rain  struck  at  4 p.m. 
that  same  day.  From  that  time  the  wind  and  rain 
increased  in  intensity,  and  the  city  was  under  siege 
until  the  storm  moved  inland  in  the  vicinity  of  Port 
O’Connor,  116  miles  down  the  coast,  on  Monday, 
Sept.  11.  This  heralded  the  period  of  gradually  di- 
minishing winds  and  rain  which  lasted  until  the 
afternoon  of  Sept.  12. 

During  the  entire  period  of  the  storm,  bay  waters 
supplemented  by  thousands  of  gallons  of  rain  water 
continued  to  flood  more  and  more  of  the  city.  With 
flooding,  one  sewage  disposal  plant  was  completely 
decommissioned;  the  other  was  isolated  but  continued 
to  operate  until  power  service  to  the  plant  was  dis- 
rupted. 

Thus,  a community  underwent  attack  by  winds 
which  reached  gusts  of  more  than  125  miles  per 
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hour,  torrential  rains,  and  flooding  which  reached  a 
depth  of  three  to  six  feet  in  many  parts  of  the  city. 
In  addition,  access  to  the  mainland  was  cut  off  by 
high  water  over  the  city  street  leading  to  the  cause- 
way and  over  a long  stretch  of  the  highway  on  the 
mainland  side  of  the  causeway.  Manhole  covers  were 
pushed  up  and  sewage  poured  into  the  flood  waters. 
Multiple  storied  buildings  were  without  water  above 
the  third  floor,  as  water  pressure  had  been  lowered 
to  reduce  water  usage  and  loss  from  any  breaks  which 
could  occur  during  the  storm.  Power  was  lost  to  some 
isolated  areas  as  early  as  Sunday,  and  to  the  entire 
city  by  early  Tuesday.  Power  to  pumps  at  the  water 
wells  was  lost  on  Sunday,  but  emergency  power  was 
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maintained  and  kept  a supply  of  water  equal  to  10 
per  cent  of  the  normal  volume  flowing  into  the  city. 

During  the  worst  part  of  the  storm  most  people 
remain  inside,  but  unfortunately  some  venture  out 
to  see  what  is  happening.  This  increases  the  number 
of  minor  accidents.  Individuals  wading  through  flood 
waters  are  in  danger  of  falling  through  open  man- 
holes— a danger  no  one  seems  to  realize  at  the  time. 

Hospitals  and  hotels  are  confronted  with  problems 
related  to  low  water  pressure.  Commodes  above  the 
third  floor  are  inoperable  due  to  lack  of  water,  and 
people  have  a tendency  to  meet  nature’s  needs  in  any 
convenient  spot.  Sanitation  problems  created  by  the 
necessity  to  remove  by  hand  buckets  of  sewage  may 
be  better  controlled  at  hospitals  than  at  hotels. 


Water  Supply 

Throughout  the  storm  period  there  is  concern  as 
to  safety  of  the  water  supply.  Unless  individuals  scat- 
tered throughout  the  city  are  checking  periodically 
the  chlorine  residual,  one  can  only  rely  on  the  fact 
that  an  increased  amount  of  chlorine  is  being  added 
at  the  main  pumping  station.  One  of  the  first 
projects  to  be  initiated  as  soon  as  the  storm  has 
subsided  sufficiently  to  permit  safe  travel  is  that  of 
checking  numerous  points  of  the  city  water  distribu- 


tion system  for  chlorine  residual.  This  project  may 
be  coordinated  with  other  activities  and  should  be 
carried  out,  day  and  night,  until  assurance  has  been 
received  from  those  in  charge  that  the  system  is 
functioning  normally.  Crews  should  be  available  to 
hyperchlorinate  any  seaion  of  the  distribution  sys- 
tem found  to  have  no  residual  chlorine.  Valves  closed 
prior  to  the  storm  should  not  be  opened  until  the 
affected  sections  of  the  system  are  checked.  Water 
samples  should  be  collected  at  numerous  points  over 
the  distribution  system  and  submitted  to  the  labora- 
tory for  bacteriological  analysis. 

Problems  related  to  a water  supply  are  worsened 
when  the  supply  becomes’  polluted  by  flooding  of 
the  water  wells  or  water  treatment  plant.  The  public 
must  be  warned  of  the  situation  and  advised  on  pre- 
cautionary measures.  Such  education  must  continue 
until  the  system  has  been  cleaned  and  negative  re- 
ports on  water  samples  are  received  from  the  labora- 
tory. Although  the  multiplicity  of  problems  in  towns 
and  cities  tends  to  force  a concentrated  attention  to 
such  areas,  problems  of  people  who  reside  in  rural 
sections  and  who  depend  upon  individual  water  and 
sewage  disposal  systems  must  not  be  ignored. 

The  waning  hours  of  a hurricane  are  characterized 
by  progressive  lessening  of  the  storm’s  intensity.  As 
the  storm  begins  to  abate,  people  relax  and  have  a 
tendency  to  return  to  their  homes  and  go  about  their 
routine  business.  In  Galveston,  this  trend  was  noted 
Monday  evening  after  Carla  was  reported  as  having 
moved  inland.  Although  winds  up  to  75  miles  per 
hour  still  existed,  many  persons  returned  home  and 
went  to  bed.  Then,  between  3 and  3 : 30  a.m.  approxi- 
mately seven  tornadoes  struck  within  the  city  limits. 
One  of  these  left  a path  of  destruction  from  the  sea- 
wall to  the  bay. 

Such  destruction  creates  a tremendous  need  for  suf- 
ficient volunteers  for  rescue  work.  The  problems  of 
rescue  and  transportation  of  injured  include  those  re- 
lated to  flooded  conditions.  Also,  bodies  of  those 
killed  have  to  be  removed  to  a place  where  efforts 
at  identification  may  be  made. 

Health  department  personnel  should  be  prepared 
to  move  into  action  as  soon  as  they  can  safely  do  so. 
Even  then  they  will  find  conditions  created  by  indi- 
viduals who  have  begun  operations  before  the  storm 
has  blown  itself  out. 


Food  Spoilage 

Loss  of  power  in  the  city  means  that  all  foods  re- 
quiring refrigeration  are  subject  to  spoilage. 

In  Galveston,  power  lines  into  the  city  were  bro- 
ken and  the  city  was  left  in  total  darkness,  with  the 
exception  of  those  places  having  operable  standby 
generators,  from  early  morning  until  late  afternoon 
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of  Tuesday,  Sept.  12.  However,  it  was  not  known 
which  areas  were  without  electricity  for  longer  peri- 
ods of  time.  Thus,  problems  related  to  refrigerated 
foods  became  an  immediate  concern. 

Inspection  teams  should  be  set  up  to  check  sys- 
tematically each  food  establishment.  It  is  surprising 
to  discover  the  extent  that  individuals  facing  a major 
clean-up  go  to  remove  an  immediate  problem  con- 
fronting them.  Spoiled  meats  and  other  foods  are 
thrown  into  the  alleys  and  streets,  and  steps  must  be 
taken  to  stop  such  practices  as  fast  as  they  develop. 

In  Galveston,  this  situation  did  occur.  Individuals 
thought  that  the  city  would  be  cleaning  up  the  moun- 
tains of  debris  and  would  take  everything.  Persons 
creating  the  situation  were  concerned  with  a clean-up 
of  their  establishments  and  gave  little,  if  any,  thought 
to  the  fact  that  the  city  would  be  days  and  even 
weeks  getting  streets  cleared.  Actually,  the  city  had 
few  operable  trucks  left  and  had  to  lease  trucks  and 
drivers.  With  the  realization  that  there  were  several 
tons  of  food  products  to  be  destroyed  and  that  rou- 
tine garbage  and  trash  pickups  might  not  be  insti- 
mted  for  days  or  weeks,  the  health  department  re- 
ceived authorization  to  lease  a truck  and  driver.  In- 
spectors reported  the  locations  and  amounts  of  con- 
demned foods,  and  the  truck  was  directed  in  accord- 
ance with  a plan  of  avoiding  duplication  of  routing. 
An  inspector  was  assigned  to  the  truck  to  supervise 
loading  and  final  disposal.  Problems  related  to  dis- 
posal were  not  simple.  Steps  were  taken  to  prevent 
scavengers  from  gathering  up  condemned  food  and 
returning  it  to  trade  channels  or  using  it  for  their 
own  consumption. 

Decisions  must  be  made  on  minimum  standards 
before  certain  types  of  food  preparation  or  processing 
may  be  resumed.  To  do  otherwise  might  result  in 
economic  loss  which  could  force  an  operator  into 
bankruptcy. 

Sanitation  Measures 

Dead  animals  present  problems  of  disposal,  but 
collection  when  they  are  wedged  under  houses  re- 
quires considerable  effort  and  rime.  In  rural  areas 
such  animals  may  be  burned  where  found,  but  in 
cities  they  may  have  to  be  hauled  some  distance  for 
burial  or  burning. 

When  a community  is  flooded,  another  problem 
may  be  that  of  caskets  flooded  from  graves.  The 
availability  of  personnel  to  conscript  a truck,  collect 
the  caskets,  and  determine  the  graves  from  which 
they  came  is  necessary. 


Dogs  which  managed  to  survive  the  storm  pose 
another  problem.  Many  have  had  long  frightening 
hours  of  exposure  on  pieces  of  floating  timber.  As 
the  winds  subside,  these  animals  begin  to  seek  dry 
land  and  particularly  food.  Fortunately,  Galveston  did 
not  experience  an  increased  incidence  of  dog  bites. 

The  approach  to  all  problems  is  handicapped  by 
the  difficulty  in  getting  personnel.  When  communi- 
cations remain  intact  this  is  no  particular  task,  unless 
many  employees  have  lost  everything  in  a tornado 
area  or  by  flooding.  Some  employees  suffer  a total 
loss  but  still  report  promptly  and  work  long  hours 
until  the  emergency  task  has  been  completed.  Other 
employees  may  have  been  evacuated  to  points  of 
safety  inland  and  have  difficulty  getting  back.  In 
Galveston,  two  health  employees  lost  everything  in 
"Tornado  Alley”  and  three  lost  all  household  effects 
and  personal  belongings  by  flood  waters. 

While  health  officials  are  meeting  emergencies  and 
attempting  to  find  prompt  solutions  to  problems,  they 
must  also  face  the  decision  of  whether  typhoid  im- 
munizations should  be  given  on  a mass  scale.  Public 
announcements  regarding  immunizations  should  be 
made  as  soon  as  possible  and  should  be  repeated 
periodically. 

Lack  of  communication  with  teams  assigned  to 
road  blocks,  if  such  are  established  to  keep  out  the 
sightseers,  results  in  advice  and  announcements  con- 
trary to  that  given  in  official  releases.  This  problem 
may  be  compounded  by  some  individuals,  located 
hundreds  of  miles  away,  making  statements  without 
actually  verifying  facts  with  those  at  the  scene. 

Early  planning  for  rodent  and  insect  control  must 
be  made.  Time  is  needed  to  have  requests  for  assist- 
ance approved,  and  delays  may  hamper  control  pro- 
grams. 

With  large  amounts  of  debris  to  be  removed,  extra 
disposal  grounds  must  be  created.  Sanitation  of  dis- 
posal grounds  during  and  after  the  immediate  period 
must  be  checked. 

Arrangements  should  be  made  for  a central  clear- 
ing station  at  the  Texas  State  Department  of  Health 
headquarters,  Austin,  to  coordinate  procedures  with 
the  state  office.  The  city  of  Galveston  received  splen- 
did cooperation  and  assistance  from  this  State  De- 
partment. The  many  offers  of  assistance  from  inland 
local  health  departments  relieved  much  anxiety  and 
tension,  even  though  public  health  authorities  in 
Galveston  did  not  find  it  necessary  to  accept  such 
offers. 

♦ Dr.  Ross,  City  Health  Department,  Galveston. 
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Public  Health  Problems 
In  Civil  Defense 


The  local  health  department,  as  the  basic  unit 
in  the  administration  of  public  health,  provides 
direct  services  in  a civil  defense  effort  in  the  usual 
way  except  during  war.  In  the  event  of  war,  the 
unique  combination  of  technical  services  in  a health 
department  would  have  to  be  directed  not  only  to- 
ward the  existing  health  problems,  but  also  toward 
radiation,  biological,  and  chemical  effects  in  protect- 
ing and  maintaining  public  health. 

In  considering  what  measures  to  take  in  a civil 
defense  emergency  involving  nuclear  warfare,  the 
most  practical  approach  is  to  consider  facts  now 
known.  A March  23,  1962,  release  from  the  Food 
and  Drug  Administration  stated  the  following; 

1.  In  1961,  the  strontium  90  intake  from  the  total 
diet  of  an  average  19  year  old  boy  in  Washington, 
D.C.,  was  only  6 per  cent  of  the  average  daily  in- 
take considered  acceptable  for  a lifetime  by  the  Fed- 
eral Radiation  Council. 

2.  About  half  of  the  strontium  90  content  of  a 
market  basket  of  foods  will  be  discarded  with  the 
garbage  when  foods  are  prepared  in  the  usual  man- 
ner. 

3.  Additional  basic  data  against  which  to  measure 
any  increase  in  strontium  90  in  foods  should  be  ob- 
tained. 

In  addition  to  these  facts,  we  know  that  the  Fed- 
eral Radiation  Council  guideline  for  an  acceptable 
daily  intake  of  strontium  90  when  averaged  for  one 
year,  is  200  micro-microcuries.  So  far,  the  average 
daily  intake  of  strontium  90  from  the  edible  portions 
of  the  "market  basket”  is  11.5  micro-microcuries. 
At  the  present  time,  fallout  levels  do  not  warrant 
undue  public  concern  nor  initiation  of  public  health 
action  to  limit  intake  of  radioactive  materials  by 
individuals  or  large  population  groups  in  any  part 
of  the  country. 

In  the  event  of  a nuclear  disaster,  the  technical 
public  health  services  would  have  to  be  coordinated 
and  directed  toward  medical  and  environmental  prob- 
lems. The  medical  services  and  related  problems 
would  be  coordinated  under  a director  of  emergency 
health  services.  Such  services  as  immunization,  for 
example,  would  be  administered  by  personnel  with 
proper  knowledge  and  with  proper  facilities.  Obvi- 


ously, all  vaccines  or  oth'er  biological  and  medical 
supplies  should  be  free  from  radioactive  substances 
before  they  are  administered. 

In  biological  warfare,  the  civil  defense  effort  will 
require  a group  of  well  trained  personnel,  both  as  to 
recognition  of  the  clinical  developments  by  physi- 
cians and  fast  but  accurate  laboratory  support  as  an 
aid  in  recognizing  the  etiologic  agent  or  agents  in- 
volved. Present  day  knowledge  concerning  methods 
of  spread  in  aerosols  of  certain  bacteria  and  viruses 
causing  human  infection  is  well  understood,  and  the 
possibility  of  exposing  large  portions  of  a concen- 
trated population  must  be  remembered  in  making 
plans  for  an  emergency  civil  defense  effort. 

The  civil  defense  effort  in  chemical  warfare  would 
also  require  an  up-to-the-minute  trained  group  of 
public  health  personnel.  Current  knowledge  of  the 
various  gases  harmful  to  human  life,  how  they  do 
their  damage,  and  their  residual  effects  would  have 
to  be  thoroughly  understood  in  order  to  take  immedi- 
ate aaion. 

Sanitation  problems  will  be  complicated  during  a 
civil  defense  emergency.  Even  experienced  sanitation 
personnel  will  be  handicapped  unless  they  are  pre- 
pared with  proper  knowledge  and  facilities  includ- 
ing: 

A.  Pre-disaster  training  in: 

1.  Emergency  protection  of  quality  of  food, 
drugs,  water,  and  milk. 

2.  Availability  and  use  of  necessary  equipment. 

3.  Emergency  methods  for  obtaining  and  sup- 
plying food,  drugs,  water,  and  milk. 

4.  Proteaion  from  contamination. 

5.  Decontamination. 
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Protection  of  the  public's  health  dur- 
ing a civil  defense  emergency  would 
be  an  immensely  complicated  task, 
and  would  require  trained  personnel 
in  every  phase  of  work.  Communica- 
tion is  vital,  but  local  departments 
should  prepare  to  act  with  little  or  no 
direction  should  the  necessity  arise. 


6.  Minimum  quantities  of  supplies  required. 

7.  Emergency  disposal  of  excreta,  facilitation 
of  personal  hygiene,  and  control  of  refuse, 
insects,  and  rodents. 

B.  Communications  with  civil  defense  authorities 
for  information  on: 

1.  The  type  of  warfare  (atomic,  chemical,  or 
biological)  against  which  defense  is  needed. 

2.  What  geographic  areas  are  safe  for  occupa- 
tion and  utilization. 

3.  Where  and  how  many  hospitals,  evacuees, 
and  other  personnel  need  sanitation  services. 

C.  Communications  with  the  director  of  emer- 
gency health  services. 

It  may  be  assumed  that,  if  the  situation  permits, 
civil  defense  and  police  authorities  will  establish  com- 
munication with  the  direaor  of  emergency  health 
services.  On  the  other  hand,  it  would  also  be  logical 
to  assume  that  field  personnel  will  have  to  proceed 
with  a minimum  of  direction  or  advice. 

Field  personnel  must  be  familiar  with  civil  defense 
instruments  for  measuring  radioactivity,  and  with 
their  application  to  the  safety  of  the  food,  drug, 
milk,  and  water  supplies,  and  to  personnel  protection. 
They  must  have  a basic  understanding  of  radioactiv- 
ity, fallout,  and  methods  of  decontamination.  Also, 
equipment  must  be  available  when  and  where  it  is 
needed.  Minimum  equipment  would  include  high 
and  low  range  radiation  meters,  gas  masks,  and 
personnel  protection  devices  for  each  field  team.  A 
Geiger  counter  compares  radioactivity  of  the  ten  day 
day  water  standard  with  that  in  food  or  water.  If 
radioactivity  in  the  food  or  water  does  not  exceed 
that  of  the  standard,  it  is  considered  safe  for  inges- 
tion during  an  emergency  period  of  not  more  than 
ten  days. 

Public  water  supplies  may  not  be  available  if  elec- 
tricity supplies  fail.  Therefore,  all  areas  should  inven- 
tory surface  water  supplies  and  plan  means  of  treat- 
ment and  distribution.  Sources  should  meet  the  ten 
day  civil  defense  water  standard;  be  clear,  if  possible; 
be  reasonably  safe  chemically  and  bacteriologically; 
and  be  within  hauling  distance  of  the  area  of  dis- 
tribution. Equipment  for  loading  water  onto  carriers 
must  be  available;  and  each  load  must  be  thoroughly 


chlorinated.  Carriers  may  include  tank  trucks  or  rail- 
road cars.  Arrangements  must  include  delivery  to  the 
consumer. 

Minimum  quantities  of  water  required  daily  per 
capita  will  vary.  For  instance,  during  the  first  10  to 
12  hours  after  attack,  there  should  be  not  less  than 
five  gallons  of  water  available  per  casualty  in  hos- 
pitals, first  aid  stations,  and  other  medical  facilities. 
Thereafter,  at  least  15  gallons  will  be  required  per 
patient  per  24  hours  until  hospital  facilities  are  de- 
veloped to  full  services.  Then  the  need  will  be  25 
gallons  per  patient  per  day. 

Mass  care  centers  and  welfare  installations,  where 
both  lodging  and  emergency  feeding  are  provided, 
should  have  five  gallons  per  person  during  the  first 
10  to  12  hours  after  attack  and  10  to  15  gallons 
thereafter.  Where  lodging  and  feeding  facilities  are 
separate,  lodging  needs  will  increase  from  two  to  five 
gallons  per  person  during  these  periods,  and  emer- 
gency feeding  needs  will  increase  from  three  to  ten 
gallons.  Where  there  are  sewer  facilities  at  emergency 
locations,  and  toilet  flushing  is  permitted,  an  addi- 
tional ten  gallons  per  person  per  day  will  be  required. 

Biological  and  chemical  warfare  agents  pose  a 
serious  hazard  to  emergency  water  supplies.  Chemical 
agents  can  be  detected  with  kits  available  through 
the  federal  government,  but  biological  agents  are  not 
as  easily  identified.  The  most  rapid  method  available 
is  the  membrane  filter  technique  of  isolation  and  in- 
cubation, which  requires  8 to  12  hours.  Heavy  chlori- 
nation should  be  used  when  biological  warfare  is 
suspected. 

There  are  many  phases  and  details  of  this  type  of 
program  which  cannot  be  touched  upon  here.  In  any 
case,  it  is  evident  that  much  planning,  training,  and 
preparation  is  necessary  to  establish  readiness  for 
comprehensive  public  health  activity  during  a civil 
defense  emergency. 
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A case  of  Raynaud's  phenomenon  associated  with  pul- 
monary hypertension  is  presented  and  discussed  in  a 
medical-pathological  conference. 


Raynaud'S  Phenomenon 

Associated  with  Pulmonary  Hypertension 


D.  W.  Seldin,  M.D.,  Leader;  Morris  Ziff,  M.D.;  Arthur  C. 
DeGraff,  Jr.,  M.D.;  B.  D.  Fallis,  M.D.;  and  R.  R.  Burns,  M.D. 


This  is  the  fifth  in  a series  of  clinicopathologic  confer- 
ences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  The  conference  is  conduaed  by  Dr.  D.  W. 
Seldin,  Chairman  of  the  Department  of  Medicine;  radio- 
logical findings  are  presented  by  Dr.  R.  R.  Burns,  Depart- 
ment of  Radiology;  clinical  discussions  are  by  Dr.  Morris 
Ziff  and  Dr.  A.  C.  DeGraff,  Jr.,  of  the  Department  of 
Medicine;  and  pathological  findings  are  presented  by  Dr. 
B.  D.  Fallis,  Department  of  Pathology. 

A 26  YEAR  OLD  Negro  woman  was  admitted 
to  the  hospital  with  the  chief  complaint  of 
painful  cold  fingers.  She  had  been  in  fairly  good 
health  until  18  months  prior  to  admission.  At  this 
time  she  began  to  have  spasmodic  episodes  of  painful, 
cold  fingers  and  hands.  To  a lesser  degree  these 
symptoms  also  involved  the  feet.  No  ulceration  had 
occurred  in  the  digits.  During  the  interval  before 
admission  there  had  been  darkening  of  the  skin  of 
the  hands  and  fingers,  with  increasing  dryness  and 
shininess  of  the  skin;  the  skin  was  not  tight,  how- 
ever. During  the  six  months  preceding  admission 
these  manifestations  had  become  gradually  more  se- 
vere. She  had  also  noted  stiffness  of  the  fingers  on 
arising  in  the  morning.  Subjective  pain  had  been 
noted  in  the  shoulders,  ankles,  and  fingers.  There 
had  been  no  joint  tenderness  or  redness. 

For  the  preceding  nine  months  she  had  had  a 
persistent  cough,  productive  of  mucoid  sputum  and 
occasional  blood  clots.  During  the  six  months  prior 
to  admission  the  patient  had  noticed  increasing  weak- 
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ness  and  there  had  been  a weight  loss  of  15  pounds. 
Also,  about  this  time  she  had  generalized  pruritis  of 
two  days  duration,  and  a macular  rash  which  lasted 
about  two  weeks.  This  was  noted  on  the  face,  the 
flexor  surfaces  of  the  forearms  and  legs,  on  the  dorsa 
of  the  hands,  and  in  the  popliteal  fossae.  At  this  time 
she  was  found  to  have  moderate  generalized  lymph- 
adenopathy  and  coldness  of  the  fingers  and  hands. 
Roentgenographic  examination  of  the  chest  on  this 
occasion  was  reported  as  negative. 

Past  History. — Five  years  previously  she  was  dis- 
covered to  have  had  a 4 cm.  ovarian  mass  which  was 
tender.  At  this  time,  she  had  noted  suprapubic  pain, 
dysuria,  and  frequency  of  urination.  Therapy  with 
penicillin  for  five  days  was  followed  by  relief  of 
these  symptoms.  Two  years  before  admission  she  had 
another  onset  of  cramping  epigastric  pain,  with  pain 
on  urination,  frequency,  and  nocturia.  Puffiness  of 
the  face  was  also  observed  at  this  time,  and  examina- 
tion revealed  bilateral  tender  adnexal  masses  up  to 
7 cm.  in  diameter.  Cystoscopy  was  essentially  negative 
at  this  time.  Shortly  afterward,  however,  the  patient 
was  found  to  have  a skin  rash  and  obvious  puffiness 
of  the  face  and  hands.  The  patient  had  had  two 
pregnancies  both  of  which  resulted  in  abortions  at 
two  and  three  months.  The  last  occurred  seven  years 
before  admission.  She  had  had  intermittent  asthma 
and  hay  fever  since  ten  years  of  age,  but  these  symp- 
toms had  been  absent  for  the  past  five  years.  Her 
mother  had  died  unexpectedly  at  the  age  of  54,  hav- 
ing been  treated  for  Raynaud’s  phenomenon  and 
having  had  a "changing  electrocardiogram”. 

Physical  examination. — The  patient’s  height  was 
65  inches,  weight  112  pounds,  pulse  100,  respira- 
tions 12,  temperature  99  F.,  blood  pressure  102/80. 

She  was  noted  to  be  hoarse,  and  she  complained  of  a 
sore  throat.  Painful,  cold,  blanched  fingers  were 
readily  elicited  by  the  application  of  cold  and  by 
psychic  stimulation.  Frontal  alopecia  was  observed 
and  there  was  increased  pigmentation  over  the  entire 
face,  especially  in  the  infra-orbital  area,  although  the 
malar  eminences  and  nose  were  spared.  Funduscopic  ^ 
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Table 

1. — Pulmonary  Function  Studies. 

Measured 

Predicted 

Membrane  diffusion  capacity  (DM) 

ml. 

40  : rj 

ml. 

62 ^ 

mm.  X mm.  Hg. 

mm.  X mm.  Hg. 

Pulmonary  capillary  blood  volume  (Vc) 

39  cc. 

90  cc. 

Pulmonary  tissue  volume  (Vt) 

575  cc. 

Pulmonary  capillary  blood  flow  (Qc) 

2.2  liters 

Total  lung  capacity  (TLC) 

3,574  cc. 

Total  vital  capacity  (TVC) 

3.1  liters 

3.7  (85%) 

Forced  expired  volume,  1.0  sec.  (FEV  1.0) 

2.8  liters 

(81%) 

Forced  expired  volume,  0.5  sec.  (FEV  0.5) 

2.2  liters 

(71%) 

Single  breath 

1-65%  N2  (retention) 

<2.5 

Maximum  expiratory  flow  rate  (MEFR) 

6.2  liters /sec. 

5.9  L.  ±:  1.2  L. 

Maximum  mid-flow  (MMF) 

3.4  liters /sec. 

4.1  L.  ± 0.8  L. 

Maximum  inspiratory  flow  rate  (MIFR) 

3.0  liters /sec. 

examination  was  negative.  The  oropharynx  was  red. 
Lung  fields  were  clear  to  percussion  and  auscultation. 
Pulmonic  second  sound  (P2)  was  loud  with  fixed 
splitting.  A grade  I late  systolic  murmur  at  the  pul- 
monic area  was  heard,  but  only  when  the  patient 
was  sitting.  The  liver,  spleen,  and  kidneys  were  not 
palpable.  There  was  no  objective  evidence  of  arthritis, 
and  no  edema  was  present. 

Laboratory  examinations  and  special  tests. — ^Hemo- 
globin was  12.8  Gm./lOO  cc.;  white  blood  count 
was  within  the  normal  range;  sickle  cell  preparation 
was  negative.  Urinalysis  was  essentially  negative.  The 
sedimentation  rate  was  23  mm./hr.  Bleeding,  clot- 
ting, and  prothrombin  times,  and  platelet  count  were 
all  normal.  The  elearophoretic  pattern  for  hemo- 
globin showed  AA.  The  capillary  latex  test  was  4-j- 
positive.  Cryoglobulin  test  was  negative.  The  L.E. 
preparation  was  negative,  as  was  the  undiluted  nu- 
clear affinity  test.  It  was  positive,  however,  when  di- 
luted. The  VDRL  test  was  negative.  The  A/G  ratio 
was  3. 3/4.4.  Gamma  globulin  was  43  per  cent  by 
electrophoresis.  The  thymol  turbidity  test  revealed 
10.5  units.  The  ASO  titer  showed  50  Todd  units. 

The  electrocardiogram  showed  right  ventricular 
preponderance.  The  pulmonary  angiogram  showed  an 
enlarged  main  pulmonary  artery  with  uniform  lack 
of  opacification  in  the  periphery.  The  phonocardio- 
gram  showed  the  presence  of  an  end-systolic  mur- 
mur at  the  pulmonic  area.  The  plethysmograph 
showed  a decreased  digital  flow.  After  immersion  of 
the  hand  for  20  seconds  in  ice  water,  no  pulsatile 
flow  could  be  measured  in  the  opposite  hand.  Skin 
tests  were  negative  for  coccidioidomycosis,  histoplas- 
mosis, and  mberculosis.  The  urine  5 -hydroxy-indole 
acetic  acid  test  was  negative.  The  phenolsulfonphtha- 
lein  (P.S.P.)  excretion  test  showed  35  per  cent  of 
the  dye  was  excreted  in  15  minutes,  50  per  cent  in 
one  hour. 

Pulmonary  function  studies  were  done  seven  days 
after  admission  and  the  results  obtained  are  shown  in 
Table  1. 


Course  in  the  hospital. — The  pulmonic  murmur 
varied  from  a grade  II  to  III.  Temperature  fluctuated 
from  99  F.  to  101.8  F.  during  the  first  three  hospital 
days.  Blood  cultures  were  repeatedly  negative  and 
throat  cultures  showed  only  normal  bacterial  flora. 
Shortly  after  admission  the  patient  began  to  complain 
of  pain  and  tenderness  in  the  right  shoulder,  in  the 
right  sternoclavicular  joint,  and  the  right  wrist.  These 
manifestations  subsided  in  a few  days  as  did  the 
fever,  after  the  institution  of  acetylsalicylic  acid  by 
mouth.  While  the  patient  was  in  the  hospital  it  was 
observed  that  multiple  punctuate  lesions  developed 
on  the  face  and  extremities.  These  were  symmetrical, 
round,  flat,  crateriform  areas  about  1 to  2 mm.  in 
diameter.  They  were  free  from  erythema  and  after 
about  three  to  four  days  were  encrusted,  later  leaving 
depressed,  depigmented  scars. 

Cardiac  catheterization  was  attempted  for  further 
cardiovascular  studies.  Results  are  shown  in  Table  2. 

Table  2. — Results  of  Cardiac  Catheterization. 

Right  atrial  pressure 12  mm.  Giant  "A”  wave. 

Brachial  artery  % sat 86% 

PAO2  on  100%  O2 615  mm. 

Cardiac  output  3.48  L./min. 

Cardiac  index 2.29 

PaC02  (brachial  artery  PCO2)  . .26 

PACO2  (end  tidal  PCO2) 19.8 

PACO2  (end  expired  PCO2)  ...  .21 

PaCOo-PACOs -f6.2 

Tidal  volume  500  cc. 

O2  consumption  209  cc. 

CO2  produaion I6l 


A bundle  branch  block  developed  during  cardiac 
catheterization,  as  the  result  of  an  attempt  to  enter 
the  pulmonary  artery  and  the  procedure  was  discon- 
tinued. A right  bundle  branch  block  lasted  for  20 
minutes,  returning  then  to  normal. 

A chest  roentgenogram  was  negative  for  any  evi- 
dence of  infiltration  during  the  first  week. 

Fifteen  days  after  admission  the  patient  became 
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edematous  about  the  face  and  ankles.  A five  pound 
weight  gain  was  noticed.  At  this  time  evidence  of  a 
right  otitis  media  and  bilateral  conjunctivitis  were 
noted.  The  posterior  cervical  lymph  nodes  were  in- 
creased in  size  as  was  the  lymphoid  tissue  in  the 
oropharynx.  A few  days  later,  after  the  institution  of 
Mercuhydrin,  the  conjunctival  signs  disappeared  and 
edema  of  the  face  and  ankles  receded. 

Nineteen  days  after  admission,  a renal  biopsy  was 
performed.  Following  this,  right  flank  pain  developed 
with  fever  of  103  F.  At  this  time  the  patient  was 
found  to  be  hypotensive.  A roentgenographic  exam- 
ination of  the  abdomen  revealed  a right  flank  mass. 
The  chest  roentgenogram  was  still  clear  of  any  evi- 
dence of  infiltrates.  Two  days  later,  the  hemoglobin 
was  found  to  be  7.7  Gm./lOO  cc.  and  the  right  flank 
mass  was  now  readily  palpable.  One  unit  of  blood 
was  given.  Several  hours  later  the  white  blood  count 
had  risen  to  37,000,  temperature  103  F.,  respirations 
44/mi  n.,  and  a grade  IV  systolic  murmur  over  the 
heart  had  reappeared.  The  blood  urea  nitrogen 
( BUN)  rose  to  27.  Serum  sodium  was  127  and  potas- 
sium 4.7  mEq./L.  The  patient  was  treated  with  con- 
stant heated  mist  oxygen  and  intermittent  positive 
pressure  breathing  (IPPB),  which  resulted  in  a de- 
crease in  tachypnea.  Two  days  later,  however,  the 
blood  pressure  again  began  to  fail  and  the  patient 
experienced  labored  respiration.  The  extremities  be- 
came cold  and  painful.  Blood  culture  drawn  at  this 
time  was  negative.  The  patient  was  digitalized,  and 
chloramphenicol  and  streptomycin  were  begun.  No 
improvement  occurred.  Massive  intravenous  predniso- 
lone therapy  was  started,  and  constant  IPPB  was  car- 


ried out.  On  the  24th  hospital  day  the  blood  pressure 
was  70/60  and  a grade  IV  systolic  murmur  became 
even  more  obvious.  The  patient  gradually  lapsed  into 
coma  and  died  on  the  24th  hospital  day. 

Radiologicai  Findings 

Dr.  R.  R.  Burns;  Following  the  patient’s  exposure 
to  tuberculosis,  one  year  prior  to  the  onset  of  the 
present  illness,  a chest  film  showed  a normal  cardio- 
mediastinal  silhouette  and  clear  lungs.  Vascular  mark- 
ings were  within  normal  limits.  Then,  upon  her  first 


Fig.  2.  Pulmonary  angiogram. 
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hospital  admission,  the  initial  chest  examination 
( Fig.  1 ) showed  cardiomegaly,  with  right  ventricular 
predominance.  There  were  fullness  of  the  pulmonary 
outflow  tract,  prominence  of  the  hilar  vascular  mark- 
ings, and  normal  peripheral  vascular  markings.  The 
lung  fields  were  free  of  infiltrate. 

A pulmonary  angiogram  (Fig.  2)  demonstrated 
dilatation  of  the  main  pulmonary  artery  and  its  two 
major  branches.  There  was  a uniform  lack  of  opaci- 
fication and  arborization  of  the  peripheral  pulmonary 
arterial  branches.  The  segmental  branches  appeared 
much  more  tortuous  than  normal.  This  angiographic 
picture  is  seen  not  only  in  primary  pulmonary  hyper- 
tension, but  also  in  multiple  small  pulmonary  em- 
bolization and  in  the  so-called  thrombosis-in-situ. 

An  upper  gastrointestinal  series  showed  no  evi- 
dence of  visceral  scleroderma.  The  liver  was  normal 
in  size,  radiographically,  and  there  was  no  spleno- 
megaly. An  intravenous  pyelogram  was  performed  on 
the  second  admission  for  localizing  the  kidneys  prior 
to  renal  biopsy.  There  was  normal  excretory  function 
and  renal  architecture.  Following  renal  biopsy  the  tis- 
sue planes  in  the  right  upper  and  the  right  mid-flank 
area  became  indistinct,  and  no  right  renal  outline 
could  be  seen  (Fig.  3).  A large  retroperitoneal 
and/or  renal  capsular  hematoma  seemed  the  probable 
cause.  Also  at  that  time,  the  right  hemidiaphragm 
was  elevated,  a persistent  finding  on  subsequent  chest 
films.  The  chest  films  on  the  days  just  prior  to  the 
patient’s  death  continued  to  show  right  ventricular 
cardiomegaly  and  pulmonary  outflow  tract  promi- 
nence, and  the  lung  fields  remained  clear. 

Clinical  Discussion 

Dr.  Seldin:  Dr.  DeGraff,  would  you  discuss  the 
pulmonary  manifestations  in  this  patient? 

Dr.  A.  C.  DeGraff,  Jr.:  First,  I consider  it  likely 
that  this  woman  in  all  probability  had  pulmonary 
vasculitis  in  addition  to  thrombosis-in-situ  or  pul- 
monary embolism. 

There  is  evidence  that  she  had  peripheral  vaso- 
spasm as  well  as  recurrent  pulmonary  vasospasm.  In- 
termittency  of  the  pulmonary  vasospasm  is  indicated 
chiefly  by  a changing  electrocardiogram  especially  at 
the  time  of  cardiac  catheterization.  Other  evidence 
was  the  changing  murmurs  and  the  changing  loud- 
ness of  pulmonic  second  sound  from  day  to  day.  In 
addition,  we  have  reason  to  believe  that  fixed,  in- 
creased pulmonary  vascular  resistance  was  also  pres- 
ent, because  of  a persistent  electrocardiographic  right 
ventricular  preponderance  and  radiological  evidence 
of  pulmonary  artery  and  right  ventricular  outflow 
tract  enlargement. 

Let  us  now  turn  to  the  pulmonary  physiologic 
studies  in  an  attempt  to  determine  if  the  site  of  ele- 


Fig.  3.  Plain  film  of  abdomen  obtained  after  renal 
biopsy. 


vated  pulmonary  vascular  resistance  was  arterial, 
capillary,  or  venous.  We  would  like  to  know,  too,  if 
the  pulmonary  disease  was  confined  to  the  pulmonary 
vasculamre  or  whether  it  also  involved  the  lung  par- 
enchyma. First,  in  regard  to  the  state  of  the  pul- 
monary vessels  and  the  alveolocapillary  membrane, 
the  values  for  capillary  volume  and  the  membrane 
diffusing  capacity,  when  related  to  a cardiac  output 
of  2.2  liters,  are  normal.  Therefore,  I would  not  ex- 
pect a significant  disturbance  in  overall  oxygen  trans- 
port, and  I expect  that  pulmonary  capillaries  and 
alveolocapillary  membrane  would  be  essentially  nor- 
mal. If  there  were  significant  pulmonary  venous  dis- 
ease in  the  absence  of  pulmonary  capillary  disease, 
the  pulmonary  capillary  volume  would  be  high  in 
relation  to  cardiac  output.  Sitice  this  was  not  the  case, 
I expect  the  pulmonary  veins  to  be  normal  and  the 
presumed  vascular  lesions  to  be  localized  predomi- 
nantly to  the  arterial  bed. 

Why  should  arterial  desaturation  have  been  pres- 
ent? The  usual  causes  of  arterial  desaturation  are 
(1.)  abnormality  of  distribution  of  ventilation  to 
perfusion,  (2.)  the  presence  of  a right-to-left  shunt, 
or  (3.)  a disturbance  in  diffusion  of  oxygen  across 
the  alveolocapillary  membrane.  The  patient  had  a 
normal  single  breath  nitrogen  washout.  This  implies 
a normal  distribution  of  ventilation,  and  excludes 
abnormality  of  distribution  to  perfusion  as  an  ex- 
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Fig.  4.  Lung,  photomicrograph,  high  power.  A pul- 
monary arteriole  with  concentric  fibrocellular  thick- 
ening of  its  intima.  The  wall  of  the  associated 
bronchiole  is  seen  at  the  extreme  right. 


Fig.  5.  Lung,  photomicrograph,  low  power.  A re- 
spiratory bronchiole  is  present  in  the  right  lower 
corner.  In  the  left  upper  part  of  the  picture  is  an 
arteriole  with  a thickened,  plexiform  intima. 


planation  of  arterial  desaturation.  Further,  there  was 
no  right-to-left  shunt,  because  the  partial  pressure  of 
oxygen  when  breathing  100  per  cent  oxygen  was  615 
mm.  of  mercury.  This  effeaively  rules  out  a right-to- 
left  shunt,  either  pulmonary  or  cardiac.  Hypoventi- 
lation, sufficient  to  produce  arterial  desaturation  to 
85  per  cent,  would  have  been  noted  clinically  and 
would  have  been  associated  with  an  elevated  pCOo. 
It  appears  that  none  of  the  usually  accepted  factors 
producing  arterial  desaturation  were  present,  the 
cause  of  which  must  therefore  be  sought  elsewhere. 

Now  let  us  again  examine  lung  gas  diffusion  as  a 
possible  cause  for  arterial  desaturation.  Is  it  possible 
that  desaturation  was  a result  of  an  abnormality  of 
the  distribution  of  diffusion  to  perfusion?  How  could 
such  an  abnormality  produce  arterial  desaturation?  If 
there  were  localized  areas  of  lung  in  which  perfusion 
was  normal  but  the  alveolocapillary  membrane  was 
altered  so  that  diffusion  is  decreased,  then  pulmonary 
venous  blood  from  these  areas  would  be  undersam- 
rated.  The  undersaturated  blood  would  mix  with  nor- 
mally saturated  blood  from  other  areas  of  lung.  On 


breathing  room  air,  net  desaturation  of  arterial  blood 
would  result.  However,  since  the  rate  of  diffusion 
across  the  alveolocapillary  membrane  is  rapid  on  100 
per  cent  oxygen  breathing,  any  end  capillary  gradient 
would  be  overcome.  It  appears  most  likely  that  the 
arterial  desaturation  noted  in  this  patient  was  sec- 
ondary to  a diffusion  block  in  scattered  areas  which 
were  normally  perfused,  otherwise  normal  lung. 

In  summary  then,  I anticipate  that  pathologic  ex- 
amination of  the  lungs  will  reveal  the  following: 
First,  there  will  be  generalized  pulmonary  arteritis. 
Because  of  the  normal  values  for  membrane  diffu- 
sion and  capillary  volumes,  I do  not  expect  to  find 
generalized  parenchymal  disease  or  generalized  in- 
volvement of  the  pulmonary  veins,  capillaries,  or  the 
alveolocapillary  membrane.  I expect  to  find  a few 
thrombi-in-situ  due  to  the  arteritis  and  expect  that 
there  will  probably  be  some  localized  disease  of  the 
alveolocapillary  membrane  in  the  presence  of  patent 
pulmonary  capillaries.  Death  was  due  to  obstruction 
to  blood  flow  through  the  pulmonary  arteries. 

Question:  Are  you  then  explaining  the  arterial  de- 


Fig.  6.  Lung,  photomicrograph,  high  power.  A pul-  Fig.  7.  Lung,  photomicrograph,  low  pxDwer.  Fibrinous 
monary  arteriole  with  plexiform  fibrocellular  intimal  exudate  covers  the  pleura  along  the  extreme  upper 
proliferation.  edge  of  the  figure.  The  underlying  lung  is  fibrotic 

and  infiltrated  by  lymphocytes. 
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Fig.  8.  Heart,  gross  photograph.  Note  that  the  right 
ventricle  and  atrium  (seen  on  the  left  side  of  the 
picture)  are  hypertrophied,  the  right  ventricle  being 
almost  as  thick  as  the  left. 


saturation  on  the  basis  of  a localized  diffusion  prob- 
lem? 

Dr.  DeGraff:  Yes. 

Dr.  D.  W.  Seldin:  I will  ask  Dr.  Ziff  to  discuss  the 
clinical  aspects  of  this  case. 

Dr.  Morris  Ziff:  I would  like  to  say  at  the  outset 
that  the  patient  has  a connective  tissue  disease; 
which  one,  however,  is  hard  to  say.  She  was  in  the 
right  age  group  for  connective  tissue  disease  and  her 
illness  began  with  the  Raynaud  phenomenon.  Subse- 
quently, atrophic  skin  changes  developed  in  the 
hands,  but  presumably  these  were  secondary  to  the 
Raynaud  phenomenon.  In  favor  of  the  diagnosis  of 
connective  tissue  disease  also,  is  the  history  of  alo- 
pecia, from  which  she  recovered.  Though  the  alo- 
pecia of  chronic  discoid  lupus  erythematosus  tends  to 
be  permanent,  in  the  systemic  form  of  the  disease  it 
improves  with  lessening  of  the  disease  activity.  In 
addition,  significant  hyperglobulinemia  of  4.0  Gm. 
per  100  cc.  was  also  noted. 

The  history  of  abortions  may  be  significant,  since 
patients  with  systemic  lupus  erythematosus  have  an 
increased  incidence  of  spontaneous  abortion  and 
stillbirth.  We  note  also  a family  history  of  what  ap- 
pears to  be  connective  tissue  disease.  The  mother  had 
Raynaud’s  phenomenon  and  her  doctor  believed  that 
she  had  a connective  tissue  disease. 

On  the  second  day  in  the  hospital,  the  patient  der 
veloped  a polyarthritis,  and  the  sensitized  sheep  cell 
agglutination  and  latex  fixation  tests  were  positive, 
indicating  the  presence  of  the  rheumatoid  faaor.  Al- 
though the  L.E.  cell  test  was  negative  and  the  anti- 
nuclear fluorescence  tests  for  L.E.  factor  were  also 
negative  on  whole  serum,  the  latter  test  was  positive 
when  the  serum  was  diluted.  This  would  indicate  a 
prozone  phenomenon  interfering  with  the  antinuclear 
fluorescence  test  in  the  undiluted  serum,  but  one 
must  conclude,  I think,  that  an  L.E.-like  factor  was 
present  in  the  serum  of  this  patient  in  view  of  the 


Fig.  9.  Right  kidney,  gross  photograph.  Large  peri- 
renal hematoma.  The  needle  tract  is  visible  just 
above  and  just  below  the  tip  of  the  pointer. 


fact  that  the  fluorescence  test  was  positive  in  dilution. 

Because  there  is  evidence  that  patients  with  sys- 
temic lupus  erythematosus  often  have  abnormal 
changes  in  the  kidney  even  when  there  are  no  ab- 
normal findings  in  the  urine,  a renal  biopsy  was  done 
in  an  effort  to  arrive  at  a diagnosis.  The  biopsy  was 
followed  by  perirenal  bleeding  with  the  probable  de- 
velopment of  a hematoma,  for  which  there  was  clin- 
ical and  roentgenographic  evidence.  Following  the 
bleeding  episode,  the  patient  developed  fever  and 
probably  leukocytosis.  I think  that  the  development 
of  a hematoma  probably  was  the  cause  of  these  phe- 
nomena, but  a reaction  following  administration  of 
blood  could  have  added  to  the  picture. 

The  most  striking  feature  of  the  illness  was  the 
hemoptysis.  This  was  associated  with  electrocardio- 
graphic and  hemodynamic  evidence  of  pulmonary  hy- 
pertension. The  latter  might  be  the  result  of  multiple 
pulmonary  emboli,  but  multiple  emboli  are  not  par- 
ticularly characteristic  of  connective  tissue  disease.  In 
systemic  lupus  erythematosus,  hemoptysis  may,  of 
course,  occur  in  the  presence  of  pneumonitis.  In 
lupus  pneumonitis,  alveolar  hemorrhage  results  from 
focal  necrosis  of  the  alveolar  membranes.  But  this 
patient  had  a more  chronic  type  of  pulmonary  disease 
than  this  explanation  would  permit,  and  we  have  no 
roentgenographic  evidence  of  pneumonitis.  I would, 
therefore,  like  to  suggest  that  she  had  vascular  lesions 
in  the  lung — to  explain  the  pulmonary  symptoms. 

Did  she  have  polyarteritis  nodosa?  There  is  a his- 
tory of  asthma  and  allergy  beginning  in  childhood. 
The  variety  of  polyarteritis  nodosa  known  as  Wege- 
ner’s syndrome  may  be  considered.  This  condition 
generally  involves  the  upper  respiratory  tract  as  well 
as  the  lung,  and  these  patients  usually  show  clinical 
evidence  of  renal  disease,  which  we  do  not  find  in 
this  patient.  Another  variety  of  polyarteritis  which 
may  involve  the  lung  is  the  condition  called  allergic 
granulomatosis.  Patients  with  this  condition  usually 
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have  eosinophilia  and  the  pulmonary  disease  consists 
of  a Loffler  type  of  pneumonia  with  pulmonary  in- 
filtrates, a different  picture  from  what  we  see  here. 
I am,  therefore,  left  with  the  suggestion  that  the  pa- 
tient had  vasculitis  in  the  lung  as  part  of  either 
systemic  lupus  erythematosus  or  mixed  collagen  dis- 
ease, leading  to  pulmonary  hypertension  and  hem- 
optysis. In  essence,  then,  the  diagnosis  I would  sug- 
gest is  systemic  lupus  erythematosus  with  pulmonary 
vascular  disease  or  a mixed  connective  tissue  disease 
with  features  predominantly  of  lupus  erythematosus 
to  explain  the  pulmonary  vascular  disease. 

Pathological  Findings 

Dr.  B.  D.  Fallis:  The  major  lesions  in  this  case 
involved  the  lungs,  heart,  and  right  kidney,  but  in- 
flammatory lesions  were  also  present  in  several  other 
organs  and  tissues.  The  lungs  were  normal  grossly. 
However,  microscopic  study  revealed  prominent  pul- 
monary vascular  sclerosis  and  focal  interstitial  pul- 
monary fibrosis.  The  larger  pulmonary  arteries  con- 
tained only  a few  small  arteriosclerotic  plaques.  The 
walls  of  the  pulmonary  arterioles  were  thickened  by 
a fibrocellular  intimal  proliferation.  In  some  arteri- 
oles the  intimal  thickening  was  concentric  or  eccen- 
tric, leaving  a single  small  lumen  (Fig.  4).  In  other 
vessels,  the  intimal  proliferation  had  a honeycomb  or 
plexiform  pattern  suggesting  recanalization  of  a 
thrombus  ( Fig.  5 and  6 ) . However,  thrombi  or  em- 
boli in  process  of  recanalization  or  organization  were 
not  seen.  The  severity  of  the  vascular  sclerosis  varied 
from  vessel  to  vessel,  but  most  of  the  pulmonary 
arterioles  were  markedly  affected.  A few  bronchial 
arterioles  and  a rare  pulmonary  venule  were  also 
involved,  and  occasional  sinusoidal  communications 
between  pulmonary  and  bronchial  arterioles  were 


Fig.  10.  Kidney,  photomicrograph,  high  power.  The 
single  glomerulus  involved  by  a severe  proliferative 
and  exudative  glomerulitis. 


seen.  The  media  of  the  various  vessels  was  normal 
fibrinoid  necrosis  was  not  present,  and  there  was  no 
exudative  arteritis.  The  pulmonary  vascular  lesions 
were  doubtless  a major  cause  of  the  pulmonary  hy- 
pertension observed  during  life,  although  pulmonary 
vasospasm  may  also  have  contributed.  The  patho- 
genesis of  the  vascular  lesions  is  not  clear  from  their 
histologic  structure,  but  the  vascular  sclerosis  prob- 
ably results  from  a low  grade,  proliferative  arteritis 
or  thrombo-arteritis.  The  pulmonary  vascular  lesions 
are  similar  to  those  found  in  malignant  nephro- 
sclerosis and  in  renal  involvement  by  scleroderma. 
The  pulmonary  parenchyma  and  the  alveolar  capil- 
laries were  generally  normal.  However,  there  were 
a few  foci  of  interstitial  pulmonary  fibrosis  and 
lymphocytic  infiltrate,  reminiscent  of  the  pulmonary 
lesions  of  scleroderma  (Fig.  7). 

The  heart  weighed  360  Gm.  There  was  hyper- 
trophy of  the  right  ventricle  and  atrium,  compatible 
with  severe  pulmonary  hypertension  (Fig.  8).  The 
liver  was  the  seat  of  severe  acute  passive  congestion 
indicating  right-sided  heart  failure.  The  kidneys  were 
of  normal  size.  A needle  puncture  wound  was  found 
in  the  right  loin  and  right  kidney.  The  needle  tract 
had  not  apparently  injured  any  major  renal  vessels. 
Nonetheless,  there  was  a large  perirenal  hematoma 
on  the  right  (Fig.  9).  The  hematoma  lay  in  the 
retroperitoneum,  was  largely  enclosed  by  Gerota’s 
fascia,  and  measured  about  15  cm.  in  diameter.  Mul- 
tiple microscopic  sections  of  the  kidneys  were  studied. 
The  renal  tubules  and  blood  vessels  were  normal.  Of 
several  hundred  glomeruli  examined,  all  but  one  were 
normal  or  showed  only  trivial  focal  thickening  of 
the  capillary  walls.  However,  one  glomerulus  (Fig. 
10)  was  the  seat  of  a severe  proliferative  and  exu- 
dative glomerulitis,  comparable  with  the  lesion  of 
acute  lupus  nephritis.  In  several  other  organs  and 
tissues,  there  were  inflammatory  lesions,  that  is,  sero- 
fibrinous pericarditis,  fibrinous  pleurisy  on  the  right 
side,  fibrinous  perihepatitis  with  ascites,  chronic  pro- 
ductive periportal  hepatitis,  focal  healed  and  healing 
necrotizing  dermatitis  involving  the  head  and  ex- 
tremities, and  nonspecific  chronic  synovitis  compat- 
ible with  early  rheumatoid  arthritis  involving  the 
sternoclavicular  joint. 

Considering  the  widespread  inflammatory  lesions 
in  this  case,  we  regard  the  disease  as  a systemic  in- 
flammatory process,  and  probably  a collagen  or  con- 
nective tissue  disease.  Many  of  the  lesions  present 
occur  in  one  or  another  of  the  collagen  diseases,  for 
example,  sterile  polyserositis,  arthritis,  glomerulitis,  a 
proliferative  arteritis  comparable  to  that  seen  in 
scleroderma  kidney  disease,  and  interstitial  pulmonary 
fibrosis,  again  comparable  to  that  seen  in  sclero- 
derma. However,  the  overall  picture  of  this  disease 
does  not  fit  any  one  of  the  known  types  of  collagen 
disease. 
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There  have  been  a number  of  case  reports  of  pul- 
monary vascular  sclerosis  and  pulmonary  hyperten- 
sion accompanied  by  Raynaud’s  phenomenond"^  In 
each  of  the  reported  cases  in  which  the  pulmonary 
vessels  were  studied  microscopically,  either  at  ne- 
cropsy or  by  lung  biopsy,  the  pulmonary  vascular 
lesions  were  the  same  as  those  of  the  present  case. 
The  two  cases  of  this  type  reported  by  Wade  and 
Ball®  are  of  especial  interest,  because  in  each  case 
there  was  evidence  of  inflammatory  lesions  in  organs 
other  than  the  lungs.  Necropsy  in  the  first  patient 
revealed  focal  interstitial  pulmonary  fibrosis  and 
fibrinoid  arteriolar  necrosis  involving  one  renal  pel- 
vis and  the  adrenals;  the  second  patient  was  still  liv- 
ing but  had  joint  symptoms  interpreted  as  rheuma- 
toid arthritis.  These  two  case  reports  of  Wade  and 
Ball  suggest  that  pulmonary  hypertension  with  Ray- 
naud’s phenomenon  is  a manifestation  of  a systemic 
collagen  disease,  a theory  which  the  present  case  re- 
port strongly  supports. 

The  pulmonary  vascular  lesions  in  this  case  are 
identical  with  those  reported  by  Lewis^  and  others 
in  the  digital  vessels  in  the  severe  cases  of  Raynaud’s 
disease,  unaccompanied  by  other  known  lesions.  Fur- 
thermore, patients  with  overt  scleroderma  and  Ray- 
naud’s phenomenon  have  the  same  vascular  lesions  in 
the  digits.  Sections  of  the  digital  vessels  were  not 
available  in  the  present  case. 

In  summary,  we  consider  this  case  to  represent  a 
systemic  inflammatory  disease,  probably  a connective 
tissue  disease,  which  was  complicated  by  a perirenal 
hematoma  following  a needle  biopsy  of  the  kidney. 
The  predominant  lesion  was  a proliferative  arteritis 
( thromboarteritis? ) involving  the  digital  vessels  with 
Raynaud’s  phenomenon  and  the  pulmonary  vessels 
with  pulmonary  hypertension.  Inflammatory  lesions 


in  other  organs  and  tissues  were  present,  emphasizing 
the  systemic  nature  of  the  disease  process,  but  they 
did  not  materially  contribute  to  the  clinical  course  of 
the  patient. 

Dr.  Seldin:  Dr.  Ziff,  do  you  want  to  tell  us  more? 

Dr.  Ziff:  In  this  case,  we  see  the  not  uncommon 
picture  of  mixed  or  overlapping  connective  tissue  dis- 
ease. This  patient  combines  the  serological  picture  of 
rheumatoid  arthritis  and  lupus  erythematosus  with 
rheumatoid  and  antinuclear  factors  in  the  serum.  The 
clinical  picture  and  some  of  the  pathologic  findings 
suggest  the  diagnosis  of  systemic  lupus  erythema- 
tosus but  the  pulmonary  pathologic  condition  found 
at  autopsy  is  most  characteristic  of  scleroderma.  The 
latter  change  demonstrates  the  interesting  occurrence 
of  the  systemic  sclerosis  of  scleroderma  in  the  ab- 
sence of  skin  changes.  A group  of  patients  with 
systemic  sclerosis  but  without  skin  changes  has  re- 
cently been  reported  by  Rodnan  and  FenneU.^  In 
these  patients,  fibroproliferative  changes  were  present 
in  the  heart,  lungs,  and  other  organs.  The  present 
patient,  then,  demonstrates  in  impressive  fashion  the 
tendency  of  the  connective  tissue  disease  to  overlap, 
and  points,  I think,  to  an  underlying  process  common 
to  all  of  them. 
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Courtesy  oi  The  Brazosport  Facts,  Freeport. 


Physicians  'Campaign'  Against  Poiio 


A gigantic  public  service  program  by  physicians 
and  community  volunteers  has  given  protection 
against  the  ravages  of  Type  1 poliomyelitis  to  ap- 
proximately four  million  Texans. 

The  Sabin  Oral  Sunday  (SOS)  campaigns,  begun 
as  crash  programs  in  metropolitan  areas  where  out- 
breaks of  the  crippling  disease  occurred  early  in  the 
summer,  have  steamrolled  over  the  state. 

According  to  unofficial  reports  through  mid- 
August,  53  of  Texas’  254  counties  have  conducted 
the  mass  immunization  drives.  At  least  4l  other 
counties  have  announced  plans  for  similar  Sabin  vac- 
cine drives  to  be  conducted  in  the  fall. 

The  vaccine  given  in  the  drives  held  in  July  and 
early  August  was  for  Type  1 poliomyelitis.  Similar 
drives  to  immunize  persons  against  Type  2 and  Type 
3 poliomyelitis  are  scheduled  in  many  Texas  com- 
munities in  the  fall  and  early  winter  months. 

In  the  metropolitan  areas,  make-up  clinics  have 
been  held  for  those  who  missed  taking  the  vaccine 
at  the  initial  program.  Most  of  the  smaller  com- 
munities in  the  state  completed  their  campaigns  in 
a single  day. 

The  immunization  programs  have  been  sponsored 
and  financed  by  county  medical  societies,  with  the 
cooperation  of  various  civic  and  service  organizations. 
In  most  communities,  each  person  receiving  the  vac- 
cine was  asked  to  contribute  25  cents,  although  no 
one  unable  to  pay  was  turned  away. 

In  an  all-out  campaign  in  Harris  County,  approxi- 
mately 1,200,000  residents,  or  95  per  cent  of  the 
estimated  population,  took  the  oral  vaccine.  Dallas 
County  immunized  nearly  1,000,000  persons,  or  an 


estimated  90  per  cent  of  the  population.  Almost  a 
half -million  residents  of  Tarrant  County  participated 
in  the  drive.  Bexar  County,  which  conducted  its  cam- 
paign in  June,  reported  some  700,000  persons  took 
the  vaccine. 

The  mass  immunizations  programs  followed  a sim- 
ilar pattern.  Two  drops  of  the  Sabin  vaccine  on  a 
sugar  cube  were  given  to  the  patient  to  chew  and 
swallow.  The  vaccine  was  dropped  into  the  mouths 
of  infants  with  an  eye  dropper.  Patients  with  diabetes 
took  the  vaccine  in  water.  Schools  and  public  build- 
ings were  utilized  as  clinic  sites.  Residents  filled  out 
consent  forms  before  going  to  the  clinics.  The  forms 
were  published  in  newspapers  and  were  available  in 
retail  food  stores  and  other  business  houses. 

In  Stephenville,  ministers  passed  out  the  consent 
forms  at  Sunday  services  on  the  day  of  the  drive.  In 
Dallas  County,  forms  were  delivered  by  milkmen  on 
their  routes.  In  many  communities,  mobile  units  took 
the  vaccine  to  shut-ins  at  home,  and  to  those  in  nurs- 
ing homes,  custodial  homes,  hospitals,  and  even  jails. 

The  campaigns  represented  a vast  community  ef- 
fort on  the  part  of  physicians,  pharmacists,  nurses, 
transportation  groups,  civic  and  service  clubs,  hos- 
pital auxiliaries,  clinic  assistants,  clerks,  medical  aux- 
iliaries, medical  assistants,  and  youth  service  organi- 
zations. 

Preliminary  reports  on  the  Sabin  oral  vaccine  cam- 
paigns in  Texas  have  drawn  praise  for  Texas  physi- 
cians who  initiated  the  projects  and  accepted  the 
responsibility  to  work  with  their  respective  com- 
munities in  an  all-out  battle  against  the  crippling 
disease. 
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'Naturopathic  Physicians'  Lose 

Federal  Case  Against 

State  Board  of  Medical  Examiners 

So-called  "naturopathic  physicians”  recently  lost  a 
suit  in  United  States  District  Court  in  Dallas  in 
which  they,  represented  by  92  plaintiffs,  brought  ac- 
tion to  enjoin  the  Texas  State  Board  of  Medical  Ex- 
aminers, the  attorney  general  of  Texas,  and  the  dis- 
trict attorney  of  Dallas  County  from  enforcing  the 
provisions  of  the  Texas  Medical  Practice  Act. 

The  "naturopathic  physicians”  claimed  that  the 
Texas  Medical  Practice  Act  as  interpreted  and  en- 
forced by  the  courts  of  Texas,  violated  the  Constitu- 
tion of  the  United  States,  the  Constitution  of  the 
State  of  Texas,  and  the  Antitrust  and  Civil  Rights 
laws  of  the  United  States. 

In  finding  for  the  defendants,  the  Court  stated  that 
"the  overwhelming  preponderance  of  the  evidence 
establishes: 

1 ) Plaintiffs,  "namropathic  physicians,”  are  prac- 
ticing medicine  within  the  meaning  of  the  Texas 
Medical  Practice  Act,  Article  4510,  and  insist  on  the 
right  to  continue  such  practice  without  complying 
with  the  requirements  of  such  Act  for  obtaining  a 
license  to  practice  medicine. 

2)  The  requirements  of  learning,  skill  and  exami- 
nation provided  by  the  Texas  Medical  Practice  Act 
for  obtaining  a license  to  practice  medicine  bear  a 
direct,  substantial  and  reasonable  relation  to  the  prac- 
tice of  medicine,  including  the  practice  of  the  healing 
art  which  plaintiffs  call  "naturopathy”. 

3)  The  Texas  Medical  Practice  Act,  as  admin- 
istered, does  not  discriminate  against  the  plaintiffs 
nor  violate  any  of  their  Constitutional  or  legal 
rights.” 


Jewelry  Charm  Sale  Will  Benefit  AMA-ERF 


A charm  displaying  the 
official  seal  of  the  Wom- 
an’s Auxiliary  to  the  Texas 
Medical  Association  is  be- 
ing offered  for  sale  by  the 
Auxiliary  with  proceeds 
going  to  the  American 
Medical  Association  Edu- 
cation and  Research  Foundation. 

Three  styles  of  charms  are  available,  including  a 
14  carat  yellow  gold  one  for  $25.20;  a gold-filled  one 
for  $8.69,  and  a sterling  silver  model  for  $6.16. 
Orders  should  be  directed  to  the  Auxiliary  Office, 
Texas  Medical  Association,  1801  North  Lamar  Boule- 
vard, Austin.  Checks  should  be  made  payable  to 
AMA-ERF. 


Lecturer  from  Sweden 
To  Speak  in  Temple 

A professor  of  medicine  from  Sweden  will  be  one 
of  two  guest  lecturers  for  the  "Second  Educational  ‘ 
Afternoon”  to  be  held  Sept.  15  at  the  Scott  and 
White  Clinic  in  Temple. 

Dr.  Nanna  Svartz,  professor  of  medicine  at  Karol- 
inska  Institute  in  Stockholm  will  lecture  on  "Physico- 
Chemical  Properties  of  the  Rheumatoid  Factor”  and 
"Pathogenesis  and  Treatment  of  Fermentative  Diar- 
rhea”. Dr.  Harwell  Wilson,  professor  of  surgery  at  ^ 
the  University  of  Tennessee  Medical  School  in  Mem-  j 
phis,  will  be  the  second  guest  lecturer.  His  topics  will 
be  "Stricture  of  the  Common  Duct;  Etiology,  Pre- 
vention, and  Treatment”;  and  "Personal  Experiences 
with  Surgical  Treatment  of  Tumors  of  the  Liver”. 

Three  hours  credit  will  be  given  by  the  American 
Academy  of  General  Practice. 

The  program  is  sponsored  by  Scott  and  White 
Memorial  Hospital  and  Scott,  Sherwood  and  Brind- 
ley Foundation  affiliated  with  Scott  and  White 
Clinic,  in  association  with  the  Scott  and  White 
Alumni  Association  and  the  University  of  Texas  Post-  ; 
graduate  School  of  Medicine,  Temple  Division.  i 

Additional  information  may  be  obtained  by  writ- 
ing: Chairman,  Education  and  Research  Division, 
Scott  and  White  Memorial  Hospital  and  Scott,  Sher- 
wood and  Brindley  Foundation,  Temple. 


Chicago  Meet  Set  Aug.  29-31 
For  MSEA,  AMA  Institute 

"The  Public  Be  . . . Served!”  is  the  theme  of  the 
1962  AMA  Institute  to  be  held  Aug.  30  and  31  at 
the  Drake  Hotel,  Chicago.  The  day  before  the  Insti- 
tute, the  annual  meeting  of  the  Medical  Society  Ex- 
ecutives Association  will  also  be  held  at  the  Drake 
Hotel,  enabling  physicians,  association  and  county 
society  staff  members  to  attend  both  meetings  in  one 
trip. 

Advance  program  information  indicates  that  two 
Texas  doctors  are  scheduled  to  speak  at  the  Institute. 
Dr.  Milton  Davis,  Dallas,  secretary-treasurer  of 
AMPAC,  is  tentatively  scheduled  to  speak  Thursday 
afternoon,  Aug.  30.  His  topic  is  "Political  Action”. 
Dr.  James  H.  Sammons,  Highlands,  District  Nine 
Councilor,  will  speak  on  "Physician  Ownership  of 
Pharmacies  and  Drug  Companies”  Friday  morning, 
Aug.  31. 

Texas  Medical  Association  headquarters  staff  mem- 
bers who  will  attend  both  meetings  are  C.  Lincoln 
Williston,  Executive  Secretary;  Donald  M.  Anderson, 
Assistant  Executive  Secretary;  and  Jon  Hornaday, 
Public  Relations  Director.  Mr.  Williston  is  president- 
elect of  MSEA. 
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Texas  Heart  Association  To  Meet  Sept.  14-16 


Lt.  Col.  John  A.  Powers,  "The  Voice  of  Mercury 
Control”,  will  be  the  Texas  Heart  Association  gen- 
eral assembly  luncheon  speaker  Saturday,  Sept.  15,  in 
Galveston. 

Members  of  the  Texas  Heart  Association  will  be 
at  the  Galvez  Hotel  and  Villa  Sept.  14,  15,  and  16, 
for  their  27th  annual  meeting  and  scientific  sessions. 
Cooperating  with  the  THA  for  this  meeting  will  be 
the  Texas  State  Department  of  Health. 

"Out  of  This  World”  will  be  Colonel  Powers’  topic. 
The  public  affairs  officer  of  the  National  Aeronautics 
and  Space  Administration  will  address  both  doctors 
and  laymen  at  the  opening  of  the  annual  assembly 
meeting  in  which  both  groups  get  together  to  discuss 
matters  of  mutual  concern  and  interest  to  the  Heart 
Association  throughout  the  state  of  Texas.  The  gen- 
eral assembly  will  adjourn  at  noon  Sunday,  Sept.  16. 

Preceding  the  annual  assembly  meeting  will  be 
the  scientific  sessions  which  open  Friday  at  9 a.m.. 
Sept.  14.  These  are  scheduled  all  day  Friday  and 
Saturday  morning.  Registration  will  begin  at  noon 
Thursday,  Sept.  13,  and  all  registrants  and  their 
spouses  are  invited  to  the  "Let’s  Get  Acquainted  Re- 
ception” that  evening  from  7 to  9 p.rn. 

Friday  morning  speakers  and  their  subjects  will  be 
Dr.  Carleton  Chapman,  Dallas,  "The  Comparative 
Physiology  of  Circulatory  Control  Systems”;  Dr.  R.  O. 
Brandenburg,  Rochester,  Minn.,  "Mitral  Valvular  In- 
sufficiency”; Dr.  John  W.  Kirklin,  Rochester,  Minn., 
"Factors  Influencing  the  Choice  of  Operation  for 
Cardiac  Lesions”;  and  a panel  discussion  including 
these  speakers;  Dr.  John  R.  Derrick,  Galveston;  and 
the  moderator.  Dr.  Don  W.  Chapman,  Houston,  on 
the  subject  "Approaches  to  Solution  of  Unresolved 
Problems  in  Cardiac  Surgery”. 

The  Friday  luncheon  speaker  will  be  Dr.  Lawrence 
Lamb,  San  Antonio,  whose  subject  is  "Cardiopul- 
monary Aspects  of  Aerospace  Flight”. 

Afternoon  speakers  and  topics  will  include  Dr.  W. 
Stanley  Hartroft,  Toronto,  "The  Role  of  Renal  Juxta- 
glomerular Cells  in  the  Regulation  of  Electrolyte 
Balance  and  Blood  Pressure”;  Dr.  Sol  Sherry,  St. 
Louis,  "Current  Considerations  of  Thrombosis  and 
Thrombolysis”;  Dr.  Michael  E.  DeBakey,  Houston, 
"Clinical  Patterns  of  Atherosclerotic  Occlusive  Dis- 
ease”; and  a panel  discussion  including  these  speakers; 
Dr.  George  R.  Herrmann,  Galveston;  and  the  mod- 
erator, Dr.  William  J.  Block,  San  Antonio.  The  title  is 
"Etiologic  and  Therapeutic  Considerations  in  Occlu- 
sive Vascular  Disease”. 


Entertainment  for  Friday  evening  wiU  be  a Ha- 
waiian Luau  at  the  poolside. 

Saturday  morning,  the  speakers  and  their  subjects 
will  be  Dr.  Maurice  Lev,  Chicago,  "The  Normal  and 
Pathologic  Anatomy  of  the  Conduction  System  in 
Man”;  Paul  F.  Cranefield,  Ph.D.,  New  York,  "The 
Cellular  Basis  of  Delay  and  Block  in  the  Atrioven- 
tricular Node”;  Dr.  Lawrence  Lamb,  San  Antonio, 
"Significance  of  Atrial  Ventricular  and  Ventricular 
Conduction  Disturbances  in  an  Asymptomatic  Pop- 
ulation”; Dr.  Richard  Ernst,  Dallas,  "Pedicle  Grafting 
of  the  Sino-auricular  Node  to  the  Right  Ventricle  for 
the  Treatment  of  Complete  Atrioventricular  Block”. 
These  speakers  with  Dr.  Milton  R.  Hejtmancik,  Gal- 
veston, moderator,  will  participate  also  in  a panel 
discussion  on  "The  Clinician  Confronts  Problems  of 
Atrioventricular  and  Ventricular  Conduction  Disturb- 
ances”. 

Assembly  forum  discussions  Saturday  afternoon 
will  include  research,  organization  and  development, 
fund  raising,  professional  education,  rehabilitation, 
school  health,  and  cardiac  clinics.  Sunday  morning 
the  general  assembly  will  reconvene  for  elections, 
presentation  of  awards,  forum  reports,  and  the  report 
of  the  president. 

A concurrent  session  for  laymen  will  be  held  Sat- 
urday morning  at  which  time  they  may  see  an  actual 
open  heart  operation,  a heart-lung  machine  in  action, 
heart  research  laboratories,  and  other  things  of  inter- 
est at  the  University  of  Texas  Medical  Branch. 

Following  the  annual  meeting,  the  Texas  Heart 
Association  staff  conference  will  be  held  at  the  Hotel 
Galvez  and  Villa  in  Galveston  Sunday,  Sept.  16, 
through  Wednesday,  Sept.  19. 

Basic  Sciences  Examination 
Scheduled  Oct.  15-16 

Examination  of  the  Texas  State  Board  of  Examin- 
ers in  the  Basic  Sciences  will  be  held  Oct.  15  and  16 
in  Austin.  Time  and  place  of  the  examination  may 
be  obtained  by  writing  to  the  Executive  Secretary, 
Texas  State  Board  of  Examiners  in  the  Basic  Sciences, 
1012  State  Office  Building,  201  East  14th  Street, 
Austin. 

Completed  applications  for  the  October  examina- 
tion, as  well  as  all  necessary  information  and  docu- 
ments required  of  the  candidates  by  the  board,  must 
be  on  file  in  the  Austin  office  by  Sept.  30. 
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Public  Relations  Conference  Program 

Texas  Medical  Association  Headquarters  Building,  Austin 
Saturday,  September  22,  1962 
First  Morning  Session 

8:30 — Registration. 

9:00 — Coll  to  Order  and  Welcome — George  W.  Waldron,  M.D.,  Houston, 
President. 

9:15 — Public  Relations  With  A Purpose — Melvin  T.  Munn,  Pompa,  Public 
Relations  Consultant. 

9:45 — Ancient  Truths  and  Modern  Myths — The  Hon.  Allan  Shivers,  Austin, 
Chairman  of  the  Board,  Western  Pipe  Line,  Inc.,  and  Former  Gov- 
ernor of  Texas. 

10:15 — Where  Do  We  Go  from  Here? — Leonard  W.  Larson,  M.D.,  Bismarck, 
N.  Dak.,  Immediate  Past  President,  AMA. 

10:45 — Coffee  Break. 

Second  Morning  Session 

1 1 :00 — Panel  Program  on  Medical  Careers:  Wha  Will  Be  Your  Replacement, 
Doctor? — A.  Fletcher  Clark,  San  Antonio,  Moderator. 

The  Physician  and  the  Premedicdll  Student — What  the  Student 
Needs  Ftom  You! — E.  L.  /Miller,  Ph.D.,  Nacogdoches, 
Chairman  of  the  Deprartmerit  of  Biology,  Stephen  F.  Austin 
State  College.  / 

Today's  Medical  jStudents — Qualifications  and  Quality — A.  J. 

Gill,  M.D.,  Dtallas,  Deanr'of  Southwestern  Medical  School. 

Building  a Medical  Careers  Program  in  a Large  County  Medical 
Society — Peter  B.  Kamiin,  M.D.,  San  Antonio. 

A Small  County  Medical  Society  Can’  Have  a Medical  Careers 
Program,  Too-i-Albert  McCulloh,  Jr.,  M.D.,  Brady. 

1 2:30 — Luncheon — Complimer)ts  of  TexoS  Medksel  Association. 

Fi^  Mternooip  S^sion  ; 

Joe  R.  Donaldson,  M.D.,  Pampd,  Vice  President,  Presiding. 

1 :40 — You  ARE  In  Politics!  Why  Not  Be  Effective? — ^Thomas  R.  Reid,  Dear- 
born, Mich.,  Civic  and  Governmental  Affairs  Manager,  Ford  Motor 
Company. 

Second  Aftetnoon  Session 

2:20 — Panel  Session:  The  County  Society's  Role  in  Community  Affairs — 
Foy  H.  Moody,  M.D.,  Corpus  Christi,  Chairman  of  Council  on  Public 
Relations  and  Public  Service, 'Moderator. 

Establishing  Liaison  B^l^een  Medicine  and  Religion — Paul  B. 
McCleave,  D.D.,  Chicago,  Director,  Department  of  Medi- 
cine and  Religion,  American  Medical  Association. 
Medicine's  Role  in  Mass  Polio  Immunization — Leonides  Gon- 
zales Cigarroa,  M.D.,  Laredo. 

Handling  of  Difficult  Press  Problems — Bob  Reid,  El  Paso,  Mott, 
Reid  and  McFall  Public  Relations. 

Implementing  An  Emergency  Medical  Training  Program — Har- 
ry A.  Tubbs,  M.D.,  Post. 

Building  Community  Relations  With  A Science  Fair — F.  Scott 
Glover,  M.D.,  Houston. 

Discussion  Period:  Questions  and  Answers. 

Final  Session 

Joe  R.  Donaldson,  M.D.,  Pampa,  Vice  President,  Presiding. 

3:50 — Countdown  for  Tomorrow — John  H.  Furbay,  Ph.D.,  New  York,  Lec- 
turer and  Author  on  International  Affairs. 

4:30 — Adjournment. 
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Orientation  Program 

Texas  Medical  Association  Headquarters  Building,  Austin 
Saturday,  September  22,  1962 

First  Morning  Session 

8 : 30 — Registration. 

9:00 — Call  to  Order  and  Welcome — George  W.  Waldron,  M.D.,  Houston, 
President. 

9:15 — Public  Relations  With  A Purpose — Melvin  T.  Munn,  Pampa,  Public 
Relations  Consultant. 

9:45 — Ancient  Truths  and  Modern  Myths — The  Hon.  Allan  Shivers,  Austin, 
Chairman  of  the  Board,  Western  Pipe  Line,  Inc.,  and  Former  Gov- 
ernor of  Texas. 

10:15 — Where  Do  We  Go  from  Here? — Leonard  W.  Larson,  M.D.,  Bismarck, 
N.  Dak.,  Immediate  Past  President,  AMA. 

10:45 — Coffee  Break. 


Second  Morning  Session 

Charles  Max  Cole,  M.D.,  Dallas,  Vice  Speaker,  House  of  Delegates,  Presiding. 
11:05 — Special  Message  for  New  Members:  Objectives  of  the  Orientation 
Program — Travis  Smith,  M.D.,  Abilene,  Councilor  of  District  13. 

1 1:15 — An  Accounting  of  Stewardship;  What  Happens  to  Your  $45  Dues — 

Troy  A.  Shafer,  M.D.,  Harlingen,  Chairman  of  Board  of  Trustees. 

1 1 :30 — The  Best  Medical  Care  for  All  Texans — C.  Lincoln  Williston,  Austin, 
Executive  Secretary. 

12:00 — Luncheon — Compliments  of  Texas  Medical  Association. 


First  Afternoon  Session 

Joe  R.  Donaldson,  M.  D.,  Pampa,  Vice  President,  Presiding. 

1:00 — Medical  Ethics  Considerations  in  the  Practice  of  Medicine — C.  E. 

Oswalt,  Jr.,  M.D.,  Fort  StcjG^^n,  Chairman  of  Board  of  Councilors. 
1:20 — Medical  Etiquette;  Oblig6mns  # the  Physician  to  Colleagues  and  to 
the  Profession — R.  May® 'reneryl  M.D.,  Waxahachie,  President  Elect. 
1 :40 — You  ARE  In  Politics!  WnV  Not  Bp  Effective? — ^Thomas  R.  Reid,  Dear- 
born, Mich.,  Civic  and  G^ernngental  Affairs  Manager,  Ford  Motor 
Company. 

Second  /^ernoo,iVv%ession 

Charles  Max  Cole,  M.D.,  Dallas,  Vicp^eakeP,  House  of  Delegates,  Presiding. 
2:20 — Serving  the  Doctors  of  TejM^^^pnald  M.  Anderson,  Austin,  Assist- 
ant Executive  Secretary/^ 

2:40 — Doctor-Patient  Reletions^^^^^Walter  Vj^althall,  M.D.,  San  Antonio,  Vice 
Chairman  of  Board  of  Coun^ip^V 

3:00 — Legal  Aspects  of  Medical  Practice:  Malpractice — How  to  Avoid  It — 

Philip  R.  Overton,  LL.B.,  Austin,  General  Counsel. 


Final  Session 

Joe  R.  Donaldson,  M.D.,  Pampa,  Vice  President,  Presiding. 

3:50 — Countdown  for  Tomorrow — John  H.  Furbay,  Ph.D.,  New  York,  Lec- 
turer and  Author  on  International  Affairs. 

4:30 — Adjournment. 

Evening  Entertainment  for  PR  Attendants,  Orientees,  and  Guests 
5:30 — Hospitality  Hour  and  Buffet — Crystal  Ballroom,  Driskill  Hotel.  Com- 
pliments of  the  Charles  O.  Finley  Company. 

6:45 — Chartered  Buses  Leave  for  Memorial  Stadium — Compliments  of  the 
Charles  O.  Finley  Company. 

7:30 — Football:  Texas  Versus  Oregon — Memorial  Stadium. 


Mr.  T.  R.  Reid 


Dr.  Furbay 
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News  of  District  Societies 

The  Eighth  District  Medical  Society  will  meet 
Aug.  25  at  1 p.m.  at  the  Holiday  Inn  at  Alvin.  The 
program  will  include  an  address  by  the  president,  Dr. 
Andrew  J.  Magliolo,  Dickinson;  a film,  "Cardiac  Re- 
suscitation”, presented  by  Dr.  John  Derrick,  Galves- 
ton; and  three  scientific  papers. 

Papers  to  be  given  are  "Recent  Advances  in  En- 
docrinology” by  Dr.  Alfred  E.  Leiser,  Houston; 
"Acute  Abdomen”  by  Dr.  W.  D.  Seybold,  Houston; 
and  "Hormone  Treatment  in  Gynecology”,  Dr.  W.  J. 
McGanity,  Galveston. 

A business  meeting,  followed  by  a social  hour  and 
dinner,  will  conclude  the  meeting. 

New  officers  of  the  Southwest  Medical  District 
elected  for  the  1962-1963  term  are  Dr.  James  G. 
Gabbard,  Corpus  Christi;  Dr.  John  M.  Etheridge,  Cor- 
pus Christi,  president-elect;  Dr.  David  Shelby,  Gon- 
zales, vice  president;  and  Dr.  Stephen  H.  Ware,  Jr., 
Corpus  Christi,  secretary-treasurer. 

Members  of  the  15  th  District  Medical  Society  have 
voted  to  have  no  more  scientific  programs  and  to 
elect  no  officers.  Councilors  may  be  contacted  con- 
cerning any  business  which  the  society  may  have.  An 
annual  business  meeting  will  be  held  in  the  spring 
to  which  officers  and  delegates  from  the  county  so- 
cieties are  invited  and  which  all  members  may  attend. 


Junior  High  Contact  Sports 
Condemned  by  County  Society 

One  more  group  has  joined  those  asking  for  elimi- 
nation of  school-sponsored  contact  sports  for  children 
below  the  high  school  level.  The  San  Patricio-Aransas- 
Refugio  Counties  Medical  Society  has  adopted  a reso- 
lution condemning  contact  sports  at  junior  high 
school  and  elementary  levels. 

The  dangers  to  young  players  engaged  in  contact 
sports  are  outlined  in  a Pro/Con  article  entitled 
"What  Price  Football?”  published  in  the  Texas  State 
Journal  of  Medicine,  May  issue,  1961,  by  Dr.  M.  D. 
McCauley,  Austin. 


OB&G  Board  Announces  Preparatory  Course 

A board  preparatory  course  in  obstetrics  and  gyne- 
cology has  been  announced  by  Baylor  University  Col- 
lege of  Medicine  for  Dec.  13-15,  1962.  Obstetrical 
and  gynecological  pathology,  endocrinology,  and  ra- 
diotherapy will  be  covered.  Registration  fee  is  $100. 
Write  Department  of  Obstetrics  and  Gynecology, 
Baylor  University  College  of  Medicine,  1200  M.D. 
Anderson  Blvd.,  Houston  25,  for  further  information. 
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Oklahoma  Conference 
Speakers  Announced 

Dr.  John  W.  Duckett  of  Dallas  will  be  one  of  16 
guest  speakers  for  the  Oklahoma  City  Qinical  So- 
ciety’s 32nd  annual  fall  conference  to  be  held  Oct. 
29-31,  1962,  in  Oklahoma  City.' 

Dr.  Duckett  is  clinical  associate  professor  of  surgery 
at  the  University  of  Texas  Southwestern  Medical 
School  in  Dallas. 

Other  medical  speakers  and  their  subjects  include 
Dr.  Ralph  C.  Benson,  Portland,  Ore.,  obstetrics;  Dr. 
Edward  A.  Dunlap,  New  York  City,  ophthalmology; 
Dr.  Edward  A.  Gall,  Cincinnati,  pathology;  Dr.  Wal- 
lace B.  Hamby,  Cleveland,  neurosurgery;  Dr.  J.  Ray- 
mond Hinshaw,  Rochester,  N.  Y.,  surgery;  Dr.  Wil- 
liam Hollander,  Boston,  medicine;  Dr.  Otis  F.  Jillson, 
Hanover,  N.  H.,  dermatology;  Dr.  Vincent  C.  Kelley, 
Seattle,  Wash.,  pediatrics;  Dr.  Carroll  B.  Larson,  Iowa 
City,  Iowa,  orthopedics;  Dr.  Ted  F.  Leigh,  Atlanta, 
radiology;  Dr.  Herbert  C.  Modlin,  Topeka,  Kan.,  psy- 
chiatry; Dr.  Edmund  R.  Novak,  Baltimore,  gynecol- 
ogy; Dr.  Richard  J.  Reitemeier,  Rochester,  Minn., 
medicine;  and  Dr.  Ben  H.  Senturia,  St.  Louis,  oto- 
laryngology. 


Mental  Illness  and  Health  Congress 
Set  for  Oct.  4-6  in  Chicago  by  AMA 

The  American  Medical  Association  will  hold  its 
first  National  Congress  on  Mental  lUness  and  Health 
in  Chicago,  Oct.  4-6. 

The  purpose  of  this  Congress,  held  with  the  co- 
operation of  the  American  Psychiatric  Association 
and  the  support  of  the  National  Association  for  Men- 
tal Health,  is  to  implement  the  broad,  new  mental 
health  program  developed  by  the  AMA’s  Council  on 
Mental  Health. 

More  detailed  information  on  the  Congress  and 
copies  of  the  AMA  mental  health  program  can  be 
obtained  from  the  Council  on  Mental  Health,  Ameri- 
can Medical  Association,  535  N.  Dearborn  St.,  Chi- 
cago 10. 


Exhibits  Solicited  for  Annual  Meet 
Of  Southern  Medical  Association 

The  Southern  Medical  Association  will  hold  its 
annual  meeting  Nov.  12-15,  1962,  at  the  Fontaine- 
bleau Hotel,  Miami  Beach.  Exhibits  of  high  caliber 
are  solicited  for  the  scientific  section.  Applications 
may  be  obtained  from  the  chairman  of  the  scientific 
exhibit  committee,  Dr.  George  F.  Schmitt,  30  S.E. 
Eighth  Street,  Miami,  Fla. 

TEXAS  State  Journal  of  Medicine 


i 


Medical  Student  Loan  Fund  Set  Up 
By  Smith  County  Medical  Society 

Plans  to  establish  a medical  student  loan  fund  re- 
cently have  been  approved  by  the  Smith  County 
Medical  Society,  according  to  Dr.  Kerfoot  P.  Walker 
of  Tyler. 

Monies  for  the  fund,  which  is  to  provide  loans  and 
not  scholarships,  are  to  come  from  annual  $10  as- 
sessments of  each  member  of  the  Smith  County  Med- 
ical Society.  Members  of  the  county  societies  compris- 
ing the  Eleventh  Medical  District  are  being  invited 
to  make  donations  to  the  fund. 

After  January,  1963,  the  fund  is  expected  to 
amount  to  $1,000  of  which  $500  will  be  made  avail- 
able to  each  of  the  two  state-supported  medical 
schools  in  Texas.  Each  succeeding  January  it  is  hoped 
that  these  amounts  can  be  made  available  to  the  two 
schools. 

Applications  are  to  be  made  through  the  medical 
schools  who  will  grant  loans  first  to  needy  medical 
students  whose  permanent  residences  are  in  the  Elev- 
enth Medical  District  of  Texas.  If  no  applications 
come  from  students  of  that  area  the  loan  fund  will 
become  available  to  any  bona  fide  resident  of  the 
state  of  Texas  who  is  a student  at  one  of  these  medi- 
cal schools.  The  fund  is  available  to  any  student  in 
good  standing  in  his  medical  school  regardless  of  his 
level  of  scholarship. 

Repayment  is  expected  within  one  year  of  the  date 
of  separation  from  medical  school  if  the  student  does 
not  complete  work  for  his  M.D.  degree.  If  the  student 
receives  his  M.D.  degree,  the  loan  is  to  be  repaid 
within  two  years  after  completion  of  his  training. 
Therefore,  if  the  student  enters  practice  after  gradua- 
tion or  internship  the  repayment  will  be  due  within 
two  years.  However,  if  the  student  continues  ad- 
vanced training  in  medicine,  the  loan  will  not  be  due 
until  he  has  completed  that  training.  A hiams  of  two 
years  in  training  will  call  for  immediate  repayment 
of  the  loan. 

Interest  charged  will  be  two  per  cent  per  annum. 

Grants 

Grants  for  1962  to  institutions  in  aid  of  research 
on  diseases  of  the  heart  and  arteries  have  been  an- 
nounced by  the  Life  Insurance  Medical  Research 
Fund  through  its  director.  Dr.  William  A.  Jeffers 
of  Rosemont,  Pa. 

Among  recipients  are  the  University  of  Texas 
Medical  Branch,  Galveston,  for  research  by  Dr.  How- 
ard G.  Swann  on  the  nature  of  circulation  through 
kidneys  and  other  organs,  $8,250,  and  the  University 
of  Texas  Southwestern  Medical  School,  Dallas,  for 
research  by  Dr.  John  C.  Porter  on  hypothalamic  con- 
trol of  sodium  excretion,  $7,700. 


Eight  Texas  Pathologists 
Certified  by  Board 

Eight  Texas  physicians  were  among  a total  of  214 
pathologists  who  passed  the  semi-annual  examina- 
tions held  this  spring  for  certification  as  diplomates 
in  pathology,  the  American  Board  of  Pathology  an- 
nounces. 

They  are  Dr.  M.  Jamil  Ahmed,  Marlin;  Dr.  Paul 
S.  Cullen,  Houston;  Dr.  Juan  E.  Espejo,  San  Antonio; 
Dr.  John  W.  Foft,  Brooks  Air  Force  Base;  Dr.  An- 
drew D.  Gwynne,  III,  Lubbock;  Dr.  William  A. 
Meriwether,  Fort  Sam  Houston;  Dr.  David  B.  Mur- 
ray, Fort  Hood;  and  Dr.  Wilma  F.  Shields,  Dallas. 

This  brings  to  approximately  4,000  the  number  of 
physicians  certified  in  one  or  more  of  the  seven 
classifications  of  pathology  since  founding  of  the 
Board  in  1936. 

Medical  Board  Schedules 
Examinations  Dec.  6-8 

The  Texas  State  Board  of  Medical  Examiners  will 
conduct  examinations  and  consider  reciprocity  appli- 
cations Dec.  6-8,  1962,  at  the  Blackstone  Hotel  in 
Fort  Worth. 

Completed  examination  applications  for  graduates 
from  United  States  medical  schools  must  be  filed  30 
days  prior  to  the  meeting  date.  Completed  examina- 
tion applications  for  graduates  of  foreign  medical 
schools  must  be  filed  60  days  ptior  to  the  examina- 
tion date.  Completed  reciprocity  applications  also 
must  be  filed  60  days  prior  to  the  meeting  date. 

Applications  are  to  be  filed  with  Dr.  M.  H.  Crabb, 
secretary,  Texas  State  Board  of  Medical  Examiners, 
1714  Medical  Arts  Building,  Fort  Worth  2. 

ATS  Offers  Research  Grants 

The  American  Thoracic  Society,  medical  section  of 
the  National  Tuberculosis  Associaton,  offers  grants 
for  research  in  respiratory  diseases,  including  tuber- 
culosis. Grants  are  awarded  for  medical  and  social  re- 
search in  these  fields.  Deadline  for  applications  for 
the  grant  year  beginning  July  1,  1963,  is  Dec.  15, 
1962.  Full  information  and  forms  may  be  obtained 
from  Division  of  Research  & Statistics,  American 
Thoracic  Society,  1790  Broadway,  New  York  19. 


Greater  protection  for  boxers  is  being  urged  by 
the  American  Medical  Association’s  Committee  on 
the  Medical  Aspects  of  Sports.  In  a statement  in  the 
July  21  issue  of  the  J.A.M.A.  it  is  recommended  that 
boxing  be  banned  "at  all  times  and  places  where 
optimum  protection  for  the  participants  cannot  be 
provided”.  Recently,  several  fatalities  and  serious  in- 
juries have  pointed  up  the  dangers  of  boxing. 
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South  Texas  Medical  School 
May  Be  Activated  by  1963-1964 


Activation  of  the  South  Texas  Medical  School  in 
San  Antonio  by  1963-64  with  a tentative  target  date 
of  1965-66  for  granting  first  M.D.  degrees  will  be 
proposed  by  the  University  of  Texas  Board  of  Re- 
gents to  the  next  legislature. 

Traditional  procedures  would  contemplate  a six- 
year  interval  between  the  start  of  construction  of  a 
new  plant  and  the  time  a first  class  is  awarded 
degrees. 

By  an  unusual  plan  "starting  at  the  top”  the  re- 
gents have  approved  a proposal  of  Dean  Robert  C. 
Berson  to  reduce  this  gap.  An  early  start  will  be 
made  on  recruiting  the  nucleus  of  a strong  faculty  in 
the  clinical  sciences.  These  faculty  members  would 
start  work  as  quickly  as  possible  in  affiliated  and  co- 
operating hospitals  by  assisting  medical  staffs  in  pa- 
tient care,  developing  new  residency  training  pro- 
grams and  strengthening  existing  ones,  and  organiz- 
ing teams  for  teaching  third-year  and  fourth-year 
medical  students. 

By  1964-65  it  is  hoped  that  the  school  could  pro- 
vide sound  medical  education  for  a third-year  class 
of  25  to  30  students,  drawn  from  other  medical 
schools  outside  Texas.  These  students  would  gradu- 
ate in  1965-66  while  another  third-year  class  is 
started. 

In  the  meantime,  the  first  unit  of  the  physical  plant 
for  which  plans  are  being  drawn  will  be  progressing 
and  if  everything  breaks  perfectly  it  might  be  occu- 
pied in  September,  1965,  but  September,  1966,  might 
be  a more  realistic  guess,  said  Dean  Berson. 

When  the  plant  is  ready,  a first-year  class  can  be 
accepted.  Present  plans  are  to  accept  as  many  as  100 
if  well-qualified  applicants  are  available.  The  prior 
operation  of  the  clinical  science  years,  the  third  and 
fourth,  is  expected  to  enhance  the  quality  of  first- 
year  applicants. 

Through  the  proposed  organizational  plan  the  re- 
gents believe  that  the  school  can  be  ranked  from  the 
outset  among  the  top  one-third  in  the  nation. 

"To  be  successful,  it  simply  must  be  competitive 
with  the  best  from  the  beginning,”  Dean  Berson  de- 
clared. 

The  developmental  plan  will  be  presented  for  re- 
view to  the  Texas  Commission  on  Higher  Education, 
the  Legislative  Budget  Board,  and  the  Governor’s 
budget  officer. 

Immediate  focus  is  upon  recruiting  a faculty  of  top 
caliber  scholars,  teachers,  clinicians,  and  researchers 
who  will  devote  full  time  to  academic  medicine. 

Construction  dates  for  the  school’s  first  building 
and  the  new  hospital  to  be  built  by  the  Bexar  County 


Hospital  District  at  the  South  Texas  Medical  Center 
apparently  depend  upon  action  on  pending  medical 
facilities  legislation  in  Congress.  To  accelerate  readi- 
ness, the  regents  and  the  board  of  the  hospital  district 
have  authorized  architects  to  prepare  plans.  Both 
groups  have  expressed  a desire  to  let  contracts  by  the 
fall  of  1963  but  point  out  that  this  would  be  an  un- 
precedented time-table,  even  if  all  financing  worked 
out  perfectly.  The  uncertainties  of  construction  sched- 
ules further  recommended  the  beginning  at  the  top 
procedure,  officials  are  convinced. 

MD*s  Give  $36,602 
To  Texas  Schools 

American  physicians  contributed  more  than  $36,- 
602.66  to  Texas  medical  schools  last  year,  according  ■ 
to  the  American  Medical  Association.  ! 

The  AMA  said  physicians  gave  $1,303,161.10 
through  its  Education  and  Research  Foundation  and 
$3,428,413.09  in  direct  contributions  to  the  schools, 
for  a grand  total  to  all  the  nation’s  medical  schools  of 
$4,731,574.19. 

In  Texas,  amounts  received  through  the  Education 
and  Research  Foundation  include  $10,254.73  to 
Baylor  University  College  of  Medicine,  Houston; 
$15,594.23  to  the  University  of  Texas  Medical 
Branch,  Galveston;  and  $9,461.75  to  the  University 
of  Texas  Southwestern  Medical  School,  Dallas.  Re- 
ceived in  direct  contributions  to  the  University  of 
Texas  Medical  Branch  was  $221  and  to  Southwestern, 
$1,070.95. 

Narionally,  money  given  directly  to  the  medical 
schools  came  from  55,688  physician  contributors 
across  the  country. 

The  AMA  said  that  since  its  Foundation  was  es- 
tablished in  1951,  physicians  have  donated  more  than 
$11,500,000  through  it.  Money  contributed  to  the 
Foundation  may  be  designated  for  a specific  medical 
school.  Contributions  not  designated  are  divided 
equally  among  the  country’s  86  schools. 

Deans  of  the  schools  may  use  Foundation  grants 
at  their  discretion  for  special  projects  or  expenses 
outside  of  their  budgets. 

The  AMA  established  the  Foundation  so  that 
physicians  could  play  a greater  part  in  financial  sup- 
port of  the  nation’s  medical  schools.  Every  dollar 
contributed  goes  to  the  medical  schools  since  operat- 
ing costs  are  assumed  by  the  AMA. 
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Dr.  Frazier  Accepts 
Two  Houston  Positions 

Dr.  Shervert  H.  Frazier,  Jr.,  a member  of  the 
faculty  of  Psychiatry  at  Columbia  University,  has 
been  appointed  professor  and  chairman  of  the  De- 
partment of  Psychiatry  at  Baylor  University  College 
of  Medicine  and  director  of  the  Houston  State  Psy- 
chiatric Institute. 

The  appointment  of  Dr.  Frazier,  announced  jointly 
by  Dean  Stanley  W.  Olson  of  Baylor  and  Mr.  How- 
ard TeUepsen,  chairman  of  the  Board  for  Texas  State 
Hospitals  and  Special  Schools,  is  effective  Sept.  1, 
1962. 

Dr.  Frazier  attended  Baylor  University  in  Waco, 
received  bis  Bachelor  of  Science  and  Doctor  of  Medi- 
cine degrees  at  the  University  of  Illinois  College  of 
Medicine  in  1941  and  1943  respectively,  and  was 
awarded  the  Master  of  Science  degree  in  psychiatry 
from  the  University  of  Minnesota  Graduate  School 
in  1957. 

A native  of  Louisiana,  he  interned  at  the  Univer- 
sity of  Illinois  Research  and  Educational  Hospital, 
was  first  a fellow  in  Internal  Medicine,  and  then  a 
fellow  in  Psychiatry  at  the  Mayo  Foundation  in 
Rochester,  Minn.,  following  which  he  was  appointed 
to  the  consulting  staff  of  the  Mayo  Qinic.  Dr.  Frazier 
began  his  association  with  Columbia  University 
in  1958  as  an  associate  in  psychiatry,  and  was  named 
director  of  the  Inpatient  Consultation  Service  in 
Psychiatry  of  the  Presbyterian  Hospital  last  year. 

He  is  currently  a member  of  the  American  Medical 
Association,  the  American  Psychiatric  Association, 
and  the  American  College  of  Physicians. 


International  College  of  Surgeons 
To  Hold  13th  Biennial  Congress 

The  International  College  of  Surgeons  will  hold 
its  13  th  biennial  congress  at  the  Waldorf-Astoria 
Hotel,  New  York,  Sept.  9-13,  1962.  Dr.  A.  Mario 
Dogliotti,  Torino,  Italy,  President  of  the  College,  will 
preside  at  the  meeting  which  will  attract  3,500  sur- 
geons from  all  over  the  world. 

Registration  fee  is  $10  for  members  and  $15  for 
non-members.  Interns,  residents,  active  members  of 
the  armed  forces,  program  speakers,  special  guests 
and  nurses  will  be  admitted  without  the  registration 
fee. 

Further  information  on  the  congress  may  be  ob- 
tained by  writing  to;  13th  Biennial  Congress  Pro- 
gram, International  College  of  Surgeons,  1516  North 
Lake  Shore  Drive,  Chicago  10. 


Personals 


Texan  speakers  at  the  Fifth  Annual  Medical  Prog- 
ress Assembly  in  Birmingham,  Ala.,  Sept.  30,  Oct. 
1-2,  will  be  Dr.  Carleton  B.  Chapman  of  the  Univer- 
sity of  Texas  Southwestern  Medical  School,  Dallas; 
and  Dr.  Vincent  P.  Collins  of  Baylor  University  Col- 
lege of  Medicine,  Houston. 

Dr.  Marc  ].  Musser,  one-time  director  of  profes- 
sional services  at  the  Houston  Veterans  Administra- 
tion hospital  and  professor  of  medicine  at  Baylor 
University  College  of  Medicine,  has  been  named 
assistant  chief  medical  director  for  research  and  edu- 
cation for  the  Veterans  Administration. 

Colonel  William  W.  Nichol,  chief  of  the  Depart- 
ment of  Surgery,  Brooke  General  Hospital,  San  An- 
tonio, for  the  past  six  years,  recently  retired  from  the 
Army  at  Brooke  Army  Medical  Center  and  has  joined 
the  surgical  staff  of  the  San  Antonio  State  Tuber- 
culosis Hospital. 

Dr.  Marjorie  J.  Williams,  Temple,  has  been  as- 
signed as  deputy  director  of  pathology  and  allied 
sciences  in  the  Department  of  Medicine  and  Surgery 
at  the  Veterans  Administration  Central  Office  in 
Washington,  D.  C.  She  assumed  her  new  duties  early 
in  July;  since  1949,  she  had  been  in  charge  of  labora- 
tory service  at  the  Temple  VA  Hospital. 

Dr.  J.  R.  Maxfield,  Jr.,  of  Dallas,  was  elected  presi- 
dent of  the  Society  of  Nuclear  Medicine  at  its  recent 
meeting  in  Dallas.  Dr.  J.  A.  Chamberlin  of  Houston 
was  elected  for  a three  year  term  to  the  Society’s 
board  of  trustees. 

Dr.  Joaquin  Gonzalez  Cigarroa,  Sr.,  of  Laredo  has 
been  named  1962  Father  of  the  Year  by  the  Laredo 
Times.  Dr.  Cigarroa  is  the  father  of  Dr.  Leonides 
Cigarroa,  Dr.  Joaquin  Cigarroa,  Jr.,  and  Rebecca 
Uribe,  a pharmacist,  all  of  Laredo.  A daughter-in-law, 
the  wife  of  Dr.  Leonides  Cigarroa,  is  Dr.  Margaret 
Giller  Cigarroa. 

Dr.  Kurt  Lekisch,  Midland,  has  volunteered  for  one 
year  of  medical  service  at  Bethesda  Lutheran  Hos- 
pital, Ambur,  N.A.  Dt.,  South  India.  Arrangements 
were  made  through  the  AMA  in  conjunction  with 
the  Christian  Medical  Council.  Dr.  and  Mrs.  Lekisch 
will  leave  Sept.  1. 

Among  University  of  Texas  alumni  elected  to  the 
Ex-Students’  Association’s  executive  council  are  Drs. 
Walter  F.  Hasskarl,  Jr.,  of  Brenham  and  Edgar  C. 
McRee  of  Port  Arthur. 

Recently  appointed  by  Governor  Price  Daniel  to 
the  state  executive  committee  on  youth  fitness  was 
Texas  Medical  Association’s  Executive  Secretary,  C. 
Lincoln  Willis  ton. 
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Postgraduate  Courses 

The  New  York  University  Post-Graduate  Medical 
School  offers  the  following  courses  for  the  fall  ses- 
sion: 

Surgery  of  the  Cornea,  New  York,  Sept.  10-14, 
1962. — All  the  practical  aspects  of  corneal  surgery 
including  anatomy,  physiology,  indications  and  con- 
traindications, instrumentation,  techniques,  results, 
postoperative  care,  and  complications  of  keratecto- 
mies and  keratoplasties  will  be  offered.  Discussion 
of  clinical  material,  patient  treatment,  and  observa- 
tion of  corneal  surgery  techniques  will  be  held  each 
morning.  On  the  last  morning  of  the  course,  students 
will  perform  surgical  techniques  on  animal  eyes. 

The  course  is  under  the  direction  of  Dr.  Ramon 
Casrroviejo. 

Tuition  will  be  $250. 

Gynecological  Endocrinology,  New  York,  Oct.  1-5, 
1962. — Practical,  didactic,  and  clinical  presentations 
with  emphasis  on  the  therapeutic  management  of 
endocrine  disorders  in  the  female,  including  a discus- 
sion of  the  diagnosis  and  management  of  intersex, 
will  be  offered.  Endocrine  therapy  for  menstrual  ab- 
normalities and  ovulatory  defects  will  be  presented 
with  emphasis  on  adrenocortical,  thyroid,  ovarian, 
and  pimitary  abnormalities.  Diagnostic  tests  will  be 
discussed  and  demonstrated  as  well  as  the  therapeutic 
use  of  the  newer  progestational,  gonadal,  and  corti- 
coid  steroids.  Some  pertinent  aspects  of  male  endocri- 
nology will  be  included. 

The  course  is  under  the  direction  of  Dr.  Herbert 
S.  Kupperman. 

Tuition  will  be  $140. 

For  application  and  further  information,  write  to: 
Office  of  the  Associate  Dean,  New  York  University 
Post-Graduate  Medical  School,  550  First  Avenue, 
New  York  16,  N.Y. 

A three-day  full-time  course  on  atherosclerosis  and 
hypertension  will  be  offered  by  the  New  York  Uni- 
versity Medical  Center  Nov.  8-10. 

Tuition  for  the  course  is  $75. 

The  Center  offers  a full-time  four-day  course  on 
surgical  rehabilitation  of  arthritic  deformities  Nov. 
13-16. 

Tuition  for  the  symposium  is  $85. 

For  further  information  and  application,  write  to: 
Office  of  the  Associate  Dean,  New  York  University 
Post-Graduate  Medical  School,  550  First  Avenue, 
New  York  16. 

The  Medical  College  of  Georgia’s  Department  of 
Continuing  Education  has  planned  a series  of  five 
intensive  postgraduate  courses  for  the  fall  and  winter 
1962-1963. 

The  courses  planned  are  "Clinical  Pathology  in 
Medical  Practice”,  Oct.  23-25;  "Diagnosis  and  Prac- 
tical Management  of  Arthritis”,  Nov.  13-15;  "Ortho- 


pedics in  General  Practice”,  Dec.  4-6;  "Growth  and 
Development — Management  of  Common  Behavior 
Disturbances”,  Feb.  12-14;  and  "Gynecologic  Prob- 
lems in  Private  Practice”,  March  12-14. 

Each  course  is  acceptable  for  18  hours  credit  by 
the  American  Academy  of  General  Practice.  Registra- 
tion is  limited  to  a small  group  for  close  participant- 
faculty  communication.  Application  may  be  made  by 
contacting  Dr.  Claude-Starr  Wright,  Director,  De- 
partment of  Continuing  Education,  Medical  College 
of  Georgia,  Augusta. 

UT  Postgraduate  School 
Schedules  Symposium 

The  University  of  Texas  Postgraduate  School  of 
Medicine  will  sponsor  a clinical  symposium  on  "The 
Practical  Treatment  of  Hypertension,”  Sept.  20,  21 
and  22,  1962.  The  symposium  will  be  held  in  the 
auditorium  of  the  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  Texas  Medical 
Center,  Houston. 

Guest  speakers  will  include  Dr.  James  Conway, 
University  of  Michigan  Medical  Center,  Ann  Arbor, 
"Current  Concepts  and  Theories  Regarding  the  Eti- 
ology of  Essential  Hypertension  and  its  Natural  His- 
tory”; and  Dr.  Arthur  Grollman,  the  University  of  Tex- 
as Southwestern  Medical  School,  Dallas,  "Metabolic 
Observations  in  Essential  Hypertension  and  The  Role 
of  Associated  Vascular  Disease  and  Its  Influence  on 
Therapeutic  Considerations”. 

Also,  Dr.  W.  R.  Wilson,  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  "The  Effects  of  New- 
er Hypotensive  Drugs  on  the  Hemodynamics  of  Hy- 
pertension”; Dr.  Walter  Kirkendall,  University  of  j 
Iowa  School  of  Medicine,  Iowa  City,  "Indications  for 
Treatment,  Present  Day  Drug  Therapy  of  Essential  I 
Hypertension  and  Changes  Observed  in  the  Fundi 
of  Hypertensive  Patients  During  Treatment  and  in 
the  Absence  of  Treatment”;  and  Dr.  Leon  Goldberg, 
Emory  University,  Atlanta,  Ga.,  "Alpha-methyl  Dopa  \ 
and  Guanethidine  as  Therapeutic  Agents  in  the  Treat- 
ment of  Essential  Hypertension  and  Pheochromocy-  ' 
toma.  Its  Diagnosis  and  Treatment”.  i 

Also,  Dr.  Ray  F.  Gifford,  Cleveland  Clinic,  Cleve-  : 
land,  "The  Diagnosis  and  Treatment  of  Renovascular  1 
Hypertension  and  the  Treatment  of  Hypertensive 
Emergencies”;  and  Dr.  Reginald  Smithwick,  Boston  1 
University,  Massachusetts  Memorial  Hospitals  Medical  1 
Center,  Boston,  "Sympathectomy,  Adrenalectomy  and 
Nephrectomy  in  the  Treatment  of  Hypertension”. 

For  further  information  write:  Office  of  the  Dean, 
The  University  of  Texas  Postgraduate  School  of  Med- 
icine, 102  Jesse  Jones  Library  Building,  Texas  Medi- 
cal Center,  Houston  25. 
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MEDICOLEGAL  NOTES 


Privileged  Communications  in 
Texas  Courts 


Normally,  a privileged  communication  is  thought 
of  as  one  in  which  information  is  transmitted  to  a 
physician,  lawyer,  or  clergyman  in  confidence;  such 
confidence  arising  by  virtue  of  the  relationship  which 
normally  exists  between  these  classes  of  people  and 
the  people  with  whom  they  deal  in  the  course  of 
their  professional  capacities.  Also,  such  communica- 
tions usually  are  under  circumstances  which  normally 
would  imply  that  such  confidences  are  of  a nature 
that  should  remain  a secret  between  the  parties  in- 
volved. 

Some  states  have  statutory  enactments  pertaining 
to  privileged  communications  between  physicians  and 
patients.  However,  Texas  does  not  have  such  statutory 
coverage,  so  must  resort  to  the  common  law  for 
authority  in  this  area.  Common  law  had  its  origin  in 
England  and  forms  the  basis  for  much  of  our  law 
throughout  the  United  States. 

Under  the  common  law  of  England,  there  was  no 
privilege  as  between  the  physician  and  patient,  and 
it  was  held  at  an  early  date  in  England  that  although 
a physician  might  protest  to  the  court  against  disclos- 
ing professional  confidences  entrusted  to  him  by  his 
patients,  he  was  not  considered  guilty  of  a breach  of 
ethics  if  the  divulgence  of  such  professional  secrets 
was  compelled  either  by  law  or  the  courts.  When  a 
physician  raised  this  question  before  Lord  Mansfield 
in  the  Duchess  of  Kingston’s  Trial  (20  How.  St. 
Trial  573  -[1776}),  he  was  required  to  disclose 
professional  confidences,  and  the  Chief  Justice  of 
England  drew  the  line  clear.  The  Court  wrote  in  part 
as  follows: 

"If  a surgeon  was  voluntarily  to  reveal  these 
secrets,  to  be  sure,  he  would  be  guilty  of  a breach 
of  honor  and  of  great  indiscretion,  but  to  give 
that  information  in  a court  of  justice  which  by 
the  law  of  England  he  is  bound  to  do,  will  never 
be  imputed  to  him  as  any  indiscretion  whatso- 
ever.” 

This  statement  of  principle,  which  was  decided  in 
1776,  remains  the  law  on  privileged  communications 
in  England  today. 

In  1961,  this  question  was  presented  to  the  Su- 
preme Court  of  Texas  in  the  case  of  Neville  v.  Brew- 


ster, 352  SW(2d)  449.  This  case  was  a mandamus 
action  seeking  to  direct  District  Judge  Brewster  to 
vacate  an  order  wherein  he  required  two  physicians 
to  produce  certain  medical  records  in  their  possession 
and  to  deliver  them  to  the  court  reporter  taking  their 
depositions  for  the  purpose  of  making  photographic 
copies  of  them.  The  plaintiff  in  the  case  had  filed  a 
suit  in  the  District  Court  for  personal  injury,  and 
the  defendants  in  this  lawsuit  filed  a notice  to  take 
the  depositions  of  the  plaintiff  and  his  two  physi- 
cians. The  notice  requested  that  the  physicians  deliver 
to  the  court  reporter  "all  written  records  that  you 
have  in  connection  with  such  treatment  or  examina- 
tion, including  bills,  or  reports,  office  notes,  or  any- 
thing else  in  writing  concerning  this  patient”.  The 
physicians  refused  to  deliver  these  records  on  the 
ground  that  they  were  confidential.  District  Judge 
Brewster  ordered  the  physicians  to  produce  the  medi- 
cal records  which  they  had  in  their  possession  con- 
cerning the  plaintiff,  R.  E.  Neville  for  the  purposes 
stated  in  the  notice. 

After  this  order  was  entered  by  Judge  Brewster, 
the  plaintiff  and  the  two  physicians  brought  the 
mandamus  action  seeking  to  vacate  this  order. 

With  regard  to  the  contention  made  by  the  physi- 
cians and  the  plaintiff  in  the  case  to  the  effect  that 
the  written  reports  and  communications  made  subse- 
quent to  the  injury  of  the  plaintiff  and  passing  be- 
tween the  plaintiff  and  the  doctors  were  privileged 
and  protected  from  disclosure,  the  Supreme  Court 
held  the  following: 

"The  records  were  not  privileged  at  Common 
Law  and  have  not  been  made  so  in  this  State  by 
statute.” 

The  plaintiff  and  the  physicians  made  other  con- 
tentions as  to  why  such  records  and  information 
should  not  be  produced,  but  all  to  no  avail.  The  out- 
come of  the  litigation  relative  to  the  contended  privi- 
leged communications  was  that  Texas  followed  the 
old  common  law  doctrine  which  does  not  recognize 
the  privilege  between  the  physician  and  patient  in- 
sofar as  the  produaion  of  records  and  information 
in  the  courts  of  law. 

— Philip  R.  Overton,  LL.B. 


Vo/ume  58,  AUGUST,  1962 


673 


Thalidomide:  A Tragic  Story 


Thalidomide  is  a synthetic  drug  developed  by 
Griinenthal  in  1958  which  was  marketed  by  phar- 
maceutical firms  outside  the  United  States  under  var- 
ious trade  names.  Inexpensive  and  available  without 
prescription,  the  drug  was  sold  as  a sleeping  tablet, 
a sedative,  and  tranquilizer.  It  became  popular  as  an 
anti-emetic  in  pregnancy. 

A high  incidence  of  phocomelia  in  West  Germany 
led  to  an  investigation  of  thalidomide,  and  the  cir- 
cumstantial evidence  is  overwhelming  that  this  drug 
does  cause  severe  malformations  of  the  extremities. 
Earlier  it  had  been  recognized  that  long  continued 
use  of  thalidomide  can  cause  polyneuritis. 

Although  manufacmred  in  the  United  States,  thal- 
idomide sale  was  blocked  in  this  country  by  the 
United  States  Food  and  Drug  Administration  through 
the  efforts  of  FDA’s  Dr.  Frances  Kelsey  who  con- 
tended from  the  beginning  that  the  drug  had  not 
been  sufficiently  tested. 

Since  the  drug  was  so  readily  available  abroad,  it 
can  be  assumed  that  it  was  purchased  and  used  by 
many  persons  now  living  in  the  United  States.  Trade 
names  of  thalidomide  include  Contergan  (West  Ger- 
many), Distaval  (British  Commonwealth),  Sof tenon 
(Pormgal),  Kevadon  (United  States  and  Canada), 
Talimol  (Canada). 

Thalidomide  is  also  a constituent  of  the  following 
drugs:  algosediv,  peracon  expectorans,  grippex,  poly- 
gripan  (West  Germany) ; Valgis,  Tensival,  Valgraine, 
Asmaval  (British  Commonwealth).* 

Following  the  development  of  thalidomide  in 
Europe,  the  WiUiam  S.  Merrell  Company  of  Cincin- 
nati supplied  a number  of  physicians  in  the  United 
States  with  test  quantities  of  the  drug  to  use  in  a 
clinical  trial  program.  A communication  received  at 
the  Texas  Medical  Association  headquarters  July  31 
from  Dr.  John  B.  Chewning  of  Merrell  reports  as 
follows: 

"Persistent  press  pressure  in  certain  areas  demands 
names  of  physicians  conducting  clinical  trial  with 
thalidomide.  Merrell  cannot  violate  traditional  con- 
fidential relationships  with  drug  investigators  by 
making  their  names  public.  Merrell  supplied  names 
to  Food  and  Drug  Administration  April,  1962,  and 
names  have  been  released  from  Washington  to  state 
and  local  public  health  officials. 

"First  word  of  a possible  effect  of  thalidomide  on 
the  unborn  child  reached  us  by  cable  from  Germany 
last  November  29,  nearly  three  years  after  trials  be- 
gan in  this  country.  Within  hours  we  notified  the 

•J.A.M.A.  (June  30)  1962,  p.  1114. 


Food  and  Drug  Administration  and  shortly  after- 
wards [we  notified  the]  doctors  active  in  the  pro- 
gram. We  have  offered  our  scientific  resources  and 
cooperation  to  the  FDA,  the  American  Medical  Asso- 
ciation, and  to  other  scientists  working  on  this  prob- 
lem. Today,  July  30,  the  AMA  Council  on  Drugs  an- 
nounced it  will  undertake  a comprehensive  analysis 
of  the  problem.  Merrell  is  cooperating  100  per  cent 
with  the  Council. 

"We  do  not  minimize  possibility  that  thalidomide 
may  be  connected  with  congenital  malformations  in 
some  way  not  now  understood.  Major  part  our  re- 
search effort  is  devoted  to  ascertaining  what  rela- 
tionship there  may  be  or  whether  there  is  indeed 
such  a relationship  at  all. 

"Last  March  we  terminated  the  clinical  program 
and  asked  participating  doctors  to  return  their  drug 
supplies.  Merrell  has  carried  out  an  extraordinary 
program  to  assure  that  these  clinicians  remrn  or 
destroy  all  test  quantities  of  the  drug  in  their  hands. 
Virtually  all  Merrell  executives  and  30  other  picked 
personnel  at  our  headquarters  in  Cincinnati  collabo- 
rated in  massive  effort  to  reach  all  physicians  by 
telephone  and  letter.*  Merrell  field  representatives 
have  called  on  many  of  the  doctors  at  their  offices. 
We  have  followed  up  personal  contacts  with  tele- 
grams and  registered  letters  to  get  as  full  an  ac- 
counting of  the  disposition  of  the  drug  as  possible. 
Merrell  representatives  have  tried  to  find  ways  of 
checking  the  drug  stocks  of  deceased  physicians. 

"The  heartbreaking  tragedy  of  the  malformed  ba- 
bies in  Europe  reportedly  related  to  the  drug  thali- 
domide has  caused  deep  concern  to  Merrell  people 
as  well  as  to  all  other  Americans.  We  know  many 
have  feared  that  a similar  tragedy  could  occur  as  a 
result  of  our  clinical  testing  program  with  thalido- 
mide. We  now  have  reason  to  believe  that  if  there 
ever  was  in  fact  such  a danger  it  is  now  a slight  one.” 

Dr.  Austin  Smith,  president  of  the  Pharmaceutical 
Manufacturers  Association,  has  announced  that  the 
association’s  board  of  directors  has  authorized  estab- 
lishment and  financing  of  a Commission  on  Drug 
Safety  "to  investigate  an  unpredictable  problem 
which  is  asstuned  to  be  connected  with  use  of  the 
European  drug”. 

Dr.  Smith  said  the  commission  will  be  authorized 
to  develop  research  projects  even  more  intensive  than 
past  or  present  efforts  to  find  test  methods  to  prevent 
unforeseen  toxic  effects  of  drugs. 

[A  bibliography  on  thalidomide  is  published  in 
the  "News — Memorial  Library”  section  of  this  issue 
of  Texas  State  Journal  of  Medicine 
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U.S.,  Canadian  Blue  Shield 
Plans  Pay  Out  $231,500,000 

The  74  Blue  Shield  Plans  located  in  the  United 
States  and  Canada  paid  out  more  than  $231,500,000 
for  care  to  members  during  the  first  quarter  of  1962, 
the  National  Association  of  Blue  Shield  Plans  re- 
cently announced. 

"The  payment  of  $231,507,028  to  the  medical  pro- 
fession represented  a record  high  for  a three-month 
period,  and  represented  almost  91  per  cent  of  the 
total  income  of  all  Blue  Shield  Plans,”  the  national 
association  reported.  Meanwhile,  the  medical-surgical 
plans  spent  approximately  nine  per  cent  of  their  total 
income  for  administrative  expenses. 

"The  increasing  role  being  played  by  Blue  Shield 
Plans  in  helping  almost  50  million  members  meet  the 


cost  of  medical-surgical  care  is  evidenced  by  the  in- 
teresting fact  that  the  74  plans  paid  out  more  in  the 
first  three  months  of  1962  than  in  all  of  1952,”  the 
national  association  stated.  "This  is  conclusive  proof 
that  Blue  Shield  Plans  are  designing  realistic  and 
up-to-date  programs  in  order  to  keep  pace  with  the 
remarkable  advances  in  medical  care.” 

Miami  Hospital  Has  Credit  Card  System 

Cloverleaf  Hospital  in  Miami  has  instituted  a 
credit  card  system  which  permits  the  patient  to 
establish  credit  in  advance.  The  administrator  re- 
ported the  system  should  curb  the  practice  of  holding 
injured  persons  until  they  produce  a deposit  or  fur- 
nish proof  of  financial  stability.  The  plan  was  de- 
scribed in  a recent  issue  of  Medical  World  News. 


Officers,  Councils,  & Committees 
Texas  Medical  Association 
1962-1963 


Officers 

George  W.  Waldron,  Houston,  President. 

R.  Mayo  Tenery,  Waxahachie,  President  Elect. 

Joe  R.  Donaldson,  Pampa,  Vice  President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1965).^ 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 
Howard  O.  Smith,  Marlin,  Treasurer  (1965). 

James  D.  Murphy,  Fort  Worth,  Speaker  of  the  House  of 
Delegates. 

Charles  Max  Cole,  Dallas,  Vice  Speaker  of  the  House  of 
Delegates. 

Board  of  Trustees 

Troy  A.  Shafer,  Harlingen,  Chairman  (1964). 

Byron  P.  York,  Houston,  Vice  Chairman  (1963). 

James  A.  Hallmark,  Fort  Worth,  Secretary  (1967). 

J.  B.  Copeland,  San  Antonio  (1966). 

C.  P.  Hardwicke,  Austin  (1966). 

Elliott  Mendenhall,  Dallas  (1965). 

C.  E.  Willingham,  Tyler  (1964). 

Board  of  Councilors 

First  District:  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Chair- 
man (1964);  Russell  Holt,  El  Paso,  Vice  Councilor. 
Second  District;  Henrie  E.  Mast,  Midland  ( 1963 ) ; A.  H. 

Daniell,  Brownfield,  Vice  Councilor. 

Third  District:  William  H.  Gordon,  Lubbock  (1965); 

Julian  M.  Key,  Pampa,  Vice  Councilor. 

Fourth  District:  S.  Braswell  Locker,  Brownwood  (1964); 
Henry  N.  Ricci,  San  Angelo,  Vice  Councilor. 

^R.  D.  Moreton,  Fort  Worth,  was  elected  Secretary  on  May  15. 
1962,  and  resigned  immediately  so  that  J.  M.  Travis,  Jacksonville, 
might  be  appointed. 


Fifth  District:  Walter  Walthall,  San  Antonio,  Vice  Chair- 
man (1965);  George  H.  Herrmann,  Del  Rio,  Vice 
Councilor. 

Sixth  District:  Stanley  W.  Bohmfalk,  Weslaco  (1965); 

Harold  E.  Griffin,  Corpus  Christi,  Vice  Councilor. 
Seventh  District:  David  Wade,  Austin  (1963);  Ray  L. 

Shepperd,  Burnet,  Vice  Councilor. 

Eighth  District;  Carlos  E.  Fuste,  Jr.,  Alvin,  Secretary 
(1963);  George  Glover,  Victoria,  Vice  Councilor. 
Ninth  District:  James  H.  Sammons,  Highlands  (1963); 

Haden  E.  McKay,  Jr.,  Humble,  Vice  Councilor. 

Tenth  District:  Stephen  B.  Tucker,  Nacogdoches  (1963); 

Charles  W.  Castle,  Liberty,  Vice  Councilor. 

Eleventh  District:  R.  H.  Bell,  Palestine  (1964);  William 
C.  Smith,  Carthage,  Vice  Councilor. 

Twelfth  District:  Tom  M.  Oliver,  Waco  (1965);  Dick 
Cason,  Hillsboro,  Vice  Councilor. 

Thirteenth  District:  Travis  Smith,  Abilene  (1964);  Va- 
cancy, Vice  Councilor. 

Fourteenth  District:  B.  E.  Park,  Dallas  (1964);  Horace 
A.  Baker,  Wills  Point,  Vice  Councilor. 

Fifteenth  District:  Walter  C.  Barnes,  Texarkana  (1965); 
Vacancy,  Vice  Councilor. 

Delegates  to  the  American 
Medical  Association  and  Alternates 

J.  B.  Copeland,  San  Antonio,  Chairman  (1963). 

Alternate:  George  Turner,  El  Paso  (1963). 

Troy  A.  Shafer,  Harlingen  (1964). 

Alternate:  Harvey  Renger,  Hallettsville  (1964). 

John  K.  Glen,  Houston  (1964). 

Alternate:  N.  L.  Barker,  Paris  (1964). 

G.  W.  Qeveland,  Austin  (1964). 

Alternate:  Ridings  E.  Lee,  Dallas  (1964). 

John  L.  Otto,  Galveston  (1964). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (1964). 
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T.  C.  Terrell,  Fort  Worth  (1963). 

Alternate:  Denton  Kerr,  Houston  (1963). 

M.  O.  Rouse,  Dallas  (1963). 

Alternate:  R.  D.  Moreton,  Fort  Worth  ( 1963 ) . 

J.  C.  Terrell,  Stephenville  (1963). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1963). 
Delegate  Designate:  R.  W.  Kimbro,  Cleburne. 

Alternate:  J.  E.  Miller,  Dallas. 

Executive  Board 

Ex  Officio:  President,  Vice  President,  President  Elect, 
Secretary,  Treasurer,  Speaker  of  the  House  of  Delegates, 
Vice  Speaker  of  the  House  of  Delegates,  Trustees,  Council- 
ors, Texas  delegates  and  alternates  to  the  American  Medical 
Association,  Council  on  Medical  Jurisprudence,  and  chair- 
men of  councils. 


Councils 

(The  President  and  Executive  Secretary  are  ex  officio 
members  of  all  councils.) 

Council  on  Annual  Session 

Herman  C.  Sehested,  Fort  Worth,  Chairman  (1964). 
Max  E.  Johnson,  San  Antonio  (1965). 

Mavis  P.  Kelsey,  Houston  (1965). 

John  P.  McGovern,  Houston  (1964).® 

Dennis  M.  Voulgaris,  Wharton  (1963). 

Council  on  Constitution  and  By-Laws 

J.  T.  Billups,  Houston,  Chairman  (1964). 

Stephen  R.  Lewis,  Galveston  (1965). 

J.  J.  Andujar,  Fort  Worth  (1965). 

George  M.  Jones,  Dallas  (1964). 

M.  D.  Thomas,  El  Paso  (1963). 

Council  on  Medical  Education  and  Hospitals 

G.  V.  Brindley,  Jr.,  Temple,  Chairman  (1965). 

John  W.  Lanius,  Dallas  (1965). 

Jack  B.  Lee,  San  Antonio  (1965). 

James  A.  Greene,  Houston  (1964). 

A.  J.  Gill,  Dallas  (1964). 

M.  H.  Crabb,  Fort  Worth  (1963). 

Weldon  G.  Kolb,  LaMarque  (1963). 

Council  on  Medical  Jurisprudence 

John  M.  Smith,  Jr.,  San  Antonio,  Chairman  (1965). 
Joe  T.  Nelson,  Weatherford  (1965). 

Floyd  A.  Norman,  Dallas  (1964). 

Haden  E.  McKay,  Humble  (1964). 

N.  L.  Barker,  Paris  (1963). 

Council  on  Medical  Service  and  Insurance 

Charles  D.  Bussey,  Dallas,  Chairman  (1965). 

William  E.  Sharp,  Baytown  (1965). 

John  E.  Ballard,  San  Angelo  (1965). 

Gail  Medford,  Jr.,  Lufkin  (1964). 

Vacancy  (1964). 

C.  F.  Jorns,  Houston  (1963). 

J.  G.  Rodarte,  Temple  (1963). 

Council  on  Public  Relations  and  Public  Service 

Foy  H.  Moody,  Corpus  Christi,  Chairman  (1965). 
John  H.  Bohmfalk,  San  Antonio  (1965). 

Glenn  D.  Carlson,  Dallas  (1965). 

Courtney  M.  Townsend,  Paris  (1964). 

Thomas  Royce,  Houston  (1964). 


“Appointed  May  15,  1962,  to  replace  B.  H.  Williams,  Temple, 
who  resigned  May  15,  1962. 


Van  D.  Goodall,  Clifton  (1963). 

O.  Edward  Egbert,  Jr.,  El  Paso  (1963).® 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1965). 
Herbert  C.  Allen,  Jr.,  Houston  (1965). 
John  W.  Middleton,  Galveston  (1965). 
Howard  R.  Dudgeon,  Waco  (1964).* 

P.  C.  Talkington,  Dallas  (1964). 

Robert  E.  Leslie,  El  Campo  (1963).® 
William  J.  McGanity,  Galveston  (1963).® 


Committees 

The  committees  serving  uhder  the  various  Boards  and 
Councils  of  the  Texas  Medical  Association  are  as  follows: 

Board  of  Councilors 

Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Galveston,  Chairman  (1964). 
Vacancy  (1965). 

William  M.  Ashe,  Dallas  (1965). 

Francis  Hood,  Sweetwater  (1965). 

R.  B.  Johns,  Abilene  (1964). 

Vacancy  (1964). 

H.  W.  Kilpatrick,  III,  Baytown  (1963). 

Homer  V.  Hedges,  Hico  (1963). 

Vacancy  (1963). 

Committee  on  Liaison  with  the  State  Bar  of  Texas 
(standing) 

D.  W.  Carter,  Dallas,  Chairman  (1964). 

Vacancy  (1965). 

Vacancy  (1965). 

Edward  T.  Driscoll,  Midland  (1964). 

Vacancy  (1963). 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees. 

Chairman,  Board  of  Councilors. 

Chairman,  Council  on  Medical  Service  and  Insurance. 
Chairman,  Council  on  Medical  Jurisprudence. 
Chairman,  Council  on  Public  Relations  and  Public 
Service. 

Board  of  Trustees 

Advisory  Committee  to  the  Woman’s  Auxiliary  (standing) 
Thomas  J.  Vanzant,  Houston,  Chairman  ( 1963 ) . 
Martin  L.  Towler,  Galveston  (1965). 

George  W.  Tipton,  Austin  (1964). 

Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth,  Chairman  (1965). 
G.  V.  Brindley,  Sr.,  Temple  (1965). 

W.  D.  Thames,  Jr.,  Lufkin  (1965). 

Pat  1.  Nixon,  San  Antonio  (1964). 

Morris  Polsky,  Austin  (1964). 

Denton  Kerr,  Houston  (1964). 

Gerald  A.  King,  Fort  Worth  (1963). 

Lyman  Blair,  Houston  (1963).^ 

“Appointed  June  7,  1962,  to  fill  unexpired  term  of  James  A. 
Hallmark,  Fort  Worth,  who  was  elected  to  Board  of  Trustees  on 
May  15,  1962. 

^Appointed  June  25,  1962,  to  fill  unexpired  term  of  Paul  Gray. 
Corpus  Christi. 

“Appointed  June  25,  1962,  to  fill  unexpired  term  of  George  E. 
Clark,  Austin. 

“Appointed  June  7,  1962,  to  fill  unexpired  term  of  Stewart  A. 
Fish.  Dallas,  who  resigned  May  15,  1962. 
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W.  B.  Russ,  San  Antonio  (1963). 

L.  H.  Reeves,  Fort  Worth,  Emeritus  Member. 

H.  Reid  Robinson,  Galveston,  Emeritus  Member. 

Council  on  Annual  Session 

Committee  on  General  Arrangements  for  Annual  Session 
( special ) 

Lester  Quinn,  Dallas,  Chairman. 

Guy  T.  Denton,  Dallas,  Vice  Chairman. 

Committee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Houston,  Chairman  (1964). 

John  A.  Welty,  Harlingen  (1965). 

John  E.  Johnson,  Jr.,  Galveston  (1965). 

J.  Frank  Beall,  Nacogdoches  (1965). 

Thomas  U.  Taylor,  11,  Fort  Worth  (1964). 

Walter  Long,  Austin  (1964). 

Olin  B.  Gober,  Temple  (1963). 

Nathan  Cedars,  Stephenville  (1963). 

James  G.  Morris,  Lubbock  (1963). 

Council  on  Medical  Education  and  Hospitals 

Committee  for  American  Medical  Association  Education  and 
Research  Foundation  (standing) 

Herbert  A.  Bailey,  Dallas,  Chairman  (1964). 

Vacancy  (1965). 

E.  M.  Addison,  Huntsville  (1965). 

Douglas  B.  Black,  Lamesa  (1965). 

H.  E.  Whigham,  McAllen  (1964). 

Nelson  L.  Schiller,  Austin  (1964). 

J.  C.  Terrell,  Stephenville  (1963). 

Edward  D.  McKay,  Amarillo  (1963). 

John  C.  Meadows,  San  Antonio  (1963). 

Advisers  to  Student  American  Medical  Association  in  Texas 
Vacancy,  Baylor. 

Charles  LeMaistre,  Dallas,  Southwestern. 

E.  Sinks  McLarty,  Galveston,  University  of  Texas 
Medical  Branch. 

Appointees  to  Texas  Commission  on  Patient  Care 
G.  V.  Brindley,  Jr.,  Temple. 

Joseph  F.  McVeigh,  Fort  Worth. 

G.  E.  Brereton,  Dallas. 

A.  J.  Bankhead,  Tyler. 

Joseph  C.  Magliolo,  Dickinson. 

Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Burnet,  Chairman  (1963). 

Maynard  Hart,  El  Paso  (1965). 

Dean  Dimmitt,  Uvalde  (1965). 

Dan  Spivey,  Lufkin  (1964).® 

Hugh  F.  Rives,  Jacksonville  (1964). 

R.  E.  Speegle,  Garland  (1964).®“ 

William  F.  Ross,  San  Benito  (1963).® 

Committee  on  Medical  Careers  (standing) 

Albert  McCulloh,  Brady,  Chairman  ( 1963 ) . 

Harry  M.  Shytles,  Sherman  (1965). 

Russell  Scott,  Houston  (1965). 


’Appointed  June  22,  1962,  to  fill  unexpired  term  of  T.  G. 
Blocker,  Galveston,  who  was  unable  to  attend  two-thirds  of  meetings. 

^Appointed  July  18,  1962,  to  fill  unexpired  term  of  Hugh  H. 
Hanson,  Houston,  who  was  unable  to  attend  two-thirds  of  meetings. 

^'‘Appointed  July  18,  1962,  to  fill  unexpired  term  of  Marion  R. 
Lawler,  Mercedes,  who  was  unable  to  attend  two-thirds  of  meetings. 

“Appointed  July  18,  1962,  to  fill  unexpired  term  of  Drue  O.  D. 
Ware,  Fort  Worth,  who  was  unable  to  attend  two-thirds  of  meetings. 


A.  Fletcher  Clark,  Jr.,  San  Antonio  (1965). 

G.  Thomas  Shires,  Dallas  (1964). 

John  B.  Truslow,  Galveston  (1964). 

Walter  A.  Brooks,  Quanah  (1964). 

R.  L.  Daily,  Wichita  Falls  (1963). 

Gordon  Black,  El  Paso  (1963). 

Committee  on  Liaison  with  Medical  Schools  (special) 
Russell  L.  Deter,  El  Paso,  Chairman. 

Wendell  H.  Hamrick,  Houston. 

Frank  Harrison,  Dallas. 

John  Hundley,  Fort  Stockton. 

L.  Bonham  Jones,  San  Antonio. 

Weldon  G.  Kolb,  La  Marque. 

Stephen  R.  Lewis,  Galveston. 

Stanley  W.  Olson,  Houston. 

May  Owen,  Fort  Worth. 

M.  O.  Rouse,  Dallas. 

Council  on  Medical  Jurisprudence 

Committee  on  Military  and  Veterans  Affairs  (standing) 
Milton  V.  Davis,  Dallas,  Chairman  (1965). 

Dickson  K.  Boyd,  Denton,  Vice  Chairman  (1963). 
Norman  L.  West,  Waxahachie,  Vice  Chairman 
(1963). 

M.  E.  Malakoff,  Laredo  (1965). 

Philip  T.  Williams,  San  Antonio  (1965). 

James  C.  Whittington,  Eastland  (1964). 

Richard  H.  Harrison,  III,  Bryan  (1964). 

Paul  R.  Meyer,  Port  Arthur  (1964). 

W.  L.  Lirette,  Temple  (1963). 

Council  on  Medical  Service  and  Insurance 

Committee  on  Association  Insurance  Programs  (standing) 
A.  R.  Hazzard,  Austin,  Chairman  (1965). 

G.  J.  Pruitt,  Lufkin  (1965). 

A.  L.  Hewitt,  Lubbock  (1964). 

C.  C.  Shotts,  San  Antonio  (1964). 

Mylie  Durham,  Jr.,  Houston  (1963). 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Temple,  Chairman  (1965). 

William  M.  Sherrill,  Houston  (1965). 

Jack  L.  Eidson,  Weatherford  ( 1965 ) . 

E.  A.  Maxwell,  San  Antonio  (1964). 

H.  D.  Gilliam,  McAllen  (1964). 

Mario  E.  Ramirez,  Roma  (1964). 

George  L.  Walmsley,  Baytown  (1963). 

Marvin  Schlecte,  Plainview  (1963). 

Bill  B.  Markette,  San  Antonio  (1963). 

Subcommittees  of  Committee  on  Health  Insurance: 

Committee  on  Liaison  with  Blue  Shield  (standing) 
Everett  C.  Fox,  Dallas,  Chairman  (1965). 

R.  W.  Kimbro,  Cleburne  (1965). 

Harvey  Renger,  Hallettsville  (1965). 

Olin  B.  Gober,  Temple  (1964). 

R.  H.  Bell,  Palestine  (1964). 

J.  B.  Copeland,  San  Antonio  (1964). 

E.  A.  Rowley,  Amarillo  (1963). 

Denton  Kerr,  Houston  (1963). 

Tom  Bond,  Fort  Worth  ( 1963). 

Appointees  to  Hospitals-lnsurance-Physicians  joint 
Advisory  Committee 
C.  D.  Bussey,  Dallas. 

A.  Rex  Kirkley,  Belton. 

G.  W.  Cleveland,  Austin. 


Vo/ome  58,  AUGUST,  1962 
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Committee  on  Professional  Insurance  (standing) 

D.  O.  Johnson,  Austin,  Chairman  (1964). 

R.  E.  Read,  Lufkin  (1965). 

A.  W.  Bronwell,  Lubbock  (1965). 

Bill  Robins,  Houston  (1964).^“ 

Patrick  H.  Pappas,  Lubbock  (1963). 

Committee  on  Workmen’s  Compensation  Insurance 
(standing) 

Edward  T.  Smith,  Houston,  Chairman  (1965). 

J.  B.  Chester,  Dallas  (1965). 

Joseph  T.  Ainsworth,  Houston  (1964). 

F.  C.  Rehfeldt,  Fort  Worth  (1964). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1963). 

Council  on  Public  Relations  and  Public  Service 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Houston,  Chairman  (1964). 

C.  J.  Ruilmann,  Austin  (1965). 

John  Dupre,  Levelland  (1965). 

Edward  J.  Lefeber,  Galveston  (1965). 

Elizabeth  Gentry,  Austin  (1964). 

Vance  Terrell,  Stephenville  (1964). 

W.  D.  Gingrich,  Galveston  (1963). 

Ernest  W.  Keil,  Austin  (1963). 

Roy  H.  Morris,  Elgin  (1963).’^ 

Committee  on  Emergency  Medical  Service  (standing) 
Ben  A.  Merrick,  Dallas,  Chairman  (1964). 

Joe  R.  Shaeffer,  San  Antonio  (1965). 

T.  June  Melton,  Midland  (1965). 

W.  D.  Nicholson,  Freeport  (1965). 

C.  J.  McCollum,  Virtoria  (1964). 

J.  L.  Johnson,  Amarillo  (1963). 

Ralph  A.  Munslow,  San  Antonio  (1963). 

Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Dallas,  Chairman  (1963). 
Robert  A.  Wise,  Houston  (1965). 

Vacancy  (1965). 

Vacancy  (1965). 

Carl  A.  Nau,  Oklahoma  City  (1964). 

Jesse  G.  Burdick,  Pasadena  (1964). 

Kurt  Lekisch,  Midland  (1964). 

F.  W.  Wilson,  Port  Arthur  (1963). 

E.  E.  Baden,  Raymondville  (1963). 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Nixon,  Chairman  (1963). 

J.  C.  Ellington,  San  Antonio  (1965). 

Lorence  W.  Feller,  Fredericksburg  (1965). 
Charles  A.  Pigford,  Houston  (1965). 

Bruce  H.  Johnson,  Loraine  (1964). 

Vacancy  (1964). 

Ben  Primer,  Sr.,  Austin  (1964). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1963). 

J.  E.  Peavy,  Austin  (1963). 

Committee  on  Rural  Health  (standing) 

Curtis  Haley,  San  Augustine,  Chairman  (1963). 
J.  G.  Sanders,  Bremond  (1965). 

John  B.  Miller,  El  Paso  ( 1965) . 

Sam  R.  Barnes,  Trinity  (1965). 

Lloyd  Sherrill,  Ozona  (1964).^ 

A.  E.  Mgebroff,  Yoakum  (1964). 


^"Appointecl  July  24,  1962,  to  fill  unexpired  term  of  Louis  W. 
Breck,  El  Paso,  who  resigned  May  15,  1962. 

“Appointed  July  12,  1962,  to  fill  unexpired  term  of  Howard  O. 
Smith,  Marlin,  who  was  eleaed  Treasurer  on  May  15,  1962. 

i^Appointed  July  19,  1962,  to  fill  unexpected  term  of  John  S. 
Primomo,  Dilley,  who  was  unable  to  attend  two-thirds  of  meetings. 


George  V.  Pazdral,  Somerville  (1964).^^“ 

Clifford  R.  Haynes,  Malakoff  (1963). 

Vernon  Polk,  Center  (1963). 

Committee  on  School  Health  (standing) 

Edwin  L.  Rippy,  Dallas,  Chairman  (1964). 
Zenas  W.  Hutcheson,  Jr.,  Andrews  (1965). 

Paul  H.  Mitchell,  Corsicana  (1965). 

R.  K.  Arnett,  Lufkin  (1965). 

H.  C.  Chancellor,  Honey  Grove  (1964). 

M.  A.  Childers,  San  Antonio  (1964).“ 

M.  T.  Braswell,  Henderson  (1963). 

R.  L.  Penn,  Midland  (1963). 

J.  C.  Holsomback,  Baytown  (1963).“ 

Adviser  to  State  Board  of  Education 
Committee  on  School  Health 

Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  ( 1965 ) . 
Otto  Lippmann,  Austin  (1965). 

William  H.  Neil,  Fort  Worth  (1965). 

D.  R.  Knapp,  Kerrville  (1964). 

Linwood  H.  Denman,  Lufkin  (1964). 

Boyd  D.  Alexander,  Waco  (1964). 

William  T.  Payne,  Odessa  (1963). 

William  A.  O’Quin,  Mineral  Wells  (1963). 
Mario  Palafox,  El  Paso  (1963). 

Council  on  Scientific  Advancement 

Committee  on  Blood  Banks  (standing) 

Joseph  M.  Hill,  Dallas,  Chairman  (1964). 
Charles  F.  Pelphrey,  Austin  (1965). 

Irving  Moody,  Houston  (1965). 

T.  P.  Marinis,  Midland  (1965). 

John  M.  Travis,  Jr.,  Beaumont  (1964). 

Louis  Manhoff,  San  Antonio  (1963). 

Jack  Abbott,  Houston  (1963). 

Committee  on  Cancer  (standing) 

Howard  R.  Dudgeon,  Waco,  Chairman  (1965). 
Tom  B.  Bond,  Fort  Worth  (1965). 

John  F.  Thomas,  Austin  (1965). 

R.  Lee  Clark,  Jr.,  Houston  (1964). 

John  R.  Rainey,  Austin  (1964). 

William  S.  Brumage,  Austin  (1964). 

W.  Q.  Budd,  Amarillo  (1963). 

Jabez  Galt,  Dallas  (1963).“ 

Gerald  Jordon,  El  Paso  (1963).“ 

Committee  on  Cardiovascular  Diseases  (standing) 
Robert  E.  Leslie,  El  Campo,  Chairman  (1965). 
David  Miesch,  Paris  (1965). 

S.  W.  Thorn,  Houston  (1965). 

W.  Frank  McKinley,  Marlin  (1964). 

H.  H.  Latson,  Amarillo  (1964). 

Fred  D.  Spencer,  Jr.,  Brownwood  (1964). 
Sidney  Schnur,  Houston  (1963). 

G.  S.  Shepard,  Lufkin  (1963). 

Alfred  W.  Harris,  Dallas  (1963). 


’-“Appointed  July  19.  1962,  to  fill  unexpired  term  of  David  M. 
Shelby,  Gonzales,  who  was  unable  to  attend  two-thirds  of  meetings. 

’^Appointed  July  25,  1962,  to  fill  unexpired  term  of  E.  E.  Addy, 
Jr.,  Cisco,  who  was  unable  to  attend  two-thirds  of  meetings. 

“Appointed  July  25,  1962,  to  fill  unexpired  term  of  Herbert 
Donnell,  Waxahachie,  who  was  unable  to  attend  two-thirds  of  meet- 
ings. 

Appointed  June  28.  1962,  to  fill  unexpired  term  of  A.  G.  Barsh, 
Lubbock,  who  was  unable  to  attend  two-thirds  of  meetings. 

’“Appointed  June  28,  1962,  to  fill  unexpired  term  of  J.  H. 
Childers,  Dallas,  who  was  unable  to  attend  two-thirds  of  meetings. 
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Committee  on  Maternal  Mortality  (standing) 

William  J.  McGanity,  Galveston,  Chairman  (1963). 

J.  C.  Rucker,  Jacksonville  (1963). 

Donald  M.  Gready,  Houston  (1965). 

Fred  W.  Lurting,  Big  Spring  ( 1965 ) . 

Stewart  A.  Fish,  Dallas  (1965). 

R.  P.  McDonald,  Fort  Worth  (1964). 

W.  H.  Jondahl,  Harlingen  (1964). 

R.  E.  Moon,  San  Angelo  (1964). 

Henry  C.  McGrede,  Jr.,  Longview  (1964). 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1964). 

S.  H.  Wills,  Houston  (1963). 

Carl  F.  Moore,  Jr.,  Austin  (1963). 

E.  K.  Blewett,  Austin  (1963). 

William  E.  Strozier,  San  Antonio  (1963). 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1965). 

Ivan  Bruce,  Galveston  ( 1965 ) . 

George  Constant,  Victoria  (1965). 

A.  D.  Pattillo,  Austin  (1964). 

Dorothy  Wyvell,  Midland  (1964). 

P.  C.  Palasota,  Abilene  (1964). 

Leroy  A.  Boriack,  Corpus  Christi  (1963).” 

Holland  C.  Mitchell,  Waco  (1963). 

Charles  H.  Brown,  Wichita  Falls  (1963).”“ 

Mental  Health  Adviser  to  the  State  Board  for 
Hospitals  and  Special  Schools 
P.  C.  Talkington,  Dallas. 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman  (1965). 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1965). 

C.  C.  Shullenberger,  Houston  ( 1965 ) . 

J.  Allen  Chamberlin,  Houston  (1964). 

Lloyd  R.  Hershberger,  San  Angelo  (1964). 

Elbert  DeCoursey,  San  Antonio  (1963). 

J.  R.  Maxfield,  Jr.,  Dallas  (1963). 

Committee  on  Nutrition  (standing) 

N.  C.  Hightower,  Temple,  Chairman  (1963). 

Ralph  G.  Greenlee,  Midland  (1965). 

William  Levin,  Galveston  (1965). 

D.  J.  Sibley,  Austin  (1965). 

Joe  D.  Nichols,  Atlanta  (1964). 

John  R.  Kelsey,  Jr.,  Houston  (1964). 

Andres  Goth,  Dallas  (1964). 

William  J.  Block,  San  Antonio  (1963). 

Walter  D.  Feinberg,  El  Paso  (1963). 

Committee  on  Rehabilitation  (standing) 

Oscar  Selke,  Houston,  Chairman  (1963). 

Theodore  A.  Klecka,  San  Antonio  (1965). 

Ridings  E.  Lee,  Dallas  (1965). 

Edward  Krusen,  Jr.,  Dallas  (1965). 

Ira  Budwig,  El  Paso  (1964). 

O.  F.  von  Werssowetz,  Gonzales  (1964). 

Alfred  H.  Hill,  San  Antonio  (1964). 

Roy  N.  Davis,  San  Antonio  (1963).” 

Committee  on  Spas  (standing) 

Neil  D.  Buie,  Marlin,  Chairman  (1963). 

J.  R.  Oates,  Houston  (1965). 

W.  K.  Logsdon,  Corsicana  (1965). 

Edward  F.  Yeager,  Mineral  Wells  (1964). 

John  B.  Barnett,  Marlin  (1963). 

Robert  A.  Murray,  Temple  (1963). 

^’Appointed  July  24,  1962,  to  fill  unexpired  term  of  Joseph  C. 
Gallagher,  Hearne,  who  was  unable  to  attend  two-thirds  of  meetings. 

1''“ Appointed  July  24,  1962,  to  fill  unexpired  term  of  R.  L.  John- 
son, Pittsburg,  who  was  unable  to  attend  two-thirds  of  meetings. 

^®Appointed  July  20,  1962,  to  fill  unexpired  term  of  John  H. 
Bohmfalk,  San  Antonio,  who  was  appointed  on  June  7,  1962,  to  the 
Council  on  Public  Relations  and  Public  Service. 


Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Galveston,  Chairman  (1963). 
John  S.  Chapman,  Dallas  (1965). 

R.  B.  Morrison,  Austin  (1965). 

James  L.  Reagan,  Beeville  (1965). 

Samuel  Topperman,  Tyler  (1964). 

James  E.  Dailey,  Houston  (1964).” 

Richard  E.  Allison,  Sanatorium  (1964). 

Carlos  J.  Quintanilla,  Harlingen  (1963). 

Daniel  E.  Jenkins,  Houston  (1963). 

Tuberculosis  Adviser  to  the  State  Board  for  Hospitals 
and  Special  Schools 
R.  B.  Morrison,  Austin. 

Committee  to  Study  the  Dangers  of  "Helmet  Blocking”  in 
Interscholastic  Football  (special) 

R.  G.  McCorkle,  Austin,  Chairman. 

Harry  W.  Slade,  Waco. 

Charles  Sadler,  Amarillo. 

Louis  Levy,  Fort  Worth. 

T.  P.  Kennerly,  Houston. 

James  Whitehurst,  Houston. 


Scientific  Section  Officers 

Digestive  Diseases 

N.  C.  Hightower,  Temple,  Chairman. 

John  R.  Kelsey,  Jr.,  Houston,  Secretary. 

General  Practice 

Herbert  G.  Liberty,  Seguin,  Chairman. 

Harry  A.  Tubbs,  Post,  Secretary. 

Internal  Medicine 

R.  W.  Griffin,  San  Antonio,  Chairman. 
Raymond  D.  Pruitt,  Houston,  Secretary. 

Obstetrics  and  Gynecology 

William  F.  McLean,  Austin,  Chairman. 

Stephen  W.  Cobb,  Dallas,  Secretary. 

Ophthalmology 

James  H.  Scruggs,  Jr.,  Waco,  Chairman. 

Louis  Daily,  Jr.,  Houston,  Secretary. 

Otolaryngology 

J.  Patrick  Moran,  Corpus  Christi,  Chairman. 
Daniel  B.  Powell,  Jr.,  Austin,  Secretary. 

Pathology 

Charles  F.  Pelphrey,  Austin,  Chairman. 

Alice  Smith,  Dallas,  Secretary. 

Pediatrics 

Ben  White,  Victoria,  Chairman. 

C.  William  Daeschner,  Jr.,  Galveston,  Secretary. 

Public  Health 

Neal  M.  Atkins,  Waco,  Chairman. 

Albert  G.  Randall,  Amarillo,  Secretary. 

Radiology 

Ruskin  C.  Norman,  San  Antonio,  Chairman. 
Frederick  J.  Bonte,  Dallas,  Secretary. 

Surgery 

Walter  Hasskarl,  Jr.,  Brenham,  Chairman. 
William  D.  Seybold,  Houston,  Secretary. 


i®Appointed  June  28,  1962,  to  fill  unexpired  term  of  George  W. 
Tare,  Longview,  who  was  unable  to  attend  two-thirds  of  meetings. 
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Thalidomide 


NEWS 

MEMORIAL 
LIBRARY 

As  a service  to  Texas  physicians,  the  Memorial  Li- 
brary has  provided  the  following  list  of  writings  on 
the  drug  thalidomide:  [See  related  story  in  "News” 
section  of  this  issue  of  Texas  State  Journal  of  Medi- 
cinel] 

Burley,  D.:  Is  Thalidomide  to  Blame?,  Brit.  M.J. 
1:130  (Jan.  14)  1961. 

Cohen,  S.:  Thalidomide  Polyneuropathy,  New 
England  J.  Med.  266:1268  (June  14)  1962. 

Florence,  A.  L.:  Is  Thalidomide  to  Blame?,  Brit. 
M.J.  2:1954  (Dec.  31)  I960. 

Kuenssberg,  E.  V.,  et  al.:  Is  Thalidomide  to  Blame?, 
Brit.  M.J.  1:219  (Jan.  28)  1961. 


Lenz,  W.:  Thalidomide  and  Congenital  Abnormal- 
ities, Lancet  2:1358  (Dec.  16)  1961. 

Lenz,  W.:  Thalidomide  and  Congenital  Anomalies, 
Lancet  1:45  (Jan.  6)  1962. 

McBride,  W.  G.:  Thalidomide  and  Congenital  Ab- 
normalities, Lancet  2:1358-  (Dec.  16)  1961. 

Medical  News,  J.A.M.A.  180:29  (April  28)  1962. 

Speirs,  A.  L:  Thalidomide  and  Congenital  Ab- 
normalities, Lancet  1:303  (Feb.  10)  1962. 

Taussig,  H.  B.:  Study  of  German  Outbreak  of 
Phocomelia,  J.A.M.A.  180:1106  (June  30)  1962. 


New  Books  Received 

Academy  of  Science  of  the  USSR,  Institute  of  Cy- 
tology: Problems  of  Cytology  and  Protistology,  Jeru- 
salem, Israel  Program  for  Scientific  Translations, 
1961. 

Adler,  F.  H.:  Textbook  of  Ophthalmology,  7th  ed., 
Philadelphia,  W.  B.  Saunders  Co.,  1962. 

Annual  Review  of  Medicine,  vol.  13,  Palo  Alto, 
Calif.,  Annual  Reviews,  1962. 

Artusio,  J.  F.,  and  Mazzia,  V.  D.  B.:  Practical 
Anesthesiology,  St.  Louis,  C.  V.  Mosby  Co.,  1962. 

Bender,  G.  A.:  Great  Moments  in  Medicine  . . ., 
Detroit,  Parke-Davis,  1961. 

Chepinoga,  O.  P.:  Biological  Role  of  Nucleic 
Acids,  Jerusalem,  Israel  Program  for  Scientific  Trans- 
lations, 1962. 

Ciba  Foundation  Symposium:  Enzymes  and  Drug 
Action,  Boston,  Little,  Brown  and  Co.,  1962. 

Ciba  Foundation  Symposium:  Tumour  Viruses  of 
Murine  Origin,  Boston,  Little,  Brown  and  Co.,  1962. 

Collins,  R.  D.:  Illustrated  Manual  of  Neurologic 
Diagnosis,  Philadelphia,  J.  B.  Lippincott  Co.,  1962. 

Engle,  G.  L. : Psychological  Development  in  Health 
and  Disease,  Philadelphia,  W.  B.  Saunders  Co.,  1962. 

Epstein,  E.:  Skin  Surgery,  2nd  ed.,  Philadelphia, 
Lea  & Febiger,  1962. 

Finneson,  B.  E.:  Diagnosis  and  Management  of 
Pain  Syndrome,  Philadelphia,  W.  B.  Saunders  Co., 
1962. 

Green,  M.,  and  Richmond,  J.  B.:  Pediatric  Diag- 
nosis, 2nd  ed.,  Philadelphia,  W.  B.  Saunders  Co., 
1962. 

Jenkner,  F.  L.:  Rheoencephalography,  Springfield, 
Charles  C Thomas,  1962. 

Jolliffe,  N.:  Clinical  Nutrition,  2nd  ed..  New  York, 


Hoeber  Medical  Division,  Harper  & Bros.  Publishers, 

1962. 

McLennan,  C.  E.:  Synopsis  of  Obstetrics,  6rh  ed., 
St.  Louis,  C.  V.  Mosby  Co.,  1962. 

Nealson,  T.  F.,  Jr.,  Fundamental  Skills  in  Surgery, 
Philadelphia,  W.  B.  Saunders  Co.,  1962. 

Robbins,  S.  L.:  Textbook  of  Pathology,  2nd  ed., 
Philadelphia,  W.  B.  Saunders  Co.,  1962. 

Runes,  D.  D.:  The  Art  of  Thinking,  New  York, 
Philosophical  Library,  1961. 

Schwartz,  L.,  et  al.:  Occupational  Diseases  of  the 
Skin,  3rd  ed.,  Philadelphia,  Lea  & Febiger,  1957. 

Thomas,  H.  O.:  Diseases  of  the  Hip,  Knee  and 
Ankle  Joints,  2nd  ed.,  Boston,  Little,  Brown  and  Co., 
1962. 

The  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute:  The  Molecular  Basis  of  Neo- 
plasia, Austin,  The  University  of  Texas  Press,  1962. 

Weber,  L.  E.:  Between  Us  Women:  A Woman 
Doctor’s  Handbook  on  Pregnancy  and  Birth,  Garden 
City,  Doubleday  & Co.,  Inc.,  1962. 

Wells,  B.  B.:  Qinical  Pathology,  3rd  ed.,  Phila- 
delphia, W.  B.  Saunders  and  Co.,  1962. 

Wilkins,  D.  S.:  Nursing  and  Management  of  Skin 
Diseases,  London,  Faber  and  Faber,  1958. 


Gifts  to  the  Library 

Dr.  M.  Adams,  Dallas,  32  journals. 

Dr.  Grover  L.  Bynum,  Austin,  198  journals. 

Dr.  William  J.  Halden,  Austin,  127  journals,  1 
bound  volume. 

Dr.  Homer  Goehrs,  Austin,  2 books. 

Dr.  Samuel  Key,  Jr.,  Austin,  120  journals. 

John  K.  Kirby,  Ph.D.,  Austin,  15  journals. 
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Dr.  Marjorie  G.  Lawlis,  Austin,  5 journals. 

Dr.  Carey  Legett,  Jr.,  Austin,  55  journals,  6 
pamphlets. 

Dr.  Walter  K.  Long,  Austin,  4 journals. 

Dr.  Morris  D.  McCauley,  Austin,  229  journals,  5 
bound  volumes. 

Dr.  Morris  Polsky,  Austin,  32  journals,  25  pam- 
phlets. 

Dr.  Jerome  O.  Ravel,  Austin,  107  journals. 

Dr.  Harold  L.  Robinson,  Austin,  96  journals. 

Scott  & White  Clinic,  Temple,  422  journals. 

Dr.  R.  O.  Whitson,  Baytown,  Audio  Digest  tapes. 


A Manual  of  Tropical  Medicine 

George  W.  Hunter,  III,  Ph.D.,  Col.  U.S.A.,  (Ret.) 
Lecturer  in  Microbiology,  College  of  Medicine  and 
Biological  Sciences,  University  College,  University  of 
Florida,  Gainesville.  Formerly,  Chief,  Section  of  Para- 
sitology— Entomology,  Fourth  Army  Area  Medical 
Laboratory,  Fort  Sam  Houston,  Texas;  Professor  of 
Parasitology,  Affiliated  Units  of  the  Graduate  School, 
Baylor  University.  Chief,  Department  of  Medical 
Zoology,  406th  Medical  General  Laboratory,  Tokyo, 
Japan.  WILLIAM  W.  Frye,  Ph.D.,  M.D.,  Sc.D. 
(Hon.),  Professor  of  Tropical  Medicine;  Dean, 
School  of  Medicine;  and  Vice-President,  Louisiana 
State  University.  Senior  Visiting  Physician,  Charity 
Hospital  of  Louisiana.  Member,  Commission  on  En- 
teric Infections,  Armed  Forces  Epidemiological  Board. 
Eormerly,  Chairman,  Parasitology  and  Tropical  Medi- 
cine Study  Sertion,  U.S.  Public  Health  Service.  J. 
Clyde  Swartzwelder,  Ph.D.,  Professor  of  Medical 
Parasitology,  Louisiana  State  University,  School  of 
Medicine,  New  Orleans.  Consultant  in  Parasitology, 
Veterans  Administration  Hospital,  New  Orleans.  Vis- 
iting scientist,  Charity  Hospital  of  Louisiana,  ed.  3. 
892  pages.  $15.  Philadelphia,  W.  B.  Saunders  Com- 
pany, I960. 

There  is  no  question  that  global  warfare,  global 
transportation  and  global  concern  for  the  health  and 
nutrition  of  mankind  have  caused  all  physicians  to 
become  interested  in  tropical  medicine.  One  won- 
ders, if  not  marvels,  at  the  rapid  progress  made  in 
the  control  of  diseases  of  filth  and  neglect  added 
to  by  nutritional  deficiencies  and  its  war  waged 
against  the  life  and  health  of  mankind.  The  modern 
physician  practicing  in  today’s  time  of  troubles  and 
rapid  transportation  must  be  able  to  recognize  tropi- 
cal infections,  appropriate  treatment,  and  public 
health  control  of  tremendous  migrant  populations  in 
all  countries.  No  war  will  be  fought  again  with  as 
little  information  as  was  available  in  the  past. 

Virus  and  rickettsial  diseases  are  reviewed  clini- 
cally and  epidemiologicaUy.  The  bacillary  dysen- 
teries are  of  interest  to  all  practitioners.  Systemic  and 
superficial  mycosis  are  adequately  documented  both 
in  work  and  in  pictures.  A rather  large  section  of 
the  book  is  devoted  to  the  protozoan  infections  such 
as  ameba,  trichomonas  and  malaria.  It  is  interesting 
to  browse  through  the  diagrammatic  and  simplified 


epidemiology  figures  presented  throughout  the  tran- 
script. Medical  school  notes  and  memory  are  piqued 
while  considering  cycles  of  infections,  reservoir 
sources  in  man  and  game,  vectors,  and  mode  of 
transmission  of  diseases. 

The  helminthic  disorders  are  well  illustrated  for 
those  of  us  who  have  rare  occasion  to  consider  these 
diseases.  Nutritional  diseases  and  vitamin  deficien- 
cies are  briefly  considered.  Descriptions  of  epidemic 
hemorrhagic  fever,  bartonellosis,  tropical  ulcers, 
desert  sore,  granuloma  inguinalae,  effects  of  heat, 
snake  bites,  lizard  and  other  animal  disease  hazards, 
are  reviewed  from  the  tropical  world.  Medically  im- 
portant mollusk  diseases  are  considered  in  an  inter- 
esting way.  A special  section  at  the  end  of  the  book 
would  be  of  great  assistance  to  laboratory  workers 
and  diagnosticians  in  clinics  throughout  the  world. 

Many  hours  of  painstaking  clinical  work  and  lit- 
erature review  were  contributed  by  the  collaborators 
to  present  such  a compact  digestive  review  of  tropi- 
cal medicine.  Color  photography  as  visual  aids  to 
the  manual  would  be  welcome,  but  would  add  to 
the  cost  and  the  size  of  the  book  beyond  field  and 
reference  use  throughout  the  world.  You  will  find 
easy  reading  and  generously  described  methods  of 
the  contributors  in  the  book.  There  is  no  problem 
in  recognizing  the  twenty  years’  lapse  in  my  personal 
study  on  this  subject  and  the  vast  amount  of  revision 
and  research  of  recent  origin.  I find  no  difficulty  in 
recommending  this  volume  for  your  personal  library 
as  a reference  both  for  the  clinician  and  his  labora- 
tory assistant. 

— Jack  C.  Postlewaite,  M.D.,  El  Paso. 

Medical  Genetics  1958-1960 

Victor  A.  McKusick,  M.D.,  Professor  of  Medicine, 
The  Johns  Hopkins  University  School  of  Medicine, 
Baltimore,  Md.,  and  other  contributors.  534  pages. 
$14.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1961. 

A review  of  medical  genetics  was  previously 
published  in  the  Journal  of  Chronic  Diseases  in 
1958-1960.  The  reviews  are  based  mainly  on  the 
activities  of  a successful  "journal  club”  in  which  the 
contributors  participated  while  they  were  associated 
with  the  Division  of  Medical  Genetics  of  Johns 
Hopkins  University  School  of  Medicine.  The  re- 
viewers attempt  a critical  appraisal  of  reports  and 
try  to  avoid  simply  bibliographic  listing.  Particular 
detail  is  given  to  ( 1 ) amino  acid  sequences  of 
variant  hemoglobins,  and  ( 2 ) chromosomal  aber- 
rations as  the  cause  of  congenital  abnormalities, 
which  are  considered  the  most  consequential  work  of 
the  period. 

The  book  should  be  valuable  to  clinicians  who 
find  it  difficult  to  keep  up  with  the  genetic  aspects 
of  their  specialty,  and  to  geneticists  who  do  not  have 
access  to  clinical  literature. 
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Thoracic  Diseases  Emphasizing 
Cardiopulmonary  Relationships 

Eli  H.  Rubin,  M.D.,  F.A.C.P.,  F.C.C.P.,  Professor  of 
Clinical  Medicine,  Albert  Einstein  College  of  Medi- 
cine, Yeshiva  University;  Attending  Physician,  Pul- 
monary Division,  Montefiore  Hospital,  New  York; 
Morris  Rubin,  M.D.,  F.A.C.S.,  F.C.C.P.,  Associate 
Clinical  Professor,  Thoracic  Surgery,  Albert  Einstein 
College  of  Medicine,  Yeshiva  University;  Direaor, 
Cardiac  and  Thoracic  Surgery,  Morrisania  City  Hos- 
pital, New  York.  In  association  with  GEORGE  C. 
Leiner,  M.D.,  F.A.C.P.,  F.A.C.C.,  Lecturer  in  Medi- 
cine, Columbia  University  College  of  Physicians  and 
Surgeons;  Attending  Physician,  Pulmonary  Division, 
Montefiore  Hospital,  New  York;  and  DORIS  J.  W. 
Escher,  M.D.,  Lecturer  in  Medicine,  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons;  and 
Physician-in-Charge,  Cardiac  Catheterization  Unit, 
Montefiore  Hospital,  New  York.  968  pages.  $25. 
Philadelphia,  W.  B.  Saunders  Company,  1961. 

The  reviewer  has  been  familiar  with  this  book  in 
the  past  and  was  interested  in  reviewing  this  new 
edition.  The  book  attempts,  primarily,  to  orient  the 
student  in  current  developments  in  thoracic  diseases. 
This  book  also  would  be  valuable  to  the  practitioner, 
since  so  many  recent  developments  are  of  interest  to 
everyone  in  medicine.  Emphasis  still  is  on  roent- 
genogram study,  and  there  is  a broadening  of  the 
discussions  of  other  means  of  diagnosis,  and  on  car- 
diopulmonary relations.  The  organization  of  the  book 
is  good,  with  an  easily-read  table  of  contents.  The 
concluding  section,  which  deals  with  the  principles 
of  diagnosis,  underlines  the  importance  of  history- 
taking. It  is  felt  that  this  final  section  could  well  be 
placed  first,  since  it  deals  with  the  basic  approach 
to  the  study  and  diagnosis  of  disease. 


As  in  the  past,  the  illustrations  in  the  book  are 
clear  and  well  produced. 

The  largest  section  deals,  of  course,  with  intra- 
thoracic  neoplasms.  This  section  is  very  comprehen- 
sive and  deals  thoroughly  with  carcinoma  of  the 
lung  and  its  protean  manifestations.  Treatment  of 
the  various  conditions  and  diseases  is,  in  general, 
described  only  briefly,  but  the  purpose  of  this  book 
is  not  to  deal  exhaustively  with  therapy.  It  is  the 
impression  of  the  reviewer  that  this  is  a book  for 
the  broad  study  of  thoracic  diseases,  and  to  help  the 
student  obtain  a wide  knowledge  of  thoracic  dis- 
eases without  leading  him  into  the  detailed  study 
of  therapy. 

— Joshua  Seidel,  M.D.,  Kerrville. 

Diagnosis  and  Therapy 
Of  the  Glaucomas 

Bernard  Becker,  M.D.,  Professor  and  Head  of  the 
Department  of  Ophthalmology,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Mo.,  and  ROBERT 
N.  Shaffer,  M.D.,  F.A.C.S.,  Associate  Professor  of 
Ophthalmology,  University  of  California  School  of 
Medicine,  San  Francisco,  Calif.  360  pages.  $18.  St. 
Louis,  The  C.  V.  Mosby  Company,  1961. 

This  book  reveals  the  vast  changes  in  thinking  in 
regard  to  glaucoma  that  have  occurred  during  the 
past  two  decades.  The  authors  present  the  subject  in 
a lucid,  cogent,  stimulating  manner. 

The  basic  framework  of  the  book  is  a new  classi- 
fication of  the  glaucomas;  it  is  based  on  the  findings 
of  gonioscopy  and  tonography.  Anatomy,  physiology, 
diagnosis,  medical  and  surgical  therapy,  gonioscopy, 
and  tonography  are  treated  in  a detailed,  dynamic 
manner.  The  appendix  contains  tables  for  tonography 
and  tonometry  plus  many  examples  of  tonograms. 

In  this  reviewer’s  opinion,  this  text  shotdd  be  read 
by  everyone  concerned  with  the  diagnosis  and  treat- 
ment of  glaucoma. 

— Robert  E.  Nystrom,  M.D.,  Abilene. 

1 

I 

A Manual  of  Neurology  and  | 

Psychiatry  in  Occupational  Medicine 

Ralph  T.  Collins,  A.B.,  M.D.,  Med.Sc.D.,  Consul- 
tant, Neurology  and  Psychiatry,  Eastman  Kodak 
Company,  Rochester,  N.Y.,  244  pages.  $6.50.  New 
York,  Grune  & Stratton,  1961. 

This  monograph  is  the  sixth  in  the  Industrial 
Medicine  Series.  According  to  the  author,  "Emotional 
illness  causes  more  absenteeism  than  all  other  ill- 
nesses, save  the  common  cold.”  He  designates  the  j 
monograph  as  a handbook  to  aid  the  industrial 
physician  in  recognizing  and  dealing  with  neuro-  ( 
psychiatric  diagnosis  and  psychiatric  problems  which  j 
may  occur  in  his  practice.  I 
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Disturbances  of  Heart  Rate, 

Rhythm  and  Conduction 

Eliot  Corday,  M.D.,  F.A.C.P.,  F.A.C.C.,  Assistant 
Clinical  Professor  of  Medicine,  School  of  Medicine, 
University  of  California,  Los  Angeles;  Attending 
Staff,  Cedars  of  Lebanon  and  Mt.  Sinai  Flospitals, 
Los  Angeles;  and  David  W.  Irving,  M.D.,  Clinical 
Assistant,  School  of  Medicine,  University  of  Cali- 
fornia, Los  Angeles;  Research  Associate,  Cedars  of 
Lebanon  Flospital,  Los  Angeles;  Research  Fellow, 
Los  Angeles  County  Heart  Association.  357  pages. 
$8.50.  Philadelphia,  W.  B.  Saunders  Company,  1961. 

This  book  describes  the  disturbances  of  heart  rate, 
rhythm,  and  conduction  in  clear  and  simple  terms. 
The  first  section  contains  schematic  diagrams  which 
demonstrate  the  relationships  between  electrical  and 
mechanical  events  during  each  arrhythmia.  Clear  re- 
productions of  actual  electrocardiograms  assist  in 
understanding  each  rhythm  disorder.  The  etiologies 
and  mechanisms  are  presented  in  a concise  manner. 

The  major  original  contribution  of  this  book  is 
found  in  the  section  dealing  with  hemodynamic  dis- 
turbances resulting  from  cardiac  arrythmias.  Animal 
experiments  are  presented,  and  the  data  promotes  a 
better  understanding  of  the  symptomatology  which 
occurs  consequent  to  the  physiologic  alterations. 

A separate  chapter  is  devoted  to  helpful  physical 
signs  for  bedside  diagnosis  of  arrythmias  and  con- 
duction defects.  The  common  rhythm  disorders  re- 
lated to  myocardial  infarction,  surgery,  anesthesia, 
and  electrolyte  aberrations  are  reviewed  separately. 
Enzyme  alterations  and  emotional  factors  in  cardiac 
arrythmias  are  also  presented. 

The  final  chapter  is  concerned  with  treatment. 
The  indications,  mode  of  administration,  and  phar- 
macologic effects  of  each  drug  is  mentioned. 

This  book  should  be  of  great  value  to  the  student 
and  family  physician. 

— Thomas  A.  Lombardo,  M.D.,  Beaumont 

Intra-Abdominal  Crises 

Kenneth  D.  Keele,  M.D.,  F.R.C.P.,  Consultant 
Physician,  Ashford  Hospital,  Middlesex;  and  NorMAN 
M.  Matheson,  F.R.C.S.,  M.R.C.P.,  F.A.C.S.,  Con- 
sultant Surgeon,  Ashford  Hospital,  Middlesex.  397 
pages.  $10.  Washington,  Butterworth  Inc.  1961. 

English  authors  consistently  produce  concise,  clear 
texts.  This  monograph  is  no  exception.  The  product 
of  the  experiences  of  both  an  internist  and  a surgeon, 
it  is  quite  complete. 

Its  greatest  value  will  be  to  the  student,  the  house 
officer,  and  the  general  physician  who  faces  the 
differential  diagnosis  of  acute  abdominal  distress. 

The  political-minded  physician  wiU  be  interested 
in  the  comment  that  emergency  bed  service  fre- 
quently is  closed  on  Christmas  day. 

The  illustrations  are  satisfactory  and  the  bibli- 
ography complete. 

— O.  Roger  Hollan,  M.D.,  San  Antonio. 


Preventive  Medicine  in  World  War  ii: 
Communicable  Diseases,  Vol.  5 

Col.  John  Boyd  Coates,  Jr.,  MC,  Editor-in-Chief; 
Ebbe  Curtis  Hoff,  Ph.D.,  M.D.,  and  Phebe  M. 
Hoff,  M.A.  530  pages.  Washington,  D.  C.,  Office  of 
the  Surgeon  General,  Department  of  the  Army,  I960. 

This  book  outlines  the  high  quality  of  medical 
care  that  will  save  lives,  time,  and  untold  financial 
resources  if  young  medical  officers  wiU  but  read  the 
means  of  dealing  with  the  diseases  discussed. 

The  opening  chapters  on  actinomycosis,  epidemic 
keratoconjunctivitis,  hookworm  disease,  and  leprosy 
at  home  and  in  U.S.  possessions  are  fairly  familiar, 
but  before  long  the  reader  is  on  a global  trip,  en- 
countering such  diseases  as  schistosomiasis  (vesical, 
Manson’s,  japonica)  in  South  America,  Africa,  Chi- 
na, and  the  Philippines.  The  habitat  of  disease  — 
marshes,  streams,  moist  infected  soil  — as  well  as 
modes  of  prevention  and  control  remind  of  the  im- 
portance of  keeping  a medical  department  informed 
and  ready  for  quick  service  in  this  era  of  rapid  mo- 
bility. Carrying  out  these  programs  is  just  as  im- 
portant in  peace  as  it  is  during  conflict. 

Skin  infections  caused  by  staphylococci,  strepto- 
cocci, and  other  bacteria,  with  their  incidence  in 
the  tropics  and  in  the  desert  are  dealt  with.  Specific 
areas  are  discussed  with  emphasis  on  the  problems 
encountered  in  each.  Even  scabies  is  considered  along 
with  tularemia  and  trachoma.  Almost  200  pages  are 
devoted  to  venereal  diseases,  with  extensive  infor- 
mation on  policies  of  prevention  and  control.  One 
cannot  conceive  of  the  many  and  varied  ways  in 
which  its  prevention  and  control  must  be  approached 
in  different  parts  of  the  world.  The  social  and  eco- 
nomic factors,  as  well  as  the  stress  of  war  conditions 
must  be  considered.  This  is  not  a chapter  that  will 
leave  the  reader  in  a complacent  frame  of  mind,  but 
it  does  point  out  the  problems  and  gives  some  ef- 
fective and  tried  methods  of  dealing  with  them. 

In  the  latter  portion  of  the  book,  such  conditions 
as  yaws,  Bullis  fever,  infectious  mononucleosis, 
choriomeningitis,  Q fever,  and  viral  hepatitis  re- 
ceive adequate  coverage.  Viral  hepatitis  receives  par- 
ticular attention  as  to  etiology,  prevention,  and 
treatment.  The  contributions  in  the  study  of  viral 
hepatitis  made  by  Virchow,  Eppinger,  Rich,  and 
Weil  are  placed  in  historical  perspective.  The  serum 
hepatitis  epidemic  of  1942  resulted  in  an  enormous 
amount  of  research  on  this  condition. 

This  book  will  be  of  considerable  interest  to  any- 
one in  the  practice  of  medicine,  and  particularly  to 
those  who  work  with  communicable  diseases.  For 
those  of  us  who  cannot  afford  world  travel  in  our 
medical  experience,  it  is  nice  to  spend  one’s  eve- 
nings reading  about  medicine  in  remote  places  we 
would  like  to  see,  but  probably  never  will. 

— Joe  C.  Rude,  M.D.,  Austin. 
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Postpartum  Psychiatric  Problems 

James  Alexander  Hamilton,  Ph  D.,  M.D.,  Asso- 
ciate Clinical  Professor  of  Psychiatry,  Stanford  Uni- 
versity School  of  Medicine,  Stanford,  Calif.;  Chief 
of  Service,  Psychiatry,  Saint  Francis  Memorial  Hos- 
pital, San  Francisco.  156  pages.  |6.85.  St.  Louis,  C.  V. 
Mosby  Co.,  1962. 

In  1926  Strecker  and  Ebaugh  first  suggested  that 
the  "postpartum  psychosis’’  was  not  a separate  disease 
entity  and  that  the  term  should  be  discarded.  'This 
term  was  removed  in  1952  from  the  standard  nomen- 
clatures of  diseases  by  the  American  Psychiatric  As- 
sociation and  the  American  Medical  Association. 

Dr.  Hamilton  disagrees  with  this  concept  and  sets 
forth  his  ideas  in  this  short  book.  He  refers  exten- 
sively to  "the  only  one  comprehensive  book  on  the 
subject” — Traite  de  la  folie  des  femmes  enceintes  by 
L.  V.  Marie,  printed  in  1858 — and  offers  many  quo- 
tations and  fascinating  descriptions  from  other  19th 
cenmry  authors  as  well  as  from  20th  cenmry  authors. 

He  believes  that  the  physiologic  changes  are  often 
overlooked,  although  "highly  important  in  the  causa- 
tion and  course  of  such  an  illness”. 


He  gives  an  interesting  summary  of  the  endocrine 
changes  occurring  in  the  third  trimester  and  puer- 
perium  with  great  stress  on  the  thyroid,  anterior  pi- 
tuitary, corpus  luteum,  and  adrenal  cortex,  especially 
the  corticoids.  He  places  great  emphasis  on  the  use  of 
thyroid,  tri-iodothyronine,  and  large  doses  of  pro- 
gesterone (100-150  mg.  daily).  Of  the  psychotropic 
drugs  (tranquilizers  and  psychic  energizers)  intro- 
duced in  the  past  eight  years,  he  has  made  "extensive 
use”  of  only  chlorpromazine  and  meprobamate. 

To  undertake  to  cover  the  individual  syndromes, 
psychologic  patterns,  psychotherapy,  sex  problems, 
anxiety,  endocrinology,  and  history  in  156  pages 
necessitates  giving  only  a superficial  or  brief  descrip- 
tion of  each.  His  statements  are  well  documented 
with  an  extensive  bibliography.  This  book  is  a fine 
starting  place  for  one  who  wishes  to  pursue  the 
subject. 

— Robert  W.  Johnson,  M.D.,  Corpus  Christi. 

Tomorrow's  Miracle 

Frank  G.  Slaughter.  306  pages.  $3.95.  Garden 
City,  N.Y.,  Doubleday  & Co.,  Inc.,  1962. 


Recent  Deaths 


DR.  E.  H.  E.  THORNTON 


DR.  J.  T.  HUMPHRIES 


Dr.  Elbert  H.  E.  Thornton,  Odessa  general  prac- 
titioner, died  of  cancer  of  the  pancreas  May  27,  1962. 

He  had  praaiced  in  Odessa  for  26  years  having 
begun  his  practice  in  Rochester,  Tex.,  a few  months 
before  coming  to  Odessa.  During  World  War  II, 
from  1942  to  1946,  he  served  in  the  Army  Medical 
Corps  with  the  rank  of  captain. 

He  was  born  in  Camp  County,  Tex.,  on  Dec.  11, 
1898.  He  received  his  high  school  education  at  Pitts- 
burg High  School  and  attended  three  Texas  institu- 
tions of  higher  learning.  Southern  Methodist  Uni- 
versity, Rice  University,  and  St.  Mary’s  University 
in  San  Antonio,  before  entering  Baylor  University 
College  of  Medicine.  He  received  the  M.D.  degree 
there  in  1935. 

He  interned  at  the  Methodist  Hospital  in  Dallas. 

On  June  1,  1924,  he  married  the  former  Olivia 
Boyd  in  Cotulla,  Tex. 

He  was  a member  and  former  secretary  of  the 
Andrews-Ector-Midland  Counties  Medical  Society, 
and  a member  of  the  Texas  Medical  Association,  the 
American  Medical  Association,  and  Theta  Kappa  Psi 
fraternity.  He  was  on  the  staff  of  the  Medical  Hos- 
pital in  Odessa. 

He  is  survived  by  his  wife. 


Dr.  John  Thomas  Humphries  of  Palestine,  Texas, 
died  there  at  his  home  May  23,  1962,  of  acute  coro- 
nary occlusion.  He  was  68  years  of  age. 

Dr.  Humphries  was  born  in  Oakwood,  Tex.,  May 
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5,  1894.  His  parents  were  John  Albert  and  Tena 
(Moody)  Humphries.  He  was  educated  at  the  Uni- 
versity of  Texas,  Austin,  receiving  his  B.S.  degree  in 
chemical  engineering  in  1922,  and  an  M.S.  degree  in 
1923.  He  was  graduated  from  the  Medical  Branch 
in  Galveston  in  1927.  He  served  his  internship  at 
Kansas  City  General  Hospital,  Kansas  City,  Mo.,  from 
1927  to  1928. 

During  World  War  I,  he  served  in  the  U.  S.  Army, 
Division  of  Field  Artillery,  in  1917  and  1918,  with 
the  rank  of  second  lieutenant.  He  was  commissioned 
a first  lieutenant  in  the  Medical  Reserve  Corps 
March  4,  1931. 

He  served  one  year  as  resident  physician  and  sur- 
geon in  the  International  & Great  Northern  Railway 
Hospital  of  Palestine,  (now  Missouri-Pacific),  from 
August,  1928,  to  July,  1929-  He  entered  general  prac- 
tice in  Palestine  in  1930  where  he  served  on  the  staff 
of  Anderson  County  Memorial  Hospital. 

He  was  a member  of  the  Anderson-Leon  Counties 
Medical  Society,  Dallas  Southern  Clinical  Society,  and 
American  Medical  Association.  He  was  elected  to  in- 
active membership  in  the  Texas  Medical  Association 
in  May,  1962. 

His  fraternities  were  Tau  Beta  Pi,  honorary  engi- 
neering fraternity;  Alpha  Omega  Alpha,  honorary 
medical  fraternity;  and  Alpha  Kappa  Kappa,  social 
fraternity. 

He  was  a member  of  the  First  Christian  Church 
of  Palestine. 

His  hobby  was  music.  He  was  a member  of  the 
Palestine  Civic  Music  Association,  Metropolitan  Opera 
Guild,  Inc.,  and  the  Dallas  Civic  Opera  Company. 

He  is  survived  by  three  sisters,  Mrs.  Jewel  A. 
Ringer,  Austin;  Mrs.  Paul  W.  Fisher,  Taylor;  and 
Mrs.  Wm.  Reed  Browning,  Waco. 

DR.  J.  S.  PERRY 

% 

Dr.  James  Sidney  Perry,  Bryan  physician  for  26 
years  and  a staff  member  of  the  Veterans  Admin- 
istration in  Waco  since  1957,  died  in  a Temple  hos- 
pital May  26,  1962. 

Dr.  Perry  limited  his  practice  to  eye,  ear,  nose, 
and  throat  disorders. 

He  was  born  April  26,  1897,  in  Bokoshe,  Okla., 
the  son  and  grandson  of  pioneer  doctors.  His  parents 
were  Dr.  M.  L.  and  Annabelle  (Johnson)  Perry.  His 
grandfather  was  Dr.  James  E.  Johnson,  an  early 
Arkansas  physician.  As  a boy.  Dr.  Perry  attended 
Greenwood,  Ark.,  high  school  and  Tulsa,  Okla.,  high 
school.  He  began  his  college  training  at  Tulsa  Uni- 
versity and  received  his  M.D.  degree  at  the  Univer- 
sity of  Oklahoma  School  of  Medicine,  Oklahoma 
City,  in  1925. 

He  interned  at  Nashville  General  Hospital,  Nash- 
ville, Tenn.,  in  1925-1926  and  served  a residency  at 
Kings  County  Hospital,  Brooklyn,  N.Y.,  1926-1928. 


DR.  JAMES  S.  PERRY 


During  World  War  I he  was  a private  in  the 
Army.  He  was  in  officers  candidate  school  when  the 
armistice  was  signed. 

He  began  the  practice  of  medicine  in  Tulsa  in 
1928  and  moved  to  Bryan  in  1931. 

He  was  a member  of  the  Episcopal  church,  once 
a member  of  the  Bryan  school  board,  and  a member 
of  the  Bryan  Rotary  Club. 

He  belonged  to  the  American  Medical  Association 
and  the  Texas  Medical  Association  through  the 
Brazos-Robertson  Counties  Medical  Society  of  which 
he  was  a past  president.  He  was  a member  of  the 
American  Geriatrics  Society. 

He  married  Miss  Ilabelle  Green  in  Tulsa  June  8, 

1929. 

Survivors  include  his  wife;  a son,  James  S.  Perry, 
Jr.,  Waco;  a daughter,  Mrs.  Edward  H.  Smith,  Buf- 
falo, N.Y.;  two  brothers.  Dr.  Layne  Perry  of  Fort 
Worth  and  Dr.  John  C.  Perry  of  Tulsa;  and  two 
grandchildren. 


DR.  W.  0.  FUNDERBURK 

Dr.  William  Orin  Funderburk  of  Elkhart  died 
April  22,  1962,  in  a Palestine  hospital.  Cause  of  death 
was  a cerebral  hemorrhage.  He  had  been  in  ill  health 
for  a long  time,  having  had  a disabling  stroke  in 

1959. 

He  was  83  years  old.  He  had  practiced  medicine 
in  Anderson  County  from  1912  when  he  was  gradu- 
ated from  Baylor  University  College  of  Medicine 
(then  in  Dallas)  until  1938.  He  remained  as  busi- 
ness manager  of  the  Palestine  Sanitarium  until  1952 
when  he  retired  to  become  a farmer  and  rancher  in 
Elkhart. 
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Dr.  Funderburk  was  born  in  Anderson  County  on 
Oct.  23,  1878,  the  son  of  L.  D.  and  Elizabeth 
(Thompson)  Funderburk.  He  was  graduated  from 
Sam  Houston  State  Teachers  College  in  Huntsville 
in  1904.  He  taught  school  for  a time  and  attended 
Louisville  Medical  College  in  Louisville,  Ky.,  before 
completing  his  medical  training  at  Baylor. 

Anderson  County  communities  in  which  he  prac- 
ticed include  Slocum,  1912-1919;  Neches,  1919-1920; 
Elkhart,  1920-1928;  and  Palestine,  1928-1952. 

He  served  one  term  as  county  judge  of  Anderson 
County  in  1938-1940. 

He  was  a member  of  the  American  Medical  As- 
sociation and  an  honorary  member  of  the  Texas 
Medical  Association  through  the  Anderson-Houston- 
Leon  Counties  Medical  Society,  of  which  he  was 
president  in  1934  and  secretary  in  1937. 


DR.  W.  0.  FUNDERBURK 


In  1950  he  toured  Europe  and  during  his  life  he 
had  visited  most  of  the  major  points  of  the  United 
States  as  well  as  Canada,  Alaska,  and  Cuba. 

A member  of  the  Baptist  church,  he  was  a deacon, 
and  had  taught  a men’s  Bible  class  for  40  years. 

He  married  the  former  Beulah  Wilson  at  Denson 
Springs,  Tex.,  on  July  11,  1906. 

Survivors  include  his  wife;  three  sons,  Lt.  Col. 
W.  O.  Funderburk,  Larson  Air  Force  Base,  Wash., 
H.  E.  Funderburk,  Fort  Worth,  O.  P.  Funderburk, 
La  Marque;  four  daughters,  Mrs.  Gordon  Kramer, 
Mrs.  W.  W.  Hale,  both  of  Long  Beach,  Calif.,  Mrs. 
Jerry  Kilpatrick,  Mt.  Pleasant,  and  Mrs.  Billie  New- 
man, La  Porte;  six  brothers,  H.  E.,  A.  R.,  Rev.  H.  C., 
T.  E.,  and  Guy  Funderburk,  all  of  Palestine,  and  P.  D. 
Funderburk  of  Pecos;  two  sisters,  Mrs.  Dike  Jones  of 
Elkhart  and  Mrs.  Evie  Huffman  of  Palestine;  and 
twelve  grandchildren. 


DR.  R.  PIERSON 

Dr.  Rogers  Pierson,  Beaumont  physician  since 
1929,  died  June  7,  1962,  in  the  King  Edward  Hotel 
suite  where  he  resided.  Death  was  caused  by  cerebral 
hemorrhage. 

A native  of  Haskell,  he  was  born  Nov.  6,  1901, 
the  son  of  Marshal  and  Daisy  (Rogers)  Pierson.  He 
attended  the  Abilene  public  schools  and  received  a 
B.A.  degree  from  Hardin  Simmons  University  there. 
His  medical  education  was  received  at  the  University 
of  Texas  Medical  Branch,  Galveston,  from  which  he 
was  graduated  in  1928.  He  interned  at  St.  Mary’s 
Infirmary  in  Galveston  and  at  Charity  Hospital,  New 
Orleans. 

On  Sept.  1,  1937,  he  married  the  former  Climence 
Paul  Broussard  of  Beaumont;  in  1929  following  his 
internship  he  had  entered  general  practice  there. 

He  was  a member  of  the  American  Medical  As- 
sociation and  the  Texas  Medical  Association  through 
the  Jefferson  County  Medical  Society. 

He  was  a Roman  Catholic. 

Interests  outside  his  profession  included  ranching. 

He  is  survived  by  his  wife;  a son,  Rogers  Pierson 
of  Beaumont;  a daughter,  Mrs.  'Thomas  L.  Lowery  of 
Waco;  two  brothers,  Marshall  Pierson  of  Corpus 
Christi,  and  Ryan  Pierson  of  Albuquerque,  N.  Mex.; 
a sister,  Mrs.  Daisy  Hardesty  of  Big  Spring,  and  one 
grandchild. 


DR.  J.  E.  SIPTAK 

Dr.  John  E.  Siptak,  60,  died  June  20  from  a heart  , 
attack  in  his  office  in  Caldwell  where  he  had  been  1 
in  general  practice  for  30  years. 

Dr.  Siptak  was  born  in  Burleson  County  near  Cald-  j 
well  on  June  2,  1902,  the  son  of  Joe  and  Frances  ' 
(Machat)  Siptak.  He  lived  all  his  life  in  Burleson  j 
County  except  for  the  time  spent  preparing  for  his  | 
medical  career  and  in  the  service  during  World  War  l 
11.  He  received  his  diploma  at  Caldwell  High  School  - 
and  entered  the  University  of  Texas  in  Austin  for  t 
three  years  of  premedical  work.  From  there,  he  went  |i 
to  Galveston  and  was  graduated  from  the  University  j 
of  Texas  Medical  Branch  in  1931.  He  served  his  ; 
internship  at  John  Sealy  Hospital  in  Galveston.  I 

On  Aug.  25,  1938,  he  married  Miss  Bertye  Ko-  i 
curek  in  Dime  Box,  Tex.  | 

Dr.  Siptak  was  a member  of  the  American  Legion,  ti 
Sons  of  Hermann,  Masonic,  and  S.P.J.S.T.  Lodges,  the  |j 
Lions  and  Rotary  Clubs,  and  the  Caldwell  Brethren  p 
Church.  jj 

He  was  a member  of  the  American  Medical  As-  | 
sociation.  Southern  Medical  Association,  Texas  Med-^  I 
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ical  Association,  Washington-Burleson  Counties  Med- 
ical Society,  the  American  Cancer  Society,  and  Phi 
Chi  medical  fraternity.  He  was  president  of  his 
county  medical  society  in  1950-1951. 

In  1956,  he  was  presented  the  District  Outstanding 
Soil  Conservation  Farmer  Certificate  of  Award  and 
the  Lions  Club  plaque. 

On  the  occasion  of  his  59th  birthday,  he  was  rec- 
ognized by  the  Texas  House  of  Representatives  in  a 
resolution  expressing  appreciation  for  his  years  of 
service  as  a devoted  physician. 

Before  his  first  heart  attack  nine  years  ago.  Dr. 
Siptak’s  hobbies  included  tending  his  farm  and  his 
cattle. 

Survivors  include  his  wife;  a daughter.  Miss  Bettye 
Caroline  Siptak  of  Austin;  three  sons,  John  E.  Siptak, 
Jr.,  a student  at  the  University  of  Texas,  James  Sip- 
tak and  Steven  Siptak,  both  of  Caldwell;  his  mother, 
Mrs.  Frances  Siptak  of  Caldwell;  four  brothers,  J.  H. 
Siptak,  A.  B.  Siptak  and  Robert  Siptak,  all  of  Cald- 
well, and  W.  B.  Siptak  of  Austin;  and  two  sisters, 
Mrs.  L.  J.  Rode  and  Mrs.  Herman  Begeman,  both 
of  Austin. 


DR.  JOHN  E.  SIPTAK 


Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Los  Angeles,  Nov. 
25-28,  1962.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 

August 

American  Congress  of  Ph3tsical  Medicine  and  Rehabilitation,  New 
York,  Aug.  28-31,  1962.  Dorothea  C.  Augustin,  30  N.  Michi- 
gan, Chicago  2,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Aug.  30-Sept.  8, 
1962.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago 
11,  Mgr. 

Texas  State  Board  of  Medical  Examiners,  Houston,  Aug.  17-19,  1962. 

Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth,  Sec. 
Eighth  District  Society,  Alvin,  Aug.  25,  1962.  Dr.  H.  Davis,  120 
Barracuda,  Galveston,  Sec. 

September 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Hospital  Association,  Chicago,  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby.  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
Texas  Dermatological  Society,  Corpus  Christi,  Sept.  30,  1962.  Dr. 

M.  A.  Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 
Gilmore.  811  Bonham,  Paris.  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road.  Austin,  Exec.  Dir. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson,  2308 
W.  8th,  Amarillo,  Sec. 

National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  &ec.  Sec. 


American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester.  Sec. 

American  Academy  of  General  Practice.  Chicago,  March  29-April  5. 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Las  Vegas. 
Nov.  4-9,  1962.  Dr.  W.  L.  Ben^ict,  15  2nd  St.,  S.W.,  Roches- 
ter. Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago.  Oa.  27-Nov.  1,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Genito-Urinary  Surgeons,  Chicago.  May 
8-10,  1963.  Dr.  H.  M.  Spence.  4105  Live  Oak  St.,  Dallas  21, 
Sec. 

American  Association  of  Plastic  Surgeons,  Washington,  D.  C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd.,  Roch- 
ester, N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society,  New  York,  Oct.  22-26,  1962.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19.  Sec. 

American  College  of  Allergists.  Mr.  E.  Bauers,  2160  Rand  Tower, 
Minneapolis,  Exec.  Vice-Pres. 

American  College  of  Chest  Physicians.  Mr.  M.  Kotnfeld,  112  E. 
Chesmut,  Chicago  11,  Exec.  Dir. 

American  College  of  Gastroenterology,  Chicago,  Oct.  28-31.  1962. 

Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3.  Exec.  Sec. 

American  College  of  Physicians.  Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine, 
Philadelphia  4.  Exec.  Dir. 

American  College  of  Radiology,  Chicago,  Feb.  6-9,  1963.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Qinical  Conference,  Atlantic  City, 
Oct.  15-19,  1962.  Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 
American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  New  Orleans,  May  13-15,  1963. 

Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Association,  Cleveland,  Oct.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 
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American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oct.  15-19. 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway.  New  York  19,  Exec. 
Sec. 

American  Society  of  Anesthesiologists.  New  York,  Oct.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Surgical  Association.  Dr.  W.  Altemeier,  Cincinnati  Gen- 
eral Hospital,  Cincinnati  29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago,  Oct. 
11-13,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1. 
Exec.  Dir. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  W.  F.  James, 
1540  N.  State  Parkway,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico,  Tucson,  Dec.  5-7,  1962. 

Dr.  C.  Kalil,  200  East  Monterey  Way.  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 
Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4.  Sec. 

Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Galveston,  Oct.  7-9.  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

Southwestern  Medical  Association,  Albuquerque,  Oct.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard,  544  Pasteur 
Bldg.,  Oklahoma  City  3,  Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Sec. 


State 

Texas  Academy  of  General  Practice,  Fort  Worth,  Oct.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamaff,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine.  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April.  1963.  E>r.  C.  F.  Miller. 
Box  1338,  Waco.  Sec. 

Texas  Association  for  Mental  Health,  San  Antonio,  Oa.  10-12,  1962. 

Mr.  F.  L.  Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1.  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April.  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29, 
1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin.  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Diabetes  Association.  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy.  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association.  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiattic  Association,  Mexico  City,  Nov.  9-10.  1962. 
Dr.  E.  I.  Bruce,  Jr.,  1014  Suand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Dallas,  April  28-30,  1963.  Dr. 

Harold  Hunt,  150  Eighth  St..  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran.  3154  Reid  Dr..  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Doaor's  Bldg.,  Fort  Worth,  Sec. 


Texas  Proctologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy.  Jr.,  P.O.  Box  5192. 
Austin  31.  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Bannon,  1217  West  Cannon.  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  San  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30.  1962.  Dr.  J. 

Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proctologists.  Dallas,  April. 

1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  In’c.,  Austin,  Jan.,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April,  1963.  Dr.  W.  C. 

SeLlman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Dallas.  Nov.  11, 
1962.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  D^las,  S^. 

Texas  Surgical  Society.  Dr.  W.  B.  King,  Jr.,  2320  Columbus  Ave., 
Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28,  1963.  Dr.  J.  C. 

Long,  805  W.  8th.  Plainview,  Sec. 

Texas  Urological  Society,  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald. 

915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 


District 

First  Distria  Society.  Dr.  G.  L.  Black,  1501  Arizona,  El  Paso,  Sec. 
Second  Distria  Society.  Dr.  H.  Mast.  2203  W.  Illinois,  Midland. 
Councilor. 

Fifth  and  Sixth  Districts  Society.  Corpus  Christi,  July.  1963.  Dr. 

S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  Distria  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 
Ninth  Distria  Society. 

Tenth  Distria  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec.  *. 

Eleventh  Distria  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  Distria  Soci^,  Waco.  January,  1963.  Dr.  Walker  Lea. 

Scott  and  White  Qinic,  Temple.  Sec. 

Thirteenth  Distria  Society.  Dr.  R.  D.  Mornon,  1217  W.  Cannon. 

Ft.  Worth.  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves.  Naples.  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen.  Suite  N-1. 
Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  28-30.  1963.  S.  E.  Cockrell,  Jr..  202  W.  French  Place,  San 
Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr..  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Qinicai  Conference.  Dr.  F.  J. 

Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oa.  29-31,  1962. 
Miss  Alma  F.  O’Donnell.  503  Medical  Arts  Bldg.,  Oklahoma  City 
2.  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25.  Exec.  Sec. 

Private  Qinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Oa.  15-16, 
1962.  Mrs.  Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin, 
Exec.  Sec. 
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Thalidomide 

Explosion 

In  mid- July  an  article  in  the  Washington  Post 
touched  off  what  has  since  been  called  the  "thalidomide 
publicity  explosion”.  A surprising  feature  of  this  blast 
was  its  delayed  action  fuse,  foi;,  the  big  noise  developed 
seven  months  after  the  Food  and  Drug  Administration 
was  notified  about  thalidomide  babies  and  three  months 
following  Dr.  Helen  Taussig’s  public  report  on  the 
outbreak  of  thalidomide-induced  phocomelia  in  West- 
ern Europe.  The  explosion  has  included  a dramatic 
statement  by  the  President,  sudden  proliferation  of 
frightening  headlines  throughout  the  nation,  a demand 
by  some  segments  of  the  press  for  the  names  of  thalido- 
mide investigators,  an  inflation  of  unsubstantiated  data 
regarding  toxicity  of  oral  contraceptives,  and  daily  re- 
ports on  the  progress  of  an  international  abortion  case 
involving  thalidomide.  It  is  odd  that  the  furor  concerns 
a tragedy  which  has  occurred,  not  in  the  United  States, 
but  in  those  very  European  countries  which  the  Presi- 
dent has  said  are  30  years  ahead  of  us  in  their  systems 
of  medical  practice. 

If  the  primary  purpose  of  the  official  drama  had 
been  to  warn  people  about  thalidomide,  there  would 
hardly  have  been  such  a long  delay  in  urging  American 
women  to  search  their  drug  cabinets.  It  appears  more 
likely  that  we  are  witnessing  another  example  of  panic 
politics;  it  is  certainly  no  coincidence  that  along  with 
the  thalidomide  explosion  has  come  a surge  of  Ad- 
ministration pressure  for  increased  federal  control  of 
drug  production. 

Since  December,  1959,  the  American  pharmaceu- 
tical industry  has  been  under  intensive  Congressional 
scrutiny.  The  original  Kefauver-Celler  bill  (S.B.  1552, 
H.R.  6245 ) , which  would  sharply  limit  the  patent 
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rights  of  drug  producers  and  subject  them  to  a 
new  set  of  restrictive  regulations,  is  avowedly 
aimed  at  making  drugs  cheaper — not  safer. 
Many  able  witnesses  have  agreed  that  such 
legislation  would  decrease  incentive  for  re- 
search, reduce  competition  in  the  new  drug 
field,  and  seriously  restrict  the  variety  of  drugs 
available  for  the  individualization  of  medical 
therapy.  Under  the  impact  of  such  testimony 
many  of  the  more  undesirable  features  of  this 
bill  had  been  withdrawn. 

During  the  height  of  the  thalidomide  ex- 
citement, however,  the  President  has  publicly 
urged  tighter  drug  control  laws,  the  Adminis- 
tration has  submitted  a new  set  of  amendments 
to  be  included  in  the  bifl,  and  Congress  is  un- 
der pressure  to  restore  some  of  the  teeth  previ- 
ously extracted  from  the  original  legislation. 

No  one  can  say  what  would  have  happened 
if  thalidomide  had  been  developed  by  an 
American  firm.  Some  feel  that,  in  the  absence 
of  the  European  experience,  it  would  have 
been  approved  for  marketing.  Certainly,  how- 
ever, it  would  not  have  been  approved  for  non- 
prescription sale;  and  in  the  absence  of  specific 
tests  on  pregnant  women,  existing  FDA  pol- 
icy would  have  required  in  the  physicians’  lit- 
erature a clear  statement  as  to  the  lack  of  such 
data.  Furthermore,  if  the  drug  had  been  spe- 
cifically recommended  for  the  nausea  of  early 
pregnancy,  the  FDA  would  have  required  defi- 
nite evidence  of  its  safety  under  these  circum- 
stances. 

In  any  event,  it  is  obvious  that  neither  the 
original  Kefauver-Celler  bill  nor  the  amend- 
ments recently  submitted  by  the  Administration 
have  any  bearing  on  the  serious  problem  raised 
by  the  thalidomide  incident.  The  problem,  in 
fact,  is  one  for  scientific  research,  not  for  leg- 
islative action;  for  it  is  the  plain  truth  that 
current  laboratory  and  clinical  tests  do  not 
reliably  predict  all  of  the  effects  of  mass  clin- 
ical usage.  How  does  one  determine  that  tha- 
lidomide will  cause  phocomelia  in  a significant 


percentage  of  human  pregnancies  without  actu- 
ally producing  the  malformation,  not  only  once 
but  often  enough  to  rule  out  the  effects  of 
chance? 

This  is  not  a question  to  be  answered  by  the 
President  or  by  Congress.  Recognizing  such  to 
be  the  case,  the  Pharmaceutical  Manufacturers’ 
Association  has  recently  established  a Com- 
mission on  Drug  Safety  composed  of  13  emi- 
nent medical  scientists.  The  purpose  of  this 
group  is  "to  advance  scientific  knowledge  of 
the  predictability  of  action  in  human  beings  of 
new  pharmaceuticals”.  Likewise,  the  American 
Medical  Association’s  Council  on  Drugs  is  con- 
ducting a comprehensive  analysis  of  the  effects 
of  thalidomide  on  unborn  infants,  in  the  hope 
of  discovering  ways  to  safeguard  our  popula- 
tion against  unexpected  drug  toxicity. 

Certainly  we  physicians  of  America  sympa- 
thize deeply  with  the  victims  of  the  thalido- 
mide tragedy.  We  also  are  proud  of  the  compe- 
tence and  integrity  of  our  colleague.  Dr.  Fran- 
ces Kelsey,  for  without  such  individuals  no 
system  will  function  properly,  regardless  of  how 
many  regulations  are  devised.  But  while  we  are 
humble  indeed  before  the  awful  consequences 
of  inadequate  knowledge,  we  must  not  allow 
ourselves  to  be  intimidated  by  the  political 
storm  which  has  been  loosed  upon  those  who 
oppose  increasing  federal  control  of  medical 
affairs. 

— James  E.  Kreisle,  M.D.,  Austin. 


The  cooperation  of  physicians  is  requested  in  a 
study  of  chronic  myelogenous  leukemia  being  con- 
ducted by  the  Chemotherapy  Service  of  the  National 
Cancer  Institute  at  the  Clinical  Center,  National  In- 
stimtes  of  Health,  Bethesda,  Md. 

Referrals  of  patients  with  chronic  myelogenous 
leukemia  are  needed.  Particularly  needed  are  those 
in  the  20  to  40  year  age  group  with  high  white  blood 
cell  counts  and  platelet  counts,  for  studies  of  newer 
chemotherapeutic  agents  and  as  a source  of  white 
cells  and  platelets  for  in  vitro  and  in  vivo  study. 

Physicians  who  wish  to  have  their  patients  con- 
sidered for  the  study  may  write  Dr.  Paul  P.  Carbone, 
Chemotherapy  Service,  Medicine  Branch,  National 
Cancer  Institute,  Bethesda  14,  Md. 
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Voluntary  Health 
Insurance 

History’s  stage  is  strewn  with  the  corpses  of 
free  enterprise  systems  which  died  from  the 
deadly  embrace  of  government  "assistance”! 
This  truth  is  pertinent  to  the  problem  we  face 
today  in  health  care  for  the  aged. 

For  generations,  the  doctors  and  the  hos- 
pitals in  this  country,  with  or  without  help  from 
local  welfare  organizations,  have  done  a good 
job  of  taking  care  of  the  health  needs  of  those 
aged  persons  who  were  willing  to  present  them- 
selves for  treatment.  Even  so,  there  are  some 
who  do  not  get  necessary  medical  care — this  is 
the  need  we  are  striving  to  meet.  There  are 
several  obvious  reasons  for  the  current  need. 

Let  us  examine  the  course  of  charity  over  the 
past  few  years.  Our  high  level  of  taxes  has 
eliminated  a huge  source  and  volume  of  funds 
for  philanthropy,  of  which  our  hospitals  once 
were  highly  favored  recipients. 

Another  factor,  easily  recognized,  is  the  high 
cost  of  scientific  development,  which  is  a part 
of  our  economic  growth  and  expansion.  The 
rewards  of  progress  in  patient  care  outweigh 
those  of  other  fields  because  they  are  measured 
in  human  lives.  Still,  we  hear  accusations  of 
waste  and  abuse.  There  is  some,  but  it  is  not  so 
extensive  as  that  which  is  found  in  other  en- 
deavors.  For  instance,  if  there  were  no  waste 
in  federal  government  operations,  the  savings 
would  provide  enough  funds  to  give  care  to  all 
the  needy,  regardless  of  age. 

What  have  we  done  about  providing  medical 
care  for  the  aged?  In  the  month  of  October, 
1959,  an  intensive  campaign  resulted  in  the  en- 
rollment of  more  than  6,000  additional  people 
in  the  over  65  age  group  in  the  Texas  Blue 
Cross  Plan.  The  actual  utilization  during  I960 
was  105  per  cent,  or  only  5 per  cent  more  paid 
out  in  benefits  than  was  actually  paid  in.  This 
step  helps  to  care  for  those  aged  who  can  buy 

Condensed  from  "Role  of  Voluntary  Health  Insurance”, 
Texas  Hospitals,  July,  1961. 


private  insurance,  but  who  could  not  otherwise 
pay  for  lengthy  illness  and  are  too  proud  to 
ask  for  charity. 

These,  and  many  other  facts  are  before  us. 
The  next  question  is  "Where  do  we  go  from 
here?”  Blue  Cross,  Blue  Shield,  and  our  whole 
voluntary  prepaid  system — hospitals  and  doc- 
tors— will  continue  trying  to  do  what  circum- 
stances and  facts  indicate  we  should  do.  Volun- 
tary health  insurance  was  initiated  only  about 
30  years  ago;  most  of  its  experience  and  accom- 
plishments occurred  during  the  past  15  years. 
In  that  short  a time,  health  care  has  been  pro- 
vided for  129,000,000  Americans.  There  is 
more  to  be  done,  both  for  the  young  and  the 
old,  but  there  also  is  good  evidence  that  volun- 
tary health  insurance  can  do  this  job  if  given 
a reasonable  amount  of  time  and  support. 

If  the  federal  government  enters  this  field, 
it  will  mean  an  immediate  end  to  all  voluntary 
attempts  to  find  the  best  answers  to  the  prob- 
lems, and  it  will  cause  the  termination  of  vol- 
untary insurance  plans  which  now  are  being 
offered  to  the  older  age  group. 

One  of  the  smoke  screens  thrown  up  by  pro- 
ponents of  the  social  security  approach  to  health 
care  for  the  aged  is  to  indicate  that  it  is  a type 
of  insurance.  It  is  nothing  of  the  kind.  Social 
security  is  actuarily  unsound  because  it  shifts 
the  cost  (like  a chain  letter)  to  future  genera- 
tions— some  $300,000,000,000  in  present  and 
future  obligations  of  this  program  are  "un- 
funded”. Social  security  taxes  are  a first  dollar 
tax;  there  are  no  deductions.  It  hits  modest 
incomes  the  hardest,  and  many  persons  pay 
more  social  security  tax  than  income  tax.  It  is 
a hoax  to  present  such  a program  as  insurance. 

The  basic  faults  of  the  program  of  providing 
health  care  for  the  aged  through  the  social  se- 
curity mechanism  are; 

1.  Unless  there  is  a constantly  increasing 
number  of  new  entrants  to  the  program,  paying 
taxes  on  steadily  high  incomes,  this  program 
will  fail  to  collea  what  must  be  paid  out.  We 
dare  not  encounter  a slowdown  in  population 
growth  or  a decline  in  pay  scales. 
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2.  Unforeseen  faaors  can  wield  crippling 
strokes.  Among  factors  causing  concern  now  is 
the  fact  that  people  are  living  longer,  so  there 
are  progressively  more  beneficiaries  than  were 
anticipated  at  the  outset.  Also,  Congress  con- 
stantly increases  coverages  and  benefits  for  po- 
litical reasons. 

There  is  yet  another  seldom-mentioned  but 
very  real  danger  in  the  proposal — for  the  first 
time,  social  security  would  be  obligated  to  pro- 
vide a service  rather  than  actual  dollar  pay- 
ments, as  is  now  the  case.  With  social  security 
benefits  already  scheduled  to  require  a total 
tax  of  914  per  cent  of  payrolls  by  1969,  no 
one  can  estimate  the  additional  cost  that  would 
be  needed  to  provide  the  services  now  being 
proposed. 

With  reluctance  and  apprehension,  I stand 
with  those  who  prefer  a matching  fund  ap- 
proach such  as  the  Kerr-Mills  Law.  It  seems 
the  lesser  of  evils.  I am  astonished,  however, 
at  those  who  scream  against  the  so-called 
"means  test”  incorporated  in  this  law.  Let  any 
person  who  would  avoid  the  "means  test”  try 
to  get  a bank  loan.  He,  you,  I,  or  anyone  else 
would  be  subjeaed  to  a "means  test”  unless 
the  information  of  such  a test  were  already 
known  to  the  proposed  creditor.  We  do  not  re- 
sent this;  we  expect  it.  What  manner  of  poli- 
ticians have  we  who  will  parade  a "means  test” 


as  an  insult  to  the  dignity  of  man?  What  man- 
ner of  man  is  he  who  asks  but  is  unwilling  to 
say  why  he  should  receive? 

Compare  this  attitude  with  that  of  the  citi- 
zens of  Italy,  Texas,  after  their  town  was  hit 
by  a tornado  in  1961.  They  were  notified  that, 
in  view  of  the  damage  to  their  town,  they  were 
eligible  for  federal  loans  up  to  $750,000.  "Ap- 
ply that  money  to  the  reduction  of  the  national 
debt,”  the  citizens  replied.  "We  can  take  care 
of  ourselves.”  There  are  all  too  few  such  ex- 
amples of  the  spirit  of  free  enterprise  which 
made  our  country  strong. 

Yet,  we  constantly  are  urged  to  follow  the 
health  patterns  of  other  countries,  all  of  which 
stand  before  us  with  both  hands  outstretched 
for  more  and  more  money.  Who  is  going  to 
subsidize  socialism  in  the  United  States  of 
America?  We  will  have  no  fairy  godfather  as 
others  have  found  us  to  be.  In  short,  who  will 
bail  us  out? 

Our  forebears  believed  that  the  price  of  lib- 
erty is  eternal  vigilance.  They  asked  of  their 
government  only  that  they  be  allowed  to  keep 
those  benefits  which  they  earned  for  themselves 
by  their  own  labor  and  initiative.  Their  inde- 
pendence and  industry  made  ours  a great  na- 
tion. Who  are  we  to  be  scornful  of  such  a leg- 
acy? 

— W.  R.  McBee,  Dallas, 

Executive  Direaor,  Blue  Cross- 
Blue  Shield  of  Texas. 


A Texas  Highway  Patrol  car,  moving  at  very  high  speed  to  head  off  fleeing 
fugitives  recently,  slammed  into  two  utility  poles  after  running  through  a ditch 
to  avoid  hitting  a motorist  at  a blind  intersection.  The  two  patrolmen,  packaged 
into  the  patrol  car  with  safety  belts,  said:  "We  got  just  as  close  to  Heaven  as 
the  seat  belts  would  let  us.”  The  patrol  car  was  demolished;  the  patrolmen  were 
unscratched. 
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Opinions 

and 

Views 

Medical  Care  for  the  Aged 

Texas'  U.S.  Senators  Give  Stand 


’ MAJOR  ISSUE  in  the  fall  Congressional  elections 

f is  expected  to  be  medical  care  for  the  aged.  Although 
i the  King- Anderson  bill  was  killed  by  a 52-48  vote 
I in  July,  proponents  of  the  social  security  approach 
« to  medical  care  for  the  aged  plan  to  carry  their  argu- 
ments  to  the  campaign  trail  to  gain  public  support. 

Texas’  United  States  Senators,  Republican  John 
G.  Tower  and  Democrat  Ralph  W.  Yarborough, 
have  taken  clear-cut  stands  on  the  issue.  Senator 
Tower  opposes  the  concept  and  Senator  Yarborough 
favors  it. 

Both  have  issued  statements  outlining  their  stand 
on  the  question  of  medical  care  for  the  aged.  These 
statements  are  herewith  presented,  side-by-side,  for 
readers  of  the  Texas  State  Journal  of  Medicine: 

SENATOR  TOWER’S  STATEMENT 

f Medical  care  for  the  aged  discourages  individual 
responsibility.  It  takes  responsibility  out  of  the  hands 
K of  the  family,  out  of  the  hands  of  the  state,  and 
1 places  it  in  the  hands  of  an  impersonal,  vast,  and 
frequently  ineffective  national  government.  I am  op- 
: posed  to  a program  of  medical  care  such  as  was 
introduced  this  year  by  the  Kennedy  Administration. 

■ My  basic  reason  for  opposing  a plan  of  medical 
, care  for  the  aged  under  Social  Secmity  is  that  the 
enactment  of  such  legislation  would  represent  an 
' encroachment  on  what  has  been,  historically,  and 
' should  continue  to  be,  a function  of  state  and  local 
' governments,  private  concerns,  and  family  units. 

The  adoption  of  a plan  such  as  the  King-Anderson 
bill  would  serve  as  an  opening  wedge  to  socialized 
•'  medicine  which  could  conceivably  be  amended  and 
amended  to  bring  more  people  under  its  scope — thus 
drawing  the  individual  to  a state  of  greater  depend- 
ency upon  the  federal  government.  To  accept  such 
proposals  would,  in  effect,  be  acceding  to  the  premise 


that  the  only  way  we  can  handle  the  problem  of 
medical  care  is  to  institute  a form  of  socialized  medi- 
cine. 

To  my  knowledge,  no  nation  has  ever  initiated  any 
type  of  central  government-sponsored  medical  care 
that  did  not  ultimately  expand  into  socialized  medi- 
cine. I have  lived  in  a country  which  has  socialized 
medicine,  and  I can  say  with  certitude  that  the 
American  people  enjoy  the  best  medical  care  of  any 
people  in  the  world,  from  both  the  qualitative  and 
quantitative  standpoints. 

SENATOR  YARBOROUGH’S  STATEMENT 

Generally,  the  older  people  get,  the  less  they  are 
able  to  earn. 

The  older  people  get,  the  more  often  they  need 
hospital  and  medical  care. 

Therefore,  with  each  passing  year,  an  aging  person 
faces  mounting  health  problems  with  a thinner  purse 
and  with  each  passing  year,  the  cost  of  medical  care 
goes  up,  up  and  up. 

So  nearly  everybody  over  65  who  does  not  have 
a lot  of  money  is  faced  with  this  frightening  pros- 
pect: 

That  the  restoration  of  a degree  of  health — that 
life  itself — may  become  a luxury  that  he  cannot  af- 
ford. 

This  is  the  great  American  tragedy,  and  the  Demo- 
cratic Administration  has  been  charged  in  an  elec- 
tion-day mandate  to  do  something  about  it.  Yet  the 
scavengers  of  time — all  the  ailments  that  come  with 
increasing  age — are  bipartisan  in  nature.  There  is 
nothing  Republican  or  Democratic  about  a weaken- 
ing heart,  fading  vision,  the  loss  of  hearing,  or  pains 
that  wrack  aging  bones.  Nor  should  there  be  any- 
thing partisan  about  the  steps  we  take  to  safeguard 
our  aged  citizens. 
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There  are  about  17  million  people  over  the  age  of 
65  in  this  country,  some  700,000  of  them  in  Texas. 
Among  them  are  many  whose  hands,  hearts  and 
minds  helped  bring  this  country  forward  to  a state 
of  prosperity  in  which  they  are  now  forbidden  by 
circumstances  to  share  equally. 

I’m  not  talking  about  17  million  digits  in  a gov- 
ernment census  book,  but  about  fathers  and  mothers 
and  grandparents  who  need  our  help,  even  though 
some  are  too  feeble  to  ask  for  it  and  are  drowned 
our  by  the  concerted  shouting  of  those  who  oppose 
humanitarian  legislation.  I’m  talking  about  the  aged 
Americans  whose  children  cannot  carry  the  burden 
of  ever-increasing  medical  care  for  the  aged  alone. 
By  1980,  the  number  of  Americans  over  65  may 
reach  26  million. 


Back  in  1854,  Abraham  Lincoln  wrote  that  the 
legitimate  object  of  government  is  to  do  for  the 
people  what  they  need  to  have  done  but  cannot  do 
for  themselves  as  individuals.  I subscribe  to  this  view. 

Medical  care  for  the  aged  is  a legitimate  object  of 
government  by  any  humane  standard  of  reasoning. 

It  is  my  belief  that  a program  of  pay-as-you-go 
Social  Security  insurance  to  provide  the  aged  with  a 
means  to  help  themselves  will  benefit  the  patient, 
the  hospital — faced  with  climbing  costs  of  equipment 
and  facilities — and  the  doctor,  who  already  spends 
much  time  treating  patients  unable  to  pay. 

(Senator  Yarborough’s  statement,  presented  on  the 
floor  of  the  U.  S.  Senate,  concludes  with  the  portion 
of  the  i960  platform  of  the  Democratic  Party  under 
the  caption  of  "Health”.) 


Medical  Reports  in  Workmen's  Compensation  Cases 

When  a physician  treats  a patient  who  is  eligible  for  workmen’s  compensa- 
tion insurance,  he  should  prepare  a preliminary  report  and  send  it  to  the  insurance 
carrier  as  soon  as  possible.  Usually,  this  report  consists  of  a brief  form,  furnished 
by  the  insurance  company,  which  allows  the  company  to  set  up  a file  on  the  case 
and  discharge  its  obligations  to  the  injured  worker.  In  most  instances  this  brief 
form  is  sufficienr,  but  if  injuries  are  severe,  or  if  the  individual  physician  prefers, 
a narrative  report  is  equally  acceptable. 

These  points  should  be  included  in  the  initial  report: 

1.  The  patient’s  description  of  the  accident. 

2.  The  patient’s  complaints  and  symptoms. 

3.  Description  of  tests  performed  and  treatment  given  the  patient. 

4.  A statement  of  whether  or  not  the  patient  is  disabled,  and  the  probable 
duration  of  existing  disability. 

5.  If  the  physician  suspects  that  the  injury  wiU  result  in  permanent  impair- 
ment, he  should  so  state.  The  nature  and  probability  of  possible  impair- 
ment should  be  explained. 

Subsequent  reports  need  not  repeat  information  that  is  in  the  initial  report 
unless  there  has  been  a change,  such  as  a new  complaint  by  the  patient.  Otherwise, 
a brief  statement  of  medical  developments  and  prognosis  is  sufficient.  Changes 
noted  at  any  time  should  be  reported  at  once  to  the  carrier. 

These  periodic  reports  assist  the  carrier  in  establishing  proper  reserves  and 
making  timely  compensation  payments  to  the  patient,  and  they  are  of  material 
assistance  to  the  carrier  in  making  prompt  payment  of  medical  bills  upon  the 
completion  of  treatment. 

The  Texas  Medical  Association’s  Committee  on  Workmen’s  Compensation 
Insurance  works  closely  with  the  carriers  to  implement  good  relations  between 
insurance  companies  and  the  medical  profession. 
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Unfortunately  for  medicine  many  bright  young  people  who  seek 
a professional  career  have  been  so  impressed  by  a 40  hour  week 
that  they  measure  the  desirability  of  a medical  profession  in 
relation  to  the  work  hours  involved.  Some  young  folks  really 
believe  that  they  could  be  satisfied  in  a socialized  medical 
program,  under  which  the  pay  and  incentive  are  low,  to  get  short 
hours  with  plenty  of  free  time  for  diversion. 

September  marks  the  beginning  of  another  school  year  and  the 
prospective  medical  student  should  take  stock  of  his  aims. 
First,  he  has  to  be  ambitious,  hard-working,  and  willing  to  put 
aside  personal  pleasures  and  the  time  that  he  would  like  to 
spend  with  his  family  and  friends.  He  cannot  graduate  from  med- 
ical school  or  maintain  a doctor’s  practice  without  going  all 
out.  Availability  is  the  first  tenet  of  a successful  medical 
practice.  Then  come  interest,  intelligence,  judgment,  honesty, 
and  human  compassion— all  useless  unless  the  doctor  is  avail- 
able. Many  a call  to  report  to  duty,  especially  at  night,  may 
seem  luinecessary,  but  such  calls  assure  the  security  of  a pa- 
tient, his  family,  and  the  doctor  who  may  ask  him  to  answer  the 
call. 


A parent  may  say,  "I  wouldn't  want  my  child  to  become  a physician 
under  socialized  medicine."  However,  if  American  medicine  be- 
comes socialized,  all  other  professions,  businesses,  and  in- 
dustries will  follow  ; no  one  will  be  better  off  in  another  field. 
Instead,  the  attitude  we  must  take  is  that  there  shall  be  no 
further  socialization. 


If  an  individual  is  so  devoted  to  his  profession  that  he  is  eager 
to  give  his  best  in  time  and  service,  he  soon  finds  that  life's 
real  enjoyment  comes  from  the  things  he  is  doing  in  his  prac- 
tice, with  his  family,  and  as  a citizen  of  the  community.  He 
will  not  cast  about  for  a diversion  to  help  him 
achieve  happiness.  Medical  student  recruitment 
should  be  from  individuals  of  this  stock;  of  such 
men  and  women  the  finest  doctors  are  made. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 
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Diverticular  Disease  of  the  Colon 
And  Small  Intestine  Requiring  Surgery 


Howard  Mahorner,  M.D.;  G.  Levon  Hovnatanian,  M.D.;  and  Walter  F.  Becker,  M.D. 


Diverticula  are  frequent  abnormalities  of  the 
intestinal  tract.  Without  complications  and 
without  symptoms  they  are  acceptable  and  incon- 
sequential. However,  they  may  develop  complica- 
tions which  require  surgery,  either  because  of  an 
immediate  threat  to  life  or  because  persistence  and 
recurrences  of  symptoms  modify  health  and  cause 
constant  or  frequently  recurring  disability. 

The  complications  are  few.  First  in  frequency  is 
inflammation,  a condition  common  in  the  colon.  It 
may  be  acute  or  chronic  and  it  may  be  associated 
with  additional  complications.  Initially  it  is  not  grave 
but  its  progression  to  induration,  the  appearance  of 
a filling  defect  resembling  carcinoma,  obstruction, 
perforation,  or  hemorrhage  have  serious  import.  In 
addition,  if  inflammation  persists  and  is  not  amen- 
able to  conservative  measures,  or  if  it  recurs  fre- 
quently with  days  and  weeks  of  disability  each 
time,  then  surgery  should  be  considered. 

The  danger  from  diverticulitis  affecting  diverticula 
of  the  duodenum  or  jejunum  or  Meckel’s  diverticu- 
lum is  greater  and  more  imminent.  False  diverticula 
of  the  duodenum  or  jejunum  have  extremely  thin 
walls  and  there  is  little  barrier,  such  as  the  omentum 
or  epiploic  appendages,  afforded  on  the  colon  to  halt 
the  spread  of  inflammation.  Perforation  and  peri- 
tonitis, therefore,  are  more  likely  to  occur.  Con- 
versely, the  frequency  of  diverticulitis  associated  with 
diverticula  occurs  much  less  in  the  duodenum,  je- 
junum, or  ileum  than  in  the  colon. 

Hemorrhage  from  diverticula  of  the  gastrointesti- 
nal tract,  though  nor  extremely  rare,  is  less  common 
than  inflammatory  reaction;  but  it  does  occur,  and 
it  is  not  necessarily  associated  with  diverticulitis.  A 
vessel  may  break  and  bleed  into  the  diverticulum 
without  any  significant  clinical  or  pathologic  inflam- 
matory reaction.  The  vessels  associated  with  diver- 
ticula have  a thin  mucous  membrane  separating  them 


from  the  lumen,  and  fractures  or  ruptures  of  a small 
vessel  do  occur  so  that  even  at  the  operating  table 
they  cannot  easily  be  identified.  Hemorrhage  may  be 
sharp  and  severe.  Frequently  it  stops  spontaneously 
under  conservative  measures.  At  times  it  persists  in 
a violent  fashion,  and  despite  multiple  transfusions, 
the  patient  is  repeatedly  thrown  into  shock  and  im- 
mediate surgical  intervention  becomes  imperative. 
This  condition  has  occurred  in  patients  which  the 
authors  have  had  under  observation.  Surgery  had  to 
be  undertaken  at  abnormal  night  hours  and  only  a 
few  innocent-appearing  diverticula  were  found  in 
the  transverse  colon.  In  another  instance  fn  the  au- 
thors’ experience,  hemorrhage  from  extensive  diver- 
ticular disease  of  the  right  colon  necessitated  emer- 
gency right  hemicoleaomy.  When  there  is  hemor- 
rhage and  the  diverticular  disease  is  extensive,  it 
may  be  difficult  for  the  surgeon  to  know  exactly 
which  diverticulum  is  bleeding,  and  careful  judgment 
is  required  to  determine  the  proper  procedure.  When 
the  authors  have  doubted  whether  the  proper  seg- 
ment was  resected,  the  proximal  and  distal  stumps 
were  exteriorized  to  defunctionalize  the  colon  at 
least  beyond  the  resected  segment.  This  has  proved 
to  be  an  additional  security  measure.  The  difficulty, 
however,  is  that  such  a patient  must  undergo  a sec- 
ond procedure  at  a later  date  to  have  the  interrupted 
segment  closed.  Thus  severe  bleeding  can  be  an  indi- 
cation for  operation.  Repeated  hemorrhages  not 
necessarily  so  severe  also  should  be  considered  an 
indication  for  removing  a segment  of  the  bowel 
severely  affected  by  diverticular  disease. 

Hemorrhage  may  occur  from  diverticula  of  the 
small  intestine  and  this  condition  is  one  indication 
for  primarily  searching  for  a Meckel’s  diverticulum. 
A primary  reason  for  operating  on  the  Meckel’s 
diverticulum  is  that  it  may  be  the  site  of  an  other- 
wise undiscovered  cause  of  the  hemorrhage.  When 
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Indications  for  surgery  in  patients  with 
diverticular  disease  of  the  colon  and  small 
intestine  are  presented.  The  authors  dis- 
cuss the  findings  in  a study  of  96  patients 
who  underwent  surgery  for  diverticular 
disease  on  a private  service. 


a patient  is  bleeding  severely  from  the  gastrointesti- 
nal tract  and  gastrointestinal  roentgenographic  stud- 
ies are  negative,  hemorrhage  from  Meckel’s  divertic- 
ulum should  be  a consideration.  This  is  particularly 
true  in  young  patients.  Usually  this  hemorrhage 
is  from  an  ulceration  in  the  Meckel’s  diverticulum 
which  is  associated  frequently  with  ectopic  pancreatic 
rests. 

Perforation  may  be  defined  as  a free  rupture  of  a 
diverticulum  permitting  it  to  spill  both  its  contents 
and  those  of  the  lumen  of  the  viscus  into  the  peri- 
toneal cavity.  This  produces  a violent,  uncontrolled 
peritonitis  and  it  is  more  dangerous  than  that  which 
develops  by  contiguity  from  an  inflamed  segment  of 
a bowel  initiated  by  diverticulitis  without  perfora- 
tion. In  the  latter  instance,  the  peritonitis  usually  re- 
mains locali2ed,  but  in  free  perforation  contamination 
is  continued  and  peritonitis  spreads.  Free  perfora- 
tion causing  generalized  peritonitis  is  not  common, 
but  it  does  occur.  The  cause  is  more  difficult  to  diag- 
nose and  distinguish  than  the  localized  peritonitis 
which  is  seen  characteristically  when  there  is  diver- 
ticulitis of  the  sigmoid. 

Penetration  may  be  defined  as  a slow  inflamma- 
tory spread  without  free  spiU  into  the  peritoneal 
cavity.  This  second  type  of  perforation  is  that  which 
occurs  when  the  bowel  becomes  adherent  to  a second 
viscus,  such  as  the  bladder,  and  results  in  cystitis 
and  perhaps  a fistula.  'Thirty  years  ago  this  type  of 
diverticulitis  was  one  of  the  few  types  for  which 
surgery  was  considered;  the  operation  performed 
was  a transverse  colon  colostomy.  The  patient  then 
waited  for  six  or  nine  months  to  a year  to  permit 
the  inflammatory  reaction  to  subside.  The  colostomy 
was  then  closed.  At  that  time  resection  for  diverticu- 
litis was  an  unexplored  field. 

Obstruction  is  another  complication  for  which  op- 
eration is  indicated;  it  may  be  acute,  subacute,  or 
chronic.  The  acute  type  of  obstruction  may  be  vio- 
lent. It  is  associated  with  localized  peritonitis  and 


tremendous  proximal  distention.  Under  these  circum- 
stances the  patient  must  be  treated  for  obstruction 
and,  depending  on  the  severity  of  it,  judgment  must 
be  made  as  to  how  much  should  be  accomplished — 
whether  to  perform  only  a colostomy  proximal  to  the 
lesion  to  decompress  it,  to  do  an  obstructive  resection 
exteriorizing  the  proximal  and  distal  segments,  or  to 
perform  a resection  and  anastomosis  if  the  obstruc- 
tion is  mild. 

The  occasional  resemblance  of  diverticulitis  to 
carcinoma  is  sometimes  an  indication  for  surgery. 
Frequently  a roentgenologist  cannot  distinguish  defi- 
nitely between  the  appearance  of  diverticulitis  of  the 
colon  and  that  of  carcinoma,  but  an  indurated  filling 
defect  can  be  so  persistent  and  so  constant  on  re- 
peated examinations  that  the  best  procedure  may  be 
to  intervene  surgically.  Usually  in  these  patients 
there  is  some  degree  of  obstruction.  Another  type 
of  justifiable  indecisiveness  as  to  whether  a lesion 
is  diverticulitis  or  carcinoma  occurs  when  a surgeon 
encounters  an  indurated  mass,  particularly  in  the 
right  side  of  the  colon  at  the  cecum,  which  he  real- 
izes may  be  a carcinoma  and  which  he  has  exposed 
in  an  acute  phase  without  the  patient  having  been 
prepared  for  a colon  resection.  Under  these  circum- 
stances, if  the  surgeon  closes  the  abdomen  without 
resection,  he  may  be  denying  the  patient  an  immedi- 
ate chance  of  recovering  from  a carcinoma.  On  the 
other  hand,  if  the  surgeon  resects  the  segment  of 
bowel,  he  is  doing  so  under  greatly  increased  hazard 
than  would  have  been  the  case  had  the  patient  been 
admitted  to  the  hospital  for  a planned  and  not  an 
emergency  operation,  and  had  had  preoperative  prep- 
aration with  careful  emptying  of  the  gastrointestinal 
tract.  This  is  often  a difficult  decision  for  a surgeon 
to  make,  but  he  should  know  when  he  makes  the 
decision  for  resection  he  is  doing  it  with  a greatly 
increased  risk. 

A final  indication  for  surgical  intervention  for 
diverticular  disease  is  failure  to  control  the  symp- 
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tomatology  with  medical  measures.  Such  failure  may 
include  a continuation  of  the  symptoms — pain,  bloat- 
ing, obstruction — or  it  may  involve  frequent  recur- 
rence of  the  symptoms  leading  to  days  or  weeks  of 
disability  so  that  the  health  of  the  patient  is  greatly 
impaired.  The  operation  then  is  performed  in  an 
attempt  to  restore  the  patient  to  perfect  health. 

Case  Studies 

Ninety-six  patients  with  diverticular  disease  of  the 
large  and  small  intestine  have  been  operated  upon 
on  the  authors’  private  services.  Forty-one  of  the 
patients  had  involvement  of  the  colon;  25,  the  duo- 
denum; 25,  Meckel’s  diverticulum;  4,  the  jejunum; 
and  1,  the  duodenum  and  jejunum. 

The  indications  for  operation  on  the  colon  in- 
cluded recurrent  diverticulitis,  24;  obstruction,  3; 
perforation,  9;  bleeding,  2;  and  appearance  of  carci- 
noma, 3. 

Types  of  Operations  on  the  Colon 

Colostomy  only  was  performed  in  seven  instances 
for  severe  obstruction  or  for  perforation  with  peri- 
tonitis. A resection  of  the  colon  with  anastomosis 
was  done  in  12  instances;  resection  with  exterioriza- 
tion of  the  bowel  was  done  in  3;  resection,  anasto- 
mosis, and  catheter  enterostomy  was  done  in  7;  and 
resection,  anastomosis,  and  complementary  colostomy 
was  done  in  6.  In  five  patients  laparotomy  disclosed 
diverticulitis;  appendectomy  only  was  performed  in 
one,  and  in  the  remaining  four  the  abdomen  was 
closed  without  resection.  In  the  41  patients  there 
were  two  two-stage  operations  and  six  three-stage 
operations.  In  one  patient  free  perforation  of  a trans- 
verse colon  diverticulum  with  continued  contamina- 
tion of  the  peritoneal  cavity  was  handled  by  an  over- 
lapping closure  of  the  perforation  only,  similar  to 
that  used  in  perforated  duodenal  ulcer. 

In  the  41  patients  there  were  three  deaths.  Two 
of  the  three  deaths  occurred  in  patients  who  had 
been  operated  upon  in  an  acute  phase  for  what  was 
thought  to  be  appendicitis.  In  both  cases,  a mass  was 
encountered  in  the  cecum.  Without  preliminary 
preparation,  one  was  handled  by  resection  of  the 
cecum  and  ascending  colon  and  anastomosis,  and 
the  other  was  handled  by  exteriorization  of  a cecal 
carcinoma.  The  latter  was  a more  conservative  pro- 
cedure, but  nevertheless  the  patient  died.  Although 
the  patient  was  81  years  old,  a Meckel’s  diverticulum 
was  removed  at  the  same  time — possibly  an  unjusti- 
fiable extension  of  the  operation.  This  patient  died. 


) 

and  because  a diverticulectomy  was  done  in  conjunc- 
tion with  exteriorization  of  the  cecum,  it  is  included 
in  the  series  as  a loss.  A third  patient  had  partial 
obstruction  from  a sigmoid  lesion  which  had  the 
appearance  of  carcinoma  but  proved  to  be  divertic- 
ulitis. The  sigmoid  was  resected,  anastomosis  was 
performed,  and  a transverse  colon  colostomy  was  ac- 
complished. 'This  patient  developed  a pelvic  abscess 
and  died  of  a cardiac  disease  after  26  days. 

Meckel's  Diverticulum 

There  were  25  operations  for  Meckel’s  diverticu- 
lum but  one  of  these  has  been  counted  with  the 
colon  lesions  cited  previously.  Only  six  of  the  opera- 
tions were  performed  because  the  patient’s  symptoms 
were  caused  by  a complication  involving  the  diver- 
ticulum. The  other  19  were  incidental  findings  at 
other  operations  and  the  Meckel’s  diverticulum  was 
removed.  The  indications  for  operating  on  the  Meck- 
el’s diverticulum  in  the  six  cases  in  which  the  opera- 
tion was  primarily  indicated  were  diverticulitis,  three 
times;  bleeding,  twice;  and  obstruction,  once. 

The  operations  performed  for  Meckel’s  diverticu- 
lum included  excisions  in  20  instances  and  resections 
and  anastomosis  in  five.  Only  one  of  these  patients 
died  (previously  mentioned  case  of  81  year  old  pa- 
tient in  whom  the  colon  carcinoma  was  exteriorized 
and  a Meckel’s  diverticulum  was  excised.)  Whether 
excision  contributed  to  the  loss  of  the  patient  the 
authors  do  not  know,  but  would  conclude  at  this 
stage  that  it  was  an  unjustifiable  extension  of  the 
operation  in  an  elderly  patient  and  it  is  left  in  the 
series.  It  emphasizes  the  fact  that  when  other  grave 
procedures  are  being  done,  an  innocuous  Meckel’s 
diverticulum  without  a primary  indication  for  its 
removal  should  be  left  alone. 


Jejunal  DiverHculum 

The  series  included  five  operations  for  jejunal 
diverticulum.  One  was  associated  with  a duodenal 
diverticulum  which  also  was  repaired  by  inversion  at 
the  same  time.  This  jejunal  diverticulum  was  resected 
and  the  muscularis  and  serosa  closed.  Another  pa- 
tient was  operated  upon  for  partial  obstruction  and 
there  was  seeding  of  papillary  carcinoma  of  the 
ovary  throughout  the  abdomen.  The  jejunal  diver- 
ticulum appeared  to  be  the  site  of  an  inflammatory 
reaction  causing  obstruction  and  ileus.  This  segment 
was  resected  and  the  patient  died  subsequently.  The 
obstructive  phenomenon  was  probably  attributable  to 
a neoplastic  peritonitis.  The  bowel  resection  may 
have  been  ill-advised,  though  it  seemed  harsh  judg- 
ment to  close  the  abdomen  without  resecting  this 
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segment  when  it  appeared  to  be  a significant  feature 
in  the  ileus  and  obstruction.  It  was  unfortunate  that 
this  was  seen  at  a time  when  the  patient  had  multi- 
ple peritoneal  implants.  Another  patient  was  oper- 
ated upon  for  giant  diverticulum  of  the  jejunum 
which  caused  recurrent  obstructive  type  pain.  The 
segment  involved  was  resected,  and  the  patient’s  re- 
covery was  uneventful.  A fourth  patient  had  diver- 
ticulitis of  the  jejunal  diverticulum  and  it  was  man- 
aged by  resection.  A fifth  patient  had  giant  diver- 
ticulosis  of  the  jejunum  noted  at  the  time  of  gastric 
resection  for  peptic  ulcer.  Resection  of  the  jejunal 
segment  was  accomplished  as  well  as  gastrectomy. 
The  patient  recovered.  In  four  of  the  five  instances 
a segment  of  the  intestine  was  resected;  in  one,  the 
diverticulum  associated  with  duodenal  diverticulum 
was  excised. 

Jejunal  diverticula  are  not  common  causes  of 
diverticular  disease  as  far  as  surgery  is  concerned, 
but  they  can  be  enormous  in  size  and  they  can  have 
all  the  complications  to  which  diverticula  elsewhere 
are  subject.  William  Osier-  reported  early  in  his 
career  a case  of  a man  with  a giant  diverticulum  of 
the  jejunum  which,  following  his  meals,  produced 
noticeable  gurgling  sounds  audible  at  a distance.  The 
diagnosis  of  jejunal  diverticula  is  not  always  easy. 
A diverticulum  of  giant  size  may  produce  chronic 
recurring  symptoms  by  a pull  and  anchoring  effect 
on  the  bowel,  which  normally  is  free,  and  in  this 
way  may  effect  partial  intestinal  obstruction  by  sec- 
ondary pressure  on  the  contiguous  jejunum,  just  as 
an  esophageal  diverticulum  does  on  the  esophagus. 
They  may  be  disclosed  roentgenographically  if  the 
patient  has  gastrointestinal  symptoms.  However,  they 
may  be  overlooked  by  this  method;  and  it  is  fre- 
quently a complication  of  an  acute  type  such  as  in- 
flammation, partial  obstruction,  or  hemorrhage  which 
demands  surgical  investigation. 

Diverticula  of  the  Duodenum 

There  were  25  patients  operated  upon  for  diver- 
ticula of  the  duodenum,  an  abnormally  high  propor- 
tion. One  reason  for  this  high  figure  is  that  the 
authors  had  reported  a group  of  these  cases^  and  as 
a result  patients  were  sent  to  the  authors  from  as  far 
away  as  Lexington,  Ky.,  and  South  Carolina.  The 
indications  for  operating  upon  these  25  duodenal 
diverticula  were  diverticulitis,  2;  bleeding,  1;  ob- 
struction, 1;  and  large  diverticulum  with  retention 
contributing  to  symptoms,  22. 

A duodenal  diverticulum  was  not  considered  a 
surgical  case  simply  because  it  was  known  to  be 
present  or  had  been  found  unexpectedly  at  opera- 
tion. Only  when  it  was  judged  to  be  contributing  to 
the  patient’s  symptoms  was  surgery  considered.  Some 
duodenal  diverticula  are  enormous.  They  are  evident 


on  roentgenogram  and  they  retain  barium  for  a num- 
ber of  hours.  When  a patient  has  gallstones  and  a 
large  duodenal  diverticulum  which  is  suspected  to 
contribute  to  the  symptoms  and  which  roentgeno- 
graphically shows  retention,  consideration  should  be 
given  to  obviating  the  duodenal  diverticulum  at  the 
time  of  cholecystectomy.  Diverticula  of  the  duoden- 
um may  be  true  or  false  but  they  are  usually  false. 
They  more  frequently  occur  around  the  ampulla  of 
Vater,  a dangerous  position  because  the  duodenum 
at  this  point  is  not  covered  with  peritoneum.  They 
frequently  are  posterior  to  the  duodenum  projecting 
initially  from  the  perivaterian  area  and  turning  pos- 
terior. They  may,  however,  be  true  diverticula,  very 
large  pouches  on  the  first  portion  of  the  duodenum. 

The  operative  approach  to  these  has  been  described 
in  a previous  article.^  When  there  is  any  doubt  about 
being  able  to  get  the  diverticulum  out  clearly  and 
being  able  to  close  free  peritoneal  covered  bowel, 
one  may  choose  to  invert  the  diverticulum  and  close 
the  muscularis  and  adventitia  over  it,  or  to  bypass 
it  by  partial  gastrectomy.  Diverticula  involving  the 
third  and  fourth  portion  of  the  duodenum  are  some- 
times difficult  to  locate.  A method  which  may  be 
used  for  this  is  to  pump  them  up  with  air  from  a 
syringe,  the  needle  being  inserted  into  the  duodenum. 
TTiis  method  also  is  helpful  in  locating  diverticula  in 
the  head  of  the  pancreas  which  technically  are  the 
most  difficult  and  the  most  dangerous. 

When  the  diverticulum  is  free  and  lateral  on  the 
duodenum,  it  may  be  excised  and  the  bowel  closed 
by  inversion  without  significant  danger.  On  the 
other  hand,  when  it  invades  the  head  of  the  pancreas 
it  should  not  be  extracted.  In  this  position  it  is 
very  dangerous  to  try  to  isolate  it  because  it  is  so 
easy  to  tear  the  mucosa,  just  as  it  is  dangerous  to 
try  to  separate  an  adherent  annular  pancreas  from 
the  duodenum.  In  both  of  these  instances  a proper 
procedure,  if  the  symptoms  are  severe  enough,  is  a 
partial  gastrectomy.  This  bypasses  the  diverticulum 
and  thereby  permits  it  to  become  symptom  free. 

'The  authors  lost  three  patients  in  the  26  opera- 
tions for  duodenal  diverticulum.  One  was  a man, 
age  55,  who  had  a single  large  duodenal  diverticulum 
which  undoubtedly  was  causing  gastrointestinal  symp- 
toms of  a disabling  character.  The  diverticulum  pro- 
jected posterior  to  the  duodenum  and  was  approached 
by  mobilizing  the  duodenum.  It  was  freed  and  in- 
verted but  in  spite  of  this  procedure  the  patient  de- 
veloped a duodenal  fistula.  A subsequent  gastrectomy 
was  followed  by  death.  A man,  age  52,  had  a large 
duodenal  diverticulum  which  was  resected.  This  was 
followed  by  cardiac  and  pulmonary  complications 
and  possible  pancreatitis.  Death  resulted  two  weeks 
after  the  operation.  A woman,  age  48,  had  severe 
gastrointestinal  symptoms  and  retention  in  a large 
duodenal  diverticulum.  Uremia  resulting  from  chronic 
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nephritis  unrecognized  before  operation  caused  her 
death. 

Duodenal  diverticula  remain  a dangerous  surgical 
problem.  Sometimes  to  save  a life  it  is  necessary  to 
operate  upon  them,  such  as  when  they  are  involved 
by  severe  diverticulitis,  when  they  perforate  free, 
or  when  they  bleed.  On  the  other  hand,  elective  op- 
erations carry  a big  risk,  and  one  is  hesitant  to  ad- 
vise and  proceed  with  surgery  unless  the  symptoms 
are  severe  and  disabling.  The  surgery  is  techni- 
cally difficult  because  the  diverticula  frequently  are 
in  contiguity  with  the  pancreatic  surface  of  the  duo- 
denum, and  it  is  difficult  to  get  peritoneal  covering. 
Inversion  is  a method  which  has  a little  more  secur- 
ity but  also  has  its  disadvantages.  Resection  and 
excision  can  be  done  for  large  diverticula  on  the 
convex  surface  of  the  duodenum  and  with  an  ac- 
ceptable risk,  provided  the  patients  are  having  suffi- 
ciently severe  symptoms.  Partial  gastrectomy  which 
results  in  bypassing  the  diverticulum  may  be  the 
method  of  choice  in  the  more  dangerous  technical 
problems. 

Summary 

A consideration  of  the  indications  for  operating 
upon  diverticular  disease  of  the  colon  and  small  in- 
testine is  given.  In  general,  it  is  the  complications 
of  diverticula  that  demand  operation — severe  inflam- 
mation, perforation,  penetration  into  another  viscus. 


hemorrhage,  obstruction,  and  persistence  of  symptoms 
or  frequent  recurrence  of  symptoms  which  cause  dis- 
ability. A final  indication  is  the  resemblance  roent- 
genographically  of  the  lesion  to  carcinoma  and  the 
impossibility  of  differentiating  it  from  carcinoma. 

In  the  study  of  96  patients  who  had  undergone 
surgery  for  diverticular  disease  on  a private  service 
the  following  features  are  disclosed: 

1.  Operation  for  diverticular  disease  is  risky.  When 
it  is  associated  with  carcinoma  the  risk  is  graver 
than  it  is  for  either  problem  individually. 

2.  Diverticulitis  of  the  right  side  of  the  colon  is 
a more  hazardous  surgical  problem.  It  is  difficult 
at  the  time  of  an  emergency  operation  to  tell  whether 
the  lesion  is  carcinoma  or  inflammatory  diverticulitis. 
The  judgment  on  the  part  of  the  surgeon  at  this  time 
may  be  lifesaving  because  primary  resection  on  the 
unprepared  bowel  carries  a high  risk. 

3.  On  the  left  side  of  the  colon  obstruction  is  the 
difficult  problem.  If  it  is  far  advanced,  the  patient 
should  have  stage  operations.  If  it  is  extremely  mild, 
an  obstructive  type  of  resection  with  exteriorization 
of  the  proximal  and  distal  segments  may  be  the  op- 
eration of  choice. 

4.  Severe  hemorrhage  from  diverticula  does  not 
necessarily  indicate  surgery,  but  if  it  is  persistent  it 
may  require  heroic  measures — resection,  even  in  the 
middle  of  the  night.  It  is  difficult  at  times  to  deter- 
mine the  exact  segment  which  may  be  bleeding  and, 
therefore,  security  measures  may  be  taken — such  as 
resection  with  colostomy. 

5.  Free  perforation  of  the  diverticulum  is  rare  but 
it  does  occur  and  may  cause  generalized  peritonitis. 
The  more  advanced  the  peritonitis  the  less  extensive 
should  be  the  operation. 
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In  Central  Texas,  a pickup  truck  occupied  by  a man  and  his  wife  was  struck 
by  a fast-moving  train.  The  truck  was  shoved  a quarter-mile  down  the  tracks, 
impaled  on  the  front  of  the  engine,  but  did  not  overturn.  The  man  and  wife  fell 
out  of  the  sprung  doors  and  were  killed.  When  it  was  over,  the  cab  and  seat  were 
intact.  Investigators  said  seat  belts  would  have  saved  both  of  them. 
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Hemorrhagic  Diverticulosis 


J.  WALKER  DAVIS,  M.D. 


The  presence  of  diverticula  of  the  large  bowel 
was  recognized  and  reported  by  Friend  in  1730. 
More  than  a century  passed  before  Cruveilhier  in 
1849  ascribed  a disease  entity  to  colonic  diverticu- 
losis. Almost  a second  century  lapsed  before  De 
Quervain  in  1927  described  the  relationship  of  sud- 
den massive  colonic  hemorrhage  to  diverticula  of  the 
colon.^ 

In  the  next  25  years  there  were  few  reported  cases. 
In  addition,  there  was  resistance  to  the  acceptance  of 
diverticular  disease  of  the  colon  as  the  factor  respon- 
sible for  hemorrhage  of  such  massive  proportions.^® 
Even  in  more  recent  years  diverticulosis  was  de- 
scribed as  a disease  of  only  academic  interest-  which 
merited  no  greater  consideration  than  the  uncompli- 
cated appendix  or  gallbladder.  It  was  considered  an 
essentially  innocuous  disease.^  Unfortunately,  these 
opinions  were  widely  disseminated. 

Diverticulosis,  a disease  of  protean  manifestations, 
may  be  found  in  an  estimated  18,500,000  people  in 
the  United  States  today.  Of  these,  one  may  conserva- 
tively estimate  that  no  less  than  1,850,000  will  de- 
velop various  complications.  Simply  stated,  1 person 
in  100  will  develop  diverticular  complications. 

Of  all  complications  of  diverticulosis,  none  is 
more  dramatic  than  sudden  massive  hemorrhage  oc- 
curring without  premonitory  symptoms.  No  other 
complication  presents  such  an  immediate  hazard  to 
the  life  of  the  patient  and  requires  such  considered 
judgment  on  the  part  of  the  surgeon.  The  history 
and  symptom  complex  of  hemorrhagic  diverticulosis 
is  remarkably  constant.  Commonly,  an  individual  of 
advanced  years  suddenly  develops  an  urgent  desire 
to  defecate.  Upon  emptying  the  bowel  it  is  found 
that  a large  quantity  of  bright  blood  has  been  passed. 
Within  minutes  there  may  occur  additional  copious 
evacuations  of  blood.  Immediately  preceding,  during, 
or  shortly  after  defecation  some  degree  of  shock 
develops. 

With  the  first  episode  it  is  unlikely  that  a review 
of  the  immediate  and  past  gastroenterologic  history 
will  suggest  previous  symptoms  relating  to  the  colon. 


However,  not  infrequently  it  is  found  that  the  pa- 
tient’s history  includes  one  or  more  similar  occur- 
rences requiring  hospitalization  and  transfusions. 
Physical  examination  discloses  findings  consistent 
with  shock  and  those  related  to  the  individual’s  gen- 
eral health.  Although  there  may  be  some  tenderness 
to  palpation,  abdominal  examination  is  essentially 
uninformative.  Sigmoidoscopic  findings  depend  upon 
how  soon  after  the  onset  of  bleeding  this  examina- 
tion is  conducted.  Evidence  of  bleeding  varies  from 
dark  liquid  blood  and  old  clots  to  bright  blood.  It 
is  often  obvious  that  bleeding  continues  during  ex- 
amination. There  are  several  reported  instances  of  a 
visible  primary  site  of  bleeding,^’  but  this  is 

unusual.  Laboratory  evaluation  of  blood  loss  custom- 
arily demonstrates  a hematocrit  of  30  or  less,  or  its 
equivalent.  Other  laboratory  findings  are  consistent 
with  the  patient’s  general  health. 


Establishment  of  Diagnosis 

Although  the  history  and  physical  findings  are  so 
distinctive,  the  presence  of  diverticula  of  the  colon 
must  be  established.  Consequently,  roentgen-ray  ex- 
amination of  the  colon  should  be  made  as  soon  as 
shock  is  controlled.  Routine  preparation  of  the  bowel 
should  be  avoided.  If  examination  is  undertaken 
within  several  hours  following  hemorrhage,  there  is 
seldom  the  need  for  special  preparation,  as  bleeding 
will  have  served  as  a preparatory  enema.  There  is  no 
occasion  for  apprehension  of  complications  from  this 
procedure^®  if  it  is  conducted  with  consideration  for 
the  patient  and  his  probable  disease  entity.  These 


The  author  substantiates  his  belief  in  early 
surgical  intervention  for  patients  with 
hemorrhagic  diverticulosis  with  a review  of 
personal  and  reported  cases. 
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studies  do  nor  aid  in  determining  the  precise  area 
of  bleeding,  except  where  the  area  of  diverticulosis  is 
limited.  But,  with  conclusive  evidence  of  diverticu- 
losis there  can  be  little  doubt  as  to  the  proper 
diagnosis. 

Seldom  is  there  confusion  regarding  differential 
diagnosis.  The  pattern  of  bleeding  in  neoplastic  dis- 
ease whether  malignant  or  benign,  is  characterized 
by  the  passage  of  small  quantities  of  blood,  usually 
associated  with  bowel  movement,  and  ordinarily 
over  a period  of  weeks,  in  contrast  to  sudden  profuse 
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hemorrhage.  Bleeding  of  the  various  inflammatory 
diseases,  including  chronic  ulcerative  colitis  and 
Crohn’s  disease  do  not  mimic  that  of  hemorrhagic 
diverticulosis.  Trauma  can  produce  copious  bleeding, 
but  a suggestive  history  may  be  anticipated  except 
in  the  case  of  a polyp  torn  from  its  pedicle.  Bleeding 
may  be  painless  and  profuse  from  a Meckel’s  diver- 
ticulum, and  may  present  essentially  similar  clinical 
findings.  However,  bleeding  from  this  source  may  be 
anticipated  in  only  the  youngest  age  group  of  per- 
sons who  may  have  diverticulosis.  Although  it  is 
extremely  rare,  hemangioma  of  the  colon  can  and 
does  result  in  massive  hemorrhage,  and  presents  an 
identical  clinical  picture.  However,  it  is  almost  im- 
possible to  imagine  that  a hemangioma  could  remain 
undiscovered  and  untreated  until  such  a late  period 
in  life. 

In  this  older  age  group  it  is  possible  there  may  be 
a coexisting  colonic  pathologic  condition,  particularly 
neoplastic  disease.  If  such  a coexistent  lesion  be  dem- 
onstrated, an  awareness  of  the  varying  patterns  of 
bleeding  should  prevent  one’s  being  misled  as  to  the 
actual  cause  of  massive  hemorrhage. 

The  extent  and  duration  of  hemorrhage  is  un- 
predictable. There  may  be  only  a single  occurrence 
which  may  subside  even  prior  to  admission  to  a hos- 
pital. More  commonly,  bleeding  is  recurrent,  inter- 
mittent, or  continuous. 

The  majority  of  patients  will  respond  to  blood 
replacement  and  other  symptomatic  measures  with 
spontaneous  cessation  of  bleeding.  For  those  who  are 
responsive,  the  decision  concerning  definitive  treat- 
ment may  be  delayed,  and  such  treatment  may  be 
instituted  at  a time  of  election.  Unfortunately  there 


is  no  criteria  by  which  one  can  foretell  the  patient 
who  will,  or  will  not,  respond  to  conservatism.  A 
careful  review  of  reported  series  of  hemorrhagic  di- 
verticulosis reveals  one  series  of  patients  wherein  all 
were  responsive  to  conservative  management.^®  How- 
ever, the  preponderance  of  reports  and  personal  ex- 
periences suggests  that  conservative  treatment  is 
ineffective  in  from  10  to  25  per  cent  of  patients. 
Also,  a significant  number  of  patients,  perhaps  as 
high  as  30  per  cent,  who  are  originally  responsive 
to  symptomatic  management  require  later  attention 
for  massive  hemorrhage.®'  Apparently,  at  least  one 
out  of  every  four  patients  with  hemorrhagic  diver- 
ticulosis eventually  requires  surgery,  either  with  the 
first  episode,  or  at  a time  of  recurrence.^'  ®' 


Surgical  Intervention 

Even  as  there  was  reluctance  to  accept  hemorrhagic 
diverticulosis  as  a disease  entity,®’  ^®  so  there  is  pres- 
ently reluctance  toward  surgical  intervention.^®  This 
reluctance  is  understandable  even  to  those  with 
limited  experience  in  the  management  of  this  con- 
dition. Confronted  with  a patient  whose  bleeding  is 
intermittent  or  continuous  and  of  such  magnitude 
that  semi-continuous  blood  replacement  is  necessary, 
there  is  acute  awareness  of  rhe  necessity  for  positive 
action.  Despite  this  realization,  the  temptation  to 
intervene  surgically  is  tempered  by  other  factors.^®’ 
The  average  age  of  patients  is  70.  Frequently  there  is 
an  associated  hypertensive  cardiovascular  disease,  as 
well  as  other  degenerative  processes.  There  is  little 
likelihood  of  demonstrating  a limited  area  of  bleed- 
ing, much  less  a single  bleeding  point.  Consequently, 
the  only  rational  surgical  procedure  is  removal  of  the 
entire  diverticula-bearing  area  of  the  colon.^®  Upon 
acceptance  of  this  surgical  necessity,  colectomy  is 
often  the  ideal  operation  for  removal  of  the  diseased 
part.  However,  colectomy,  even  when  easy  to  execute, 
is  not  altogether  a matter  of  unconcern  for  the  pa- 
tient’s future.®  An  ileoreml  anastomosis  in  elderly 
persons  with  inadequate  sphincter  control  may  be 
objectionable  both  esrheticaUy  and  physiologically, 
although  these  objections  are  probably  mostly  theo- 
retical. 

The  experience  reported  by  others  offers  no  great 
encouragement  for  surgical  resection.  Of  33  reported 
cases  and  3 of  the  author’s  cases  of  hemorrhagic  di- 
verticulosis treated  surgically  during  bleeding,  there 
was  a total  of  11  postoperative  deaths.^  This  is  an 
over-all  mortality  rate  of  30  per  cent.  Operative  pro- 
cedures varied  from  cecostomy  or  proximal  colostomy 
to  total  colectomy  with  ileorectal  anastomosis.  In  sev- 
eral instances  more  than  one  operative  procedure 
was  required,  which  suggests  the  ineffectiveness  of 
colostomy  and  limited  segmental  resection.^-  In 
every  surgical  case,  symptomatic  treatment  was  con- 
sidered ineffective.  Blood  replacement  varied  from 
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2,000  to  10,000  ml.,  and  the  period  of  symptomatic 
treatment  was  from  48  to  240  hours.  Of  the  11  post- 
operative deaths  in  this  group  of  36  patients,  death 
was  attributed  to  the  operative  procedure  in  only  two 
instances.^^  In  these  two  cases  it  was  believed  that 
surgery  had  been  delayed  too  long,  since  both  pa- 
tients failed  to  rally  from  the  operative  procedure. 
In  the  remaining  nine  cases,  death  was  attributed  to 
various  causes  including  coronary  disease,  renal  fail- 
ure, hepatic  failure,  pulmonary  infarction,  bronchial 
pneumonia  and  septicemia.^ 

Acknowledging  that  30  per  cent  mortality  rate  is 
excessive  when  compared  with  a mortality  rate  of 
perhaps  no  more  than  2 per  cent  for  routine  elective 
colonic  surgery,  it  appears  that  there  are  only  two 
variants  to  explain  this  disparity.  The  first  is  age,  but 
the  age  factor  cannot  be  controlled.  I suggest  that 
the  second  variant  is  delay  in  institution  of  surgical 
resection  while  awaiting  the  outcome  of  conservative 
management.  The  recurrent  and  perhaps  prolonged 
shock,  the  use  of  nasogastric  suction  with  retention 
of  bronchial  secretions,  insistence  upon  strict  bed 
rest,  and  resultant  nutritional  deficiency  in  the  elderly 
can  only  increase  the  likelihood  of  postoperative 
complications  and  militate  against  recovery  following 
surgery. 

With  careful  and  thoughtful  evaluation  of  the  sur- 
gical treatment  for  hemorrhagic  diverticulosis,  it  be- 
comes apparent  that  optimism  and  apprehension 
have  been  responsible  for  a violation  of  basic  surgi- 
cal tenets.  Hemorrhage  resulting  in  shock  has  been 
allowed  to  continue  beyond  a reasonable  period  of 
time.  Semi-immobilization  of  the  patient  has  been 
demanded.  Excessive  optimism  for  spontaneous  cessa- 
tion of  hemorrhage  has  been  practiced.  In  no  other 
part  of  the  body  wherein  a source  of  recurrent 
hemorrhage  is  suitable  for  surgical  intervention,  has 
such  intervention  been  so  long  delayed  or  denied. 

It  has  been  suggested  that  there  is  a great  hazard 
in  emergency  operations  during  active  hemorrhage.^® 
In  contrast  to  this,  it  has  been  suggested  that  the 
decision  to  operate  should  be  made  early,  after  initial 
blood  replacement  and  chart  stabilization  have  been 
achieved,  and  that  a 12  hour  observation  should  be 
sufficient.'^  There  can  be  little  disagreement  that  sur- 
gery during  active  hemorrhage  presents  a definite 
hazard.  However,  this  hazard  becomes  progressively 
greater  the  longer  bleeding  is  permitted.  Except  un- 
der most  unusual  circumstances,  it  seems  that  a 12 
hour  period  of  observation  and  treatment  might  re- 
sult in  an  unnecessarily  high  rate  of  colon  resections. 

There  can  be  no  substitute  for  surgical  judgment. 
Exactly  when  to  operate,  and  after  how  much  provo- 
cation in  the  form  of  continuous  or  intermittent 
bleeding,  and  the  extent  of  the  surgical  resection 
must  remain  a matter  of  individual  judgment.^® 
However,  when  these  patients  are  first  seen,  the  sur- 
geon must  acknowledge  that  a formidable  resection 


may  become  necessary,  and  he  must  accept  the  at- 
tending responsibility. 

History  of  Cases 

In  a series  of  10  personal  cases  of  hemorrhagic 
diverticulosis,  age  of  the  patient  varied  from  48  to 
89-  There  were  four  women  and  six  men.  AH  re- 
sponded initially  to  conservative  measures.  Four  had 
recurrent  massive  hemorrhage  and  three  of  these 
were  treated  surgically.  Of  the  seven  nonsurgical 
cases,  one  patient  died  of  coronary  disease  five 
months  later  without  recurrence  of  hemorrhage.  An- 
other patient  was  not  seen  for  a complete  series  of 
follow-up  examinations,  but  had  not  hemorrhaged 
for  seven  months.  In  the  remaining  nonsurgical  cases 
all  patients  had  one  or  more  episodes  of  hemorrhage 
requiring  hospitalization  and  blood  replacement. 

Of  the  four  patients  considered  unresponsive  to 
conservative  measures,  one  89  year  old  woman  died 
of  the  disease  12  weeks  following  initial  hemorrhage. 
Bleeding  was  intermittent  for  this  entire  period,  but 
surgery  was  refused.  Total  blood  replacement  in  this 
patient  amounted  to  20,500  ml.  The  remaining  three 
unresponsive  patients  had  recurrent  episodes  of  hem- 
orrhage and  were  operated  on.  In  these,  28,  30,  and 
32  cm.  of  the  proximal  rectum  and  distal  colon  were 
resected  with  primary  end  to  end  anastomosis.  In  two 
patients,  aged  62  and  64,  resection  was  performed 
48  hours  following  initial  hemorrhage.  Bleeding  did 
not  recur  for  two  and  four  years,  respectively,  and 
the  patients  died  of  unrelated  causes.  The  third  sur- 
gical patient  was  76  years  old.  Resection  was  per- 
formed 108  hours  following  initial  hemorrhage. 
Twelve  hours  postoperatively  there  was  recurrence 
of  massive  hemorrhage  and  severe  shock,  with  re- 
sponse to  symptomatic  measures.  There  was  no 
further  bleeding  and  no  additional  surgery  was  at- 
tempted. On  the  morning  of  his  second  postoperative 
day  sudden  death  occurred  from  cardiac  failure. 

This  personal  series  is  generally  consistent  with 
the  experience  of  others. 

Conclusions 

Final  conclusions  may  not  be  warranted  from  a 
study  of  only  36  surgically  treated  cases  of  hemor- 
rhagic diverticulosis.  However,  certain  inferences 
seem  justified: 

1.  Hemorrhagic  diverticulosis  will  be  seen  more 
often  because  of  the  increasing  life  span  and  age  of 
our  population. 

2.  The  majority  of  these  patients  will  initially 
respond  to  symptomatic  measures. 

3.  Of  patients  treated  conservatively,  as  many  as 
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30  per  cent  may  require  subsequent  hospitalization 
and  transfusion  for  recurrent  hemorrhage. 

4.  A significant  mortality  rate,  possibly  in  excess 
of  20  per  cent  may  be  anticipated  with  prolonged 
conservative  management. 

5.  Twenty-five  per  cent  of  these  patients  will  re- 
quire surgical  reseaion  either  initially  or  with  re- 
curring hemorrhage. 

6.  Surgical  resection  is  the  only  positive  approach 
to  this  disease  and  should  not  be  delayed  too  long. 

7.  All  portions  of  the  colon  containing  demon- 
strable diverticula  should  be  removed. 

8.  Earlier  resections  will  produce  an  acceptable 
surgical  mortality  rate. 
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Workmen's  Compensation  insurance  Committee 
Is  Arbiter  for  Physicians  and  Carriers 

The  Texas  Medical  Association’s  Committee  on  Workmen’s  Compensation 
Insurance  came  into  being  in  1953,  when  other  groups  attempted  to  make  sub- 
stantial changes  in  the  medical  section  of  the  Texas  Workmen’s  Compensation 
Act.  Some  members  of  the  Association  were  convinced  that  the  proposed  changes 
would  have  iU  effects,  and  would  infringe  upon  the  rights  existing  between  the 
patient,  his  physician,  and  his  insurance  carrier. 

The  Committee  was  appointed  to  work  with  a similar  group  representing 
the  workmen’s  compensation  insurance  industry  in  this  state;  together,  the  two 
committees  handled  problems  arising  from  the  treatment  of  injured  employees. 
Also,  disputes  and  misunderstandings  as  to  the  handling  of  such  cases,  either  by 
the  insurance  companies  or  by  members  of  TMA,  were  investigated  and  arbitrated. 

Thus  did  the  present  Committee  develop.  It  now  meets  with  representatives 
of  companies  writing  workmen’s  compensation  insurance  in  Texas,  and  this  group 
directs  the  arbitration  procedure  for  disputed  matters  between  insurance  carriers 
and  members  of  TMA.  'The  diminishing  number  of  complaints  received  by  the 
Committee  evidences  the  success  of  such  a program. 

Continued  success  is  dependent  upon  the  aid  of  individual  physicians  in 
bringing  to  the  attention  of  the  Committee  any  grievances  which  may  arise  within 
its  jurisdiction.  The  chairmen  of  county  medical  society  grievance  committees  are 
the  appropriate  persons  to  contact.  Mr.  C.  Lincoln  Williston,  Executive  Secretary 
of  TMA,  1801  North  Lamar  Boulevard,  Austin  1,  also  can  channel  these  grievances 
to  the  proper  persons. 
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William  David  Barnett,  M.D. 


Actinomycosis  of  the  Colon 


Actinomycosis  of  the  colon  is  rarely  consid- 
ered in  the  differential  diagnosis  of  inflamma- 
tory and  neoplastic  abdominal  disease.  It  is  only  after 
the  recurrence  of  abscesses,  extensive  draining  of 
sinuses,  and  abundant  granulation  of  tissue  that  this 
disease  is  suspected. 

History 

Bolinger  first  described  actinomycosis  in  1875 
after  he  found  the  cervicofacial  form  of  the  disease 
in  cattle.^  Harz  then  studied  the  organism  and  named 
it  actinomyces  or  "ray  fungus”.’^  Israel,  in  1885,  de- 
fined the  clinical  entity  in  humans  and  found  the 
organism  to  be  an  anaerobe  which  could  not  be  iso- 
lated from  the  environment.®  Wolff  and  Israel  later 
described  the  cultural  characteristics  of  the  organism 
and  postulated  the  endogenous  origin.^^  Considerable 
confusion  arose  from  Bostroem’s  claim  in  1891  that 
the  organism  was  aerobic  and  was  a prevalent  saphro- 
phyte  that  could  be  recovered  easily  from  grain  and 
straw.®  This  correlated  well  with  the  apparent  pre- 
dominance of  the  disease  in  farmers.  Later  investi- 
gators confirmed  the  work  of  Wolff  and  Israel,  but 
for  many  years  there  was  little  distinction  in  aerobic 
and  anaerobic  actinomycoses.  Despite  the  reported 
incidence  of  actinomycosis  among  agricultural  work- 
ers, there  is  no  basis  for  the  traditional  idea  that  the 
infection  is  related  to  grass  and  straw.^^  It  now  is 
accepted  that  most  cases  are  endogenous  in  origin. 

Bacteriology 

Actinomyces  bovis  is  an  anaerobic,  gram-positive, 
non-acid-fast  organism  of  long,  slender,  branching 
filaments  which  fragment  easily.  It  is  related  more 
to  true  bacteria  than  to  fungi.®  In  tissues,  the  organ- 
ism grows  in  colonies  which  appear  as  yellow  flakes 

From  St.  Paul  Hospital,  Baylor  University  Medical  Cen- 
ter, and  the  University  of  Texas  Southwestern  Medical 
School,  Dallas. 


or  granules.  Pus  from  a newly  opened  abscess  fre- 
quently contains  these  sulfur  granules,  which  can  be 
crushed  and  examined  directly  by  Gram’s  method. 
A.  bovis  is  the  only  fungus  causing  systemic  infec- 
tion that  does  not  grow  at  room  temperature  in  ordi- 
nary laboratory  media.^^  Isolation  is  best  carried  out 
using  Saboraud’s  and  Brewer’s  thioglycolate  media,  or 
on  plates  of  blood  and  glucose  agar  under  anaerobic 
conditions.  Animal  inoculation  is  of  little  value  since 
A.  bovis  possesses  little  or  no  pathogenicity  for  most 
laboratory  animals. 

Incidence 

Persons  of  any  age  may  be  affeaed,  but  the  dis- 
ease occurs  most  commonly  in  young  adults.  There  is 
no  racial  predilection  but  the  incidence  in  men  is 
roughly  twice  that  of  women.^^  There  may  be  a 
higher  incidence  among  agricultural  workers,  al- 
though this  point  is  disputed.®’ 

Pathogenesis 

The  organism’s  natural  habitat  is  in  the  oral  cav- 
ity, and  probably  the  respiratory  and  gastrointestinal 
tracts  also.^^  The  usual  strains  of  A.  bovis  are  of  low 
virulence  and  are  unable  to  penetrate  the  barrier  of 
normal  mucous  membrane.  The  peritoneum  also  of- 
fers resistance.  The  cervicofacial  forrn  of  the  disease 


Actinomycosis,  difficult  to  diagnose,  is 
seldom  considered  in  differential  diag- 
nosis. It  is  a complication  of  acute  ul- 
cerative or  perforative  disease  of  the 
bowel  wall,  and  is  tteated  by  long  term 
antibiotic  therapy  with  definitive  sur- 
gery. 


Volume  58,  SEPTEMBER,  1962 


705 


ACTINOMYCOSIS  OF  COLON  — Barnett  — continued 

has  frequently  been  observed  following  dental  ex- 
tractions and  trauma  to  the  mouthd^  The  patho- 
genesis of  intestinal  actinomycosis  has  not  been  as 
clearly  defined.  However,  it  is  generally  believed  that 
only  when  the  gastrointestinal  mucosa  has  been  de- 
stroyed by  another  disease  process  can  A.  bovis  pene- 
trate into  adjacent  tissue  and  become  pathogenic.  In 
the  vast  majority  of  cases  of  abdominal  actinomycosis, 
the  infection  becomes  evident  several  weeks  or 
months  after  the  occurrence  of  an  acute  perforative 
disease  such  as  appendicitis,  diverticulitis,  peptic  ul- 
cer, or  trauma.  Perforative  appendicitis  is  the  most 
frequent  preceding  event  according  to  Putman,  Dock- 
erty,  and  Waugh.^’*  In  their  series  of  112  cases,  there 
were  88  instances  of  a prior  acute  appendicitis.  Five 
cases  followed  attacks  of  diverticulitis  of  the  colon 
and  four  occurred  following  perforated  peptic  ulcers. 
Actinomycosis  also  has  been  reported  to  follow  blunt 
trauma  to  the  abdomen.^^  Occasionally  foreign  bodies 
causing  perforation  precede  the  development  of  acti- 
nomycosis. 

In  most  cases  abnormality  of  the  intestinal  mucosa 
cannot  be  demonstrated  even  when  the  bowel  is  in- 
volved in  a large  inflammatory  mass.  Lesions  will 
develop  in  a site  of  ulceration  or  perforation,  and 
the  organism  will  penetrate  into  the  retroperitoneal 
or  abdominal  wall  tissues  and  spread  by  direct  con- 
tinuity. Infiltration  of  the  subcutaneous  connective 
tissue,  muscle,  and  bone  may  occur.  Hematogenous 
and  lymphatic  spread  are  uncommon. 

Clinical  Features 

Actinomycosis  most  commonly  affects  three  re- 
gions of  the  body:  the  head  and  neck,  the  abdomen, 
and  the  thorax.  In  most  series,  the  cervicofacial  form 
makes  up  more  than  50  per  cent  of  the  cases  while 
the  abdominal  variety  accounts  for  some  25  per  cent. 
Harvey,  Cantrell,  and  Fisher  found  abdominal  in- 
volvement to  be  the  most  common,  reporting  an 
incidence  of  63  per  cent  in  their  series.® 

There  are  no  characteristic  symptoms,  and  the  on- 
set of  the  disease  may  be  acute,  subacute,  or  chronic 
in  form.  Pain  may  be  absent  or  very  severe.  A mass 
in  the  abdominal  or  pelvis  wall  is  the  most  frequent 
initial  finding.  The  mass  usually  is  firm  and  fixed 
with  surrounding  induration,  and  may  suggest  malig- 
nancy. The  overlying  skin  is  edematous  and  is  a dusky 
red  in  color.  Over  a period  of  days  or  weeks,  the 
mass  softens  and  becomes  tender,  and  abscesses  or 
cutaneous  sinuses  appear.  Involved  tissues  are  de- 
stroyed and  replaced  by  abundant  granulation  or 
dense  fibrous  tissue.  Drainage  is  thin  and  yellowish 
or  seropurulent,  and  may  contain  tiny  sulfur  granules 
and  contaminating  bacteria.  The  symptoms  of  partial 


intestinal  obstruction  may  occur  in  cases  of  stricture 
in  the  colon  or  the  rectum,  or  adherence  of  the  bowel 
to  the  inflammatory  mass.^®  The  small  bowel  is 
rarely  affected  by  the  disease  process.®  Tubo-ovarian 
lesions  appear  as  adnexal  masses  of  unknown  etiology. 
Primary  anorectal  involvement  usually  takes  the  form 
of  chronic  fistulas,  but  may  appear  as  a rectal  sten- 
osis simulating  carcinoma  (rectum,  prostate)  or 
other  granulomatous  disease  ( lymphopathia  vener- 
eum, syphilis).^’ 

As  with  any  chronic  infection,  nonspecific  symp- 
toms such  as  low  grade  fever,  weakness,  and  malaise 
often  are  present.  Laboratory  studies  may  show  leu- 
kocytosis, hypochromic  anemia,  and  an  elevated  sedi- 
mentation rate.  A barium  enema  may  demonstrate 
abnormalities  such  as  diverticulitis,  obstruction,  per- 
foration, or  extrinsic  pressure  deformity. 

Case  Reports 

Case  1. — ^Mrs.  E.  B.,  a 47  year  old  white  woman,  was 
admitted  to  Baylor  Hospital  on  Nov.  15,  I960.  She  com- 
plained of  intermittent  episodes  of  lower  abdominal  aching 
for  about  a year,  and  severe  pain,  nausea,  anorexia,  and 
fever  for  two  weeks.  Her  general  health  had  been  good 
except  for  frequent  episodes  of  urinary  tract  infeaion. 
Examination  revealed  a firm  fixed,  6 by  8 cm.  mass  in  the 
left  lower  quadrant;  the  mass  extended  into  the  left  adnexa. 
The  white  blood  count  and  differential  were  normal,  and 


Fig.  1.  Perforation  of  the  sigmoid  diverticulum  with 
extravasation  of  barium  is  noted  eight  days  before 
the  first  surgery. 
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results  of  urinalysis  were  negative.  A barium  enema  done 
a week  before  admission  showed  sigmoid  diverticula,  but 
a perforation  was  not  reported.  The  tentative  diagnosis  was 
pelvic  inflammatory  disease.  Exploratory  surgery  revealed  a 
large  inflammatory  mass,  covered  by  omentum,  in  the  sig- 
moid area.  The  pelvic  strucmres  were  normal.  A surgical 
consultant  recommended  conservative  therapy  since  there  was 
no  obstruaion  or  obvious  perforation  present.  The  ab- 
domen was  closed  without  drainage.  The  patient’s  tempera- 
mre  was  99  F.  to  101  F.  for  eight  days  after  the  operation. 
Chloromycetin,  1 Gm.,  and  Sulfasuxidine,  6 Gm.,  were 
given  daily  for  the  next  two  weeks.  On  the  fourth  post- 
operative day,  the  patient  developed  a wound  infection,  and 
a greenish  pus  was  found  in  the  lower  portion  of  the  inci- 
sion. Gram  stain  of  the  infeaed  material  showed  gram- 
negative rods,  filamentous  gram-positive  rods  and  gram- 
positive  cocci.  Two  cultures  were  made,  and  the  first  showed 
no  growth.  The  second  culture,  five  days  later,  showed 
Streptococcus  anhemolyticus.  Anaerobic  studies  were  not 
done  in  spite  of  the  presence  of  filamentous  rods  on  the 
smear.  There  was  some  drainage  from  the  incision  but  the 
patient  was  generally  improved.  The  abdominal  mass  de- 
creased in  size  and  the  patient  was  discharged.  The  wound 
healed  completely  in  the  next  few  weeks.  In  early  January 
of  1961,  urinary  symptoms  consisting  of  urgency,  frequen- 
cy, and  dysuria  appeared.  Shortly  afterward,  the  patient 
developed  deep  pelvic  pains  with  urination,  and  reported 
a continuous  aching  pain  in  the  left  lower  quadrant.  'There 
was  no  history  of  hematuria,  pyuria,  or  pneumaturia.  About 
two  weeks  later,  the  patient  noted  induration  and  great 
discomfort  around  the  lower  part  of  the  old  incision.  Ex- 
amination revealed  a large  suprapubic  mass  adherent  to 
the  anterior  abdominal  wall  and  a sinus  traa  in  the  lower 


Fig.  2.  Intravenous  pyelogram  reveals  pressure  de- 
fect and  irregularity  of  bladder  outline  on  the  left. 
Extravasation  of  barium  in  upper  pelvis  (left)  is  still 
obvious  two  and  one-half  months  after  surgery. 


end  of  the  scar.  Urologic  studies  showed  an  irregularity 
of  the  bladder  outline  on  the  left,  with  a large  area  of 
bullous  edema  and  inflammation  covering  the  left  posterior 
wall.  Urinalysis  was  negative.  White  blood  count  was 
13,100  per  cu.  mm.  Smears  from  the  sinus  tract  showed 
gram-negative  rods,  but  there  was  no  growth  on  the  cul- 
ture in  48  hours.  A barium  enema  revealed  distortion 
of  a long  segment  of  the  sigmoid  colon,  probably  sec- 
ondary to  diverticulitis.  Exploratory  laparotomy  revealed 
a large  inflammatory  mass  in  the  left  lower  quadrant, 
and  a fismlous  tract  which  extended  toward  this  mass 
from  the  lower  end  of  the  old  scar.  A right  transverse 
colostomy  was  done  and  the  abdominal  abscess  was  drained. 
Baaeriologic  studies  using  aerobic  and  anaerobic  methods 
were  repeated,  and  Escherichia  coli  was  isolated.  Postoper- 
atively  the  patient  was  given  Terramycin,  1 Gm.  daily,  for 
eight  days.  She  immediately  became  afebrile  and  the  mass 
rapidly  decreased  in  size  with  only  slight  drainage  from  the 
fistulous  tract.  Eight  days  after  surgery,  some  induration 
remained  in  the  abdominal  wall.  The  patient  was  examined 
regularly  for  the  next  few  months  and  by  April,  1961,  only 
a small,  slightly  tender  mass  remained.  There  had  been 
occasional  drainage  from  the  fistulous  tract.  She  was  re- 
admitted to  the  hospital  for  definitive  surgery;  residual  in- 
flammation in  the  sigmoid  area  was  noted,  and  the  bowel 
was  adhered  to  the  bladder.  The  cutaneous  sinus  tract  was 
found  to  communicate  with  a perforated  sigmoid  diverticu- 
lum. The  entire  left  colon,  together  with  the  sinus  traa, 
was  resected  and  anastomosis  between  the  transverse  colon 
and  reaum  was  performed.  Pathologic  studies  revealed 
areas  of  focal  suppuration  with  actinomycosis  colonies 
present.  Gram  stain  showed  gram-positive  hyphae,  and  the 
diagnosis  of  actinomycosis  secondary  to  diverticulosis  was 
made.  The  patient  was  allergic  to  penicillin  and  was  given 
Achromycin,  2 Gm.  daily.  The  postoperative  course  was 
completely  uneventful.  A roentgenogram  of  the  chest  was 
negative.  The  patient  recovered  rapidly,  and  three  weeks 
later  her  colostomy  was  closed.  A barium  enema  revealed 
an  intact  anastomosis  of  normal  caliber.  Tetracycline,  1 Gm. 
per  day,  was  continued  for  the  next  six  months.  In  mid- 
August,  the  patient  developed  a small  intestinal  obstruction; 
the  distal  ileum  had  adhered  to  the  anterior  abdominal  wall. 
There  was  minimal  scarring  in  the  pelvis  and  left  lower 
quadrant,  and  no  evidence  of  residual  inflammation.  The 
colon,  including  the  site  of  anastomosis,  was  normal.  The 
patient  has  had  no  further  difficulties. 

Case  2.- — 'Mrs.  A.  A.,  a 28  year  old  Latin  American 
woman,  was  admitted  to  St.  Paul  Hospital  on  Oct.  16,  1959, 
with  a two  week  history  of  sharp  pain  in  the  left  lower 
quadrant,  anorexia,  chills,  and  fever.  'There  was  no  nausea, 
vomiting,  or  change  in  bowel  habit.  Five  days  earlier  she 
had  received  penicillin  injeaions  from  her  physician.  There 
was  a history  of  pelvic  inflammatory  disease  in  1950,  which 
had  responded  rapidly  to  injection  therapy.  Examination 
showed  a 5 by  8 cm.  tender  abdominal  mass  fixed  in  the 
left  iliac  fossa,  which  connected  to  the  left  adnexa.  The 
uterus  was  normal.  Temperamre  was  101  F.  and  white 
blood  count  was  12,400  per  cu.  mm.  The  urine  con- 
tained 8 to  10  wbc  per  high  power  field.  Roentgeno- 
grams of  the  chest  and  abdomen  were  negative.  Barium 
enema  showed  an  extrinsic  pressure  defect  in  the  lower 
descending  colon;  the  mucosa  was  intact  and  appeared 
to  be  normal.  The  diagnosis  of  twisted  ovarian  cyst  or 
mbo-ovarian  abscess  was  made.  Achromycin,  1 Gm.  per 
day,  and  Combiotic,  4 cc.  daily,  were  given.  There  was 
little  change  in  the  patient’s  condition  in  the  next  three 
days,  and  on  Oct.  21,  laparotomy  was  performed.  A 10  cm. 
inflammatory  mass,  covered  by  omentum,  involving  the 
upper  sigmoid  colon  was  found  attached  to  the  left  anterior 
abdominal  wall.  Upon  separation  of  the  mass  from  the 
abdominal  wall  a small  abscess  cavity  was  encountered.  A 
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Fig.  3.  Th  is  photomicrograph  shows  an  actinomycosis  colony  found  in  tissue. 


biopsy  taken  at  the  edge  of  the  mass  revealed  fat  necrosis. 
The  pelvic  organs  were  normal.  Since  perforation  of  the 
colon  had  occurred,  a right  transverse  colostomy  was  done. 
Culture  of  the  purulent  material  showed  aainomyces, 
morphologically  similar  to  A.  bovis.  Terramycin,  1 Gm., 
and  penicillin,  1,200,000  units,  were  given  daily.  The  pa- 
tient’s temperature  became  normal  after  four  days,  and  the 
mass  slowly  decreased  in  size.  Proctoscopic  examination 
after  surgery  showed  the  mucosa  to  be  intact  and  normal, 
but  there  was  extreme  tenderness  at  the  15  cm.  level.  No 
intrinsic  disease  could  be  demonstrated  on  repeat  barium 
enema,  and  the  extrinsic  pressure  defect  appeared  smaller. 
The  patient  was  discharged  afebrile  and  asymptomatic. 
Antibiotic  therapy  was  continued  in  the  outpatient  clinic 
for  the  next  two  months.  In  mid-January  of  I960,  the 
state  laboratory  reported  the  finding  of  actinomyces,  but 
A.  bovis  could  not  be  isolated.  A barium  enema  revealed 
some  spasm  in  the  region  of  the  previous  mass.  The  ab- 
dominal mass  had  completely  disappeared  by  February, 
and  proctoscopic  examination  was  essentially  negative  except 
for  slight  fixation  of  the  sigmoid  colon.  The  colostomy 
was  closed  in  March,  and  the  patient  was  discharged  on 
the  fourth  postoperative  day.  She  has  remained  asympto- 
matic. 

Discussion 

The  sigmoid  is  the  most  frequent  site  of  involve- 
ment of  actinomycosis  of  the  colon,  and  diverticulitis 
is  the  usual  preceding  entity.  No  intrinsic  patho- 
logic change  of  the  bowel  was  demonstrated  in  the 
second  case.  However,  a small  ulceration  or  foreign 


body  could  have  provided  the  mucosal  disruption 
necessary  for  penetration  by  the  organism. 

In  the  first  case  the  severity  of  the  initial  episode 
of  diverticulitis  was  not  appreciated.  There  was  ob- 
vious perforation  of  the  bowel  prior  to  the  first 
procedure  as  shown  in  the  barium  enema.  Had  this 
been  known  by  the  surgical  consultant,  colostomy 
could  have  been  performed,  thereby  averting  progress 
of  the  disease.  Resection  of  the  involved  area  might 
have  been  done  if  there  had  been  preoperative  bowel 
preparation. 

It  is  important  to  obtain  smears  as  well  as  cultures 
on  infected  material  associated  with  abdominal  in- 
fiammatory  disease.  In  the  first  case  a smear  showing 
gram-positive  filamentous  rods  apparently  was 
thought  to  be  of  little  significance.  Anaerobic  studies 
were  not  performed  because  the  possibility  of  actino- 
mycosis was  not  considered. 

In  the  presence  of  an  inflammatory  process  with 
unusual  tissue  reaaion  or  cutaneous  fistula,  persist- 
ence should  be  employed  to  isolate  the  etiologic  or- 
ganism. A.  bovis  is  sensitive  to  heat,  drying,  and 
certain  antibiotics,  and  may  not  be  found  by  cultures 
when  these  conditions  are  present.  This  may  account 
for  the  failure,  in  case  1,  to  isolate  the  organism 
until  involved  tissue  could  be  microscopically  exam- 
ined. The  failure  of  the  state  laboratory  to  isolate 
A.  bovis  in  case  2 cannot  be  explained. 


708 


TEXAS  State  Journal  of  Medicine 


Fig.  4.  A barium  enema  reveals  extrinsic  pressure 
defect  in  the  lower  descending  colon.  The  opaque 
material  appearing  adjacent  to  the  bowel  actually  is 
in  the  buttocks,  and  is  caused  by  previous  injection 
therapy. 


Dr.  William  David  Barnett 
presented  this  paper  before 
the  Texas  Society  of  Diges- 
tive Diseases  when  that 
group  met  in  Austin  in 
May,  1962. 


which  may  be  utilized  include  biopsy,  drainage  of 
abscesses,  diverting  colostomy,  wide  excision  of  in- 
volved tissues,  and  bowel  resection. 

Definitive  surgery  in  conjunction  with  large  doses 
of  antibiotics  has  raised  the  cure  rate  to  90  per 
cent.®’ 

Conclusions 

1.  Actinomycosis  involving  the  colon  is  a com- 
plication of  acute  ulcerative  or  perforative  disease  of 
the  bowel  wall. 

2.  Diagnosis  is  delayed  by  failure  to  consider  this 
disease  in  the  presence  of  an  indeterminate  abdomi- 
nal or  pelvic  mass.  Difficulty  in  isolating  the  organ- 
ism by  culmre  also  is  a deterrent  to  correct  diagnosis. 

3.  The  preferred  treatment  of  the  disease  is  long 
term  antibiotic  therapy  in  conjunction  with  definitive 
surgery. 


Preparation  of  the  bowel  prior  to  surgery  is  recom- 
mended for  the  indeterminate  pelvic  and  abdominal 
mass.  In  some  instances  it  is  difficult  to  distinguish 
an  inflammatory  from,  a neoplastic  process,  and  re- 
section may  be  the  most  desirable  procedure. 


Treatment 

Before  the  antibiotic  era,  treatment  of  actinomy- 
cosis consisted  of  medications  such  as  copper  salts, 
arsenicals,  thymol,  iodides,  vaccines,  and  irradiation, 
and  was  generally  unsuccessful.  Prior  to  1937  the  cure 
rate  was  only  16  per  cent.^^  Sulfonamide  compounds 
greatly  improved  the  prognosis,  but  it  was  systemic 
penicillin  therapy  which  offered  the  most  effective 
control.  In  more  recent  years,  streptomycin,  chlor- 
amphenicol, and  the  tetracyclines  are  valuable  in 
instances  of  penicillin  sensitivity  or  organism  resist- 
ance.’^ Chemotherapeutic  agents  must  be  administered 
in  large  amounts  to  gain  an  effective  tissue  level  in 
relatively  avascular  areas.  Drug  therapy  should  be 
continued  for  6 to  18  months  depending  on  thera- 
peutic response. 

Surgery  continues  to  play  a major  role  in  the 
diagnosis  and  treatment  of  the  disease.  Procedures 
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Carcinoid  Tumors 


SINCE  THE  carcinoid  tumor  was  first  described 
by  Lubarsch^®  in  1888  as  a "little  carcinoma”, 
many  unusual  features  have  been  described.  The  term 
carcinoid  was  given  these  tumors  by  Oberndorfer^® 
in  1907.  In  1914,  through  the  work  of  Gossett  and 
Masson,^®  it  was  demonstrated  that,  like  the  Kulchit- 
sky cells,  carcinoid  tumors  showed  silver  staining 
properties.  Thus,  it  was  concluded  and  remains  the 
popular  viewpoint  that  these  tumors  originate  from 
Kulchitsky  cells  and  hence,  the  name  "argentaffin 
tumor”.  Although  Ransom^^  reported  metastasis  from 
a carcinoid  tumor  in  1890,  the  frequency  of  metas- 
tases  was  not  appreciated  until  the  review  by  Cooke® 
in  1930  and  was  not  generally  accepted  until  the  last 
decade.  Interest  in  carcinoid  tumors  was  kindled 
anew  at  the  first  of  the  last  decade  when  Biorck® 
in  1952  and  Thorson^®  in  1954  described  a symptom 
complex,  functioning  carcinoid  caused  by  the  produc- 
tion of  5-hydroxytryptamine,  or  serotonin,  by  these 
tumors. 

A case  report  of  a carcinoid  tumor  of  the  ileocecal 
valve  is  presented  because  of  its  unusual  location, 
and  to  re-emphasize  carcinoid  tumors  as  an  etiology 
of  intestinal  obstruction,  and  to  note  the  ability  of 
these  tumors  to  metastasize. 


A review  is  presented  of  carcinoid  tumors, 
and  the  combined  numbers  of  cases,  loca- 
tions, and  incidence  of  metastasis  are 
indicated.  A case  report  of  a carcinoid  of 
the  ileocecal  valve  is  given. 


Location 

Carcinoid  tumors  reportedly  have  been  found  in 
almost  every  portion  of  the  gastrointestinal  tract 
from,  and  including,  the  stomach  to  the  anus.  The 
most  frequent  site  of  origin  is  the  appendix,  and  of 
the  extra-appendiceal  tumors,  the  ileum.  However,  in 
later  reports  the  ratio  of  occurrence  in  these  two 
locations  to  occurrence  in  other  parts  of  the  gastro- 
intestinal tract  is  not  so  great. 

Ritchie^^  reviewed  the  published  cases  between 
1934  and  1954.  He  found  509  carcinoids  of  which 
341  (67  per  cent)  arose  in  the  appendix,  117  (23 
per  cent)  in  the  jejuno-ileal  region,  18  (4  per  cent) 
in  the  colon,  13  (3  per  cent)  in  the  rectum,  9 (2 
per  cent)  in  the  stomach,  5 ( 1 per  cent)  in  the  duo- 
denum, 1 (0.2  per  cent)  in  the  gallbladder,  and  5 
( 1 per  cent)  were  of  unknown  origin. 

The  largest  number  of  patients  with  carcinoid  tu- 
mors reported  by  one  author  was  by  MacDonald^’^ 
in  1956.  He  reported  356  tumors  of  which  207  (58 
per  cent)  were  appendiceal  in  location  and  149 
extra-appendiceal.  Of  the  latter,  14  were  found  in 
the  stomach,  8 in  the  duodenum,  17  in  the  jejunum, 
74  in  the  ileum,  5 in  the  cecum,  6 in  the  colon,  2 in 
the  sigmoid,  13  in  the  rectum,  1 in  the  gallbladder, 
2 in  Meckel’s  diverticulum,  and  7 in  which  the  pri- 
mary site  was  not  found. 

The  combination  of  data  in  the  following  reviews 
of  the  literature  provides  the  number  and  location  of 
carcinoid  tumors  shown  in  Table  1.  Pochaczevsky,^^ 

From  the  Department  of  Surgery,  Hermann  Hospital, 
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i • Location  and  Metastasis  ^ ^ 

I • Case  Report  of  Carcinoid  of  Ileocecal  Valve 


in  1959,  found  62  carcinoids  of  the  stomach,  and 
Horsley, in  1957,  reported  19  cases  in  the  duoden- 
um. Combining  the  reviews  of  Cooke,®  Ritchie, 
and  MacDonald,^’^  a total  of  312  carcinoids  of  the 
small  intestine,  excluding  the  duodenum,  were  re- 
ported in  the  literature  prior  to  1956.  Diffenbaugh 
and  Anderson,®  in  1956,  found  825  carcinoids  of  the 
appendix.  The  incidence  of  appendiceal  carcinoids 
has  variously  been  reported  from  58  per  cent^'^  to 
90  per  cent®  in  the  larger  series.  Ritchie^®  reported 
40  cases  in  the  colon,  with  27  (68  per  cent)  found 
in  the  cecum.  Lamphier,^®  in  1957,  found  218  carci- 
noids reported  in  the  rectum,  and  Becker,^  in  I960, 
found  15  carcinoids  reported  in  a Meckel’s  diverticu- 
lum. 

The  total  number  of  carcinoid  tumors  reported  in 
this  combined  series  was  1,491  and  of  these  4 per 
cent  were  in  the  stomach,  1 per  cent  in  the  duoden- 
um, 21  per  cent  in  the  jejuno-ileal  region,  56  per 
cent  in  the  appendix,  3 per  cent  in  the  colon,  14 
per  cent  in  the  rectum,  and  1 per  cent  in  a Meckel’s 
diverticulum.  These  figures  agree  with  those  of 
Ritchie  and  MacDonald,  except  for  the  higher  inci- 
dence of  carcinoids  found  in  the  rectum  in  this  com- 
bined series. 

Multiple  tumors  were  found  in  28  per  cent  of  the 
patients  with  carcinoid  rumors  of  the  small  intestine, 
in  10  per  cent  of  other  extra-appendiceal  carcinoids, 
but  in  only  1 per  cent  of  the  carcinoids  of  the  ap- 
pendix in  the  cases  reviewed  by  Ritchie.-®  Mac- 
Donald^’^ found  carcinoids  of  multiple  origin  in  16 
per  cent  of  the  extra-appendiceal  mmors. 


It  has  been  stressed  by  Ariel,^  Horn,^^  and 
Ritchie®®  that  a large  percentage  of  carcinoid  tumors 
occur  in  the  ileocecal  region.  However,  there  have 
been  only  a few  case  reports  of  a carcinoid  tumor 
with  origin  in  the  ileocecal  valve.^’ 

In  most  of  these  cases  reported  the  tumors  were  ex- 
tended more  on  the  ileal  or  cecal  side,  were  one  of 
multiple  tumors,  or  were  involved  in  a large,  diffuse 
process. 

The  following  is  a case  report  of  a patient  who 
had  a solitary  carcinoid  tumor  of  the  ileocecal  valve 
with  only  a slight,  equal  extension  to  the  colon  and 
ileum.  The  tumor  manifested  itself  by  causing  com- 
plete intestinal  obstruction  and  was  found  to  have 
spread  to  the  regional  lymph  nodes. 

Case  Report 

A 64  year  old  Negro  male  porter  was  admitted  to  the 
Hermann  Hospital  Clinic  Service  on  Feb.  2,  1961,  with  a 
history  of  cramping  abdominal  pain  of  one  month’s  dura- 
tion. The  pain  had  an  insidious  onset  and  was  located  more 
in  the  epigastric,  right  upper,  and  lower  quadrant  regions. 
The  pain  was  intermittent  and  shortly  after  the  onset  a 
pattern  of  occurrence  was  set  with  pain  beginning  shortly 
after  meals  and  lasting  from  30  minutes  to  one  hour; 
this  usually  was  relieved  by  a watery  bowel  movement. 
The  pain,  however,  would  occur  to  a lesser  extent  at  any 
time  during  the  day  and  occasionally  at  night.  The  patient 
became  anorexic  and  did  not  want  to  eat  because  of  the 
resultant  pain.  Liquids  caused  less  pain  than  solid  foods. 
A gradual  increase  in  the  size  of  the  abdomen  became 
evident.  During  the  month  prior  to  admission  to  the  hos- 
pital the  patient  vomited  occasionally  and  suffered  a weight 
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loss  of  12  pounds.  Ten  hours  prior  to  admission  he  devel- 
oped severe,  intermittent,  rhythmic,  cramping  abdominal 
pain,  vomiting,  and  obstipation  which  persisted. 

Physical  examination  revealed  a Negro  male  who  had 
severe,  intermittent  abdominal  pain  and  who  appeared 
acutely  ill.  He  had  loss  of  skin  turgor  and  dryness  of  the 
tongue  and  the  mucous  membranes  of  the  mouth.  There 
was  obvious  abdominal  distention.  The  bowel  sounds  were 
excessively  hyperactive,  tinkling  in  character,  with  peristaltic 
rushes.  There  was  slight  generalized  tenderness  to  deep 
palpation,  more  noticeable  in  the  right  upper  and  lower 
quadrants.  Laboratory  tests  were  within  normal  limits,  with 
the  exception  of  the  CO2  which  was  17.4  mEq./ liter. 
An  abdominal  roentgenogram  series  on  admission  to  the 
hospital  was  reported  as  showing  multiple  dilated  loops  of 
small  bowel  containing  air-fluid  levels  and  being  compatible 
with  a small  bowel  obstruction  near  the  terminal  ileum. 
The  patient  was  placed  on  gastrointestinal  suction,  his 
fluids  were  replenished,  and  he  was  operated  on  the  fol- 
lowing morning.  A right  paramedian  incision  was  made. 
On  abdominal  exploration  a firm  4 cm.  mass  was  palpated 
in  the  ileocecal  region.  No  nodules  were  seen  or  palpated 


Fig.  1.  Gross  specimen  showing  the  carcinoid  tumor 
of  the  ileocecal  valve  removed  by  colectomy  of  the 
right  portion.  Note  the  relationships  of  the  tumor  to 
the  ileum,  cecum,  and  appendix. 


in  the  liver.  A right  colectomy  with  an  ileotransverse  colos- 
tomy was  performed.  It  was  tolerated  well  by  the  patient. 

Grossly,  the  pathology  report  showed  that  at  the  ileocecal 
valve  there  was  a firm  area  which  was  elevated,  had  a 
partially  intact  mucosa,  and  involved  a zone  3 by  3 cm. 
and  0.9  to  1.2  cm.  in  height  (Fig.  1).  The  edges  had 
several  smaller  elevated  nodules  which  were  covered  with 
mucosa.  The  underlying  tissue  was  homogenous  with  a yel- 
lowish tan  apearance.  At  the  base  of  the  mass,  described 
on  the  mucosal  surface  of  the  ileocecal  valve,  was  a firm 
nodule  extending  apparently  through  the  wall  of  the  intes- 
tine and  involving  the  adjacent  mesentery.  Two  small  polyps 
were  found  in  the  cecum. 

Microscopically,  the  pathology  report  showed  that  seaions 
at  the  ileocecal  valve  demonstrated  invading,  branching 
cords  of  neoplastic  tissue  made  up  of  relatively  small,  poly- 
hedral mmor  cells  containing  round,  deeply  staining  nuclei 
and  a relatively  small  quantity  of  surrounding  eosinophilic 
cytoplasms  ( Fig.  2 ) . The  tumor  infiltrate  was  present  in 
cords  and  sheets  and  perivascular  growth,  and  extended  im- 
mediately around  small  nerve  bundles.  Moderate  fibrous 
tissue  reaction  was  contained  and  there  were  infiltrations 
of  lymphocytes  and  other  leukocytes  in  several  areas.  The 
mucosa  was  ulcerated  and  the  ulcer  bed  extended  down  into 
tumor  tissue.  The  invading  neoplasm  involved  all  layers  of 
the  wall  including  the  outer  surface  where  considerable 
collagenous  connective  tissue  reactive  fibrosis  was  present. 

Neoplastic  tissue  involved  seaions  at  the  ileocecal  valve 
and  for  a short  distance  the  mucosa,  as  well  as  other  layers 
of  the  wall,  of  both  the  terminal  ileum  and  proximal 
cecum.  This  neoplastic  tissue  was  also  found  in  4 of  15 
lymph  nodes  (Fig.  3). 

The  pathologic  diagnosis  was  adenocarcinoma  (carcinoid 
type)  of  the  ileocecal  valve,  terminal  ileum,  and  proximal 
cecum  with  invasion  of  the  wall;  metastasis  of  malignant 
carcinoid  to  4 of  a total  of  15  regional  lymph  nodes;  mu- 
cosal polyps  of  cecum;  and  no  significant  pathologic  changes 
in  the  appendix. 

The  postoperative  course  was  uneventful,  except  for  con- 
gestive failure  which  developed  late  in  the  postoperative 
period  and  responded  well  to  medical  management.  Post- 
operative studies  of  urine  5-HIAA  were  reported  as  nega- 
tive. The  patient  died  on  Nov.  1,  1961.  An  autopsy  re- 
vealed an  acute  myocardial  infarction.  There  was  no  evi- 
dence of  carcinoid  mmor  recurrence  or  metastasis. 


Fig.  2.  a.  Lower  power.  A microscopic  section  at  the 
ileocecal  valve  showing  cords  of  tumor  cells  invading 
the  intestinal  wall.  Note  the  slight  extension  of  the 
tumor  cells  under  the  normal  cecal  mucosa. 


b.  High  power.  Microscopic  section  illustrates  the 
large,  dark  nuclei,  scant  cytoplasm,  and  orderly 
monotonous  orrangement  of  the  cells  which  is  char- 
acteristic of  carcinoid  tumors. 
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Fig.  3.  Partial  replacement  of  a regional  lymph  node 
by  tumor  cells  is  shown.  Four  of  the  15  regional 
lymph  nodes  removed  contained  tumor  tissue. 


Discussion 

The  final  complete  obstruction  was,  at  least  in 
part,  probably  caused  by  the  surrounding  fibrous 
tissue  reaction.  The  clinical  comrse  of  this  patient 
was  much  like  one  seen  in  obstruction  of  the  termi- 
nal ileum  or  colon  from  other  causes.  The  location  of 
this  carcinoid  was  ideal  for  early  obstruction  and 
early  diagnosis,  yet  it  had  spread  to  the  regional 
lymph  nodes.  According  to  the  experience  of  others, 
the  prognosis  in  this  patient  should  have  been  rela- 
tively good,  whereas  the  prognosis  of  the  usual  adeno- 
carcinoma under  the  same  circumstances  would  be 
more  grave. 

Metastasis 

Although  carcinoid  tumors  are  otherwise  nearly 
the  same,  their  ability  to  metastasize  depends  greatly 
on  location,  which  varies  from  a reported  incidence 
of  3.5  per  cent®  metastasis  in  carcinoids  of  the  ap- 
pendix to  75  per  cent®  metastasis  of  those  located 
in  the  small  intestine.  It  is  generally  agreed  that  these 
tumors  are  slow  growing  and  metastasis  occurs  late. 
MacDonald^”^  believes  that  metastasis  takes  place  in 
steps:  the  progression  being  first  invasion  of  under- 
lying muscle  coats,  reaching  lymph  nodes  by  lym- 
phatic spread,  and  then  passing  to  the  liver  by  blood 
vessel  invasion.  Very  small  tumors  have  been  re- 
ported as  metastasizing,  but,  as  other  malignancies, 
the  larger  tumors  are  more  likely  to  metastasize. 

Using  the  same  reviews  as  for  location,  the  inci- 
dences of  metastasis  for  the  various  locations  were 
(Table  1): 

1.  A reported  incidence  of  30  per  cent  metastasis 
for  carcinoids  of  the  stomach.^^  In  only  2 patients, 
however,  was  the  tumor  thought  to  be  the  direct 
cause  of  death. 

2.  Carcinoids  of  the  duodenum  were  reported  as 
metastasizing  in  15.8  per  cent  of  the  patients.^^ 


Table  1. — Collective  Review  1,491  Carcinoid  Tumors. 


Site 

Number 

% Total 

% Metastasis 

Stomach-^ 

62 

4 

30 

Duodenal^ 

19 

1 

15.8 

Jejuno-ileal  region^'  ' 

23  312 

21 

34 

Appendix” 

825 

56 

3.5 

Colon“ 

40 

3 

50 

Rectum*” 

218 

14 

10 

Meckel’s  Diverticulum 

” 15 

1 

20 

3.  The  reports  of  spread  of  a carcinoid  tumor  in 
the  jejuno-ileal  segment  vary  from  21  per  cent^  to 
75  per  cent.®  However,  it  is  generally  agreed  by  most 
authors  that  the  highest  incidence  of  metastasis  is 
found  in  this  group.  In  the  review  by  Ritchie-®  the 
incidence  varied  from  30  per  cent  from  1930  to 
1938,  52  per  cent  from  1938  to  1942,  and  49  per 
cent  from  1942  to  1956.  MacDonald^’^  reported 
spread  to  nodes  in  19,  and  distant  organs  in  10  of  91 
jejuno-ileal  carcinoids,  or  a total  of  32  per  cent 
metastasis. 

4.  Diffenbaugh  and  Anderson®  found  that  3.5  per 
cent  of  the  carcinoid  tumors  of  the  appendix  were 
reported  to  have  metastasized.  However,  MacDonald 
reported  finding  in  the  English  literature  only  13 
acceptable  cases  of  carcinoid  of  the  appendix  with 
invasion,  and  no  acceptable  cases  with  spread  beyond 
regional  lymph  nodes  or  adjacent  structures. 

5.  Ritchie®®  reported  that  metastasis  is  found  in 
50  per  cent  of  carcinoids  of  the  colon. 

6.  The  reported  incidence  of  metastasis  in  carci- 
noid tumors  of  the  rectum  by  Lamphier^®  was  10 
per  cent,  and 

7.  Becker®  reported  metastasis  in  3 (20  per  cent) 
of  the  15  cases  of  carcinoid  tumors  in  a Meckel’s 
diverticulum. 


Signs  and  Symptoms 

The  symptoms  produced  by  carcinoid  rumors  de- 
pend primarily  on  the  size,  location,  or  presence  of 
metastasis.  Symptoms  are  usually  the  result  of  the 
tumor  attaining  a size  that  will  alter  the  function  or 
motility  of  the  gastrointestinal  tract.  This  may  be 
hastened  by  the  fibrous  tissue  reaction  usually  found 
surrounding  these  tumors.  Due  to  the  slow  growth 
and  small  size,  many  of  these  tumors  have  been 
found  at  autopsy,  or  incidentally  at  surgery,  and  no 
symptoms  could  be  ascribed  to  their  presence. 

It  has  been  stated  that  6l  per  cent  of  the  patients 
with  carcinoid  tumors  of  the  appendix  have  had  as 
their  presenting  complaints,  acute  or  chronic  ap- 
pendicitis.®^ Carcinoid  tumors  of  the  appendix  are 
more  frequent  in  the  second  and  third  decade  of 
life. 

Carcinoid  tumors  of  the  small  intestine  have  been 
reported  to  produce  obstruction  in  17  to  24  per  cent 
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of  patients  and  occur  in  an  older  age  groupd®  The 
obstruction  is  usually  a picture  of  slowly  progressive 
obstruction  over  a period  of  months,  or  even  years. 
However,  the  obstruction  may  be  acute.  Like  other 
tumors  of  the  small  intestine,  a carcinoid  may  be  the 
etiology  of  an  intussusception. 

Large  polypoid  carcinoids  and  even  annular  con- 
stricting lesions  due  to  the  fibrous  tissue  reaction 
have  been  found  in  the  colon.  Carcinoid  tumors  have 
been  said  to  comprise  2 per  cent^^  to  5 per  cent®  of 
the  submucosal  tumors  found  in  the  rectum. 

Diarrhea  is  also  frequently  found  in  patients  who 
have  symptoms  from  carcinoid  mmors  of  the  gastro- 
intestinal tract.  Weight  loss  is  a variable  finding,  and 
depends  on  the  stage  at  which  the  patient  is  seen. 
In  comparison  to  the  usual  carcinomas,  these  patients 
are  said  to  look  better  in  general,  be  better  nourished, 
and  have  less  anemia. 

The  signs  of  a carcinoid  tumor,  when  present,  are 
those  of  intestinal  obstruction.  The  usual  physical 
findings  indicating  obstruction  are  present.  These 
are  also  evident  on  abdominal  roentgenograms. 

The  new  symptom  complex  of  functioning  carci- 
noid tumors,  or  carcinoid  syndrome,  is  said  to  be  due 
to  the  production  of  5-hydroxytryptamine.  It  is  said 
to  be  present  only  when  there  are  large  metastatic 
lesions  to  the  liver  and  may  disappear  after  partial  or 
complete  excision  of  these  metastatic  lesions. 

This  carcinoid  syndrome  consists  of  valvular  dis- 
ease of  the  right  side  of  the  heart  (pulmonary  sten- 
osis and  tricuspid  regurgitation),  peripheral  vaso- 
motor symptoms,  bronchoconstriction,  and  an  un- 
usual type  of  cyanosis.  MacDonald^'^  found  reports 
of  53  cases  of  carcinoid  syndrome  and  added  4 for 
a total  of  57  cases. 


Comments 

Carcinoid  tumors  have  many  unusual  features. 
They  are  usually  benign  appearing  without  mitosis 
or  anaplasia,  have  an  orderly  monotonous  architec- 
ture, but  have  the  malignancy  potential  of  any  malig- 
nant tumor.  It  is  for  this  reason  that  these  tumors 
must  be  respected  and  treated  surgically  in  the  same 
manner  as  any  malignant  tumor.  Extra-appendiceal 
carcinoids  not  only  metastasize,  but  according  to  the 
reports  in  this  review,  metastasize  frequently.  One 
must  not  be  misled  by  their  innocent  appearance. 

Simple  appendectomy  seems  to  suffice  for  most 
carcinoid  tumors  of  the  appendix.  The  appendix 
should  be  examined,  and  if  there  is  invasion  or  local 
spread,  a colectomy  of  the  right  portion  should  be 
done.  It  has  been  indicated  that  local  excision  of 
small  carcinoids  of  the  rectum  without  evidence  of 
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invasion  seems  to  suffice;^®  however,  it  has  been 
recommended  that  carcinoids  of  the  rectum  with  in- 
vasion and  evidence  of  local  spread  or  large  tumors 
should  be  treated  by  an  abdominoperineal  resection, 
as  with  the  usual  carcinoma. 

The  number  of  carcinoid  tumors  reported  in  the 
literature  would  indicate  that  these  tumors  may  be 
uncommon,  but  not  rare;  and  any  time  one  sees  an 
older  person  who  looks  well  with  no  weight  loss  or 
anemia  and  who  has  a long  history  of  partial  intesti- 
nal obstruction  without  a known  etiology,  a carcinoid 
tumor  of  the  intestine  should  be  suspected. 

The  carcinoid  syndrome  has  attracted  much  at- 
tention to  the  carcinoid  tumors  not  only  from  the 
surgeon  but  from  the  internist  as  well.  It  should  be 
remembered  that  large  metastatic  lesions  are  present 
in  the  liver  when  this  symptom  complex  is  evident. 


Summary 


A review  is  given  of  recent  articles  which  have 
dealt  mainly  with  a specific  segment  of  the  gastro- 
intestinal tract.  These  articles  are  combined  to  give 
an  over-all  picture  of  the  number,  location,  and  inci- 
dence of  metastasis. 

A case  of  carcinoid  tumor  of  the  ileocecal  valve 
with  metastasis  to  regional  lymph  nodes  and  which 
caused  complete  intestinal  obstruction  is  reported. 
Symptoms  and  treatment  are  discussed. 
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HEW  Committee  to  Study 
Impact  of  Smoking 

Plans  for  the  establishment  of  an  expert  committee  to  study  the  impact  of 
smoking  upon  health  were  made  late  in  July  when  Surgeon  General  Luther  L. 
Terry  of  the  Public  Health  Service  met  with  representatives  of  several  federal 
agencies,  nongovernmental  professional  groups,  health  organizations,  and  the  to- 
bacco industry. 

Represented  at  the  meeting  were  the  American  Cancer  Society,  the  American 
College  of  Chest  Surgeons,  American  Heart  Association,  American  Medical  As- 
sociation, The  Tobacco  Institute,  Inc.,  Food  and  Drug  Administration,  National 
Tuberculosis  Association,  Federal  Trade  Commission,  and  the  Office  of  Science 
and  Technology  of  the  Office  of  the  President. 

According  to  Dr.  Terry,  the  smdy  will  be  concerned  not  only  with  tobacco 
but  all  other  factors  which  may  be  involved  such  as  air  pollution  and  automobile 
exhausts.  It  is  expected  to  get  underway  by  mid-September,  with  the  first  phase 
completed  in  approximately  six  months.  No  time  gauge  can  be  placed  as  yet  on  the 
second  phase. 

It  was  pointed  out  during  the  session  that  two  other  studies  in  this  same  field 
are  also  about  to  be  undertaken,  one  by  the  Council  on  Drugs  of  the  American 
Medical  Association  and  the  other  by  the  American  Thoracic  Society.  The  three 
studies,  it  was  emphasized,  will  be  independent  of  the  other  and  the  membership 
of  no  study  will  be  duplicated  in  another. 
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Teamwork  in  Supervoltage  Irradiation 
In  Carcinoma  of  the  Urinary  Bladder 


UNTIL  TWO  OR  three  years  ago,  reported  series 
of  invasive  carcinomas  of  the  urinary  bladder 
consisted,  with  few  exceptions,  of  patients  treated  en- 
tirely by  surgery.  Results  of  such  surgical  manage- 
ment have  been  very  good  for  superficial  lesions.  But 
in  the  moderately  advanced  lesions,  despite  radical 
surgical  procedure,  five-year  survival  rates  have  been 
only  10  to  15  per  cent  (Table  1).  There  is  no 
real  hope  for  a significant  survival  rate  among  pa- 
tients with  fixed  or  metastatic  lesions,  hence  it  is 
in  the  moderately  advanced  lesions  that  a new  ap- 
proach is  warranted. 


Table  1. — Five-Year  Survival  Kates  After  Surgery.* 


Type  of 
Lesion 

Electro-excision 

Segmental 

Reseaion 

Cystectomy 

(%) 

(%) 

(%) 

Superficial 

67 

66.3 

43.3 

Deep 

12 

15.1 

9.9 

* After  Roger  Baker  et  al.,  J.A.M.A.  168:1178  (Nov. 
1)  1958. 


In  1954,  the  sections  of  urology  and  radiorherapy 
at  the  M.  D.  Anderson  Hospital  and  Tumor  Institute 
began  a joint  investigation  of  the  role  of  super- 
voltage irradiation  in  the  management  of  invasive 
bladder  cancers  too  advanced  for  treatment  by  trans- 
urethral resection  alone.  From  1954  through  1959, 
259  patients  with  invasive  carcinoma  of  the  urinary 
bladder  were  treated  by  irradiation.  These  have  been 
separated  into  two  large  groups — primary  cases,  in 
which  irradiation  was  a part  of  the  original  treat- 
ment, and  secondary  cases,  in  which  irradiation  was 
undertaken  because  of  persistence,  recurrence,  or  de- 
velopment of  a new  lesion. 

Distribution  of  the  149  primary  cases  among  the 
various  stage  groupings  of  the  Marshall  scheme-  and 
of  the  tentative  classification  recommended  by  the 
American  Joint  Committee  on  Cancer  Staging  and 
End  Results  Reporting^  is  shown  in  Table  2.  Of  the 
149  cases,  only  18  per  cent  were  superficial  whereas 
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82  per  cent  were  deep  or  metastatic.  Although  stag- 
ing of  the  110  secondary  cases  is  not  considered  prop- 
erly reportable,®  it  is  done  nonetheless  in  all  cases 
to  determine  the  method  of  treatment. 

Radiotherapy 

Of  the  259  cases,  79  per  cent  received  roentgen- 
ray  therapy  at  22  million  electron  volts  (m.e.v.). 
The  other  patients  were  given  telecobalt®®  therapy, 
largely  rotational.  The  general  aim  has  been  irradia- 
tion of  the  empty  or  nearly  empty  whole  bladder. 
A number  of  field  arrangements  have  been  tried. 
Currently  employed  techniques  and  doses  are  shown 
in  Table  3.  When  treatment  is  intended  simply  for 
palliation,  the  minimum  tumor  dose  usually  is  3,000 
rads  in  two  weeks. 

Preparation  for  Radiotherapy. — Medical  and  uro- 
logic  management  of  the  patient  with  bladder  can- 
cer before,  during,  and  after  irradiation  is  of  supreme 
importance.  Any  obstruction  at  the  vesical  neck, 
whether  due  to  benign  prostatic  hyperplasia,  to  blad- 
der cancer  itself,  or  to  some  other  cause,  must  be 
relieved  transurethrally  prior  to  radical  irradiation. 
This  causes  no  more  than  a few  days’  delay,  and  obvi- 
ates the  need  for  an  indwelling  catheter — a mechani- 
cal irritant  to  be  avoided  whenever  possible.  Elimina- 
tion of  the  catheter  increases  the  patient’s  comfort 


Table  2. — Stage  Distribution. 


Marshall 

Joint 

Comm. 

% 

Number 

Primary 

A 

I 

5 

8 

Bx 

11 

13 

20 

B2-C 

III 

45 

66* 

D1-D2 

IV 

37 

55 

100 

149 

Secondary 

no 

Total 

259 

*Nine  with  invasion  of  prostate. 
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When  invasive  bladder  cancer  is  too  ad- 
vanced to  be  treated  with  transurethral 
resection,  a combination  of  irradiation 
and  surgery  may  be  of  benefit  to  the 
patient.  Teamwork  between  the  urologist 
and  radiotherapist  is  essential  to  proper 
selection  and  execution  of  treatment. 


during  irradiation  and  decreases  the  likelihood  of  in- 
terruption of  treatment  by  intercurrent  infection. 

Unrelieved  bilateral  ureteral  obstruction  is  an  ab- 
solute contraindication  to  irradiation.  With  prelimi- 
nary diversion  of  the  urinary  stream,  however,  some 
patients  who  have  such  obstruction  may  become  fit 
candidates  for  radical  treatment.  Several  types  of 
diversion  have  been  tried,  but  bilateral  uretero-ileos- 
tomy  is  the  procedure  of  choice.  Such  operations  may 
postpone  radiotherapy  for  two  weeks  or  even  more, 
but  the  patient’s  tolerance  for  irradiation  is  greatly 
improved.  Diversion  ordinarily  is  not  undertaken  for 
unilateral  ureteral  obstruction,  but  should  be  consid- 
ered if  there  is  also  evidence  of  diminished  renal 
reserve. 

Transurethral  reduction  of  the  volume  of  intra- 
vesical fungating  or  papillary  tumor  is  another  pre- 
liminary measure  which  has  seemed  worthwhile. 
Bladder  capacity  is  improved  immediately;  hemor- 
rhage and  the  quantity  of  necrotic  debris  in  the  urine 
usually  are  reduced;  the  likelihood  of  bacterial  cysti- 
tis is  lessened;  and  resurfacing  of  the  bladder  by 
non-neoplastic  epithelium  probably  is  expedited. 

Management  During  Irradiation.— urinary 
tract  infection  already  is  present  in  many  patients, 
some  type  of  antimicrobial  therapy  is  routine  prior  to 
irradiation;  it  is  continued  throughout  treatment. 
Probably  of  at  least  equal  importance  is  a liquid  in- 
take sufficient  to  insure  a daily  urine  flow  of  three 
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liters  or  more.  This  is  achieved  only  with  much  dif- 
ficulty, particularly  in  the  elderly  and  debilitated.  In 
the  presence  of  cardiac  insufficiency  fluids  can  be 
forced  only  with  caution. 

Bladder  and  bowel  irritation,  sometimes  severe,  is 
to  be  expected  during  the  latter  weeks  of  irradiation 
and  for  two  to  eight  weeks  thereafter.  In  most  cases 
such  reactions  respond  satisfactorily  to  symptomatic 
management,  although  an  occasional  patient  requires 
modification  of  radiation  dose  rate,  reshaping  of 
treatment  volume,  or  even  interruption  of  treatment. 

Aftercare. — Following  completion  of  irradiation, 
antimicrobial  therapy  is  continued  routinely  until 
negative  urinalysis  and/or  cystoscopy  shows  that  the 
bladder  mucosa  has  healed.  This  healing  usually  re- 
quires several  months,  and  may  be  delayed  for  as  long 
as  a year. 

Periodic  follow-up  examinations,  especially  cystos- 
copy and  bimanual  palpation,  are  necessary  for  these 
patients  for  the  remainder  of  their  lives.  Radiation- 
induced  changes  and  bladder  irritability  often  make 
early  observations  unsatisfaaory,  so  the  first  post- 
treatment cystoscopy  ordinarily  is  done  after  three 
months.  Subsequent  examinations  are  spaced  to  fit 
the  requirements  of  the  individual,  usually  every 
three  months  for  the  first  two  years,  then  every  four 
to  six  months  through  the  fifth  year,  and  at  least 
annually  thereafter. 


Table  3. — Radiation  Technique  and  Dosage. 


Tissue  Volume 

Minimum 

Tumor  Dose 

Field  Arrangement 

22  m.e.v. 

Co“ 

Medium 

6,000  rads  in  5 weeks 

Anterior  oblique  wedge- 
filtered  pair,  9x9  or 
10  X 10  cm. 

360°  rotation,  axis 
8-9  cm. 

field 

Large 

7,000  rads  in  7 weeks 

Four-field  box,  12.5-15 
cm.  high 

360°  rotation,  axis 
12-14  cm. 

field 
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Complicat-ions 

As  is  well  known,  the  uterine  cervix  (of  which  no 
postradiation  function  is  required)  easily  tolerates 
mucosal  doses  of  12,000  gamma  roentgens  or  more. 
Unlike  the  cervix,  the  urinary  bladder  has  a limited 
tolerance  for  radiation,  and  is  expected  not  only  to 
withstand  ceaseless  irritation  by  urine  but  also  to 
maintain  at  least  a portion  of  its  original  distensibil- 
ity  and  elasticity. 

Nearly  all  of  our  patients  have  had  at  least  some 
alteration  of  bladder  and  bowel  function  caused  by 
irradiation.  Mild  reduction  of  bladder  volume  by 
radiation  fibrosis  usually  requires  no  special  treat- 
ment, but  radiation  cystitis  may  necessitate  prolonged 
administration  of  antispasmodics,  analgesics,  and  sed- 
atives. Persistent  bleeding  from  telangiectases  often 
can  be  controlled  by  light  fulguracion.  Radiation 
proctitis  is  in  most  cases  self-limited,  but  in  a few 
patients  a bland,  low  residue  diet  is  necessary  for 
months  or  even  years. 

We  are  principally  concerned  by  those  departures 
from  the  normal  which  have  required  either  pro- 
longed hospitalization  or  major  surgery — hence  des- 
ignated major  complications — or  have  been  a cause 
of  death.  Decreased  incidence  of  some  of  the  more 
worrisome  bladder  complications  (Table  4)  gives 


Table  4. — Bladder  Complications. 


Complication 

Primary 

Secondary 

Total 

1954-56 

Hemorrhagic 

cystitis 

3 

5 

8 

7 

Bladder  ulcer 

2 

6 

8 

6 

Contraaed  bladder  3 * 

8t 

11 

9 

* Preradiation  partial  cystectomy  in  one. 
fPreradiation  partial  cysteaomy  in  four,  and  supra- 
pubic cystotomy  in  two. 


US  some  reason  to  believe  that  improved  liaison  be- 
tween the  radiotherapist  and  urologist  will  prevent 
some  complications.  The  total  incidence  of  each  of 
these  three  bladder  complications  is  recorded,  but 
some  of  the  patients  have  had  more  than  one  compli- 
cation. In  the  tables,  classification  has  been  by  clin- 
ically dominant  complication.  For  instance,  the  clini- 
cal picture  in  one  patient  with  bladder  contracture 
was  dominated  by  hemorrhagic  cystitis  which  caused 
death.  The  complication  was  hence  classified  as  hem- 
orrhagic cystitis.  More  complications  have  occurred 
in  the  secondary  cases,  and  there  is  convincing  evi- 
dence of  a relationship  between  open  surgery  and 
postradiation  contracmre  of  the  bladder.  The  major- 
ity of  bladder  complications  have  occurred  in  patients 
treated  during  the  first  three  years  of  the  program, 
despite  the  fact  that  over  the  years  there  has  been 


a slight  enlargement  of  treatment  fields  and  also  a 
slight  increase  in  administered  doses.  This  strongly 
suggests  that  the  decreased  incidence  of  bladder  com- 
plications during  later  years  is  due,  partially,  to  bet- 
ter teamwork  between  radiotherapist  and  urologist, 
with  consequent  improvement  in  patient  care. 

Major  complications  have  occurred  in  35  of  the 
259  cases  (Table  5).  These  will  be  analyzed  under 
the  three  headings  shown  in  the  table. 

Table  5. — Complications. 


Major  non-fatal,  with  recovery 12 

Major  non-fatal,  no  recovery 11 

Fatal  12 


There  have  been  12  patients  who,  with  urologic 
treatment,  have  recovered  from  their  complications 
(Table  6).  Seven  of  these  patients  did  not  require 
surgery. 

Table  6. — Major  Non-fatal  Complications,  With 


Recovery. 

Bladder  6 

Persistent  cystitis,  eventual  subsidence 1 * 

Chronic  ulcer,  eventual  healing 4 

Severe  hemorrhagic  cystitis  requiring  total 

cysteaomy  1 

Rectum  and  Sigmoid  Colon 4 

Ulcer  with  spontaneous  healing,  though 

some  permanent  stricture 1 

Necrosis  requiring  colostomy If 

Hemorrhagic  proaitis,  one  requiring 

colostomy 2 

Small  Bowel  2 

One  necrosis,  one  radiation  enteritis, 

both  requiring  reseaion 2 

Total  12 


*Died  later  with  tumor  in  bladder. 
fDied  later  with  pelvic  tumor  mass. 


Though  uncontrolled  cancer  of  the  bladder  is  fatal, 
a review  of  the  clinical  records  of  11  patients  who 
failed  to  recover  from  complications  (Table  7)  sug- 
gests that  radical  supervoltage  irradiation  may  indeed 
be  worse  than  the  disease.  Surgical  procedures,  espe- 
cially total  cystectomy,  might  have  remedied  most  of 
these  complications,  but  were  precluded  by  poor 
general  condition. 

The  12  fatal  complications  are  listed  in  Table  8. 
Seven  of  these  12  fatalities  were  from  renal  infection 
and  renal  failure;  three  occurred  immediately  fol- 
lowing conclusion  of  irradiation;  the  other  four  oc- 
curred later,  and  were  at  least  partially  the  result  of 
bladder  contracture.  Of  the  remaining  five  fatalities, 
three  were  from  bladder  hemorrhage  (which  con- 
ceivably might  have  been  halted  had  these  patients’ 
general  condition  been  sufficiently  good  to  permit 
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Table  7. — Major  Non-falal  Complications  With  No 


Recovery. 

Bladder  9 

Contracture  4 

Chronic  ulcer  2 * 

Hemorrhagic  cystitis  requiring  multiple 

fulgurations  and  transfusions 3t 

Both  Bladder  and  Rectum 2 

Hemorrhagic  cystitis  and  proctitis 1 

Chronic  ulcer  both  viscera  (previous  radon) 

Total  11 

*Both  died  later  with  tumor  in  bladder. 
fOne  died  later  with  tumor  in  bladder. 

JDied  later  with  tumor  in  bladder. 


Table  8. — Fatal  Complications. 

Bladder  3 

Hemorrhagic  cystitis  3 

Both  Bladder  and  Reaum 1 

Peritonitis  secondary  to  perforating 

vesicorectal  necroses 1 

Both  Bladder  and  Small  Bowel 1 

Enterovesico-cutaneous  fistula 

( radiation  + surgery  + radiation ) 1 

Other  7 

Renal  insufficiency  aggravated  by  irradiation . 3 
Renal  insufficiency  aggravated  by  complica- 
tions of  irradiation  (contracted  bladders)  .4 
Total  12 


cystectomy ) . This  group  provides  special  empha- 
sis for  the  importance  of  cooperation  between  radio- 
therapist and  urologist  in  selecting  patients  for  ir- 
radiation, in  managing  them  during  treatment,  and 
in  following  them  thereafter. 

Recurrences 

The  tendency  of  bladder  carcinomas  to  be  multi- 
focal in  time  as  well  as  multifocal  in  space^  makes 
it  hard  to  decide  whether  a tumor  found  after  treat- 
ment is  a persistence  or  recurrence  of  the  original 
lesion,  or  an  entirely  new  and  separate  growth.  Any 
failure  of  supervoltage  irradiation  to  keep  the  blad- 
der free  of  tumor  therefore  has  been  considered  a 
recurrence — and  in  a sense  this  is  the  worst  compli- 


cation of  all.  With  few  exceptions,  recurrences  have 
made  themselves  known  within  the  first  three  years 
after  irradiation. 

When  lesions  recur  after  irradiation,  they  cannot 
safely  be  irradiated  again;  thus  it  is  to  the  urologist 
that  the  patient  and  his  radiotherapist  must  once 
more  turn  for  help.  Although  some  recurrences  have 
been  controlled  successfully  by  skillfully  conservative 
transurethral  resection,  it  has  become  increasingly 
evident  that  the  approach  of  choice  is  total  cystecto- 
my and  bilateral  uretero-ileostomy.  Previous  high- 
dose  irradiation  does  increase  operative  morbidity 
and  mortality  rates,  but  not  to  a prohibitive  degree. 

When  radical  measures  have  failed,  both  the  urol- 
ogist and  radiotherapist  can  sometimes  be  of  help 
to  the  patient  who  suffers  from  terminal  bladder 
cancer.  When  pelvic  tumors  cannot  be  resected, 
the  patient  sometimes  may  be  made  more  comfort- 
able by  urinary  and/or  fecal  diversion.  The  pain 
from  bone  metastases  often  may  be  relieved  by 
judicious  irradiation.  Chemotherapy  has  shown  prom- 
ise in  a few  patients,  but  its  efficacy  remains  un- 
proven. 

Survival 

Analysis  of  survival  rates  for  the  group  as  a whole 
is  presented  in  Table  ^.  Survival  rates  in  secondary 
cases  are  approximately  the  same  as  in  the  primary 
cases.  Surgical  failure  hence  does  not  preclude  radio- 
therapeutic  success. 

Anatomic  extent  of  the  tumor  is  more  signifi- 
cant than  prior  treatment  in  any  attempt  to  predict 
survival,  as  shown  by  the  data  in  Table  10. 

The  40  per  cent  survival  rate  at  three  years  for 
patients  with  Stage  III  lesions  is  encouraging,  but 
at  least  one  more  year  must  elapse  before  the  five- 
year  survival  figures  become  statistically  meaningful. 

Discussion 

Supervoltage  irradiation  for  patients  with  invasive 
bladder  cancer  too  advanced  for  transurethral  resec- 


Table  9. — Survival  Rates  of  259  Patients  Treated  1954-1959- 


1 Year 

2 Years 

3 Years 

4 Years 

5 Years 

6 Years 

7 Years 

Primary 

Cases 

149 

56% 

149 

42% 

121 

33% 

91 

27% 

63 

19% 

33 

9% 

1/15 

Secondary 

Cases 

110 

64% 

110 

43% 

93 

27% 

72 

22% 

48 

23% 

28 

21% 

2/8 

259 

59% 

259 

42% 

214 

30% 

163 

25% 

111 

21% 

61 

15% 

23 

13% 

Survival  fractions  are  expressed  in  percentage  form  only  when  20  or  more  patients  are  in  the 
group  eligible  for  analysis. 
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Table  10. — Survival  Rates  by  Stage  in  149  Primary  Cases  (Patients  Treated  1954-1959). 


Stage 

1 Year 

2 Years 

3 Years 

4 Years 

5 Years 

6 Years 

7 Years 

I + II 

28 

96% 

28 

71% 

23 

61% 

22 

45% 

7/19 

0/6 

0/1 

III 

66 

61% 

66 

48% 

55 

40% 

37 

35% 

24 

17% 

2/16 

0/8 

IV 

55 

31% 

55 

20% 

43 

9% 

32 

6% 

20 

5% 

1/11 

1/6 

149 

56% 

149 

42% 

121 

33% 

91 

27% 

63 

19% 

33 

9% 

1/15 

Survival  fraaions  are  expressed  in  percentage  form  only  when  20  or  more  - patients  are  in  the 
group  eligible  for  analysis. 


tion  became  institutional  policy  at  the  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  in  1954  because  of 
dissatisfaction  with  results  of  surgical  management 
of  this  group  of  tumors.  Experience  has  shown  that 
although  unassisted  supervoltage  irradiation  can  con- 
trol many  invasive  carcinomas,  it  fails  to  do  so  in 
a disappointingly  large  number  of  patients.  This 
realization  led  in  1958  to  a deliberate  combination 
of  preoperative  irradiation  and  total  cystectomy  in 
some  of  the  less  favorable  Stage  III  cases.  Occasion- 
ally, radical  surgery  has  not  been  possible  in  a pa- 
tient because  of  poor  general  condition.  Since  I960 
there  has  been  an  attempt  in  such  circumstances  to 
supplement  external  with  interstitial  irradiation,  a 
procedure  requiring  the  teamed  skills  of  the  urologist 
for  surgery  of  access  and  of  the  radiotherapist  for 
implantation.  Since  Jan.  1,  1962,  routine  institutional 
policy  (for  the  Stage  III  group)  has  called  for  a 
combination  of  supervoltage  irradiation  with  either 
total  cystectomy  or  interstitial  irradiation.  It  is  hoped 
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M.  D.  Anderson  Hospital 
and  Tumor  Institute  in 
Houston;  his  co-author.  Dr. 
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sented this  paper  before  the 
Texas  Medical  Association's 
Section  on  Radiology  during 
the  1962  Annual  Session  in 
Austin. 


that  this  will  lead  to  an  improvement  in  survival 
rates. 


Summary 


From  1954  through  1959,  259  patients  received  " 
supervoltage  irradiation  for  invasive  cancer  of  the  L 
bladder.  These  have  been  divided  into  primary  and  1 
secondary  cases,  and  the  primary  cases  have  been  I 
classified  by  stage.  Most  of  the  primary  cases  have  ' 
fallen  into  Stage  HI  or  Stage  IV.  A 40  per  cent  ■ 
three-year  survival  rate  has  been  found  in  the  for-  ’ 
mer.  By  combining  supervoltage  irradiation  with  ■; 
either  total  cystectomy  or  interstitial  irradiation,  it  is  j 
hoped  that  this  figure  can  be  improved.  .Teamwork 
between  the  radiotherapist  and  the  urologist  is  essen-  ; 
rial  to  proper  selection  and  execution  of  treatment. 
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Complications  of  Biliary  Calculi 


W.  C.  MacKenzie,  M.D.,  and  M.  H,  W.  Friedman,  M.D. 


IT  IS  A SOBERING  thought  that  about  one  out  of 
four  people  over  the  age  of  40  harbors  gallstones, 
and  10  to  20  per  cent  of  these  individuals  will  have 
stones  within  their  common  bile  ducts. 

Gallstones  were  first  observed  by  Silviaticus  in 
1317.  In  1667,  Michael  Entmuller  stated  that  re- 
moval of  the  gallbladder  had  no  adverse  effect  on 
the  biliary  system,  and  he  said,  "There  are  no  medi- 
cines that  will  cure  gallstones”.  This  statement  still 
is  true  today,  and  when  gallstones  are  symptomatic, 
we  would  all  agree  that  conservative  treatment  has 
little  to  offer  the  patient.  Low  fat  diets  may  lessen 
the  frequency  of  colic  and  help  to  relieve  the  dys- 
pepsia. Sedation  can  relieve  the  pain,  but  no  known 
medical  treatment  can  dissolve  gallstones  or  return 
the  gallbladder  to  normal.  Procrastination  frequently 
permits  a pathologic  condition,  which  could  be  com- 
pletely cured  by  a relatively  simple  operation,  to 
progress  and  involve  other  structures  in  which  the 
disease  presents  a greater  hazard  in  operative  therapy 
and  a lower  incidence  of  good  results.  The  first 
American  surgeon  to  remove  gallstones  was  John 
Stough  Bobbs,  who  reported  on  lithotomy  of  the 
gallbladder  in  the  Transactions  of  the  Medical  Society 
of  Indiana  of  1868 — one  year  after  Lister’s  aseptic 
era  had  begun. 

The  complications  of  biliary  calculi  include  a vari- 
ety of  disorders. 

Cystic  Duct  Obstruction 

Cystic  duct  obstruction  may  produce  a variety  of 
sequelae.  The  cystic  duct  may  be  blocked  at  its  origin 
by  a large  calculus  wedged  into  Hartmann’s  pouch, 
or,  more  frequently,  by  a smaller  stone  passing  into 
the  duct  lumen  and  becoming  impacted. 

Chronic  Cholecystitis. — Chronic  cholecystitis  is  the 
most  common  complication  of  biliary  calculi.  The 

From  the  Surgical  Service,  University  of  Alberta  Hospital, 
Edmonton,  Alberta. 


gallbladder  containing  stones  invariably  exhibits 
pathologic  change.  The  wall  becomes  thickened  and 
there  may  be  inflammatory  adhesions  to  adjacent 
viscera.  The  clinical  picture  of  chronic  cholecystitis 
is  one  of  gaseous  indigestion  and  dyspepsia,  particu- 
larly following  ingestion  of  fried  or  fatty  foods. 
These  symptoms  may  represent  transient,  incomplete 
cystic  duct  obstruction  with  impairment  of  bile  flow 
from  the  stimulated  gallbladder.  Occasionally  gall- 
stones may  be  present  for  varying  periods  of  time 
without  producing  symptoms  or  signs  of  disease.  If 
these  unsuspected  calculi  contain  calcium,  they  may 
appear  on  roentgenograms  ( made  for  other  pur- 
poses) of  the  chest  or  abdomen.  More  frequently  the 
diagnosis  of  chronic  cholecystitis  is  confirmed  by  a 
cholecystogram,  demonstrating  radiolucent  calculi  or 
a nonfunctioning  gallbladder.  Chronic  cholecystitis 
with  cholelithiasis  is  the  most  common  condition  for 
which  surgical  removal  of  the  gallbladder  is  per- 
formed. 

Biliary  Colic. — Temporary  obstruction  of  the  cystic 
duct  is  clinically  manifested  by  the  usual  picture  of 
biliary  colic.  The  patient  experiences  repeated  bouts 
of  acute,  cramping  pain  in  the  right  upper  quadrant. 
An  attack  of  pain  may  be  severe  and  accompanied 
by  nausea  and  vomiting;  it  seldom  lasts  longer  than 
a few  hours  although  a residual,  dull  ache  and  tender- 
ness below  the  right  costal  margin  may  persist  for 
several  days.  The  temporary  nature  of  biliary  colic 
is  determined  by  the  fate  of  the  obstructing  calculus. 
A stone  impacted  in  Hartmann’s  pouch,  or  in  the 
mouth  of  the  cystic  duct,  may  become  dislodged 
back  into  the  gallbladder  lumen,  thereby  relieving 
the  obstruction  and  the  patient’s  symptoms. 

On  the  other  hand,  successful  navigation  of  the 


The  author  believes  that  when  the  gall- 
bladder is  found  to  contain  stones,  it 
should  be  removed.  Surgical  techniques 
and  complications  are  reviewed. 
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cystic  and  common  ducts  and  passage  of  the  stone 
into  the  duodenum  also  will  relieve  the  patient  of 
his  complaints.  At  any  point  in  this  perilous  course 
the  stone  may  become  entrapped  and  unable  to  es- 
cape. Frequent  sites  of  such  obstruction  are  Hart- 
mann’s pouch,  the  mouth  of  the  cystic  duct,  the  junc- 
tion of  cystic  and  common  ducts,  and  at  the  ampulla 
of  Vater. 

Hydrops. — Unrelieved  obstruction  of  the  cystic 
duct  may  result  in  a hydrops  or  mucocele  of  the 
gallbladder.  The  bile  within  the  gallbladder  is  ab- 
sorbed and  the  epithelium  secretes  clear,  mucoid  ma- 
terial. The  gallbladder  becomes  distended  with  this 
secretion  and  the  wall  becomes  flat  and  featureless. 
Chemical  or  bacterial  inflammation  may  supervene 
at  any  time  and  result  in  an  empyema  of  the  gall- 
bladder. Hydrops  may  be  associated  clinically  with  a 
chronic,  dull  ache  in  the  right  upper  quadrant,  as 
well  as  with  the  usual  symptoms  of  chronic  chole- 
cystic disease.  On  examination,  the  painless,  tense, 
distended  organ  can  often  be  felt  as  a fusiform  swell- 
ing beneath  the  right  costal  margin.  At  operation, 
the  sausage-shaped  gallbladder  may  be  many  times 
its  normal  size  and  should  be  emptied  of  its  mucoid 
contents  to  facilitate  cholecystectomy. 

Acute  Cholecystitis. — Obstruction  of  the  cystic 
duct,  or  of  the  gallbladder  neck,  may  result  in  acute 
cholecystitis.  This  condition  is  one  of  the  most  seri- 
ous and  challenging  complications  of  biliary  calculi 
with  which  the  surgeon  must  deal.  We  do  not  know 
why  calculus  obstruction  of  the  cystic  duct  results 
in  a relatively  innocent  mucocele  of  the  gallbladder 
in  one  patient,  and  produces  a fulminating  inflam- 
mation in  another,  but  undoubtedly  vascular  impair- 
ment plays  an  important  role.  Although  acute  chole- 
cystitis usually  develops  in  a chronically  diseased 
gallbladder  containing  many  stones,  occasionally  there 
is  no  previous  history  of  any  abdominal  complaint. 

In  contradistinction  to  biliary  colic,  acute  chole- 
cystitis is  characterized  by  continuous,  severe  pain  in 
the  right  upper  abdomen  with  systemic  manifesta- 
tions, including  fever,  tachycardia,  and  an  elevated 
white  cell  count.  Gentle  and  careful  palpation  will 
often  reveal  a tender  mass  below  the  liver  margin. 

The  best  treatment  for  acute  cholecystitis  is  the 
prophylactic  removal  of  the  gallbladder  in  the  patient 
with  known  biliary  calculi  before  this  complication 
occurs.  The  difficulties  in  management  of  this  condi- 
tion are  exemplified  by  the  continuing  controversy 
regarding  treatment. 

If  one  could  be  sure  in  every  patient  that  the  acute, 
inflammatory  process  would  subside  and  allow  elec- 
tive removal  of  the  gallbladder  under  optimum  cir- 
cumstances, most  of  us  would  agree  that  delayed 
surgery  would  be  the  desirable  course  to  follow.  Un- 
fortunately, such  assurance  is  not  forthcoming.  Se- 


vere sequelae  of  acute  cholecystitis  may  develop  un- 
recognized, even  in  patients  whose  clinical  progress 
is  closely  watched.  Active,  conservative  treatment, 
including  gastric  suction,  fluid  and  electrolyte  admin- 
istration, analgesics,  antispasmodics,  and  antibiotics, 
may  be  superficially  successful  in  controlling  systemic 
and  local  manifestations  while  in  reality  the  patho- 
logic process  proceeds  toward  complications.  This  is 
especially  true  in  the  elderly  patient  in  whom  a 
progressive,  fulminating  disease  may  be  masked  and 
unrecognized.  Although  true  gangrene  of  the  gall- 
bladder and  free  perforation  with  generalized  peri- 
tonitis are  rare  complications,  they  may  be  rapidly 
lethal  when  they  do  occur.  More  frequent  complica- 
tions, such  as  jaundice;  local  perforation  with  sub- 
diaphragmatic,  intrahepatic,  and  subhepatic  abscess 
formation;  duodenal,  colonic,  and  small  bowel  fis- 
tulas; and  recurrent,  acute  attacks,  are  also  associated 
with  significant  morbidity  and  mortality  rates. 

For  many  years  it  has  been  the  authors’  firm  con- 
viction that  once  the  diagnosis  of  acute  cholecystitis 
has  been  established,  treatment  must  be  tailored  to 
the  individual  patient.  We  now  believe  that,  in  the 
absence  of  specific  contraindications,  early  surgical 
therapy  can  be  carried  out  safely  in  most  patients 
with  acute  cholecystitis.  A careful,  thorough,  preop- 
erative assessment  will  reveal  those  patients  in  whom 
surgery  must  be  deferred,  either  because  of  depressed 
liver  function,  severe  physiological  impairment  such 
as  anemia,  dehydration,  or  electrolyte  imbalance  re- 
quiring correction,  or  serious  concomitant  disease  in 
other  body  systems  and  organs.  Should  fulminating 
progression  of  acute  cholecystitis  occur  in  such  a 
poor  risk  patient,  exemplified  by  a tender,  enlarg- 
ing gallbladder,  cholecystostomy  under  local  anes- 
thesia is  a worthwhile  procedure. 

Common  Duct  Calculi 

Ten  to  20  per  cent  of  patients  with  gallstones 
have  common  duct  calculi.  Common  duct  stones  give 
rise  to  several  complications  which  affect  liver  func- 
tion; included  are  jaundice,  cholangitis,  and  biliary 
cirrhosis. 

Common  duct  stones  may  be  present  without  giv- 
ing rise  to  symptoms  or  signs.  The  majority  of  un- 
suspected common  duct  stones  are  revealed  by  ex- 
ploration of  the  duct.  When  should  the  common 
bile  duct  be  explored.^  The  authors  believe  that  the 
absolute  indications  for  exploration  of  the  common 
duct  are  ( 1 ) history  of  jaundice,  ( 2 ) cholangitis, 
(3)  palpable  stones  within  the  common  duct,  (4) 
grossly  dilated  common  duct,  and  ( 5 ) operative 
cholangiogram  demonstrating  definite  calculus. 

There  are  also  a number  of  relative  indications  for 
common  duct  exploration:  (1)  recent  pancreatitis. 


722 


TEXAS  State  Journal  of  Medicine 


(2)  multiple  small  stones  in  the  gallbladder,  (3) 
biliary  mud  or  gravel  in  the  gallbladder,  and  (4) 
operative  cholangiogram  demonstrating  questionable 
filling  defects.  It  is  better  to  err  on  the  side  of  an 
occasional  negative  exploration  than  to  run  the  risk 
of  residual  choledocholithiasis. 

Many  common  duct  calculi  occur  in  patients  who 
have  had  their  gallbladders  removed.  Residual  stones 
may  occur  following  previous  common  duct  explora- 
tion; stones  may  pass  down  from  intrahepatic  biliary 
radicles;  or  stones  may  arise  anew  within  the  biliary 
ductal  system.  The  clinical  picture  may  be  vague  with 
indefinite  and  nonspecific  findings.  In  the  absence  of 
jaundice,  the  use  of  intravenous  cholangiography  may 
be  of  great  value  in  establishing  the  diagnosis  of 
common  duct  stones.  In  the  authors’  recent  experi- 
ence, the  administration  of  oral  dyes  used  in  regular 
cholecystography  for  several  days  prior  to  the  intra- 
venous cholangiogram  enhances  visualization  of  the 
biliary  tree.  This  technique  is  often  effective  in  dem- 
onstrating the  presence  of  a common  duct  calculus. 
Occasionally,  in  a patient  with  a doubtful  diagnosis, 
a normal  cholangiogram  obviates  the  necessity  for 
laparotomy. 

Jaundice. — Clinically  evident  obstructive  jaundice 
develops  in  more  than  50  per  cent  of  patients  with 
common  duct  stones  at  some  stage  of  their  disease. 
Several  features  in  the  differential  diagnosis  of 
jaundice  attributable  to  common  duct  calculi  are 
worthy  of  mention. 

The  first  of  these  is  the  intermittent  nature  of  the 
jaundice.  Stones  in  the  common  duct,  like  those  in 
the  gallbladder,  may  become  dislodged  from  points  of 
impaction  and  the  jaundice  may  temporarily  subside. 
Although  a transient,  recurring  type  of  jaundice 
strongly  favors  a diagnosis  of  common  duct  obstruc- 
tion due  to  stone,  an  unrelieved,  increasing  type  of 
jaundice  does  not  exclude  this  diagnosis  since  a soli- 
tary calculus  may  become  wedged  at  the  sphincter  of 
Oddi. 

Pruritus  also  is  an  important  factor.  Itching  last- 
ing longer  than  a few  days  and  associated  with  jaun- 
dice always  implies  biliary  obstruaion,  but  it  may 
be  due  to  a biliary  tract  obstruction  other  than  cal- 
culus. 

Pain  frequently  accompanies  obstructive  jaundice. 
It  m.ay  be  either  cramping  in  nature,  or  a dull,  con- 
stant ache  in  the  right  upper  quadrant  due  to  liver 
enlargement  with  stretching  of  the  capsule.  In  pa- 
tients with  painless  jaundice,  the  silent  stone  must 
not  be  forgotten. 

Laboratory  investigation  of  the  patient  with  ob- 
structive jaundice  usually  confirms  the  diagnosis.  If 
urobilinogen  is  present  in  the  urine,  the  obstruction 
is  incomplete.  An  elevated  serum  alkaline  phos- 
phatase is  perhaps  one  of  the  best  indications  of  an 
obstructive  type  of  jaundice,  particularly  if  the  sero- 
flocculation  tests  of  liver  function  are  normal.  A 


prolonged  prothrombin  time  with  response  to  par- 
enteral vitamin  K therapy  is  a classical  indication  of 
posthepatic  obstruction.  In  most  patients  with  com- 
mon duct  calculi,  these  laboratory  tests  are  of  con- 
siderable aid  in  confirming  the  diagnosis. 

There  are  two  important  exceptions.  The  first  is 
the  patient  in  whom  jaundice  has  been  present  for 
several  weeks  or  longer.  In  this  patient,  cellular  liver 
damage  gradually  occurs  and  is  reflected  by  tests 
for  liver  dysfunction  which  become  positive,  with 
a mixed  laboratory  picture  indicating  both  obstruc- 
tion and  parenchymal  disease.  Laparotomy  may  be 
necessary  to  resolve  this  dilemma.  This  can  usually 
be  avoided  by  an  early,  thorough  assessment  of  the 
patient  with  jaundice.  The  second  confusing  excep- 
tion is  the  patient  with  cholangiolytic  jaundice  at- 
tributable to  drugs.  Administration  of  chlorproma- 
zine,  methyltestosterone,  and  several  similar  drugs 
may  occasionally  be  followed  within  weeks  or  months 
by  the  development  of  jaundice  in  which  the  labora- 
tory findings  point  to  extrahepatic  biliary  obstruc- 
tion. Meticulous  checking  of  the  patient’s  history  for 
evidence  of  the  recent  administration  of  this  type  of 
drug  may  help  the  surgeon  suspect  this  diagnosis.  It 
is  of  greater  value  when  investigated  before  laparot- 
omy rather  than  in  retrospect.  The  serum  transami- 
nase determination,  an  accurate  and  sensitive  test  of 
liver  cell  damage,  is  a useful  laboratory  aid  in  this 
regard. 

Cholangitis. — Cholangitis  is  an  inflammation  of 
the  biliary  ductal  system,  and  is  characterized  by 
chills  and  fever.  It  often  is  accompanied  by  pain  in 
the  right  upper  quadrant  and  by  jaundice.  Patients 
with  long  standing  or  recurrent  biliary  tract  obstruc- 
tion are  likely  to  develop  bile  stasis  with  infection 
and  resultant  cholangitis.  Charcot’s  classical,  inter- 
mittent biliary  fever,  with  alternating  fever  and  rig- 
ors, was  due  to  the  ball-valve  effect  of  a common 
duct  calculus. 

Cholangitis  may  be  a mild,  catarrhal  form  with 
minimal  edema  of  the  common  duct.  The  "white 
bile”  seen  at  operation  is  not  necessarily  purulent, 
but  is  due  to  suppression  of  liver  secretion  as  a 
result  of  increased  intraductal  pressure.  The  pigment 
in  the  bile  is  absorbed  and  decolorized,  and  the  duct 
contents  are  largely  the  result  of  mucous  secretion 
from  the  duct  wall. 

Severe,  fulminating  forms  of  cholangitis  occasion- 
ally occur  with  the  development  of  an  acute,  sup- 
purative process  in  the  biliary  system.  The  disease 
may  progress  with  an  ascending  infection,  distending 
and  filling  even  the  small  radicles  of  the  ductal  sys- 
tem with  purulent  material.  A tender,  enlarged  liver 
may  indicate  further  complications  with  the  develop- 
ment of  multiple  liver  abscesses.  In  an  obstructed 
common  duct,  the  presence  of  pus  under  pressure  is 
an  indication  for  immediate  choledochotomy.  This 
acute,  obstructive  form  of  cholangitis  is  highly  lethal. 
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and  recently  has  been  emphasized  by  Reynolds  and 
Dargin^  as  a distinct  clinical  entity.  The  picture  of 
chills,  fever,  jaundice,  right  upper  abdominal  pain 
and  tenderness  is  followed  by  mental  confusion,  leth- 
argy, and  shock.  The  shock  seems  to  be  related  to 
the  accumulation  of  pus  in  the  biliary  tree  under 
increasing  pressure.  To  avoid  fatality,  the  only  effec- 
tive treatment  is  immediate  surgical  decompression 
of  the  ductal  system.  The  response  is  dramatic,  even 
when  undertaken  in  a moribund  patient  who  is  in 
a severe  state  of  shock.  Escherichia  coli  is  the  most 
common  causative  organism. 

Biliary  Cirrhosis. — Biliary  cirrhosis  is  the  inevit- 
able sequel  of  an  unrelieved,  persistent,  obstructive 
type  of  jaundice.  The  patient  feels  fairly  well  and 
loses  weight  slowly.  The  depth  of  the  jaundice  de- 
pends on  the  completeness  of  the  obstruction  and  the 
duration.  Pruritus  is  constant  until  hepatocellular 
damage  becomes  pronounced.  Laboratory  tests  are  in- 
dicative of  obstructive  jaundice  with  increasing  evi- 
dence of  hepatic  dysfunction  and  failure.  The  func- 
tional and  histologic  changes  of  biliary  cirrhosis  are 
slowly  and  partially  reversible  if  the  obstruction  is 
relieved.  The  liver  is  enlarged  with  rounded  edges 
and  stained  deeply  green  with  bile.  The  surface  is 
smooth  in  the  early  stages  with  some  nodularity  de- 
veloping later.  Fibrotic  changes  take  months  or  years 
to  develop.  Even  in  the  presence  of  seemingly  irre- 
versible hepatic  failure,  the  liver  has  remarkable 
powers  of  regeneration  if  the  obstructive  factors  are 
relieved. 

Pancreatitis. — Disease  of  the  gallbladder  and  com- 
mon bile  duct  have  long  been  recognized  as  an  im- 
portant etiologic  factor  in  the  production  of  pan- 
creatitis. Following  an  attack  of  acute  pancreatitis, 
careful  investigation  of  the  biliary  tree  is  mandatory. 
Elimination  of  biliary  tract  disease  usually  produces 
relief  from  further  attacks,  and  it  is  this  group  of 
patients  in  whom  the  best  results  may  be  obtained. 

In  the  patient  with  recurrent  or  relapsing  pan- 
creatitis, calculous  biliary  tract  disease  or  its  sequelae, 
including  inadequate  surgery,  may  be  important  etio- 
logic factors.  In  approximately  8 per  cent  of  patients 
with  recurrent  pancreatitis,  the  presence  of  common 
duct  calculi  is  of  significance  in  their  disease,  and 
more  than  95  per  cent  of  these  patients  have  been 
permanently  cured  by  the  successful  removal  of  the 
stones.  The  sequelae  of  stones  in  the  common  bile 
duct,  including  spasm,  edema,  or  stenosis  of  the  am- 
pulla of  Vater,  may  be  the  etiologic  factor  in  pan- 
creatitis and  present  a more  difficult  therapeutic 
problem.  When  these  conditions  can  be  demonstrated 
by  either  cholangiography  or  by  probing  the  distal 
duct,  the  authors  believe  that  sphincterotomy  is  the 
treatment  of  choice.  In  the  absence  of  biliary  tract 


disease  sphincterotomy  is  of  no  value  in  the  treat- 
ment of  pancreatitis  and  surgery  directed  at  the  pan- 
creas, in  the  form  of  retrograde  drainage  or  resection, 
is  indicated. 

Biliary  Fistula 

A biliary  fistula  is  an  abnormal  channel  permitting 
the  flow  of  bile  through  a path  other  than  the  nor- 
mal biliary  system.  Fistulas  developing  as  a compli- 
cation of  gallstone  disease  are  almost  invariably  in- 
ternal, and  most  are  sequelae  of  a superimposed,  in- 
flammatory process. 

Bilio-biliary  Fistula. — Bilio-biliary  fistulas  occur 
rarely  and  involve  abnormal  communications  between 
portions  of  the  biliary  tree.  An  inflamed  gallbladder 
may  adhere  and  perforate  into  an  adjacent  cystic, 
hepatic,  or  common  bile  duct  with  a resultant  biliary 
fistula.  A long,  cystic  duct  with  a stone  impacted  in 
its  lumen  as  it  crosses  or  lies  near  a major  bile  duct 
may  erode  through  the  walls  by  pressure  necrosis  or 
inflammation  and  produce  a fistulous  tract.  Bilio- 
biliary  fistulas  are  primarily  important  in  their  rec- 
ognition and  dissection  during  the  performance  of 
surgery  on  the  biliary  tract. 

Bilio-intestinal  Fistula. — A bilio-intestinal  fistula 
involves  an  abnormal  communication  between  some 
portion  of  the  biliary  tree  and  the  gastrointestinal 
tract.  Eighty  per  cent  of  these  fistulous  traas  are 
from  the  gallbladder  to  the  duodenum  and  10  per 
cent  are  from  the  gallbladder  to  the  colon.'  The  re- 
maining 10  per  cent  are  to  other  organs  or  tissues. 
Clinical  manifestations  are  variable.  Patients  may  re- 
main relatively  asymptomatic  or  may  develop  chronic 
iUness  with  jaundice,  cholangitis,  and  parenchymal 
liver  damage.  The  diagnosis  may  be  unsuspected  until 
surgery  is  performed. 

Occasionally  roentgenograms  of  the  upper  or  lower 
gastrointestinal  tract  reveal  air  or  barium  in  the  bil- 
iary tree  and  indicate  the  presence  of  a fistulous 
tract.  Complicated  bilio-intestinal  fistulas  may  require 
extensive  surgical  procedures.  Subtotal  gastrectomy 
and  gastrojejunostomy  are  the  treatment  of  choice 
for  choledocho-duodenal  fistula. 

Gallstone  Ileus. — Gallstone  ileus  is  a special  mani- 
festation of  bilio-intestinal  fistula.  The  first  case  was 
reported  by  Bartholin  in  1654,  and  the  first  series  of 
131  cases  was  collected  by  Courvoisier  in  1890.  Gall- 
stone ileus  is  not  a rare  condition  and  accounts  for 
1 to  2 per  cent  of  mechanical,  small  bowel  obstruc- 
tions. The  fistulous  tract,  usually  between  the  gall- 
bladder and  duodenum,  allows  the  passage  of  a gall- 
stone into  the  bowel  lumen  and  along  the  intestinal 
tract.  The  terminal  ileum  is  the  most  frequent  site 
of  impaction  with  the  subsequent  development  of 
intermittent  or  complete  bowel  obstruction.  Gall- 
stone ileus  should  be  suspected  in  any  obese,  elderly 
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female  patient  with  a history  of  gallbladder  disease, 
no  previous  abdominal  surgery,  and  the  clinical  pic- 
ture of  mechanical,  low  small  bowel  obstruction. 
The  occasional  roentgenographic  findings  of  air  in 
the  biliary  tract,  or  an  aberrant  calculus,  will  con- 
firm the  suspicion.  In  most  cases  of  gallstone  ileus, 
the  diagnosis  is  made  at  operation. 

Treatment  is  by  enterotomy,  with  removal  of  the 
calculus  wherever  it  is  found.  No  attempt  should  be 
made  to  milk  the  stone,  either  proximally  or  distally. 
The  bilio-intestinal  fistula  should  be  dealt  with  at 
a subsequent  procedure. 
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Carcinoma  of  the  Gallbladder 

Carcinoma  of  the  gallbladder  no  longer  is  consid- 
ered a rare  disease.  This  cancer  is  found  three  times 
oftener  in  women  than  in  men,  and  its  highest  inci- 
dence is  in  the  sixth  and  seventh  decades.  Although 
the  etiology  of  carcinoma  of  the  gallbladder  is  un- 
known, it  is  striking  that  in  more  than  90  per  cent 
of  cases  there  are  associated  gallstones.  This  relation- 
ship between  gallstones  and  carcinoma  is  uncertain, 
but  it  is  possible  that  cholelithiasis  predisposes  to 
malignancy.  Chronic  inflammation,  mechanical  trau- 
ma, or  chemical  carcinogenic  substances  in  the  bile 
or  in  calculi  may  be  responsible  for  malignant 
change. 

One  of  the  most  powerful  carcinogens  known,  20- 
methylcholanthrene,  is  readily  derived  from  desoxy- 
cholic  acid  and  from  cholic  acid,  and  in  experimental 
animals  has  produced  carcinoma  of  the  gallbladder. 
Carcinoma  of  the  gallbladder  was  induced  by  Bain 
and  Kowalewski^  in  golden  hamsters  by  the  intra- 
cholecystic  implantation  of  methylcholanthrene  pel- 
lets. 

Carcinoma  of  the  gallbladder  presents  in  two  char- 
acteristic forms.  The  most  common  form  is  the  bil- 
iary group,  clinically  indistinguishable  from  calculus 
cholecystitis.  Patients  with  this  form  complain  ini- 
tially of  cramping,  upper  abdominal  pain.  With  pro- 
gression of  the  disease,  unremitting  dyspepsia,  in- 
tractable nausea,  vomiting,  retching,  weight  loss,  and 
jaundice  occur.  A palpable,  distended  gallbladder  is 
a grave  prognostic  sign.  Ulceration  and  infection  of 
a bulky  tumor  may  produce  an  acute  cholecystitis. 

The  hepatic  form  of  gallbladder  cancer  has  an 


insidious  onset  with  weakness,  vague  abdominal  pain, 
and  constipation  or  diarrhea.  Liver  enlargement  and 
jaundice  may  suggest  the  presence  of  intra-abdominal 
metastases. 

Most  malignancies  of  the  gallbladder  originate  in 
the  fundus  or  neck,  and  are  infiltrating  adenocarci- 
nomas. Rapid  invasion  and  early  spread  into  the 
liver  are  characteristic  features  of  this  lethal  disease. 
There  are  few  long-term  survivors.  Most  cured  pa- 
tients have  had  fortuitous  removal  of  the  gallbladder 
for  stones  with  an  unsuspected,  early  carcinoma  dis- 
covered later  by  the  pathologist.  When  the  diagnosis 
is  apparent  at  laparotomy,  radical  cholecystectomy  is 
the  procedure  of  choice  with  removal  of  the  gall- 
bladder bed,  adjacent  peritoneum,  and  expendable 
retroperitoneal  tissue  in  the  porta  hepatis.  Despite 
radical  surgery,  including  wedge  resection  of  the 
liver,  and  even  right  hepatic  lobectomy,  devised  by 
Pack  and  Baker,  the  prognosis  in  carcinoma  of  the 
gallbladder  remains  exceedingly  poor. 

Complications  of  Surgical  Treatment 

Preventable  complications  in  the  operative  treat- 
ment of  biliary  calculi  may  be  described  as  those  due 
to  errors  in  principle  and  those  due  to  errors  in  tech- 
nique. 

Errors  in  Principle. — The  ji/rst  principle  in  biliary 
tract  surgery  is  that  every  gallbladder  does  not  need 
to  be  removed.  At  the  time  of  operation,  if  the  sur- 
geon believes  that  cholecystectomy  will  jeopardize 
the  safety  of  the  patient,  then  a less  formidable  pro- 
cedure, such  as  cholecystostomy,  becomes  the  one  of 
choice.  When  the  indications  are  present,  perform- 
ance of  cholecystostomy  does  not  constitute  failure 
to  perform  the  operation  which  is  most  adequate  for 
the  patient.  It  is  rather  a mandatory,  conservative 
procedure  that  will  allow  the  surgeon,  in  safety,  to 
come  back  and  fight  again  another  day.  It  is  the 
authors’  belief  that  cholecystostomy  is  indicated: 

1.  In  the  debilitated  patient  who  has  a fulminat- 
ing, progressive,  acute  cholecystitis; 

2.  In  the  patient  with  acute  cholecystitis  in  whom 
inflammatory  reaction  has  obliterated  the  normal 
landmarks  around  the  porta  hepatis; 

3.  In  the  patient  with  gallstones  in  whom  some 
other  extensive  abdominal  surgical  procedure  has 
been  performed; 

4.  In  severely  ill  patients  in  whom  exploratory 
laparotomy  reveals  gallstones  and  acute  pancreatitis. 

The  second  surgical  principle  is  careful  removal  of 
the  gallbladder.  The  frequency  of  anatomic  variations 
in  the  porta  hepatis  demands  that  one  preliminary 
maneuver  in  the  performance  of  cholecystectomy  is 
an  accurate  identification  of  the  vital  structures  in 
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this  region.  It  is  wise  to  follow  Warren  Cole’s  dic- 
tum, that  in  this  area  one  must  never  clamp  or  ligate 
a structure  that  doesn’t  end  up  in  the  gallbladder.  In 
the  occasional  patient,  retrograde  removal  of  the 
gallbladder  may  be  of  value. 

The  (bird  principle  in  operative  treatment  is  pro- 
tection of  the  gallbladder  bed.  In  the  performance  of 
cholecystectomy,  it  is  our  routine  practice  to  try  to 
leave  serosa  of  the  gallbladder  lining  the  liver  bed 
and  a cuff  of  capsule  on  either  side  to  allow  reperi- 
tonealization.  Saline  injection  along  either  side  of 
the  gallbladder  often  helps  in  this  dissection  to  free 
the  serosa  from  underlying  muscular  layers.  Protec- 
tion of  the  gallbladder  bed  in  this  manner  prevents 
undue  trauma  to  the  liver  and  reduces  the  chance  of 
bleeding  or  subsequent  biliary  seepage.  The  smooth, 
resutured  surface  also  diminishes  the  likelihood  of 
postoperative  duodenal  or  other  visceral  adherence 
to  a a raw  liver  surface.  If  sufficient  capsule  to  re- 
cover the  bed  cannot  be  obtained,  omentum  will 
serve  the  same  protective  purpose. 

The  fourth  principle  in  the  avoidance  of  operative 
complications  of  biliary  calculi  is  the  adequate  assess- 
ment of  the  common  bile  duct.  Careful  visualization 
and  palpation  of  the  duct  in  many  instances  yields 
information  that  is  the  determining  factor  in  whether 
exploration  of  the  duct  is  required.  Palpation  of  the 
distal  common  duct  is  aided  by  dividing  the  peri- 
toneum along  the  edge  of  the  duodenum  and  rotat- 
ing it  to  the  left.  'This  allows  passage  of  two  fingers 
under  the  head  of  the  pancreas  and  palpation  of  the 
ampullary  region  between  the  thumb  and  fingers  of 
the  left  hand.  In  addition,  we  perform  operative 
cholangiography  to  serve  a three-fold  purpose.  In  a 
patient  with  questionable  indications  for  exploration, 
a normal  cholangiogram  relieves  the  surgeon’s  doubts. 
Following  exploration  of  a duct,  a cholangiogram 
demonstrates  patency  of  the  ampulla  of  Vater  and 
insures  the  absence  of  a residual  common  duct  stone. 
Cholangiography  may  also  demonstrate  unsuspected 
anomalies  of  the  biliary  ductal  system. 

Errors  in  Technique. — 'Errors  in  technique  primar- 
ily involve  complications  resulting  from  arterial  in- 
jury, injury  to  the  common  bile  duct,  and  biliary 
leak.  Hemorrhage  always  has  been  a serious  surgical 
hazard.  A number  of  vessels  may  be  injured  in  the 
course  of  biliary  tract  surgery,  with  resultant  bleed- 
ing either  during  or  following  the  operation.  The 
most  common  arterial  injuries  are  those  involving 
the  cystic  artery,  hepatic  and  right  hepatic  arteries, 
vessels  in  the  gallbladder  bed,  liver,  and  along  the 
common  duct.  Meticulous  dissection  and  accurate  an- 
atomic identification  of  important  structures  are  the 
keystones  in  avoiding  arterial  injury.  Blind  clamping 
in  an  attempt  to  arrest  a sudden  hemorrhage  in  this 
region  is  a dangerous  procedure;  digital  control  of 


the  hepatic  vessel  by  a finger  in  the  foramen  of 
Winslow  is  unquestionably  the  most  important  fac- 
tor in  the  control  of  such  hemorrhage.  Hemorrhage 
within  the  common  bile  duct,  or  hemobilia,  may 
occur  as  the  result  of  excessive  trauma  during  an 
exploration  of  the  duct.  Instrumental  manipulation  of 
the  common  duct  should  be  performed  with  extreme 
gentleness.  Hemobilia  also  has  been  reported  on  rare 
occasions  as  a complication  of  common  duct  calculi. 
Hemorrhage  due  to  vitamin  K deficiency  in  a jaun- 
diced patient  should  not  occur  if  careful  preoperative 
assessment  and  correction  of  prothrombin  deficiency 
is  performed.  Massive  hemorrhage  following  biliary 
tract  surgery,  which  requires  blood  replacement,  calls 
for  reoperation  to  control  the  site  of  bleeding  and  to 
evacuate  the  hematoma  which  may  form  the  nidus 
of  a subsequent  abscess.  Inadvertent  ligation  of  the 
right  hepatic  artery  is  a serious  arterial  injury  which 
compromises  the  hepatic  circulation.  Adequate  anti- 
biotic coverage  following  this  catastrophe  may  avert 
a fatality. 

Common  duct  injury  usually  occurs  as  a result  of 
crushing  following  blind  attempts  to  control  bleed- 
ing, or  of  inaccurate  identification  of  the  cystic- 
common  duct  junction,  with  occlusion  by  ligature  of 
all  or  part  of  the  common  duct.  Common  duct  stric- 
ture is  one  of  the  most  tragic  complications  that  may 
occur.  The  prevention  of  this  condition  still  is  the 
most  effective  form  of  treatment,  and  is  the  responsi- 
bility of  all  surgeons  who  operate  upon  the  biliary 
tract.  The  long-term  results  of  reparative  plastic  pro- 
cedures for  common  duct  stricture  are  discouraging 
in  a high  percentage  of  patients. 

Injury  to  the  distal  common  duct  may  occur  dur- 
ing exploration  with  failure  to  recognize  a fibrosis 
or  stenosis  of  the  sphincter  of  Oddi.  This  lesion  may 
occur  in  the  presence  or  absence  of  common  duct 
calculi.  Repeated  forceful  pressure  with  a probe  or 
dilator  may  create  a false  passage  into  the  duodenum 
with  further  complications.  In  a patient  in  whom  a 
dilator  will  not  pass  through  the  sphincter  of  Oddi 
with  ease,  the  authors  have  no  hesitation  in  opening 
the  duodenum  and  identifying  and  probing  the 
sphincter  under  direct  vision.  Impacted  calculi  in  the 
distal  duct  are  more  safely  removed  in  this  manner, 
and  fibrosis  or  stenosis  of  the  sphincter  may  be  rec- 
ognized and  treated  by  dilatation  or  sphincterotomy. 
Occasionally  duodenotomy  reveals  an  unsuspected  ob- 
structive lesion  of  the  ampullary  area. 

Leakage  of  bile  following  biliary  tract  surgery  may 
be  a minor  phenomenon  or  a severe  complication. 
Inadequate  ligature  of  the  cystic  duct,  or  division  of 
small  aberrant  ducts  in  the  gallbladder  bed,  are  the 
usual  cause  of  bile  leakage  following  cholecystectomy. 
The  routine  use  of  a soft  Penrose  drain  in  Morison’s 
pouch  insures  that  these  bile  leaks  will  have  ade- 
quate drainage  to  the  outside,  in  effect  establishing 
a temporary  external  biliary  fistula.  In  the  absence 
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of  obstruction  in  the  main  biliary  tree,  these  fistulous 
tracts  always  close  spontaneously  within  a short  time. 
A persistent  external  biliary  fistula  is  indicative  of 
partial  or  complete  obstruction,  or  severe  injury  to 
the  bile  ducts.  Bile  leakage  which  is  not  drained 
usually  collects  locally  in  the  periduaal  or  perihepatic 
regions.  Infection  often  supervenes,  and  these  bile 
collections  subsequently  result  in  abscess  formation. 
Escape  of  bile  into  the  general  peritoneal  cavity  is 
a rare  but  lethal  complication  which  often  terminates 
with  a diffuse,  fulminating  peritonitis.  In  rare  in- 
stances, leakage  of  bile  into  the  general  peritoneal 
cavity  causes  few  symptoms,  no  peritonitis,  and  pro- 
duces a biliary  ascites. 

Summary 

The  complications  of  biliary  calculi  present  some 
of  the  most  difficult  problems  which  the  general 
surgeon  is  called  upon  to  treat.  In  the  presence  of 


gallstones,  elective  cholecystectomy  is  the  best  means 
of  preventing  the  development  of  these  complica- 
tions. These  same  complications  occur  in  many  pa- 
tients in  whom  gallstones  are  asymptomatic  but  are 
discovered  inadvertently.  It  is  the  authors’  firm  con- 
viction that  the  gallbladder  containing  stones,  silent 
or  otherwise,  should  be  removed. 
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Glue-Sniffing  Rated 
Potentially  Harmful 

Glue-sniffing,  increasingly  popular  among  adolescents  who  want  to  get  "high”, 
is  potentially  harmful,  two  Denver  physicians  have  warned. 

The  inhalation  of  plastic  cements  and  airplane  glue  produces  effects  ranging 
from  mild  intoxication  to  disorientation  and  coma  if  exposure  is  prolonged,  Drs. 
Helen  H.  Glaser  and  Oliver  N.  Massengale  of  the  adolescent  clinic.  University  of 
Colorado  Medical  Center,  said  in  the  July  28  Journal  of  the  American  Medical 
Association. 

"Glue-sniffing  may  be  considered  by  some  merely  as  an  adolescent  craze,  soon 
to  be  replaced  by  some  other  passing  fad,  and  hence  of  little  significance,”  they 
said. 

"But  unlike  other  relatively  harmless  activities,  such  as  telephone  booth- 
stuffing, glue  inhalation  appears  to  carry  with  it  a potential  for  significant  detri- 
ment to  the  child’s  physical  and  emotional  health.” 

Although  there  is  no  documented  evidence  of  serious  physical  harm  resulting 
from  glue-sniffing,  the  two  physicians  said,  the  solvents  contained  in  glues  can 
be  harmful  to  organ  systems  such  as  the  liver,  kidneys,  brain,  and  bone  marrow. 
Among  unconfirmed  accounts  of  serious  effects  due  to  glue  are  reports  of  mental 
deterioration,  acute  liver  damage,  and  death  following  kidney  failure,  they  said. 
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Although  few  neopIasiLs  arise  within  the 
spinal  cord  itself,  all  intraspinal  neoplasms  by 
their  growth  produce  cord  compression.  For  this  rea- 
son, intraspinal  neoplasms  often  are  called  spinal  cord 
tumors.  Intraspinal  neoplasms  arising  within  the 
spinal  cord  are  termed  intramedullary  tumors  where- 
as those  arising  outside  the  spinal  cord  are  called 
extramedullary  tumors  and  may  be  either  intradural 
or  extradural. 

Most  primary  intraspinal  neoplasms  occurring  in 
adults  are  benign,  intradural  extramedullary  tumors 


arising  from  the  meninges  or  nerve  roots.  Pain  is  the 
predominant  symptom  of  these  lesions  and  at  times 
may  exist  for  several  years  before  cord  compression 
becomes  apparent.  Surgery  usually  leads  to  cure  and 
complete  neurologic  recovery.  Although  primary  in- 
traspinal neoplasms  occur  in  children  of  all  ages,  oc- 
currence is  much  less  frequent  than  in  adults.^'^  Be- 
cause of  differences  in  the  pathologic  lesions  en- 
countered in  children,  the  clinical  picture  often  dif- 
fers from  that  found  in  adults,  and  treatment  may  be 


Fig.  1. 

AGE  INCIDENCE  OF  PRIMARY  SPINAL  CORD  TUMORS  IN  CHILDREN 


AGE  IN  YEARS 

The  214  cases  (Hamby)  include  that  author's  first  100  cases  and  the  114  cases  which  he  reported  at  a 
later  date. 


728 


TEXAS  State  Journal  of  Medicine 


Although  spinal  cord  tumor  is  rare,  it  should 
be  considered  in  the  diagnosis  of  any  child 
with  weakness  of  one  or  more  extremities, 
pain  or  stiffness  in  the  neck,  back,  or  legs, 
or  with  kyphosis  or  scoliosis.  The  case  of  a 
six  year  old  boy  with  ependymoma  of  the 
filum  terminale  is  reported. 


less  satisfactory.  Although  spinal  cord  tumor  is  rare, 
its  diagnosis  can  be  established  with  accuracy. 

Incidence  and  Pathology 

In  1928  Stookey^*^  reported  spinal  cord  tumor  in 
eight  children  under  13  years  of  age  in  a series  of 
165  patients  with  spinal  cord  tumor.  In  1935  Ham- 
by^ reported  finding  in  the  literature  prior  to  1933, 
100  cases  of  intra^inal  neoplasms  in  children  under 
age  16.  Hambf®  jpublished  a second  series  of  114 
cases  in  1944  obtained  by  reviewing  the  literature 
from  1933  to  1942,  inclusive.  In  1954  Ingraham  and 
Matson®  published  a report  of  a series  of  63  cases 
of  spinal  cord  tumor  in  children  under  age  13  who 
were  encountered  when  the  authors  treated  313  chil- 
dren with  intracranial  tumor.  In  1956  Grant  and 
Austin'’  reported  30  children  in  a series  of  409  pa- 
tients with  spinal  cord  tumor.  Dodge,  Keith,  and 
Campagna^  reported  a series  of  56  children  with  cord 
tumor  in  1956;  Haft,  Ransohoff,  and  Carter,®  a series 
of  30  children  in  1959;  and  Rand  and  Rand,^®  a 
series  of  72  in  I960. 

Spinal  cord  mmors  occur  with  equal  frequency  in 
each  sex.  Fig.  1 shows  the  age  incidence  of  spinal 
cord  tumors  in  children.  The  sharp  increase  in  the 
frequency  of  tumor  in  patients  aged  12  through  15  is 
confirmed  by  most  authors.  Fig.  2 shows  the  inci- 
dence of  the  various  types  of  neoplasm  in  Hamby’s 
two  series  and  in  that  of  Ingraham  and  Matson.  Al- 
though a few  gliomas  were  limited  to  the  cauda 
equina  most  were  intramedullary  lesions  involving 
long  segments  of  the  cord.  Epidermoids,  dermoids, 
and  teratomas,^’  the  so-called  congenital  tumors, 
occurred  predominantly  before  the  age  of  five  and 
were  usually  located  in  the  lumbar  or  lumbosacral 
region.  Those  located  elsewhere  were  almost  exclu- 
sively cervical.  Neurilemmomas,  benign  neoplasms 
arising  from  the  nerve  sheath  cells,  occurred  most 
frequently  in  older  children  and  were  distributed 
throughout  the  spinal  canal  in  proportion  to  its 
length. 
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Symptoms  and  Signs 

Ingraham  and  Matson  remarked  that  other  than 
spinal  cord  tumor,  perhaps  there  is  no  neurosurgical 
condition  in  children  in  which  the  history  is  so  apt 
to  be  inadequate  and  in  which  there  is  such  a paucity 
of  reliable  signs  early  in  the  course  of  the  disease. 
Since  neoplasms  primarily  involving  the  nerve  roots 
and  meninges  infrequently  occur  in  children,  pain  is 
not  as  often  a symptom  in  children  as  in  adults. 
When  pain  does  occur,  description  of  its  location  and 
character  may  be  beyond  the  patient’s  language  abili- 
ties. Pain  is  much  less  common  with  intramedullary 
lesions.®’  In  Grant’s  and  Austin’s  30  patients,  pain 
in  the  back  at  the  level  of  the  lesion  was  the  most 
frequent  initial  complaint,  occurring  in  14  patients. 
Thirteen  of  Anderson’s  and  Carson’s’^  21  patients  had 
spine  or  leg  pain  as  their  earliest  symptom.  Weakness 
of  one  or  more  extremities,  usually  the  lower,  was 
the  most  frequent  initial  symptom  reported  in  the 
series  of  Dodge,  Keith,  and  Campagna  and  occurred 
in  19  patients.  Many  other  authors  found  such  weak- 
ness a frequent  initial  symptom. 

In  the  series  of  Grant  and  Austin  the  most  fre- 
quently encountered  neurologic  sign,  present  in  18 
cases,  was  a sensory  level  to  a pin  prick.  In  spite  of 
the  limited  ability  of  young  patients  to  cooperate, 
all  writers  emphasized  the  value  of  repeated,  careful 
sensory  examinations. 

In  a group  of  51  patients  formed  by  combining 
the  series  of  Grant  and  Austin  and  that  of  Anderson 
and  Carson,  25  had  symptoms  for  three  months  or 
less  preoperatively,  whereas  only  8 had  symptoms 
longer  than  six  months.  In  the  30  patients  reported 
by  Haft,  Ransohoff,  and  Carter  preoperative  symp- 
toms varied  from  two  weeks  to  six  years  with  the 
average  being  one  and  one-half  years.  In  the  56  pa- 
tients reported  by  Dodge,  Keith,  and  Campagna,  28 
had  preoperative  symptoms  for  one  year  or  more 
whereas  5 had  symptoms  for  more  than  five  years.  In 
two  of  the  three  patients  with  symptoms  for  four  to 


Volume  58,  SEPTEMBER,  1962 


729 


PATHOLOGY  OF  PRIMARY  SPINAL  CORD  TUMORS  IN  CHILDREN 


Fig.  2. 


five  years  preoperatively,  neurilemmomas  were  pres- 
ent. With  preoperative  symptoms  present  more  than 
five  years,  intramedullary  lesions  were  present  in  four 
out  of  five  patients. 


Roentgen-ray  Findings 

J. 

Roentgen-ray  examination  of  the  spine  is  extreme- 
ly important  when  spinal  cord  tumor  in  a child  is  sus- 
pected. As  anomalies  of  the  vertebrae  are  frequently 
present  adjacent  to  tumors  of  the  congenital  variety, 
examination  of  the  entire  spine  is  desirable.  In  the 
series  of  Dodge,  Keith,  and  Campagna  roentgeno- 
grams of  the  spine  were  abnormal  in  40  patients. 
In  Anderson’s  and  Carson’s  patients  roentgenograms 
were  abnormal  in  14  cases.  Erosion  of  the  pedicle  of 
the  vertebrae  ( Fig.  3 ) is  the  most  frequent  abnormal- 
ity and  was  demonstrated  in  20  of  the  56  patients 
reported  by  Dodge,  Keith,  and  Campagna  and  in  6 of 
Anderson’s  and  Carson’s  21  patients.  As  pedicle  ero- 
sion always  occurred  at  the  level  of  the  neoplasm  its 
demonstration  usually  made  additional  special  studies 
unnecessary.  Widening  of  the  interpediculate  dis- 
tances throughout  several  adjacent  segments  is  most 


commonly  seen  in  intramedullary  rumors.  Erosion  of 
the  vertebrae  was  seen  chiefly  in  extradural  lesions, 
especially  those  which  were  malignant.  Occasionally 
primary  bone  tumors  were  demonstrated.  Scoliosis  or 
kyphosis  may  be  the  only  bony  abnormality  associated 
with  spinal  cord  tumor. 

When  there  is  insufficient  evidence  to  definitely 
establish  the  presence  of  spinal  cord  rumor,  or  when 
the  level  of  the  neoplasm  cannot  be  determined  pre- 
cisely, myelography  is  desirable.  Although  the  writer 
of  this  article  has  at  times  utilized  oxygen  for  myelog- 
raphy, he  believes  Pantopaque  is  much  more  satis- 
factory for  such  studies  and  has  seen  no  ill  effects 
from  its  use. 


^1  Dr.  S.  R.  Snodgrass  is  professor  of 
neurological  surgery  at  the  Uni- 
versify  of  Texas  Medical  Branch  in 
Galveston.  He  presented  this  paper 
in  April,  1961,  before  the  Section 
on  Pediatrics  at  the  Texas  Medical 
Association  Annual  Session  in  Gal- 
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Spinal  Fluid  Examination 

Spinal  fluid  examination  is  extremely  important 
in  patients  suspected  of  having  spinal  cord  tumor. 
Ingraham  and  Matson  failed  to  encounter  any  patient 
with  an  intraspinal  mass  lesion  who  had  both  normal 
spinal  fluid  dynamics  and  normal  protein  content  of 
the  fluid.  Roentgen-ray  examination  should  precede  ^ 
lumbar  puncture  since  positive  roentgen-ray  findings 
may  show  that  puncture  is  unnecessary.  Alarming 
exacerbations  of  neurologic  signs  may  follow  lumbar 
puncture  and  make  operation  urgent.  Although  seda- 
tion is  usually  adequate,  induction  of  anesthesia  may 
be  necessary  to  allow  adequate  examination  of  the 
spinal  fluid  and  its  dynamics.  When  jugular  compres- 
sion ( Queckenstedt’s  test)  reveals  partial  or  com- 
plete block  and  myelography  is  considered  necessary, 
contrast  material  should  be  introduced  at  once.  If  a 
subsequent  puncture  for  myelography  is  made  within 
a few  days,  injection  of  contrast  material  into  th^ 
subdural  or  epidural  space  is  not  uncommon.  Such 
injection  may  make  immediate  myelography  impos- 
sible. 

As  spinal  fluid  dynamics  may  be  normal  even 
when  a neoplasm  is  present,  examination  of  the 
spinal  fluid  protein  is  of  great  importance.  Anderson 
and  Carson  found  the  spinal  fluid  normal  in  only  1 
of  the  19  patients  whom  they  studied.  Elevation  of 
the  total  protein  ranging  from  110  mg.  per  100  cc. 
to  4,000  mg.  per  100  cc.  was  present  in  17,  and  the 
fluid  was  xanthochromic  in  9-  Ross  and  Bailey^”^ 
found  the  spinal  fluid  protein  elevated  in  all  but  1 
of  their  13  patients  with  no  difference  in  the  degree 
of  elevation  in  intramedullary  and  extramedullary 
lesions. 


Case  Report 

The  patient,  a six  year  old  white  boy,  was  admitted  to 
the  hospital  because  of  recurring  pain  in  the  recmm.  He 
was  unwilling  to  discuss  his  symptoms.  His  parents  said 
that  during  the  preceding  year  and  one-half,  most  com- 
monly at  night  when  he  could  not  sleep,  he  had  complained 
of  severe  reaal  pain,  the  character  and  duration  of  which 
was  uncertain.  The  pain  was  in  no  way  related  to  defeca- 
tion, and  there  had  been  no  constipation  or  diarrhea.  There 
had  been  no  rectal  trauma,  bleeding,  or  other  abnormality. 
When  pain  was  not  present  the  patient  played  energetically 
and  appeared  perfectly  normal.  A year  before  admission 
roentgenograms  of  the  lumbar  spine  and  pelvis  were  made 
and  no  abnormalities  were  present.  At  that  time  proctoscopy 
under  general  anesthesia  showed  no  abnormalities.  For  a 
time  thereafter  pain  appeared  to  be  less  frequent,  but  dur- 
ing the  eight  months  preceding  admission,  pain  had  in- 
creased progressively  in  frequency  and  severity. 

During  the  day  the  boy  ran  and  played  actively,  but  at 
night  he  frequently  experienced  pain  in  the  recmm  and 
also  at  times  in  the  external  genitalia.  Occasionally,  pain 
seemed  to  be  brought  on  by  straining  at  stool,  but  the 
bowel  habits  and  sphincter  control  continued  to  be  notmal. 
There  was  difficulty  in  starting  the  urinary  stream  at  times 


and  enuresis  occurred  occasionally.  No  other  complaints 
were  present,  and  he  denied  any  sensory  or  motor  disturb- 
ances. He  continued  to  gain  weight  and  to  grow  normally. 

The  patient’s  past  health  had  always  been  good.  Except 
for  measles,  he  had  had  no  illnesses,  accidents,  or  opera- 
tions. The  family  history  was  good. 

Examination  showed  an  apparently  healthy  boy  who  was 
alert,  comfortable,  and  physically  active.  His  general  physi- 
cal and  neurologic  examination  was  normal.  Rectal  exam- 
ination was  not  permitted. 

Studies  of  the  blood  and  urine  were  normal.  Roentgeno- 
grams of  the  chest,  lumbar  spine,  and  pelvis  were  normal. 

Under  anesthesia,  digital  rectal  examination  was  made 
and  no  abnormalities  were  found.  Lumbar  puncture  made 
under  anesthesia  showed  cleat,  colorless  spinal  fluid  with 
an  initial  pressure  of  150  mm.  of  fluid.  There  was  no 
block  on  jugular  compression.  The  total  protein  content  of 
the  fluid  was  48  mg.  per  100  cc.  and  no  white  cells  were 
present,  the  Kolmer’s  test  was  negative  and  the  Lange’s 
test  result  was  normal.  Three  ml.  of  Pantopaque  were  in- 
jected, fluoroscopy  done,  and  spot  roentgenograms  made. 
At  the  lumbosacral  level  there  was  an  irregular  filling  de- 
fect obstructing  flow  of  the  contrast  material  caudalward 
(Fig.  4).  This  defect  was  considered  indicative  of  an  intra- 
spinal neoplasm,  and  laminectomy  was  advised. 

On  Nov.  3,  1953,  laminectomy  of  the  fourth  and  fifth 
lumbar  vertebrae  and  the  upper  portion  of  the  sacrum  was 


Fig.  3.  Anteroposterior  roentgenogram  of  lumbar 
spine.  Normal  pedicle  is  indicated  by  two  arrows, 
eroded  pedicle  is  indicated  by  three  arrows. 
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Fig.  4.  Anteroposterior  and  lateral  roentgenograms 
of  lumbosacral  spine.  Pantopaque  column  obstructed 

s- 


at  lumbosacral  junction  by  fillirig  defect  produced  by 
intradural  extramedullary  ependymoma. 


made.  When  the  dura  was  opened  the  lower  end  of  the 
dural  sac  was  seen  to  be  filled  with  a smooth,  reddish 
tumor  mass  arising  from  the  filum  terminale  and  displacing 
the  nerve  roots  of  the  cauda  equina  laterally  to  either  side. 
Although  most  of  the  nerve  roots  separated  readily  from 
the  tumor,  the  fourth  and  fifth  sacral  roots  were  firmly 
adherent  bilaterally  and  were  divided  and  removed  with 
the  tumor.  At  some  points  separation  of  the  tumor  from  the 
inner  surface  of  the  dura  was  difficult  but  the  tumor  was 
removed  completely.  Areas  where  the  tumor  had  been  ad- 
herent to  the  inner  surface  of  the  dura  were  charred  by 
the  electrocautery.  Routine  closure  of  the  wound  was  done. 

Except  for  occasional  difficulty  in  starting  the  urinary 
stream,  the  patient’s  recovery  after  operation  was  unevent- 
ful. Rectal  control  appeared  normal.  He  returned  home  on 
the  12th  postoperative  day  with  the  wound  completely 
healed. 

Microscopic  examination  of  the  neoplasm  was  made  by 
a pathologist.  He  considered  the  neoplasm  to  be  an  epen- 
dymoma of  the  myxopapilloma  type.  This  well  differenti- 
ated type  of  glioma  has  a favorable  prognosis  when  com- 
plete gross  removal  is  made. 

This  boy,  now  14  years  old,  is  64  inches  tall  and  weighs 
130  pounds.  He  has  no  complaints  of  any  sensory  or  motor 
disturbances  and  his  bladder  and  rectal  control  is  normal. 
He  is  attending  junior  high  school,  participating  actively 
in  all  sports,  and  his  parents  consider  him  to  be  entirely 
well. 


Summary 

The  diagnosis  of  spinal  cord  tumor  should  be  con- 
sidered in  any  child  with  weakness  of  one  or  more 
extremities,  pain  or  stiffness  in  the  neck,  back,  or 
legs,  or  with  kyphosis  or  scoliosis.  Although  the  his- 
tory is  often  inadequate  and  neurologic  findings  in- 
definite, accurate  diagnosis  can  be  established  by 
appropriate  studies.  Roentgenograms  of  the  spine  and 
spinal  fluid  examination  are  especially  important. 
Myelography  should  be  performed  if,  without  its  use, 
the  diagnosis  remains  uncertain.  Surgical  therapy  is 
usually  helpful  and  frequently  curative.  The  case  of 
a six  year  old  boy  with  ependymoma  of  the  filum 
terminale  is  reported. 
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Many  Great  Discoveries 
Meet  Official  Skepticism 

In  scientific  matters  generally  there  is  always  a body  of  conservative  opinion 
which  is  extremely  skeptical  of  all  new  proposals,  and  in  no  branch  of  knowledge 
has  innovation  had  to  battle  conservative  opinion  more  often  than  in  medicine. 
Nearly  every  great  discovery  has  made  its  way  despite  official  skepticism.  Biology 
is  inherently  a complex  and  difficult  science,  in  which  even  well-qualified  experts 
may  evaluate  a given  set  of  facts  in  very  different  ways. 

Jenner’s  vaccination  for  smallpox,  Semmelweis’  contribution  to  the  preven- 
tion of  puerperal  fever,  and  Findlay’s  discovery  of  the  role  played  by  the  mosquito 
in  transmitting  yellow  fever  followed  long  trial-and-error  experiments  during 
which  many  authorities  honestly  believed  the  innovator  to  be  following  a blind 
alley.  Cod  liver  oil  was  rejected  as  worthless  by  an  authoritative  medical  body  as 
late  as  1919. 

When  the  first  sulfa  drug  was  intrcxiuced  in  the  United  States,  it  was  judged 
ineffective  by  an  outstanding  authority.  The  same  authority  dismissed  early  English 
reports  on  penicillin  as  incredible.  When  he  was  offered  a culture  of  penicillin 
for  testing,  he  poured  it  down  the  sink. 

— Smith  Kline  & French  Laboratories,  Philadelphia,  Pa. 
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Hypothermia: 

A Valuable  Neurosurgical  Adjunct 

R.  C.  HARDY,  M.D. 


Hypothermia  is  the  reduaion  of  the  tempera- 
ture of  anesthetized  or  unconscious  patients  to 
subnormal  levels.  Its  physiologic  effects  in  decreased 
cerebral  metabolism,  reduced  brain  volume,  and  low- 
ered blood  pressure  provide'-  distinct  advantages  in 
the  handling  of  neurosurgical  disorders.  Its  use  has 
lowered  the  mortality  and  morbidity  rates  in  selected 
operative  procedures  and  in  parients  who  have  brain 
damage  caused  by  trauma  and  strokes. 

Vascular  Malformations 

The  mortality  rate  of  patients  with  spontaneous 
subarachnoid  hemorrhage  has  been  quoted  as  ranging 
between  35  and  50  per  cent  for  the  first  bleeding 
episode.^^  One-half  of  these' patients  died  within  48 
hours.  Another  20  to  50  per  cent  of  the  survivors 
succumbed  to  recurrent  hemorrhages.^®’  The  to- 
tal mortality  rate  in  nonsurgical  cases  was  in  the 
range  of  50  to  75  per  cent.  Prior  to  the  use  of  hypo- 
thermia, the  operative  deaths  in  some  reported  series 
approached  or  even  exceeded  the  incidence  of  deaths 


Hypothermia  enables  the  surgeon  to 
carry  out  procedures  which  otherwise  are 
technically  impossible.  Physiologic  ef- 
fects of  forced  cooling  are  advantageous 
when  vascular  tumors  and  cerebral  an- 
eurysms must  be  dealt  with.  Intracranial 
exploration  is  facilitated.  Even  the  cere- 
bral circulation  may  be  interrupted  for 
brief  periods  of  time. 


occurring  without  surgery,  with  the  result  that  in 
some  clinics,  a course  of  nonsurgical  intervention  was 
recommended.®^’  ®® 

The  advantages  of  hypothermia,  in  shrinking  the 
brain  volume  to  facilitate  exposure  of  the  lesion  and 
in  making  safe  the  partial  or  complete  interruption 
of  the  cerebral  circulation  while  dealing  with  the  le- 
sion, have  made  the  subject  of  intracranial  aneurysms 
an  entirely  new  field. 

Nowhere  is  this  more  important  than  in  the  prob- 
lem of  arteriovenous  malformations  of  'the  brain. 
These  tangled  masses  of  thin-waUed  vessels  contain- 
ing blood  under  near-arterial  pressure  serve,  in  the 
absence  of  a normally  interposed  capillary  bed,  as 
a shunt  from  the  arterial  to  the  venous  side.  The 
vascular  resistance  is  lowered  by  the  shunt;  the  feed- 
ing arteries  consequently  dilate  to  carry  more  blood 
under  less  than  the  usual  pressure.  The  result  is  local 
tissue  ischemia,  which  accounts  for  focal  neurologic 
signs.  Rupture  of  one  of  the  thin-walled  vessels  re- 
sults in  a subarachnoid  hemorrhage,  an  intracerebral 
hemorrhage,  or  both.  These  lesions  at  best  are  ex- 
ceedingly difficult  to  deal  with  at  surgery.  The  feeder 
vessels  must  be  systematically  ligated.  If,  in  the 
process,  a draining  vessel  is  inadvertently  torn  or 
ligated,  the  ensuing  bleeding  may  be  all  but  impossible 
to  control.  Under  these  circumstances,  the  means  of 
reducing  or  eliminating  cerebral  circulation,  either  by 
temporarily  occluding  previously  exposed  arteries  in 
the  neck  or  by  intravenous  injection  of  a gangliono- 
plegic  drug  such  as  trimethaphan  (Arfonad),  may 
prove  to  be  lifesaving.  The  incidence  of  postoperative 
neurologic  deficit  is  also  significantly  decreased. 

The  exposure  of  berry  aneurysms  of  the  circle  of 
Willis  is  made  easier  and  safer  under  hypothermia. 
The  reduction  in  brain  volume  which  occurs  at  re- 
duced temperatures  may  be  significantly  enhanced  by 
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the  administration  of  intravenous  urea,  1 mg.  per 
Kg.  of  body  weight,  immediately  prior  to  the  opera- 
tion. Hypothermia  provides  the  assurance  that,  should 
the  aneurysm  rupture,  adequate  time  and  a relatively 
dry  field  could  be  provided  by  compression  of  one 
or  both  carotid  arteries  and  combined,  if  necessary, 
with  the  intravenous  administration  of  Arfonad. 
When  the  aneurysm  is  clipped,  Arfonad  is  stopped 
and  the  blood  pressure  may  be  restored  immediately 
with  Neosynephrine.  Dissection  of  an  aneurysm  and 
manipulation  of  the  artery  bearing  it  may  cause  ar- 
terial spasm  with  resulting  anoxia.  The  deleterious 
effects  of  spasm  may  be  avoided  when  hypothermia 
outlasts  the  spasm.^^  A technique  has  evolved  in 
which  the  artery  to  and  from  the  aneurysm  is  oc- 
cluded with  special  temporary  clips.  The  aneurysm 
is  then  dissected  out  and  obliterated  with  a perma- 
nent clip.  Circulation  is  re-established  in  the  main 
trunk  artery  with  the  removal  of  the  temporary  clips. 
It  was  not  possible  to  accomplish  this  procedure  at 
normal  body  temperature  without  risking  the  pro- 
duction of  cerebral  hypoxia. 


Neoplasms 

Under  hypothermia  it  is  possible  to  remove  tumors 
with  minimal  trauma  to  the  brain  and  its  blood  ves- 
sels. The  occurrence  of  postoperative  cerebral  edema 


is  thereby  lessened.  The  reduction  of  intracranial 
pressure  and  the  ^decrease  in  brain  volume,  particu- 
larly when  the  technique  is  combined  with  the  in- 
travenous administration  of  urea,  are  further  advan- 
tages. Even  in  the  presence  of  large  neoplasms,  ad- 
vanced papilledema,  and  dulling  of  consciousness 
from  local  and  generalized  edema,  the  exposed  dura 
was  not  tense  and  the  brain  did  not  bulge.  It  fre- 
quently was  shrunken  and  dry,  and  dissection  of 
tumors  did  not  necessitate  the  same  amount  of 
manipulation  and  retraaion.^*  These  factors  assume 
particular  importance  with  operations  in  and  about 
the  third  ventricle,  the  hypothalamus,^^  and  the  brain 
stem.'^^  The  removal  of  highly  vascular  tumors  is 
made  easier  and  safer  by  use  of  hypothermia  com- 
bined with  induced  hypotension  with  trimethaphan 
( Arfonad ) .-® 

Trauma 

Permanent  neurologic  deficit,  or  death  following 
severe  head  injury,  frequently  is  the  result  of  ful- 
minating, severe  cerebral  edema.  Once  extradural  or 
acute  subdural  hematoma  is  excluded  or  dealt  with 
surgically,  the  problems  associated  with  contusion  or 
laceration  of  the  brain  must  be  faced.  The  progressive 
swelling  of  the  brain  leads  to  an  ever-increasing 
cerebral  circulatory  embarrassment.  The  tendency  to- 
ward pyrexia  may  be  pronounced,  and  oxygen  re- 
quirements of  the  tissues  rise  steeply.  Increase  in 


Fig.  1.  Left.  The  dye  shows  the  arterial  feeders  and 
also  is  seen  within  the  malformation.  Note  that  no 
dye  is  visible  in  the  anterior,  middle,  or  posterior 
cerebral  arteries.  Right.  This  projection  shows  the 
anteroposterior  view  of  the  malformation. 


Volume  58,  SEPTEMBER,  1962 


735 


Fig.  2.  This  picture  was  mode  one-half  second  later 
than  those  in  Fig.  1.  Here,  the  dye  can  be  seen 
leaving  the  malformation  via  greatly  distended,  tor- 
tuous veins.  After  another  one-half  second,  no  dye 
could  be  seen  in  the  brain. 


volume  of  the  cerebral  hemispheres  displaces  the 
brainstem  through  the  hiatus  in  the  tentorium  cere- 
belli.  In  turn,  there  is  ischemia  of  the  posterior  dien- 
cephalon, midbrain,  and  pons;  infarcts  may  be  seen 
in  the  distribution  of  the  basilar  and  posterior  cere- 
bral arteries.  Compression  of  the  brainstem  blocks  the 
cerebrospinal  pathways,  leading  to  a further  increase 
in  pressure  above,  and  a vicious  cycle. 

It  is  established  that  hypothermia  decreases  the  to- 
tal volume  of  the  brain  and  the  intracranial  pressure. 
It  may  thus  help  to  avert  the  serious  consequence  of 
foraminal  herniation.  In  reducing  the  cerebral  blood 
flow,  metabolism,  and  oxygen  consumption,  endan- 
gered neural  elements  are  protected.^^  Survival  and 
function  at  a lower  metabolic  level  may  still  continue 
within  areas  rendered  anoxic  or  ischemic  by  edema 
or  by  vascular  insufficiency.^  The  protection  from 
anoxia  with  its  consequent  changes  in  the  perme- 
ability of  cerebral  vessels  tends  to  lessen  edema  of 
the  brain.  Time  is  gained  for  the  edema  to  subside 
and  the  circulation  to  become  re-established.  Mean- 
while, the  neural  tissues  can  survive  to  resume  their 
activity  at  more  customary  metabolic  levels.  Stand- 
ardized brain  injuries  in  dogs  were  modified  by 
hypothermia.^^ 

Reports  of  its  clinical  application  in  patients  with 
severe  head  injuries,  including  those  showing  second- 
ary midbrain  signs,  consistently  have  emphasized  its 
value  in  significantly  reducing  mortality  and  morbid- 
ity rates.^'*’  The  importance  of  early  induction 
of  hypothermia  following  injury  has  been  demon- 
strated.®- Multiple  injuries  and  shock  are  not  con- 


Fig. 3.  At  surgery,  the  thin-walled  vein-like  vessels 
contained  blood  at  near  arterial  pressure. 


traindications  to  its  use;  transfusions  may  be  given 
while  the  patient  is  being  cooled.  The  temperature 
may  be  kept  at  lowered  levels  for  days  or  even 
weeks.  The  clinical  improvement  which  almost  in- 
variably follows  cooling  may  be  deceptive;  one 
must  remain  vigilant  for  operable  lesions.  Careful 
attention  also  must  be  given  to  the  need  for  tracheot- 
omy and  for  fluid  and  nutritional  requirements. 

Hypothermia  has  been  employed  to  forestall  fur- 
ther neurologic  injury  after  resuscitation  from  cardiac 
arrest.  Williams  and  Spencer®^  reported  that  three 
of  four  patients  thus  treated  recovered  completely 
despite  early  signs  of  severe  neurologic  damage.  How- 
ever, patients  with  similar  signs  have  been  known 
to  recover  without  the  benefit  of  hypothermia.  Pre- 
vention of  shivering  during  cooling  in  all  cases  of 
this  nature  is  especially  important  because  of  the 
marked  elevations  of  cerebral  oxygen  consumption 
that  can  occur. 


History 

Hypothermia  may  be  defined  as  the  state  in  which 
the  temperature  of  a homothermic  animal  is  reduced 
to  a subnormal  level.  It  is  achieved  by  interference 
with  the  usual  temperature  regulating  mechanisms. 
While  some  species  are  known  to  dispense  with  cus- 
tomary regulation  to  enter  a state  of  namral  hiberna- 
tion, most  mammals  require  forced  cooling  in  order 
to  become  hypothermic. 

Throughout  the  ages  it  has  been  known  that  cold 
produces  numbness  and  insensibility;  "numb  with 
cold”  is  a common  expression.  Cooling  blocks  activity 
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Fig.  4.  Above.  Taken  six  weeks  after  surgery,  this 
angiogram  shows  that  the  lesion  is  completely  re- 
moved and  cerebral  circulation  is  dramatically  im- 
proved. The  dye  can  be  seen  in  both  anterior  cere- 
bral arteries,  the  middle  cerebral  complex,  the  pos- 
terior communicating  artery,  and  the  fXDSterior  cere- 
bral artery;  none  of  these  could  be  visualized  before 
the  operation. 

Below.  This  anteroposterior  projection,  taken  post- 
operatively,  demonstrates  the  greatly  improved  cere- 
bral circulation. 


in  the  sensory  conducting  systems'*  and  local  cool- 
ing probably  was  the  first  type  of  surgical  anesthesia. 
The  earliest  record  of  the  use  of  snow  and  ice  water 
as  a local  analgesic  was  that  of  Abn  Sina  in  the  11th 
century.^^  Napoleon’s  military  surgeon,  Baron  Larrey, 
used  ice  on  the  battlefield  to  perform  painless  ampu- 
tations. 


Generalized  hypothermia  was  introduced  into  prac- 
tical medicine  in  1939  by  Smith  & Fae®®’  who  used 
the  method  in  the  treatment  of  cancer.  In  1945,  Fae®* 
was  the  first  to  employ  hypothermia  as  an  adjuvant 
in  neurosurgery,  lowering  the  body  temperature  of 
patients  with  head  injuries  and  hyperthermia  to  about 
33  C.  (91.4  F.).  After  Bigelow*^'*'^  first  suggested 
the  use  of  hypothermia  for  cardiac  surgery,  there 
occurred  an  ever-increasing  interest  in  this  field. 


Physiologic  Considerations 

Hypothermia  is  accompanied  by  fairly  consistent 
physiologic  changes,  some  of  which  provide  distinct 
advantages  in  the  management  of  several  neurosurgi- 
cal problems.  At  reduced  temperature  levels  cerebral 
metabolism  is  reduced,  cerebral  blood  flow  is  de- 
creased, and  there  is  a reduction  in  the  caliber  of  the 
cerebral  vessels,  probably  secondary  to  a decrease  in 
cardiac  output  and  mean  blood  pressure.  Brain  vol- 
ume is  significantly  reduced  at  30  C.  (86  F.),  and 
cerebrospinal  fluid  pressure  is  lessened.  At  this  tem- 
perature the  blood  pressure  is  unobtainable  by  the 
usual  auscultatory  methods,  but  by  palpation  the 
systolic  blood  pressure  is  near  80  to  90  mm.  of  mer- 
cury. Generalized  cooling  of  the  body  produces  anes- 
thesia, and  unconsciousness  occurs  at  30  C.  (86  F.). 
The  small  amount  of  anesthetic  agent  administered 
during  induction  and  cooling  may  represent  the  total 
quantity  of  the  agent  used  during  a six-hour  opera- 
tive procedure.  From  a pharmacologic  point  of  view, 
such  a patient  has  had  a very  brief  anesthesia.  The 
state  of  hypothermia  greatly  reduces  the  stress  effect 
of  trauma  or  surgery  as  measured  by  pituitary  adrenal 
corticotrophic  hormone  production  and  adrenal  cor- 
tical secretion.^^’^*^  Instead  of  having  a "washed  out” 
appearance  after  surgery,  patients  who  have  under- 
gone hypothermia  often  react  similarly  to  those  who 
have  undergone  a minor  operation.*^ 

Cerebral  metabolism  is  dependent  upon  oxygen 
and  glucose.  The  brain  is  dependent  on  blood  flow 
from  moment  to  moment  and  cannot  contract  an 
oxygen  debt.  Body  tissues,  such  as  muscle,  can  con- 
tract an  oxygen  debt  because  they  have  the  capacity 


Dr.  R.  C.  Hardy  practices 
neurological  surgery  in  San 
Antonio.  He  presented  this 
paper  before  the  Texas 
Medical  Association's  Sec- 
tion on  Surgery  during  the 
Annual  Session  in  Galveston 
in  April,  1961. 
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Fig.  5.  A berry  aneurysm  of  the  internal  carotid 
artery  can  be  seen  in  this  arteriogram,  which  was 
made  prior  to  the  operation. 


Fig.  6.  The  clip,  applied  to  the  neck  of  the  aneur- 
ysm, can  be  seen  in  this  arteriogram,  which  was 
made  postoperatively. 


for  anaerobic  metabolism  for  short  periods  of  time. 
The  central  nervous  system  functions  entirely  on  an 
aerobic  metabolism;  there  is  no  oxygen  reserve.  In 
normothermia,  the  brain  can  withstand  ischemia  for 
8 to  12  seconds  before  symptoms  and  electroen- 
cephalographic  abnormalities  appear.  At  30  C.  ( 86  F. ) 
cerebral  metabolism  is  decreased  by  approximately  50 
per  cent.-^  Cerebral  blood  flow  is  reduced  proportion- 
ately, so  that  arteriovenous  oxygen  differences  are  un- 
changed.^ During  hypothermia  the  reduced  cerebral 
metabolism  affords  significant  protection  to  the  brain 
against  anoxia,  and  safely  permits  the  temporary 
occlusion  of  major  vascular  channels  during  such 
procedures  as  clipping  the  neck  of  an  aneurysm,  re- 
moving an  arteriovenous  malformation,  or  removing 
a highly  vascular  tumor.  The  morbidity  and  mortal- 
ity rates  in  such  operations  are  thereby  significantly 
lessened. 


Indications 

The  methods  of  utilization  have  taken  two  forms, 
adjunctive  and  therapeutic.  The  former  has  been 
the  use  of  hypothermia  as  an  adjunct  in  operative 
procedures;  the  latter  has  been  the  treatment  by  tem- 
perature reduction  of  brain  damage  following  trauma, 
strokes,  and  cardiac  arrest. 

With  a reduction  in  brain  volume,  the  explora- 
tion of  relatively  less  accessible  parts,  particularly  at 
the  base  of  the  brain,  becomes  easier  and  is  achieved 
with  less  manipulation  and  trauma.  This  advantage 
assumes  particular  importance  when  the  operation  is 
conducted  in  the  face  of  edema  secondary  to  a tumor 
or  a subarachnoid  hemorrhage,  or  when  there  is 


threatened  compromise  of  such  vital  centers  as  the 
hypothalamus  or  brain  stem.  Asserman®’  has  de- 
scribed "retractor  anemia”,  suggesting  that  pressure 
by  a brain  retractor  may  be  transmitted  to  compara- 
tively distant  parts  of  the  brain,  depriving  them  of 
their  blood  supply  and  causing  irreversible  and  pos- 
sible widespread  damage.  These  effects  should  be 
minimized  or  avoided  by  the  use  of  hypothermia. 

The  removal  of  highly  vascular  lesions,  either  neo- 
plasms or  vascular  malformations,  is  made  easier  and 
safer  under  conditions  of  hypothermia. 

Hazards  and  Safeguards 

The  single  serious  hazard  in  hypothermia  is  the 
occurrence  of  ventricular  fibrillation  when  the  tem- 
perature is  permirted  to  drop  below  the  intended  safe 
level.  It  was  primarily  a problem  in  the  early  days  of 
hypothermia,  when  the  safe  cooling  range  was  not 
clearly  recognized.  Heart  rate  and  conduction  are 
slowed  under  hypothermia.*’®  As  the  temperature  falls 
below  30  C.  (86  F.),  there  is  an  increased  cardiac 
irritability.®-’  It  is  considered  essential  that  a con- 
tinuous electrocardiogram  be  obtained  throughout  the 
cooling  period.  The  occurrence  of  premature  con- 
tractions may  serve  as  an  indication  that  a critical 
temperamre  is  approaching  and  that  warming  should 
begin.  It  is  generally  recognized  that  a safe  level  of 
hypothermia  is  to  30  C.  (86  F.);  with  rare  excep- 
tions, cardiac  difficulties  have  been  encountered  at 
lower  temperature.  It  is  further  recognized  that  a 
diseased  heart  is  important  in  the  incidence  of  ven- 
tricular fibrillation.  The  great  majority  of  occurrences 
of  rhis  complication  concern  thoracic  operations.^® 
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Fig.  7.  After  injection  of  dye  into  the  left  carotid 
artery,  the  common  and  external  carotid  arteries  can 
be  visualized,  but  there  is  complete  obstruction  of 
the  internal  carotid  artery. 

A cardiac  operation  on  a diseased,  cold  heart  is  the 
combination  which  produces  this  phenomenon.  Bige- 
low"^- has  reported  more  than  500  patients  cooled  to 
body  temperatures  below  31  C.,  with  three  instances 
of  ventricular  fibrillation.  After  a lower  limit  of  28  C. 
was  adopted,  no  cases  of  ventricular  fibrillation  oc- 
curred during  cooling. 

The  problem  of  drift  of  body  temperamre  after 
active  cooling  is  especially  significant  in  very  young 
children,  very  heavy  individuals,  and  when  a very 
rapid  technique  of  cooling  is  used.^-  The  midesopha- 
geal  thermocouple,  lying  adjacent  to  the  heart,  re- 
flects the  temperature  of  the  blood  returning  from 
the  periphery  and  is  thereby  the  most  logical  site  for 
temperature  observations. 

A safe  method  is  the  very  gradual  reduction  of 
temperamre  achieved  by  the  Therm-O-Rite  blanket 
which  contains  coils  through  which  the  cooling  solu- 
tion flows.  The  machine  which  cools  or  warms  the 
solution  flowing  through  the  blanket  coils  has  sensi- 
tive controls  for  temperature  regulation.  Another 
technique  is  one  in  which  the  blood  stream  is  cooled 
directly  through  the  use  of  a heat  exchanger.  It  offers 


Fig.  8.  After  injection  of  dye  into  the  right  carotid 
artery,  a marked  narrowing  by  arteriosclerotic  plaque 
of  the  distal  end  of  the  common  carotid  artery  can 
be  seen. 

the  virmes  of  greater  rapidity  in  cooling  and  re- 
warming, a lesser  tendency  to  induce  shivering,  and 
little  or  no  temperature  drifting.  Its  disadvantages  are 
the  greater  complexity  of  the  method,  the  possibility 
of  trauma  to  the  blood  elements  in  the  passage 
through  the  apparatus,  and  the  need  for  heparin  to 
prevent  clotting.®® 

Shivering  during  the  cooling  process  is  undesirable 
inasmuch  as  the  patient  tends  to  maintain  his  tem- 
perature and  is  difficult  to  cool.  Furthermore,  shiv- 
ering significantly  increases  cerebral  metabolism,  even 
by  as  much  as  200  to  500  per  cent,  thereby  defeating 
the  very  purpose  of  cooling.®-  ®®  It  may  be  avoided  or 
terminated  by  deepening  the  anesthesia  or  by  ad- 
ministering curare.^^ 

Provision  for  intravenous  fluids  must  be  made 
prior  to  cooling,  inasmuch  as  such  severe  vasocon- 
striction frequently  occurs  that  blood  does  not  flow 
through  a long  leg  vein. 

The  age  of  the  patient  appears  to  have  little,  if 
any,  bearing  on  the  tolerance  of  hypothermia.^^ 

Occasionally,  a patient  undergoing  hypothermia  has 
a tendency  toward  abnormal  bleeding;  there  may  be 
a general  oozing  of  all  cut  surfaces.  The  bleeding  and 
clotting  times  are  prolonged.®®  The  probable  ex- 
planation is  the  occurrence  of  thrombocytopenia  dur- 
ing cooling;  the  platelets  return  to  normal  with  re- 
warming.®® Hemostasis  is  facilitated,  on  the  other 
hand,  by  the  decrease  in  cerebral  blood  flow  which 
occurs  with  hypothermia.® 
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Case  Reports 

The  following  case  summaries  typify  those  prob- 
lems in  which  hypothermia  has  been  helpful  and 
even  life-saving: 

Case  1. — This  49  year  old  man  had  fulminating  diabetic 
retinopathy.  For  10  months,  a progressive  decrease  in  vision 
led  to  near  blindness  in  the  right  eye  and  considerably 
diminished  vision  in  the  left  eye.  In  the  hope  of  preventing 
blindness,  hypophyseaomy  was  recommended. 

On  Dec.  3,  1957,  his  temperature  was  reduced  to  88  F. 
using  the  Therm-O-Rite  cooling  blanket.  The  craniotomy 
was  performed.  There  was  perceptible  brain  shrinkage, 
facilitating  exposure  of  the  pituitary  gland.  The  f>atient 
was  discharged  from  the  hospital  on  the  11th  postoperaive 
day  and  was  given  a hormone  supplement. 

Within  three  weeks  he  began  to  notice  improvement 
in  his  vision.  It  was  especially  evident  in  the  right  eye; 
he  could  only  count  fingers  with  this  eye  before  his  opera- 
tion. Several  months  after  surgery,  he  was  able  to  read 
newspaper  print  with  either  eye. 

Case  2. — A 17  year  old  youth  was  in  excellent  health 
until  he  had  the  sudden  onset  of  fairly  severe  generalized 
headache  associated  with  moderate  weakness  of  the  left 
side  of  his  body.  Angiography  disclosed  a large  arterio- 
venous malformation  of  the  right  frontotemporal  region 
( Fig.  la  and  b and  Fig.  2 ) . Craniotomy  was  performed 
under  hypothermia,  exposing  the  large  tangled  mass  of 
distended  thin-walled  vessels  ( Fig.  3 ) . The  arterial  feeders 
were  progressively  clipped,  the  draining  veins  were  ligated, 
and  the  lesion  was  removed.  The  postoperative  angiogram 
demonstrated  greatly  improved  cerebral  circulation,  includ- 
ing the  filling  of  anterior,  middle,  and  posterior  cerebral 
arteries  ( Fig.  4a  and  4b ) , which  did  not  fill  before  the 
operation. 

The  patient  did  remarkably  well,  and  eventually  made  a 
complete  recovery  from  his  hemiparesis. 

Case  3. — This  35  year  old  registered  nurse  had  the 
sudden  onset  of  excruciating  jabbing  pain  at  the  back  of 
her  head.  She  vomited  repeatedly,  and  subsequently  there 
was  stiffness  in  her  neck.  A spinal  puncture  disclosed 
grossly  bloody  fluid  at  a pressure  of  300  mm.  Angiography 
demonstrated  a berry  aneurysm  of  the  internal  carotid  artery 
( Fig.  5 ) . The  patient’s  temperature  was  reduced  to  88  F. 
and  the  lesion  at  the  circle  of  Willis  was  exposed.  A clip 


was  applied  to  its  neck  (Fig.  6).  Recovery  was  uneventful 
and  she  was  back  at  work  three  weeks  from  the  time  of 
her  surgery. 

Case  4. — ^This  67  year  old  man  had  a four  months’ 
history  of  periodic  weakness  and  disuse  of  various  parts 
of  his  body,  and  intermittent  decrease  of  vision.  His  re- 
ferring physician  gave  a diagnosis  of  multiple  sclerosis. 

Carotid  angiography  disclosed  that  there  was  a complete 
obstruction  of  the  left  internal  carotid  artery  (Fig.  7)  and 
obvious  narrowing  of  the  distal  end  of  the  right  common 
carotid  artery  ( Fig.  8 ) . His  cerebral  circulation  was  pre- 
carious, and  hypothermia  gave  added  protection  during 
surgery. 

His  temperamre  was  reduced  to  88  F.  A temporary  poly- 
ethylene mbe  by-pass  was  inserted,  and  right  carotid  end- 
arterectomy was  performed.  The  patient’s  clinical  improve- 
ment has  been  maintained  for  slightly  more  than  one  year. 


Summary 

Hypothermia,  the  forced  cooling  of  anesthetized 
or  unconscious  patients,  is  accompanied  by  a medley 
of  physiologic  effects,  some  of  which  provide  distinct 
advantages  in  the  management  of  certain  problems 
faced  by  the  general  surgeon,  the  cardiovascular  sur- 
geon, and  perhaps  in  partictdar  by  the  neurosurgeon. 

The  reduced  brain  volume  facilitates  intracranial 
exploration  and  the  reduced  cerebral  metabolism 
makes  safe  the  partial  or  even  complete  interruption 
of  the  cerebral  circulation  while  the  physician  deals 
with  the  lesion.  The  result  has  been  vastly  reduced 
morbidity  and  mortality  rates  associated  with  highly 
vascular  tumors  and  cerebral  aneurysms,  ^n  seleaed 
instances,  the  treatment  by  temperamre  reduction  of 
brain  damage  following  trauma,  strokes,  and  cardiac 
arrest  offers  hope. 

^ Dr.  Hardy,  922  Nix  Building,  San  Antonio. 

A complete  list  of  references  may  he  obtained  from  the 
author  on  request. 


Half-way  Houses  Are  Increasing 

The  number  of  half-way  houses  for  recovering  mental  patients  from  Vet- 
erans Administration  hospitals  almost  doubled  during  the  past  year. 

From  16  houses  with  187  patients  from  13  hospitals  in  I960,  the  number 
rose  to  30  houses  with  nearly  300  patients  from  17  hospitals  during  1961. 

The  VA  hospital  in  Waco  is  one  of  those  which  uses  this  plan. 

One  of  the  newer  trends  in  psychiatry,  the  half-way  house  provides  a suitable 
place  for  recovering  mental  patients  to  live  while  they  make  the  transition  from 
the  sheltered  environment  of  the  hospital  to  the  responsibilities  of  independent 
living  in  the  community. 

Persons  in  the  community  sponsor  the  half-way  houses  and  the  patients  pro- 
vide their  own  financial  support. 
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Medical  Aspects  of  Skin  and  Scuba  Diving 

KENNETH  L FORD,  JR.,  M.D. 


HE  PORTION  OF  the  earth’s  surface  covered 
by  water  is  referred  to  as  "inner  space”.  Man  has 
concerned  himself  with  the  exploration  of  this  region 
of  his  environment  since  the  dawn  of  history.  This 
exploration  has  been  done  mostly  by  professional 
personnel,  highly  skilled  in  the  use  of  their  equip- 
ment and  fully  cognizant  of  the  hazards  encountered. 
The  development  of  a demand  type  regulator  which 
could  be  used  with  a portable  air  supply  has  made  it 
possible  for  the  average  layman  to  explore  the  sub- 
marine world.  Too  often,  however,  these  excursions 
are  made  without  adequate  knowledge  of  the  physi- 
cal laws  which  apply  in  the  new  environment. 

There  are  more  than  6,000,000  people  in  the 
United  States  who  engage  in  diving.  Many  of  these 
people  are  well  versed  in  the  medical  aspects  of 
"free  diving”;  however,  there  are  large  numbers  who 
are  only  casual  divers  or  novices  inadequately  ground- 
ed in  the  physical  laws  of  the  aquatic  environment. 
The  physician  should  be  prepared  to  treat  the  in- 
curred injuries.  Frequently  he  is  called  upon  to  give 
lectures  to  diving  clubs  on  the  medical  aspects  of 
diving.  The  purpose  of  this  paper  is  to  outline  the 
physical  laws  of  marine  environment  and  their  medi- 
cal application  to  the  free  diver,  in  the  hope  that  a 
better  understanding  of  these  principles  will  aid  the 
physician  in  helping  to  educate  divers  and  treat  dis- 
ease acquired  by  his  diving  patients. 

Physics  Applied  To  Diving 

As  a diver  submerges,  he  encounters  striking 
changes  in  his  environment.  These  changes  may  seri- 
ously challenge  his  homeostatic  mechanisms.  One  of 
the  first  changes  is  in  body  temperature  regulation. 
On  land,  body  temperature  is  maintained  constant 
by  the  balance  of  body  heat  production  against  the 
loss  of  body  heat  to  the  surrounding  air  environ- 
ment. This  loss  is  accomplished  by  radiation,  con- 
duction, convection,  and  evaporation  of  perspiration. 


When  a diver  enters  the  water,  evaporation  as  a 
method  of  control  of  body  temperature  is  immedi- 
ately lost,  and  conduction  becomes  the  main  method 
of  heat  loss.  It  is  readily  apparent  that  a diver  sub- 
merged in  water  at  or  above  body  temperature  will 
be  unable  to  lose  excess  heat  and  will  overheat.  It 
is  less  apparent  that  physical  exertion  will  produce 
overheating  in  water  in  which  the  temperature  is  as 
low  as  86  F.  Overheating  can  cause  heat  exhaustion 
and  heat  stroke. 

The  effects  of  overcooling  are  more  likely  to  be 
encountered  and  are  easier  to  counteract  than  those 
of  overheating.  The  heat  capacity  of  water  is  greater 
than  that  of  air — (air  is  0.25  calories  per  Gm.  of  air, 
and  water  is  1.0  calories  per  Gm.  of  water).  This 
allows  a higher  gradient  to  be  maintained  in  water, 
and  body  heat  is  lost  more  rapidly.  The  effects  of 
heat  loss  have  various  manifestations  and  have  been 
related  to  skin  temperature. 

When  a person  is  comfortable,  the  average  skin 
temperature  is  93  F.  If  his  skin  temperature  falls  to 
88  F.,  he  becomes  uncomfortable.  At  a skin  temper- 
ature of  about  86  F.,  hypothalamic  centers  initiate 
heat  generation  activity  and  shivering  begins.  Shiver- 
ing interferes  with  muscular  coordination,  and  man- 
ual dexterity  decreases.  The  muscular  incoordination 
may  become  so  great  that  the  diver  is  unable  to  hold 
his  mouthpiece  in  place,  and  danger  of  drowning  en- 
sues. More  subtle,  but  equally  dangerous  aspects  of 
excessive  exposure  are  loss  of  tactile  sensation  and 


The  increasing  popularity  of  skin  and  scuba 
diving  and  its  attendant  dangers  create  a 
community  problem  which  physicians  may  en- 
counter. Some  medical  aspects  of  this  sport 
are  presented  for  physicians  who  must  treat 
incurred  injuries  and  teach  preventive 
measures  through  the  medical  application  of 
physical  laws. 
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inability  to  think  dearly.  An  unusual  manifestation 
of  chilling  occurs  in  some  people  in  the  form  of 
chilblains.  This  is  a local  reaction  to  rewarming  in 
which  the  skin  becomes  red  and  tender  and  may  itch 
intensely.  In  some  individuals,  this  reaction  may  be 
controlled  by  antihistaminics. 

Water  is  approximately  900  times  more  dense  than 
air.  This  increased  density  is  reflected  by  greater 
pressure  changes  as  a diver  changes  depths.  Failure 
to  recognize  and  cope  with  the  aberrations  produced 
by  these  pressure  changes  constitutes  one  of  the 
major  sources  of  danger  to  the  diver. 

The  body  is  relatively  incompressible;  therefore, 
pressure  exerted  upon  the  body  surface  is  transmitted 
through  the  body  without  producing  distortion.  Air, 
on  the  other  hand,  is  compressible,  so  that  transmis- 
sion of  pressure  through  an  air-containing  space 
compresses  the  air  and  reduces  the  volume  occupied 
by  the  gas.  If  the  gas  is  contained  in  a rigid  or 
semi-rigid  compartment,  pressure  differentials  will 
develop  across  the  walls.  These  differentials  are  called 
squeeze.  Squeeze  tends  to  distort  the  shape  of  the 
containers.  In  man,  this  distortion  results  first  in 
pain.  If  the  warning  pain  is  unheeded  and  uncor- 
rected, the  pressure  differential  will  be  reduced  by 
effusion  or  hemorrhage  into  the  cavity.  The  air- 
containing  spaces  of  the  body  possessing  rigid  or 
semi-rigid  walls  are  the  sinuses,  middle  ear,  thoracic 
cavity,  and  pseudo  cavities  created  by  face  masks  and 
air-containing  suits. 

The  sinuses  frequently  are  affected  by  squeeze.  The 
first  warning  of  sinus  squeeze  is  commonly  pain,  the 
location  of  which  is  an  indication  of  the  sinus  cavity 
involved.  If  the  warning  afforded  by  pain  is  not 
heeded  and  pressure  equalized  in  the  cavity,  further 
descent  will  result  in  damage  to  the  least  sturdy  por- 
tion of  the  cavity  wall.  Minor  degrees  of  squeeze  may 
produce  a serosanguineous  postnasal  discharge.  More 
severe  degrees  of  squeeze  may  produce  gross  hemor- 
rhage into  the  sinus  cavity.  Equalization  of  pressure 
can  be  accomplished  either  by  ascending  a few  feet 
or  by  introducing  more  air  into  the  involved  cavity. 
Holding  the  nose  and  blowing  is  an  excellent  method 
of  forcing  more  air  into  the  cavities  which  open  into 
the  respiratory  passages. 

The  same  pressure  differentials  may  develop  in 
the  middle  ear,  if  the  eustachian  tubes  are  unable  to 
admit  air.  The  least  rigid  portion  of  the  middle  ear 
is  the  tympanic  membrane,  and  rupture  may  occur 
with  descents  of  only  10  feet.  To  avoid  rupture  or 
damage  to  the  tympanic  membrane,  equalization 
should  be  started  at  the  surface  and  continued  with 
descent.  At  the  first  sign  of  difficulty  with  equaliza- 
tion, descent  should  be  checked  until  the  pressure 
differentials  are  reduced. 


Pressure  differential  developing  in  the  mask  ( mask 
squeeze)  tends  to  cause  petechial  hemorrhage  in  the 
conjunctiva  of  the  eye.  This  can  be  prevented  by 
exhaling  into  the  mask  while  descending. 

Thoracic  squeeze  develops  when  the  volume  of  air 
in  the  lungs  is  reduced  below  the  surface  volume  of 
residual  air.  If  the  diver  doesn’t  hold  his  breath  while 
descending,  thoracic  squeeze  is  not  considered  a haz- 
ard in  diving  with  scuba.  Further  reduction  of  lung 
volume  does  not  occur  because  the  air  breathed  is  at 
circumambient  pressure. 

During  uncontrolled  ascents  rapid  expansion  of 
gas  within  the  air-containing  spaces  may  become 
hazardous.  Expansion  of  gas  in  the  sinuses,  ears,  and 
face  mask  does  not  usually  cause  difficulty,  because 
there  is  little  resistance  to  escape  of  air  from  these 
structures.  Therefore,  excess  air  is  expelled  without 
difficulty. 

Expansion  of  air  in  the  alveoli  of  the  lungs  poses 
the  serious  threat  of  rupture  of  alveoli  with  resultant 
pneumothorax,  mediastinal  and  subcutaneous  emphy- 
sema, or  air  embolism.  The  skin  diver  who  does  not 
breathe  air  under  the  surface  is  not  faced  with  this 
danger.  The  scuba  diver  who  carries  his  own  air  sup- 
ply beneath  the  surface  takes  the  risk  of  air  embolism 
with  every  ascent.  As  pressure  on  the  gas  in  the 
alveoli  is  reduced,  the  gas  expands,  distending  the 
alveoli.  If  this  excess  volume  is  not  reduced  by  ex- 
piration, tension  builds  in  the  alveoli.  At  intrapul- 
monary  pressures  of  40-50  mm.  of  mercury  above 
ambient  pressure,  air  leaks  from  the  alveoli  causing 
mediastinal  and  subcutaneous  emphysema.  Pressures 
of  100  mm.  of  mercury  or  greater  above  ambient 
pressure  cause  gross  rupture  of  alveoli  and  force  air 
into  arterial  circulation.  If  the  alveoli  rupture  through 
the  visceral  pleura,  pneumothorax  occurs.  These  se- 
quelae can  be  prevented  by  slow  ascent  with  normal 
relaxed  breathing  or  conscious  exhalation  during 
rapid  ascents. 

Expansion  of  gas  in  hollow  organs  with  distensible 
walls  may  give  rise  to  extreme  pain,  reflex  hypoten- 
sion, and  possible  rupture  of  the  viscus  if  not  re- 
lieved. The  walls  of  the  stomach  and  intestines  are 
easily  changed  in  shape.  They  will  shrink  to  fit  the 
reduced  volume  of  gas  as  pressure  increases.  How- 
ever, during  ascent,  as  the  volume  of  gas  increases, 
the  limit  of  distensibility  of  the  walls  of  the  gastroin- 
testinal tract  may  be  reached  rapidly  with  resultant 
pain  or  rupture  of  the  wall,  if  the  pressure  is  not  re- 
lieved. For  this  reason,  foods  which  produce  gas 
should  be  avoided  prior  to  a dive.  If  pain  develops,  it 
can  be  relieved  by  slowing  the  rate  of  ascent  to  allow 
time  for  adequate  elimination  of  excess  volumes  of 
gas. 
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The  changes  in  pressure  associated  with  changes 
in  depth  alter  the  physiologic  and  metabolic  inter- 
play of  the  respiratory  gases.  The  principal  gases 
involved  are  nitrogen,  oxygen,  and  carbon  dioxide. 
Oxygen  utilization  is  relatively  unaffected  with  depth 
changes  per  se.  Therefore,  little  difficulty  is  encoun- 
tered when  using  standard  scuba  units  with  com- 
pressed air.  The  introduction  of  special  mixtures  of 
gases  or  utilization  of  a rebreather  unit  establishes 
special  conditions  which  alter  the  physiologic  inter- 
actions of  oxygen.  One  hundred  cc.  of  oxygenated 
blood  contains  approximately  19  cc.  of  oxygen,  the 
majority  of  which  is  carried  in  chemical  combination 
with  hemoglobin.  The  remainder  (approximately  .3 
cc.  of  oxygen  per  100  cc.  of  blood)  is  in  physical 
solution  in  the  water  of  plasma.  The  quantity  of  gas 
in  solution  is  directly  proportional  to  the  pressure 
under  which  the  gas  is  placed.  If  oxygen  is  breathed 
under  sufficient  pressure,  it  is  possible  to  supply  the 
tissue  needs  from  oxygen  in  physical  solution  in  the 
plasma.  Should  the  amount  of  oxygen  in  solution 
exceed  the  utilization,  the  tissue  pressure  of  oxygen 
would  rise.  This  causes  difficulty  because  oxygen  in 
high  concentration  is  toxic  to  tissues,  and  unoxygen- 
ated hemoglobin  plays  a definite  role  in  carbon  di- 
oxide transportation.  Oxygenated  hemoglobin  is  less 
efficient  in  handling  carbon  dioxide  than  unoxygen- 
ated hemoglobin.  This  leads  to  a buildup  of  carbon 
dioxide  in  the  tissues.  For  these  reasons,  systems 
supplying  greater  than  20  per  cent  oxygen  should  be 
used  only  by  specially  trained  individuals  under  close 
observation.  The  symptoms  of  oxygen  poisoning  vary, 
but  the  more  frequently  encountered  ones  are  mus- 
cular twitching  (usually  the  only  sign  prior  to  con- 
vulsion ) , nausea,  dizziness,  abnormalities  of  vision 
or  hearing,  difficulty  in  breathing,  anxiety  and  con- 
fusion, unusual  fatigue,  and  incoordination.  Treat- 
ment of  such  conditions  is  to  restore  normal  concen- 
tration of  oxygen  at  normal  pressure. 

Oxygen  deficiencies  are  encountered  when  the  sup- 
ply of  oxygen  is  less  than  the  utilization.  This  con- 
dition is  more  likely  to  occur  in  "skin  diving”  when 
the  breath  is  held  during  the  dive.  Hyperventilation 
prior  to  a dive  increases  the  risk  of  developing  hy- 
poxia. Hyperventilation  releases  excess  quantities  of 
carbon  dioxide,  and  the  tissue  pressure  drops  to  low 
levels.  Oxygen  concentration,  however,  is  not  increased 
by  hyperventilation.  Thus  hypoxia  and  unconsciousness 
may  occur  before  carbon  dioxide  levels  become  high 
enough  to  produce  a powerful  stimulus  to  breathe. 
However,  lack  of  oxygen  may  develop  in  scuba  div- 
ing when  the  oxygen  consumption  of  the  exercising 
diver  exceeds  his  oxygen  supply.  This  deficiency  is 
compounded  by  the  increased  resistance  to  breathing 
brought  about  by  increased  density  of  respiratory 
gases  and  increased  pressure  on  the  thoracic  cage.  As 
need  for  oxygen  develops,  respiratory  efforts  increase, 
and  oxygen  utilization  by  the  respiratory  muscles  in- 


creases. The  efficiency  of  respiratory  efforts  supply- 
ing oxygen  decreases,  and  respiration  may  become  de- 
compensated. Decompensation  leads  to  tissue  hypoxia. 

The  deleterious  effect  of  carbon  dioxide  primarily 
is  related  to  its  retention  in  the  tissues.  This  most 
frequently  occurs  when  respiration  is  slowed  or  made 
more  shallow  in  an  attempt  to  conserve  air  and  pro- 
long the  dive.  Slightly  elevated  carbon  dioxide  tissue 
pressure  may  lead  to  dizziness,  visual  difficulties,  or 
severe  headache.  Higher  levels  of  carbon  dioxide 
stimulate  the  respiratory  center.  The  respiratory  stim- 
ulation of  increased  levels  of  carbon  dioxide  may  lead 
to  uncontrolled  hyperpnea  and  feelings  of  "air  hun- 
ger”. High  levels  of  carbon  dioxide  also  produce 
narcosis.  It  is  possible  to  retain  carbon  dioxide  to 
the  point  of  attaining  carbon  dioxide  narcosis  with- 
out having  experienced  the  respiratory  stimulation 
attendant  with  lower  degrees  of  carbon  dioxide  re- 
tention. 

Severe  carbon  dioxide  retention  usually  is  encoun- 
tered only  when  using  special  equipment  with  carbon 
dioxide  adsorber  and  is  related  to  inadequate  removal 
of  carbon  dioxide  from  the  breathing  medium.  Treat- 
ment of  carbon  dioxide  retention  is  to  restore  normal 
respiratory  mixture  at  normal  pressures. 

The  problems  encountered  with  nitrogen  are  sec- 
ondary to  excess  quantities  present  in  the  body  tis- 
sues. Nitrogen  excess  is  associated  with  the  two 
major  conditions  of  nitrogen  narcosis  and  decom- 
pression sickness  (the  bends).  Nitrogen  narcosis 
( rapture  of  the  deep ) is  a condition  in  which  mental 
function  and  muscular  coordination  deteriorate.  The 
onset  is  insidious  with  a sense  of  great  calm  and 
complete  confidence  in  one’s  indestructibility.  This 
euphoric  phase  gradually  fades  into  mental  confusion, 
loss  of  muscular  coordination,  irritability,  and  occa- 
sional open  hostility  toward  other  divers.  Unless 
prompt  corrective  action  is  instigated,  the  diver’s 
life  is  in  jeopardy,  either  from  some  irresponsible 
action  on  the  part  of  the  affected  diver  or  loss  of 
consciousness  with  subsequent  loss  of  the  mouthpiece 
and  drowning. 

The  cause  of  rapture  of  the  deep  is  not  known.  It 
has  been  related  to  the  narcotizing  effect  of  excess 
quantities  of  nitrogen.  When  regular  compressed  air 
is  used,  the  onset  is  related  to  the  depth  of  descent 
and  susceptibility  of  the  individual.  The  depth  where 
onset  of  narcosis  occurs  varies  from  100  to  130  feet. 
At  depths  of  200  to  300  feet  even  the  most  resistant 
and  experienced  divers  are  incapacitated  with  nitro- 
gen narcosis. 

The  other  problem  encountered,  that  of  the  bends, 
is  related  to  the  inability  of  the  body  to  eliminate 
the  nitrogen  in  solution  at  a rate  fast  enough  to  pre- 
vent it  from  becoming  a gas  in  the  tissues.  Because 
nitrogen  is  metabolically  inert,  it  is  present  in  solu- 
tion in  the  water  of  the  body  tissues  in  direct  pro- 
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portion  to  the  partial  pressure  it  exerts  in  respiratory 
gases.  In  addition,  adipose  tissue  has  a particular  pro- 
clivity for  storing  nitrogen.  Thus  the  total  amount 
of  nitrogen  stored  in  the  body  under  constant  condi- 
tions is  directly  related  to  the  partial  pressure  of 
nitrogen  breathed,  the  circumambient  pressure  under 
which  it  is  breathed,  the  total  body  fat  in  which 
nitrogen  can  be  stored,  and  the  total  time  for  which 
ir  is  breathed. 

It  is  evident  that  if  the  pressure  of  nitrogen  in 
solution  in  the  blood  exceeds  the  pressure  of  nitro- 
gen in  the  tissues,  nitrogen  will  diffuse  into  the  tis- 
sues until  equilibration  takes  place.  As  the  diver  de- 
scends, the  blood-tissue  gradient  increases  and  nitro- 
gen moves  into  the  tissues.  At  a constant  depth  ( pres- 
sure), nitrogen  continues  to  move  into  the  tissues 
until  the  limit  of  solubility  of  nitrogen  at  that  par- 
ticular ambient  pressure  is  reached;  that  is,  the  body 
is  equilibrated  with  the  external  nitrogen  supply. 
During  ascent,  the  reverse  occurs.  Nitrogen  is  elimi- 
nated from  the  lungs  at  a lower  pressure.  This  allows 
the  nitrogen  pressure  in  the  blood  ro  fall,  and  move- 
ment of  nitrogen  from  the  tissues  into  the  blood  is 
initiated.  If  the  pressure  maintaining  the  nitrogen  in 
solution  is  released  more  rapidly  than  the  blood  can 
carry  the  nitrogen  to  the  lungs  to  be  expelled,  super- 
saturation of  the  tissues  occurs,  and  bubbles  of  free 
nitrogen  gas  form.  The  signs  and  symptoms  associ- 
ated with  this  phenomenon  are  related  to  the  tissues 
in  which  the  bubbles  form;  that  is,  release  of  the 
bubbles  in  the  central  nervous  system  causes  neuro- 
logical signs  such  as  paresthesia  and  paralysis.  Bubble 
formation  in  muscles  causes  muscle  pain.  The  libera- 
tion of  these  bubbles  in  the  joints  produces  the 
symptoms  called  the  bends. 

It  is  evident  that  the  greatest  pressure  (depth)  of 
exposure  and  the  time  of  exposure  are  the  principal 
factors  influencing  the  extent  of  saturation  of  the 
body  with  nitrogen.  These  two  variables  are  the  bases 
for  the  decompression  tables  used  in  both  free  and 
helmeted  diving.  Because  of  individual  susceptibility, 
it  should  be  remembered  that  no  decompression 
tables  are  100  per  cent  safe.  The  U.  S.  Navy  decom- 
pression tables  have  a small  accepted  incidence  of  the 
bends.  Every  diver  should  be  encouraged  to  become 
thoroughly  familiar  with  the  decompression  tables 
and  their  inherent  fallacies.  The  state  of  physical  fit- 
ness, degree  of  exertion,  or  recent  alcoholic  intoxica- 
tion will  cause  individual  susceptibility  to  the  bends 
to  vary  from  time  to  time.  It  should  be  emphasized 
that  all  dives  in  a 12 -hour  period  are  cumulative  for 
decompression  and  require  special  calculation  of  re- 
quired decompression  time. 


External  Agents 

In  addition  to  alterations  of  body  physiology  sec- 
ondary to  alterations  of  the  diver’s  external  medium, 
certain  environmental  noxious  agents  also  may  injure 
the  diver. 

Care  should  be  exercised  to  refill  diving  tanks  with 
air  from  approved,  tested  air  stations.  This  precau- 
tion will  reduce  the  possibility  of  using  contaminated 
air.  Contaminants  range  from  oil  vapor  to  carbon 
monoxide.  It  is  apparent  that  such  contaminants 
would  pose  a serious  threat  to  the  diver’s  safety. 

Sunburn  also  is  a definite  hazard.  Protection  may 
be  obtained  from  clothing,  suntan  lotions  (of  the 
screening  type),  and  by  limiting  the  time  of  expos- 
ure. 

Danger  of  drowning  is  also  a hazard  in  diving. 
This  hazard  may  be  reduced  by  two  or  more  divers 
remaining  together  during  a dive.  If  one  diver  en- 
counters difficulty,  his  "buddy”  will  be  available  to 
lend  assistance.  The  buddy  system  of  diving  should 
always  be  employed,  and  buddy  divers  should  not  lose 
contact  with  each  other.  In  waters  of  poor  visibility, 
a short  length  of  rope  to  tie  the  divers  together  is 
helpful. 

If  near-drowning  occurs  beneath  the  surface,  it  is 
doubtful  if  resuscitation  will  be  successful.  With 
near-drowning,  the  exchange  of  gas  from  the  lungs 
stops.  When  this  happens,  the  body  is  under  in- 
creased pressure.  Excess  gas  is  trapped  in  solution  in 
the  body  tissues.  If  the  surrounding  pressure  is  then 
reduced  by  ascending,  supersaturation  of  the  gas  in 
the  tissues  occurs,  and  the  gas  in  solution  escapes  to 
form  bubbles  in  the  blood  stream  and  tissue  spaces. 
The  bubbles  in  the  blood  stream  form  a compressible 
medium,  and  the  heart  is  unable  to  maintain  circula- 
tory integrity. 

Diving  in  areas  of  boat  traffic  presents  the  danger 
of  the  diver  surfacing  in  the  path  of  an  oncoming 
boat.  Several  fatalities  have  occurred  in  this  fashion. 
Displaying  the  diver’s  flag  in  the  diving  area  and 
delaying  ascent  a few  feet  from  the  surface  to  allow 
approaching  boats  to  pass  clear  will  help  to  prevent 
this  type  of  accident. 

Infection  of  skin  lacerations  and  external  otitis  are 
occasional  problems  of  the  diver.  Infection  of  lacera- 
tions can  be  reduced  by  prompt  first  aid  at  the  time 
of  occurrence  and  moderately  aseptic  care  until  heal- 
ing takes  place.  Diving  should  be  suspended  until 
healing  is  complete. 

External  otitis  can  best  be  managed  by  prevention. 
It  is  felt  that  maceration  of  the  external  canal  by 
long  exposure  to  water,  accompanied  by  a decrease  in 
the  quantity  of  cerumen  present,  makes  the  tissues  of 
the  ear  more  susceptible  to  infeaion.  Several  preven- 
tive measures  have  proven  successful  in  the  past; 
for  example,  placing  a few  drops  of  70  per  cent 
isopropyl  alcohol  in  the  ear  after  dives  or  a combina- 
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tion  of  5 per  cent  acetic  acid  and  70  per  cent  iso- 
propyl alcohol  (four  parts  of  acetic  acid  to  one  part 
of  alcohol).  Pseudomonas  organisms  are  thought  to 
be  the  most  common  organisms  which  infect  swim- 
mers’ ears.  The  acetic  acid  alters  the  hydrogen  ion 
concentration  (pH)  to  a level  which  hinders  growth 
of  the  organism,  and  the  alcohol  dries  the  canal. 
Other  preventive  measures  include  prophylactic  use 
of  ear  drops  containing  glycerol  or  antibiotics  after 
dives.  Once  infection  has  been  established,  treatment 
is  directed  toward  relieving  pain,  removing  the  in- 
fection, and  keeping  water  out  of  the  ear. 

Marine  life  may  act  as  an  external  source  of  in- 
jury to  the  diver.  Lacerations  inflicted  by  large  biting 
fish,  poisoning  by  venomous  sea  life,  and  hypersensi- 
tivity reactions  secondary  to  skin  contact  with  various 
marine  plants  or  animals  constitute  the  major  cate- 
gories of  injuries.  The  fresh  water  diver  is  not  faced 
with  these  problems  to  such  an  extent  as  to  merit 
a full  discussion  at  this  time. 

Physical  and  Mental  Qualifications 

Skin  diving  can  be  demanding,  both  physically  and 
emotionally.  The  equipment  is  heavy  and  cumber- 
some. Frequently  equipment  must  be  carried  over 
rough  terrain  to  a good  diving  spot.  Then  it  must 
be  carried  back,  after  a long  stay  in  the  water  has 
reduced  the  diver’s  muscle  tone  and  left  him  feeling 
weak.  Emotional  stability  also  is  important,  because 
a moment’s  panic  can  change  an  unpleasant  situation 
into  disaster. 

Many  skin  diving  clubs  require  new  members  to 
undergo  physical  examination  by  their  physician  pri- 
or to  acceptance.  This  affords  the  physician  oppor- 
tunity to  evaluate  the  physical  and  emotional  status 
of  prospective  divers. 

The  following  is  a guide  for  physical  and  emo- 
tional qualifications  for  a diver: 

1.  Good,  general  physical  condition.  If  a prospec- 
tive diver  has  not  been  taking  regular  exercise,  he 
should  be  encouraged  to  establish  a daily  routine  of 
exercise  and  gradually  to  increase  his  tolerance  before 
attempting  his  first  dive. 

2.  It  is  essential  for  a diver  to  be  able  to  clear  his 
ears.  This  can  best  be  accomplished  by  holding  one’s 
nose  and  blowing  until  a slight  popping  is  felt  in 
both  ears  as  the  eustachian  tube  is  opened.  The  tym- 
panic membranes  should  be  intact.  Water  entering 
the  middle  ear  through  a perforation  in  the  drum 
may  cause  otitis  media.  There  should  be  no  difficulty 
with  balance  due  to  labyrinthine  difficulties. 

3.  His  sinuses  should  be  clear;  chronic  sinusitis 
tends  to  be  aggravated  by  diving.  Congestion  of  the 
mucous  membranes  around  the  ostia  of  the  sinuses 
is  prone  to  block  pressure  equalization  and  results  in 


sinus  squeeze.  Any  airway  obstruction  in  nose  or 
throat  should  be  corrected  prior  to  diving. 

4.  He  should  be  disqualified  for  chronic  bronchitis, 
asthma,  pulmonary  congestion,  emphysema,  or  any 
chronic  respiratory  condition  which  reduces  respira- 
tory reserve.  Diving  should  be  suspended  during 
acute  respiratory  infections. 

5-  Because  of  variations  in  individuals,  evaluation 
of  the  diver’s  cardiovascular  system  rests  upon  the 
clinical  judgment  of  the  examining  physician.  The 
U.  S.  Navy  Diving  Manual  recommends  that  a pa- 
tient be  disqualified  if  he  suffers  from  hypertension, 
systolic  pressure  greater  than  145  or  diastolic  pressure 
over  90  mm.  of  mercury,  or  cardiac  arrhythmias  other 
than  sinus  arrhythmia,  evidence  of  peripheral  arterio- 
sclerosis judged  by  funduscopic  examination,  myo- 
cardial disease  as  manifested  by  cardiac  failure  or 
evidence  of  incipient  congestive  failure,  or  evidence 
of  significant  congenital  or  acquired  valvular  disease. 

6.  Many  skeletal  deformities  are  compatible  with 
successful  diving.  However,  a diver  should  be  disqual- 
ified for  any  disease  of  muscle  or  skeleton  which 
renders  him  unable  to  withstand  strenuous  physical 
exertiofL 

7.  The  emotional  status  of  a diving  candidate  is 
perhaps  the  single  most  important  consideration.  A 
minor  incident  can  result  in  tragedy,  if  panic  is  pres- 
ent. For  this  reason,  thrill  seekers  and  individuals  of 
uncertain  stability  should  be  strongly  discouraged 
from  diving.  Divers  who  suffer  with  claustrophobia 
are  particularly  likely  to  panic  with  the  slightest 
provocation. 
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Reconstructive  Surgery 
Of  the  Middle  Ear 


Lloyd  A.  Storrs,  M.D. 


The  idea  of  restoration  of  function  rather  than 
destruction  is  a recent  concept  in  otologic  surgery. 
The  pioneer  otosurgeon  was  faced  with  a far  differ- 
ent problem  than  is  the  otosurgeon  of  today.  Un- 
controlled temporal  bone  suppuration  with  all  of  its 
many  intracranial  and  extracranial  complications  re- 
quired rapid  and,  understandably,  destructive  meas- 
ures. The  therapeutic  arm  of  the  otosurgeon  has  been 
lengthened  and  mightily  strengthened  by  antimicro- 
bial treatment  and  chemotherapy.  Refinement  in  tech- 
nique has  been  perfected  by  the  development  of  the 
operating  microscope  and  micro-instruments.  Auto- 
genous skin  and  vein  grafts  and  polyethylene  plastic 
have  aided  tremendously  in  repairing  anatomic  de- 
fects due  to  disease.  In  reconstructive  middle  ear 
procedures,  once  the  temporal  bone  suppuration  has 
been  dealt  with  adequately,  there  are  three  basic 
principles  involved  in  restoration  of  function:  1. 
sound  conduction,  2.  sound  protection,  and  3.  a func- 
tioning eustachian  tube. 

The  transformer  action  of  the  intact  middle  ear 
is  achieved  by  two  mechanisms:  1.  hydraulic  pressure 
ratio  based  on  the  difference  between  the  surface 
areas  of  the  tympanic  membrane  and  the  footplate 
of  the  stapes,  and  2.  the  lever  action  of  the  ossicular 
chain. 

Retaining  of  the  hydraulic  pressure  ratio  is  one 
of  the  main  goals  in  reconstructive  middle  ear  sur- 
gery. The  ossicular  lever  action  is  of  minor  impor- 
tance as  it  only  increases  the  hearing  about  2.5  deci- 
bels ( db ) . The  ratio  between  the  surface  area  of  the 
tympanic  membrane  and  the  surface  area  of  the 
stapes  is  approximately  17  to  1.  The  sound  trans- 
former action  of  this  arrangement — surface  area  and 


Development  of  new  instruments,  polyethylene 
plastic,  and  autogenous  skin  and  vein  grafts  has 
made  possible,  in  some  instances,  the  correc- 
tion of  malfunction  in  the  middle  ear.  The  au- 
thor reports  on  the  use  of  fascia  as  a material 
for  grafting,  and  several  methods  of  reconstruc- 
tion are  presented. 


lever  action  of  the  ossicles — gives  a combined  trans- 
former action  of  approximately  27.5  db.  Theoretical- 
ly, the  human  ear  deprived  of  this  system  should 
show  a loss  of  hearing  of  approximately  27.5  db. 
Protection  of  the  round  window  against  airborne 
sound  increases  the  difference  in  sound  stimulation 
of  the  two  windows.  Its  effect  on  hearing  is  depend- 
ent on  the  actual  difference  in  the  intensity  of  the 
sound,  or  phase,  or  both,  between  the  oval  and  round 
window  routes  to  the  cochlea. 

Sound  Conduction 

Sound  conduction  restoration  depends  on  a func- 
tioning sound  transformer  apparatus,  be  it  a one, 
two,  or  three  ossicular  chain,  and  a tympanic  mem- 
brane, or  some  bypass  technique  such  as  a fenestra- 
tion. The  work  of  Wullstein  and  Zollner  in  typing 
the  various  techniques  is  well  known.  Preoperatively, 
it  is  difficult  to  determine  what  will  be  found  at 
operation,  so  it  is  germane  for  the  operator  to  ap- 
proach each  case  individually  and  to  be  prepared  to 
use  all  the  techniques  that  are  available  to  him  for 
reconstruction. 

Myringoplasty 

Almost  all  reconstructive  middle  ear  procedures 
require  myringoplasty.  The  problem  of  ear  dram  re- 
construction has  fascinated  and  plagued  otosurgeons 
for  generations.  Each  era  has  produced  a different 
procedure.  We  all  are  familiar  with  the  use  of  cau- 
tery, cigarette  paper,  membrane,  blood  and  fibrin 
clots,  skin,  and  vein.  To  add  still  one  more  material, 
the  author  proposes  fascia. 

Myringoplasty  is  a form  of  tympanoplasty,  and 
exploratory  antrotomy,  atticotomy,  and  tympanotomy 
should,  in  most  cases,  be  done.  At  times,  the  closing 
of  a tympanic  membrane  perforation  by  any  method, 
without  exploration,  only  covers  up  pathologic  con- 
ditions and  future  trouble  may  occur. 

The  fascia  is  taken  from  the  external  surface  of 
the  temporalis  muscle  through  an  endaural  incision 
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Fig.  1.  The  temporalis  fascia  is  exposed  through  an 
endaural  incision. 


(Fig.  1).  The  skin  and  subcutaneous  tissues  are  ele- 
vated from  the  fascia  and  a self-retaining  retractor 
is  laid  in  place.  The  fascia  is  incised  at  the  inferior 
margin  of  the  muscle  and  is  cleanly  elevated  by  a 
flat  elevator  from  the  muscle  to  the  edges  of  the 
elevation.  By  means  of  blunt,  curved  scissors,  a large 
piece  of  fascia  is  removed.  The  graft  then  is  teased 
onto  a flat,  even  surface,  and  all  ragged  strands  of 
fascia  and  attached  pieces  of  muscle  are  removed. 


Fig.  2.  Note  the  abundance  of  uninterrupted  blood 
vessels  on  the  surface  of  this  fascia  graft. 


The  fascia  graft  is  cut  to  fit  the  size  of  the  tympanic 
membrane  and  attached  meatal  flap  (Fig.  2 ) . The 
graft  is  laid  along  the  posterior  bony  canal  wall  and 
extended  into  the  tympanic  cavity.  Once  it  is  in  posi- 
tion, the  tympano-meatal  flap  is  laid  back  into  its 
original  position,  covering  the  fascia  graft.  This  al- 
lows the  graft  to  be  preplaced  and  very  little  manipu- 
lation is  required  to  seat  the  graft  in  its  final  posi- 
tion ( Fig.  3 ) . 

In  the  pioneer  stages  of  this  work,  the  fascia  was 
supported  on  the  medial  surface  in  the  tympanic 
cavity  by  means  of  gelfoam  soaked  in  penicillin, 
which,  theoretically,  after  it  had  performed  its  func- 
tion as  a scaffold,  was  to  be  absorbed  and  a middle 
ear  cleft  obtained.  Flowever,  it  has  been  found  on 
re-exploration  that  gelfoam  is  handled  in  many  dif- 
ferent ways,  which  are  peculiar  to  the  individual, 
and,  on  occasion,  gives  rise  to  considerable  scarring 
which  prevents  the  formation  of  an  air-containing 
middle  ear  space. 

To  overcome  this  problem,  another  source  of  sup- 
porting material  was  sought,  and  it  was  decided  that 
autogenous  fat  should  perform  this  function  well.  It 
has  been  found  to  do  so. 


Fig.  3.  Fascia  graft  myringoplasty  is  preceded  by 
explorotory  tympanotomy. 
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Fig.  4.  Denatured  (boiled)  autogenous  fat  graft  in 
the  middle  ear  cavity  provides  support  of  fascia  graft 
on  the  medial  surface. 


The  autogenous  fat  graft  is  used  in  the  following 
technique. 

Approximately  3 or  4 Gm.  of  fat  are  removed 
from  the  abdominal  wall  just  opposite  the  umbilicus 
and  are  subjected  to  boiling  in  a water  bath  for  20 
minutes  (Fig.  4).  It  has  been  found  by  further  ex- 
perience that  this  completely  denatures  the  protein 
cell  covering  of  the  fat,  and  the  fat  does  not  persist 
as  a living  graft  and  is  subsequently  completely  ab- 
sorbed, leaving  a clean,  almost  scar-free  middle  ear 
cleft.  After  boiling,  the  fat  is  teased  away  from  the 
protein  cell  membrane  and  is  further  separated  until 
a homogenous  collection  of  small  globules  of  fat 
measuring  3 to  4 mm.  in  size  is  obtained.  These  fat 
globules  are  then  placed  into  the  middle  ear  cavity 
to  approximately  the  level  of  the  osseous  annulus  to 
form  a cushion  for  the  support  of  the  fascia  graft 
(Fig.  5). 

Ossiculoplasty 

Three-Ossicle  System. — Perhaps  the  most  common 
ossicular  disruption  encountered  in  temporal  bone 
suppuration  (with  a 30  db  or  greater  hearing  loss 
in  the  speech  frequencies)  is  the  destruction  of  the 
incudostapedial  joint  (Fig.  6).  Restoration  of  ossicu- 


Fig. 5.  This  is  the  way  the  fascia  graft  appears  in  ' 
final  position  before  the  tympanomeatal  flap  is  laid 
into  its  original  position  along  the  posterior  canal 


wall.  ‘ 

lar  continuity  at  this  point  is  the  ideal  in  functional 
otosurgery.  There  are  many  methods  to  repair  this 
defect.  The  following  method  has  been  found  to  be 
useful  and  successful.  After  the  bony  and  mucosal 
pathology  of  the  mastoid  and  middle  ear  have  been 
dealt  with  adequately,  ossicular  continuity  is  re- 
established by  use  of  no.  90  polyethylene  tubing.  It 
has  been  found  that  this  size  polyethylene  tubing  al- 
most exactly  fits  the  lentiform  and  long  process  of 
the  incus  and  stapedial  head.  A length  of  poly- 
ethylene tubing  is  bent  at  a 90°  angle  and  fused  into 
position  with  a heated  cautery.  The  incus  sleeve  is 
made  approximately  3 mm.  long  and  the  stapedial 
cap  approximately  IVi  mm.  long  (Fig.  7).  The 
stapedial  tendon,  if  present,  is  carefully  removed  to 
allow  the  tubing  to  fit  snugly  over  the  entire 
stapedial  head.  The  prosthesis  is  then  laid  into  posi- 
tion by  threading  it  onto  the  long  process  of  the 
incus  and  over  the  head  of  the  stapes.  Continuity  is 
checked  by  manipulation  of  the  malleus  and  observ- 
ing for  concomitant  movement  of  the  ossicular  chain 
and  stapedial  footplate.  In  the  illustrated  case  (Fig. 
8),  continuity  was  re-established  and  the  hearing 
was  restored. 
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Fig.  6.  Exploratory  tympanotomy  shows  destruction 
of  the  incudostapedial  joint. 


Two-Ossicle  System. — When  one  or  more  of  the 
ossicles  has  been  destroyed  beyond  repair  by  disease 
or  development,  the  problem  of  re-establishing  con- 
tinuity is  compounded.  As  is  known,  many  methods 
have  been  used  to  compromise  this  defect.  The  fol- 
lowing methods  have  been  employed  and  are  useful. 

In  the  first  situation,  an  exploratory  tympanotomy 
revealed  extensive  tympanosclerosis  with  loss  of  iden- 
tifiable stapes  and  replacement  with  mucosal  sclerosis 
and  ossicular  chain  fixation  ( Fig.  9 ) . The  mucosal 


Fig.  7.  A polyethylene  prosthesis  is  used  for  recon- 
struction of  the  incudostapedial  joint. 


Fig.  8.  The  prosthesis  is  shown  in  place,  with  the 
incudostapedial  joint  restored. 


Fig.  9.  Exploratory  tympanotomy  shows  diffuse  tym- 
panosclerosis with  loss  of  identifiable  stapes. 


Fig.  10.  Tympanosclerotic  tissue  is  removed;  the 
vestibular  contents  are  seen  in  the  oval  window. 


Fig.  11.  Ossicular  continuity  is  re-established  by  use 
of  a polyethylene  columella  prosthesis  and  a fascial 
covering  for  the  oval  window. 


Fig.  12.  In  this  case,  exploratory  tympanotomy 
shows  erosion  and  destruction  of  the  incudostapedial 
joint.  The  stapes  has  been  removed  because  of  tym- 
panosclerotic destruction. 


Fig.  13.  A polyethylene  columella  prosthesis  is  made 
to  fit  over  the  long  process  of  the  incus  and  fang- 
like tip  to  articulate  with  the  fascial  graft  covering 
of  the  oval  window. 

sclerosis  and  stapedial  remnant  were  removed;  in 
effect,  a stapedectomy  was  done  (Fig.  10).  The  re- 
maining two  ossicles  were  found  to  be  mobile.  It 
has  been  found  on  occasion  that  other  ossicular  fixa- 
tion may  be  present  with  this  disease,  especially  incus 
fixation.  Ossicular  continuity  was  re-established  by 
use  of  a fascia  graft  covering  of  the  oval  window  and 
polyethylene  columella  prosthesis  ( Fig.  11).  The 
hearing  was  improved  from  35  to  15  db  in  the 
speech  frequencies. 

In  the  second  situation,  a similar  problem  was 
found.  In  addition  to  ossicular  chain  fixation  by 
tympanosclerosis,  there  was  erosion  and  destruction 
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Fig.  14.  After  insertion  of  the  prosthesis,  the  recon- 
structed ossicular  chain  appears  as  in  the  above  il- 
lustration. 

of  the  incudostapedial  joint.  The  diseased  mucosa  and 
stapes  were  removed,  which  constituted,  in  effect,  a 
stapedectomy,  but  there  was  loss  of  part  of  the  long 
process  and  lentiform  process  of  the  incus  (Fig.  12). 
Ossicular  continuity  was  re-established  by  use  of  an 
angulated  no.  90  and  a no.  50  polyethylene  pros- 
thesis that  fitted  onto  the  long  process  of  the  incus 
and  articulated  with  the  fascia  graft  covering  of  the 
oval  window  (Fig.  13  and  14).  The  hearing  was 
improved  from  30  to  0 db  in  the  speech  frequencies 
and  the  improvement  has  been  maintained. 

Another  situation  that  arises  commonly  is  the 
loss  of  the  incus  by  disease  or  operation,  resulting 
in  ossicular  chain  disruption,  and,  at  times,  in  a 
severe  conductive  hearing  loss.  The  following  situa- 
tion resulted  from  previous  surgery  in  which  the 
incus  was  removed  but  the  malleus  and  stapes  were 
present.  It  was  believed  that  ossicular  repositioning 
was  the  method  of  choice,  and  the  following  pro- 
cedure was  performed.  The  scarred  tympanomeatal 
flap  was  elevated,  exposing  the  middle  ear  cavity. 
The  malleus  was  rotated  and  wired  directly  to  the 
stapes  with  6-0  stainless  steel  wire  which  had  been 
threaded  between  the  crura  of  the  stapes  (Fig.  15 
and  16).  This  two-ossicle  complex  was  taut  and 


Fig.  15.  Loss  of  the  incus  is  shown  during  revision 
of  the  radical  mastoid  operation.  Stainless  steel  wire 
(no.  6-0)  is  threaded  between  the  crura  of  the  stapes. 


Fig.  16.  Malleo-stapediopexy  involves  rotation  of 
the  malleus  and  wiring  it  directly  to  the  stapes. 


Fig.  17.  The  scarred  tympanomeatal  flap  is  re- 
placed, and  a two-ossicle  complex  is  effected. 


Fig.  18.  This  is  a speculum  view  of  an  aural  polyp 
which  contained  an  extruded  incus. 


Fig.  19.  Exploratory  tympanotomy  reveals  that  the 
head  and  neck  of  the  malleus  have  been  destroyed, 
and  the  only  intact  ossicle  is  the  stapes. 


mobile.  The  tympanic  membrane  and  attached  flap 
were  laid  back  in  position  and  the  mastoid  wound 
was  covered  with  a skin  graft  (Fig.  17) . The  hearing 
was  improved  from  50  to  10  db  in  the  speech  fre- 
quencies. 

One-Ossicle  System. — ^Myringostapediopexy  is  an 
extremely  useful  procedure  in  compromise  otosur- 
gery,  especially  if  the  disease  or  operation  has  de- 
stroyed our  source  of  other  usable  ossicles. 

In  the  following  situation,  the  incus  had  been 
extruded  into  the  ear  canal,  and  the  head  of  the 
malleus  had  been  eroded  away  by  suppuration  (Fig. 
18  and  19).  After  the  diseased  bony  and  mucosal 
tissue  had  been  removed,  ossicular  reconstruction 
was  accomplished  by  myringostapediopexy.  A fascia 
graft  myringoplasty  was  performed.  The  head  of  the 
stapes  was  threaded  through  a 1 mm.  opening  in  the 
graft  and  the  subsequent  scarring  has  firmly  fixed  the 
stapes  head  to  the  graft,  resulting  in  a compromise, 
but  useful,  sound  transformer  (Fig.  20).  The  hy- 
draulic pressure  ratio  has  been  maintained,  and  the 
hearing  has  been  improved  from  40  to  10  db  in  the 
speech  frequencies. 


Sound  Protection 

Discussion  on  sound  conduction  generally  presup- 
poses that  some  sort  of  tympanic  membrane  and  os- 
sicular chain  exists  with  spatial  arrangement  so  that 
sound  is  transmitted  to  the  oval  window  before  it 


Fig.  20.  A one-ossicle  sound  tronsfornner  is  accom- 
plished by  ossicular  reconstruction  through  myringo- 
stapediopexy.  The  head  of  the  stapes  projects 
through  the  fascia  graft. 

arrives  at  the  round  window.  Destruction  of  the  mid- 
dle ear  structures  may  be  so  extensive,  however,  that 
a sound  conduction  apparams  that  simulates  the 
normal  cannot  be  created  with  the  structures  avail- 
able. The  problem  then  is  to  protect  one  window 
while  allowing  the  other  to  be  exposed  to  sound 
pressure.  The  round  window  can  be  effectively  pro- 
tected from  sound  pressure  in  relation  to  the  oval 
window  with  a small  vein,  skin,  or  fascia  graft  that 
communicates  with  the  eustachian  tube  and  effec- 
tively provides  an  air  protective  cushion  at  the  round 
window,  the  mobile  stapedial  footplate  being  left 
exposed  to  sound  pressure.  The  absence  of  the  sound 
transformer  effect  results  in  hearing  no  better  than 
25  to  30  db.  However,  hearing  at  this  level  is  useful 
and  serviceable  as  compared  to  the  loss  which  gener- 
ally exists  before  surgery. 

The  following  situation  existed  at  surgery.  Classi- 
cal surgery  had  been  performed  on  the  ear  previously, 
and  all  ossicular  tissue  except  the  stapes  had  been 
removed.  The  middle  ear  and  mastoid  process  had 
been  made  into  a continuous  cavity  and  grafting  had 
not  been  done  ( Fig.  21).  Restoration  of  function  by 
sound  protection  was  done  by  exposure  of  the  oval 
window  and  stapes  remnant  to  sound  pressure  and  by 
protecting  the  round  window  with  a small  vein  graft 
(Fig.  22).  A polyethylene  catheter  was  placed  in  the 
eustachian  tube  and  molded  into  the  middle  ear  until 
it  opened  over  the  round  window  membrane.  The 
hearing  restoration  has  not  been  dramatic,  as  there 


Fig.  21.  Exploratory  tympanotomy  in  a previously 
operated  ear  shows  loss  of  all  middle  ear  structures 
except  the  stapes. 


Fig.  22.  The  round  window  is  protected  by  a vein 
graft,  and  the  stapes  are  left  exposed. 
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is  a complicating  neurosensory  hearing  loss.  How- 
ever, a 20  db  rise  has  been  accomplished. 

Eustachian  Tube 

All  otosurgeons  are  extremely  aware  of  the  neces- 
sity of  having  a functioning  eustachian  tube  for  resto- 
ration of  hearing  in  reconstructive  middle  ear  proced- 
ures. It  is  fortunate  that  temporal  bone  suppuration 
generally  does  nor  cause  too  much  destruction  of  this 
important  structure,  and  its  ability  to  return  to  near- 
normal is  remarkable.  The  only  definitive  preopera- 
tive procedure  that  can  be  done  is  to  test  the  patency 
of  the  tube.  One  of  the  simplest  tests  is  to  have  the 
patient  perform  Valsalva’s  maneuver.  This,  in  a high 
percentage  of  cases,  is  an  adequate  test.  However,  if 
one  is  not  sure  of  the  patency,  instillation  of  radio- 
paque media  into  the  middle  ear  for  roentgeno- 
graphic  studies  also  may  be  done.  The  most  positive 
examination  can  be  made  at  operation.  A lacrimal 
dilator  can  be  threaded  from  the  tympanic  cavity 
into  the  nasopharynx  to  assure  the  operator  of  the 
patency  of  the  eustachian  tube  ( Fig.  23).  At  this 
point  in  the  evolution  of  middle  ear  reconstructive 
surgery,  no  bypass  technique  has  been  developed  to 
take  the  place  of  a functioning  eustachian  tube. 

Summary 

1.  The  physiology  of  hearing  as  related  to  middle 
ear  function  is  discussed. 

2.  A method  of  closure  of  tympanic  membrane 
perforations  with  fascia  is  discussed. 

3.  Several  methods  of  reconstruction  of  ossicular 
continuity  are  presented. 


Fig.  23.  This  illustration  shows  how  the  eustachian 
tube  is  explored  with  a lacrimal  dilator  during  tym- 
panotomy. , 
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A case  of  cryoglobulinemia,  associated  with  malig- 
nant hypertension,  in  a 32  year  old  carpenter  is  presented 
and  discussed  in  a medical-pathologic  conference. 


Cryoglobulinemia 

Associated  With  Malignant  Hypertension 


D.  W.  Seldin,  M.D.,  Leader;  S.  E.  Hodges,  M.D.;  Morris  Ziff,  M.D.; 
J.  D.  Smiley,  M.D.;  N.  W.  Carter,  M.D.;  J.  A.  Barnett,  M.D.; 
F.  C.  Rector,  M.D.;  and  T.  F.  Dutcher,  M.D. 


This  is  the  sixth  in  a series  of  clinicopathologic  confer- 
ences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  The  conference  is  conducted  by  Dr.  D.  W. 
Seldin,  Department  of  Internal  Medicine;  radiologic  find- 
ings are  presented  by  Dr.  S.  E.  Hodges,  Department  of 
Radiology;  clinical  discussions  are  by  Dr.  Morris  Ziff,  Dr. 
J.  D.  Smiley,  Dr.  N.  W.  Carter,  Dr.  J.  A.  Barnett,  and 
Dr.  F.  C.  Reaor,  Department  of  Internal  Medicine;  and 
pathologic  findings  are  presented  by  Dr.  T.  F.  Dutcher, 
Department  of  Pathology. 

The  patient  was  a 32  year  old  white  carpenter. 

In  1955,  he  noted  the  onset  of  recurrent,  episodic 
purpura  of  the  feet  and  ankles.  These  episodes  oc- 
casionally were  accompanied  by  a feeling  of  cold- 
ness and  numbness  of  the  left  foot,  but  at  first  there 
was  no  relation  to  exposure  to  cold.  Two  years  later 
when  the  patient  was  working  in  and  out  of  a cold 
storage  vault,  the  purpura  became  worse  and  ulcers 
appeared  at  the  purpuric  sites.  Left  lumbar  sympa- 
thectomy and  splenectomy  were  performed  in  De- 
cember, 1957,  with  a subsequent  short  remission  in 
purpura  and  healing  of  the  ulcers. 

EXiring  1958,  the  episodes  of  purpura  increased 
in  frequency  and  severity,  especially  during  the  win- 
ter. Severe,  recurrent  epistaxis  also  became  a prob- 
lem. About  this  time,  the  patient  began  to  have  a 
persistent  four  plus  proteinuria.  A percutaneous  liver 
biopsy  showed  no  pathologic  alterations. 

In  November,  I960,  the  patient  experienced  an 
acute  episode  of  chills,  fever,  vomiting,  and  low  back 
pain  which  radiated  into  the  posterior  portions  of 
the  thighs.  Urinalysis  at  this  time  showed  four  plus 
protein,  gross  hematuria,  10-15  white  blood  cells. 
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PATHOLOGIC 
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and  many  waxy,  granular,  and  hyaline  casts  per  high 
power  field.  He  was  thought  to  have  a urinary  tract 
infection  and  was  treated  with  antibiotics.  The  symp- 
toms cleared  in  72  hours  but  recurred  about  two 
weeks  later.  Blood  and  urine  culture  tests  were  nega- 
tive on  both  occasions.  A percutaneous  renal  biopsy 
showed  "subacute  and  chronic  glomerulonephritis 
consistent  with  cryoglobulinemia”.  A bone  marrow 
aspiration  contained  14  per  cent  plasma  cells  with 
features  suggesting  a dysproteinemia  but  not  multiple 
myeloma.  A radiologic  bone  survey  revealed  no  le- 
sions. Cryoglobulins  were  present  in  the  blood  serum 
and  these  were  of  the  7S  gamma  globulin  type. 
The  cryocrit  was  2 per  cent  on  admission  and  fol- 
lowing five  plasmaphereses  the  cryocrit  was  zero  at 
discharge.  Subsequent  to  the  plasmaphereses  the 
purpuric  lesions  of  the  lower  extremities  cleared 
rapidly.  Shortly  after  discharge,  the  patient  noted  the 
development  of  a painful  nodule  in  the  third  right 
intercostal  space  adjacent  to  the  sternum.  The  patho- 
logic diagnosis  upon  biopsy  in  February,  1961,  was 
"nonspecific  chronic  inflammation”.  Cryocrit  at  this 
time  was  4.5  per  cent. 

Later  in  February  the  patient  again  had  chills, 
fever,  and  low  back  pain.  For  the  first  time,  purpura 
with  ulceration  occurred  at  sites  other  than  the  feet 
and  ankles.  They  were  now  present  on  both  ears 
and  on  the  scrotum.  Diagnoses  of  pneumonia,  septi- 
cemia, and  meningitis  due  to  Diplococcus  pneu- 
moniae were  established,  but  with  antibiotic  therapy 
the  patient  slowly  recovered.  Plasmapheresis  was 
again  performed  and  the  ulcers  of  the  feet,  ears, 
and  scrotum  healed. 

The  patient  remained  relatively  well  for  several 
months;  but  in  July,  1961,  he  began  to  have  severe 
frontal  headaches.  The  blood  pressure,  which  had 
always  been  normal,  became  intermittently  elevated 
to  140/110  mm.  of  mercury.  In  October,  1961,  he 
began  to  have  severe  "asthma  attacks”.  Increasing 
azotemia  was  noted,  and  the  headaches  became  more 
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Radiologic  Findings 


frequent  and  severe.  Urinalysis  at  this  time  showed 
one  plus  to  four  plus  proteinuria  and  varying  red 
blood  cells  and  casts.  Beginning  in  December, 
1961,  the  patient’s  condition  deteriorated  rapidly. 
Cryoglobulins  again  increased  despite  prednisolone 
therapy,  headaches  became  continuous  despite  the 
administration  of  narcotics,  the  blood  pressure  re- 
mained elevated  and  the  blood  urea  nitrogen  ( BUN ) 
remained  around  50  mg.  per  100  cc.  Urine  protein 
fell  to  one  plus  with  numerous  waxy,  hyaline  and 
granular  casts. 

In  March,  1962,  the  patient  was  admitted  for  the 
last  time.  During  this  admission,  the  syndrome  of 
malignant  hypertension  was  present,  with  diastolic 
pressures  as  high  as  148  mm.  of  mercury.  The  pa- 
tient was  administered  hypotensive  agents,  plasma- 
pheresis, and  6-mercaptopurine  therapy  in  an  at- 
tempt to  control  the  cryoglobulin  levels.  This  ther- 
apy was  not  successful  and  the  patient  died  one 
month  after  the  last  hospital  admission.  Some  of  the 
laboratory  findings  are  shown  in  Table  1. 


Dr.  S.  E.  Hodges. — The  roentgenographic  series 
on  this  patient  dates  back  to  1957  and  ends  approxi- 
mately three  days  prior  to  his  death  in  1962.  The 
initial  chest  films  demonstrated  normal  cardiomedi- 
astinal  structures  except  for  mild  prominence  of  the 
left  hilar  shadow.  The  initial  film  also  showed  evi- 
dence of  a collection  of  fluid  at  the  base  of  the  left 
hemithorax  with  some  strands  in  this  area.  These 
findings  are  compatible  with  the  diagnosis  of  empy- 
ema, advanced  clinically.  A follow-up  film  in  five 
days  showed  complete  resolution  of  the  process.  No 
change  in  appearance  of  the  cardiomediastinal  struc- 
tures nor  pulmonary  parenchymal  structures  was 
noted  over  the  five  year  span  that  the  roentgeno- 
graphs covered.  Laminograms  through  the  left  hilar 
area  in  1961  failed  to  reveal  any  abnormality.  The 
final  chest  film  in  April,  1962,  three  days  prior  to 
the  patient’s  death,  demonstrated  accentuated  mark- 
ings in  the  base  of  the  right  lung  and  some  minor 
infiltrative  patterns  in  the  extreme  periphery  of  the 
right  lung.  A bone  survey  was  negative  except  for 


Table  1. — Laboratory  Studies. 


1957 

1958 

1960 

1961 

1962 

3/14 

3/28 

4/16 

4/20 

4/21 

Qotting  time 

Normal 

(Died) 

Platelets 

Normal 

Prothrombin  time 

Normal 

Hgb 

10.7 

11.3 

8.2 

5.6 

7.8 

WBC 

15,000 

14,000 

5,850 

Neutrophils 

67 

70 

Lymphocytes 

29 

29 

Monocytes 

3 

1 

Bone  Marrow 

1.6% 

14% 

slight 

plasma 

cells 

plasma 

cells 

plasma- 

cytosis 

Urine 

Albumin 

1 + 

2-h 

1-3  + 

1-4+ 

2 + 

1 + 

1 + 

RBC 

1-9 

many 

few 

40-50 

2-7 

8-15 

WBC 

4-20 

many 

few 

20-30 

25-35 

15-75 

Casts 

many 

few 

many 

fine 

many  coarse 
and  fine 

many 

fine 

granular 

granular 

granular 

P.S.P. 

40% 

8% 

/ 15  min. 

/ 15  min. 

55% 

/ 60  min. 

37% 

/60  min. 

Total  Protein 

8 

4 

Gm./24  hr. 

Blood  Chemistry 

BUN 

16 

79 

falling 
to  17 

24-37 

51 

80 

120 

CO2,  mEq. 

21 

23 

K,  mEq. 

5 

4.4 

7.3 

Total  Protein 

A/G 

normal 

A/G 

gamma 

globulin 

increased 

5.5 

2.9/2.6 
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the  presence  of  an  osteoma  in  the  left  frontal  sinus 
and  a bone  island  located  in  the  talus  bone  of  the 
left  foot.  Some  minimal  juvenile  spondylolysis  was 
present  in  the  thoracic  centra. 

Film  taken  February,  1961,  demonstrated  fluid 
present  within  the  stomach  and  a single  loop  of 
small  bowel  overlying  the  left  lower  portion  of  the 
abdomen.  Opaque  suture  material  was  present  along 
the  anterior  abdominal  wall  and  there  had  been  de- 
hiscence of  the  surgical  knots  of  this  suture  material 
present.  Surgical  clips  along  the  left  paravertebral 
area  in  the  lumbar  spine  area  is  probably  the  result 
of  a sympathectomy  or  similar  procedure  in  the  past. 
The  spleen  was  not  identified,  this  being  compatible 
with  the  splenectomy  the  patient  had  undergone. 
These  are  the  pertinent  findings  roentgenograph- 
ically. 

Clinical  Discussion 

Dr.  Morris  Ziff. — Symptoms  in  this  patient  began 
in  1955  and  were  present  for  more  than  six  years 
prior  to  death  in  April,  1962.  For  the  first  two  years, 
he  did  fairly  well  except  for  purpuric  lesions  and 
coldness  in  one  foot.  Similar  symptoms  occupied  the 
second  two  years  of  the  illness  though  they  were 
more  severe  during  this  period.  He  was,  therefore, 
subjected  to  left  lumbar  sympathectomy  with  little 
influence  on  the  subsequent  course.  During  this  rela- 
tively moderate  phase  of  his  illness,  renal  disease  was 
already  present  as  evidenced  by  the  results  of  a urin- 
alysis performed  during  the  first  hospital  admission 
in  February,  1958.  A liver  biopsy  was  negative.  This 
is  significant  in  that  it  exonerates  the  patient  from 
a diagnosis  of  cirrhosis  of  the  liver,  one  of  the 
primary  diseases  which  may  lead  to  cryoglobulinemia. 

Five  years  after  onset,  there  was  an  acute  episode 
with  fever,  back  pain,  leukocytosis,  albuminuria,  and 
gross  hematuria  leading  to  his  third  hospital  admis- 
sion. This  episode  would  appear  to  me,  especially 
since  it  recurred  on  antibiotic  therapy,  to  signify 
vascular  injury  to  the  kidney  resulting  from  the 
precipitation  of  cryoglobulin.  There  was  a rise  in 
the  BUN  and  creatinine  level,  but  the  acute  renal 
insufficiency  subsequently  subsided.  The  renal  in- 
sufficiency and  the  biopsy  report  of  "subacute  and 
chronic  glomerulonephritis”  are,  nevertheless,  sur- 
prising because  they  are  unusual  developments  with 
cryoglobulinemia  per  se. 

On  the  third  and  fifth  hospital  admissions,  there 
were  pneumococcal  infections.  This  raises  the  ques- 
tion of  a dysproteinemia  of  the  myeloma  type,  but 
the  bone  marrow  on  an  earlier  admission  failed  to 
disclose  an  unusual  number  of  plasma  cells.  The 
serum  electrophoretic  pattern  indicated  also  that  the 
gamma  globulin  level  was  not  high.  When  the  cryo- 
globulin had  been  removed  by  cooling,  the  concen- 


tration of  gamma  globulin  was  only  about  800  mg. 
per  100  cc.  The  concentration  of  cryoglobulin  at 
this  time,  incidentally,  was  approximately  400  mg. 
per  100  cc.;  not  particularly  high,  but  apparently 
high  enough  to  cause  serious  symptoms  in  this  pa- 
tient. In  most  cases  of  cryoglobulinemia  with  symp- 
toms, the  concentration  of  cryoglobulin  is  two  to 
three  times  this  value.  The  electrophoretic  patterns 
show  a gamma  globulin  peak  which  is  relatively  dis- 
crete before  removal  of  the  cryoglobulin.  When  the 
cryoglobulin  has  been  removed,  however,  the  residual 
gamma  globulin  appears  to  be  dispersed,  and  this, 
too,  would  be  against  the  diagnosis  of  multiple 
myeloma.  The  serum  albumin  level  is  low,  between 
2 to  2.5  Gm.  per  100  cc.  This  is  consistent  with 
the  proteinuria. 

The  last  year  of  the  illness  was  marked  by  severe 
headaches.  It  was  not  possible  to  relate  these  head- 
aches to  any  specific  abnormality.  They  were  present 
when  the  patient’s  diastolic  blood  pressure  was  still 
normal.  I would  suspect  that  he  had  cerebral  vascular 
disease  secondary  to  cryoglobulinemia  though  lumbar 
punctures  yielded  negative  findings.  Cerebral  purpura 
has  been  reported  in  cryoglobulinemia.  In  the  final 
months,  the  patient  developed  a diastolic  hyperten- 
sion and  he  died  with  malignant  hypertension. 

Before  discussing  the  etiology  of  the  cryoglobuli- 
nemia, I would  like  to  say  something  about  the  treat- 
ment. The  patient  was  subjected  to  plasmapheresis. 
The  red  cells  were  removed,  the  residual  plasma 
cooled,  and  the  cryoglobulin  was  centrifuged.  The 
red  cells  and  cryoglobulin-free  plasma  were  then  re- 
combined and  reinjected.  This  seemed  to  succeed 
fairly  well  in  keeping  the  cryocrit  down.  With  re- 
gard to  steroid  therapy,  we  were  not  certain  of  its 
effect  in  this  patient.  The  administration  of  6-mer- 
captopurine  (6-MP)  in  the  final  phase  of  the  illness 
was  based  on  the  assumption  that  the  cryoglobulin 
was  an  immunoglobulin;  in  other  words,  elaborated 
in  response  to  some  immunological  stimulus,  and  that 
its  synthesis,  therefore,  might  be  blocked  by  6-MP. 
The  cryoglobulin  did  not  decrease  in  concentration, 
however,  during  the  period  of  administration. 

As  far  as  the  etiology  of  cryoglobulinemia  in  this 
case  is  concerned,  it  should  be  mentioned  first  that 
half  of  the  cases  of  cryoglobulinemia  are  associated 
with  multiple  myeloma.  This  patient,  at  age  32,  was 
relatively  young  for  this  disease.  As  mentioned,  his 
marrow  did  not  favor  this  diagnosis;  there  was  no 
hyperglobulinemia  or  discrete  component  in  the 
electrophoretic  pattern,  so  I doubt  that  he  had  mye- 
loma. Ten  per  cent  of  such  patients  have  chronic 
lymphatic  leukemia,  but  there  appears  to  be  no  evi- 
dence of  this  disease  in  the  peripheral  blood  or 
marrow.  There  were  no  obvious  clinical  findings  to 
support  the  diagnosis  of  lymphosarcoma,  another 
common  cause  of  cryoglobulinemia,  and  the  six  year 
over-all  history  is  against  this  diagnosis.  This  patient 
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did  not  have  abnormal  amounts  of  macroglobulin 
on  ultracentrifugation  of  the  serum,  so  we  are  not 
dealing  with  Waldenstrom’s  macroglobulinemia,  an- 
other cause  of  cryoglobulinemia. 

With  regard  to  the  possibility  of  a connective  tis- 
sue disease,  there  were  three  negative  lupus  erythe- 
matosus (L.E. ) tests  and  two  negative  antinuclear 
fluorescence  tests  for  L.E.  factor,  and  this  would  be 
against  the  diagnosis  of  systemic  lupus  erythematosus. 
It  is  not  too  easy  to  dispose  of  the  diagnosis  of  poly- 
arteritis nodosa  because  the  patient  had  a history  of 
asthma  and  allergy  to  drugs,  possibly  including  sulfa 
drugs.  The  biopsy  finding  of  subacute  and  chronic 
glomerulonephritis  and  death  with  malignant  hyper- 
tension are  compatible  with  this  diagnosis,  too.  But 
the  long  course  of  the  renal  involvement  would 
speak  heavily  against  polyarteritis  nodosa. 

We  are  left  then  with  the  diagnosis  of  essential 
cryoglobulinemia,  the  type  unassociated  with  another 
primary  disease.  The  most  common  symptoms  of 
this  condition  are  Raynaud’s  phenomenon  and  pur- 
puric skin  lesions,  but  visceral  involvement  does  oc- 
cur. Pulmonary  arteriolar  obstruction  with  pulmon- 
ary hypertension  has  been  reported  from  this  depart- 
ment by  Muirhead  and  co-workers.  Cerebral  purpura 
has  been  mentioned  previously.  Gastrointestinal  in- 
volvement due  to  vascular  thrombosis  may  result  in 
diarrhea  and  melena.  And  on  occasion,  bland  infarcts 
of  the  pancreas,  spleen,  lungs,  and  kidneys  have  been 
reported.  Chronic  glomerulonephritis,  with  renal  in- 
sufficiency and  terminal  malignant  hypertension  re- 
sulting from  essential  cryoglobulinemia,  is  extremely 
rare. 

Throughout  the  time  that  we  saw  the  patient,  we 
felt  that  the  hemamria  was  due  to  damage  to  the 
kidney  vessels  by  cryoglobulin.  It  is  quite  possible 
that  repeated  precipitation  of  protein  over  a period 
of  years  could  produce  the  picture  of  diffuse  renal 
disease  recorded  in  the  biopsy  report.  Although  un- 
common, this  has  been  reported.  The  first  article  in 
which  the  term  "essential  cryoglobulinemia’’  was 
used,  the  classic  paper  by  Lerner  and  Watson,^  de- 
scribes the  renal  lesion  of  chronic  glomerulonephritis 
in  the  patient  with  essential  cryoglobulinemia. 

Dr.  ].  D.  Smiley. — I was  most  impressed  by  the 
patient’s  fourth  admission.  At  that  time  he  had  acute 
ischemia  of  the  toes,  ears,  and  nose,  and  an  elevated 
cryocrit.  Because  it  seemed  that  he  would  die  within 
a few  days,  three  forms  of  therapy  were  introduced; 
steroids,  antibiotics,  and  plasmapheresis.  Penicillin 
was  administered  for  the  pneumococcal  septicemia. 
Whether  this  included  pneumococcal  meningitis  was 
never  certain.  Throughout  the  further  course  of  this 
patient’s  illness  there  was  always  the  question  of 
which,  if  any,  of  these  treatments  was  responsible  for 


his  most  dramatic  recovery  to  a virtually  normal 
state.  Subsequent  follow-up,  however,  never  answered 
this  question.  On  later  admissions  steroids,  antibiotics 
and  repeated  plamaphereses  were  given  with  no 
response. 

What  really  occurred  in  the  patient  when  there 
were  no  detectable  cryoglobulins  in  the  circulation, 
but  when  there  was  obvious  progression  of  his  renal 
disease  and  other  symptoms?  I suppose  it  would  be 
possible  to  precipitate  cryoglobulin  in  the  kidney  and 
elsewhere  as  rapidly  as  it  was  formed  so  that  no 
blood  level  could  be  measured  by  the  crude  cryocrit 
method  used. 

Dr.  N.  W.  Carter. — At  the  time  of  the  first  biopsy 
we  were  surprised  the  report  was  subacute  and 
chronic  glomerulonephritis.  The  point  that  might  be 
brought  out  now  is  that  I begin  to  think,  and  I 
believe  others  go  along  with  us,  that  this  lesion  is 
pretty  nonspecific  and  may  result  in  the  course  of 
a disease  that  causes  blockage  of  glomerular  capil- 
laries. The  pathologic  morphologic  responses  may  be 
a thickening  of  the  basement  membrane  or  prolifera- 
tion of  one  of  the  cell  types  within  the  glomerulus 
or  both.  When  you  finally  get  the  tissue  you  can’t 
tell  by  looking  exactly  what  is  going  on.  The  same  is 
true  of  the  interstitial  nephritis  that  is  described  in 
this  disease  or  at  least  in  cryoglobulinemia  from  a 
variety  of  causes.  This,  too,  might  be  the  result  of 
blockage  of  perhaps  larger  vessels;  I wouldn’t  want 
to  say  which  size,  but  larger  vessels  resulting  in  an 
inflammatory  response  within  the  interstitium  of 
the  kidney.  I think  some  of  the  things  tbat  are  be- 
ginning to  come  forth,  regarding  the  differentiation 
of  chronic  pyelonephritis  from  other  things  on  a 
morphologic  basis,  makes  it  apparent  that  everything 
that  has  an  inflammatory  reaction  and  develops  scar 
tissue  is  not  due  to  infection.  Therefore,  I believe  that 
morphology  may  not  be  specific.  I would  hazard  a 
guess  that  in  cryoglobulinemia  both  the  glomerular 
lesions  and  the  interstitial  lesions  are  due  to  blockage 
of  blood  vessels  and  resulting  anoxia,  which  may  not 
have  to  be  very  long  term. 

Dr.  D.  W.  Seldin. — Although  we  have  confined 
our  attention  thus  far  to  cryoglobulinemia,  it  should 
be  emphasized  that  cryoglobulinemia  is  now  included 
in  the  category  of  disorders  termed  cryoproteinemia. 
Two  types  of  disturbances  have  been  identified:  first, 
cryoglobulinemia,  usually  due  to  the  production  of 
large  amounts  of  an  abnormal  7S  gamma  globulin, 
presumably  by  plasma  cells;  second,  cryofibrino- 
genemia,  a disorder  involving  the  production  of  an 
abnormal  fibrinogen.  Since  fibrinogen  is  produced  in 
the  hepatic  parenchymal  cells  while  gamma  globulins 
are  synthesized  in  plasma  cells,  it  seems  likely  that 
these  two  disorders,  although  clinically  very  similar, 
have  no  physiologic  connection. 

In  our  patient,  we  are  clearly  dealing  with  cryo- 
globulinemia. Primary,  or  essential,  cryoglobulinemia 
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is  defined  as  that  disorder  in  which  no  underlying 
disease  process  responsible  for  the  cryoglobulinemia 
can  be  identified.  Secondary  cryoglobulinemia  refers 
to  the  development  of  cryoglobulinemia  as  an  ex- 
pression of  an  identifiable  systemic  disease.  While 
many  diseases  can  produce  minor  elevations  in  the 
concentration  of  cryoglobulin  (that  is,  less  than  25 
mg.  per  100  cc.),  clinically  important  cryoglobuli- 
nemia of  the  secondary  type  is  found  most  often  in 
association  with  multiple  myeloma,  chronic  lymphatic 
leukemia,  lymphosarcoma,  subacute  bacterial  endo- 
carditis, and  connective  tissue  disease.  Since  we  could 
identify  no  underlying  disease  state  in  our  patient, 
the  diagnosis  of  essential  cryoglobulinemia  was  made. 

The  clinical  picture  of  Raynaud’s  phenomenon, 
purpura,  ulcerations  of  the  skin,  as  well  as  the  oc- 
casional appearance  of  visceral  lesions,  could  all 
result  from  the  co-precipitation  of  cryoglobulin  with 
fibrinogen,  factors  V and  VII,  prothrombin,  and 
platelets  to  form  a loose  gel.  The  removal  of  various 
clotting  factors  could  account  for  the  bleeding  ten- 
dency, while  the  increased  blood  viscosity  and  slowed 
or  obstructed  circulation  might  be  responsible  for 
ulcerations  and  necrosis. 

From  a therapeutic  point  of  view,  our  main  efforts 
were  directed  toward  the  protection  of  the  patient 
from  cold  and  the  removal  of  cryoglobulins  by  plas- 
mapheresis. In  this  connection,  the  point  Dr.  Smiley 
made  earlier  should  be  emphasized:  there  was  clear- 
cut  evidence  of  progression  of  the  disease  at  times 
when  the  level  of  circulating  cryoglobulin,  at  least 
as  judged  by  cryocrit,  was  low.  Other  factors,  there- 
fore, may  be  involved  in  the  production  of  the 
clinical  picture. 

In  view  of  the  inclusion  of  both  cryoglobulinemia 
and  cryofibrinogenemia  in  the  category  of  the  cryo- 
proteinemia,  one  wonders  whether  there  is  a common 
pathologic  background.  This  seems  unlikely  to  me 
in  view  of  the  fact  that  cryoglobulin  presumably  is 
produced  by  plasma  cells  while  cryofibrinogen  pre- 
sumably originates  in  hepatic  cells. 

Dr.  Ziff. — ^There  is  experimental  evidence  from 
Dr.  Dixon’s  laboratory  that  prolonged  precipitation 
of  protein  in  the  kidney  may  produce  the  picture  of 
chronic  glomerulonephritis.  Dixon  and  co-workers^ 
showed  that  prolonged  immunization  of  rabbits  with 
bovine  serum  albumin  and  other  proteins  produced 
this  abnormality  by  virtue  of  precipitation  of  anti- 
gen-antibody complexes  just  outside  the  basement 
membrane  in  the  course  of  prolonged  immunization 
of  rabbits  with  various  serum  proteins.  The  antigen- 
antibody  precipitates  apparently  traversed  the  base- 
ment membrane  and  precipitated  on  the  epithelial 


side  of  the  glomerular  capillary  much  as  a cryoglob- 
ulin might  over  a prolonged  period  of  time. 

Dr.  J.  A.  Barnett. — The  experimental  model  of 
renal  disease  developed  by  Dixon  is  an  interesting 
one.  The  renal  lesion  is  induced  by  repeated  daily 
injections  of  heterologous  serum  protein  antigens  into 
rabbits.  Those  animals  which  respond  by  production 
of  large  quantities  of  antibody  develop  an  acute, 
self-limited  renal  lesion  which  is  in  every  respect 
characteristic  of  serum  sickness.  After  their  transient 
illness  these  good  responders  are  free  from  subse- 
quent renal  damage  despite  continued  injections  of 
antigen.  Animals  responding  with  smaller  amounts 
of  antibody  develop  renal  disease  clinically  and  mor- 
phologically consistent  with  chronic  glomerulone- 
phritis. It  is  felt  that  the  quantity  of  antibody  formed 
is  optimum  for  the  formation  and  persistence  of 
circulating  antigen-antibody  complexes  in  the  face 
of  daily  administered  antigen.  Fluorescent  and  ultra- 
microscopical  studies  have  demonstrated  these  com- 
plexes stuck  to  the  glomerular  basement  membrane. 
Animals  which  do  not  form  antibody  with  repeated 
antigen  injections  remain  free  from  renal  disease. 
Thus,  it  can  be  seen  that  neither  the  protein  antigen 
nor  the  antibody  globulin  alone  is  capable  of  adher- 
ing to  the  basement  membrane  and  inducing  renal 
disease — a complex  is  required. 

The  present  case  associates  clinical  renal  failure 
with  the  morphologic  demonstration  of  protein,  pre- 
sumed cryoglobulin,  in  the  kidney.  It  would  be  inter- 
esting to  speculate  that  the  cryoglobulin  is  abnormal 
enough  to  be  recognized  as  foreign  and  antigenic  by 
the  host.  This  conceivably  could  bring  about  the 
formation  of  antigen-antibody  complexes  which 
might  be  deposited  in  the  glomeruli  in  a manner 
similar  to  the  experimental  model  of  Dixon. 

Dr.  P.  C.  Rector. — Terminally  this  patient  devel- 
oped what  appeared  to  be  malignant  hypertension. 
It  is  known  that  in  the  presence  of  cryoglobulinemia 
small  renal  infarcts  can  be  produced  and  I would  like 
to  raise  the  possibility  that  fairly  large  infarcts  might 
have  occurred  at  this  time  producing  renal  ischemia 
with  malignant  hypertension.  One  other  point;  prior 
to  the  second  or  third  hospital  admission,  the  diag- 
nosis of  pyelonephritis  was  made  by  the  patient’s 
private  physician  on  the  presumptive  evidence  of 
shaking  chills  with  fever  and  a slight  increase  in 
the  white  count  in  the  urine.  Volpe®  reported  one 
case  of  cryoglobulinemia  that  was  characterized  by 
severe  episodes  of  shaking  chills  and  fever  and  in 
the  present  case  the  chills  and  fever  probably  were 
due  to  the  cryoglobulinemia  and  not  to  pyelone- 
phritis. 
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Fig.  1.  Glomerular  sclerosis,  tubules  filled  with  pro- 
tein and  organizing  hyaline  (cryoglobulin)  throm- 
bosis of  arteriole.  Hematoxylin  and  eosin  stains, 
(x  50) 


Fig.  2.  Glo.merular  sclerosis  and  hyaline  thrombi 
within  glomerular  capillaries  at  top.  Hematoxylin 
and  eosin  stains,  (x  300) 


Pathologic  Findings 

Dr.  T.  F.  Dutcher. — The  major  gross  pathologic 
findings  were  limited  to  the  kidneys.  These  organs 
were  not  typical  of  chronic  glomertdonephritis.  They 
were  of  normal  size  and  weight  and  the  renal  cap- 
sules stripped  easily.  Subcapsular  petechiae  were  seen 
and  the  cortical  surfaces  were  slightly  scarred  but 
not  granular.  On  cut  surface,  the  cortices  contained 
focal  petechiae  and  yellow  streaks  perpendicular  to 
the  capsular  surface. 

Microscopically,  the  kidneys  constitute  an  almost 
complete  sophomore  course  in  renal  pathology.  There 
are  tubular  changes,  glomerular  lesions,  vascular  le- 
sions, and  an  interstitial  infiltrate  ( Fig.  1 ) . The 
tubules  are  dilated  and  filled  with  an  amorphous 
proteinaceous  material.  These  dilated  tubules  account 
for  the  yellow  streaks  noted  grossly. 

The  glomerular  lesions  which  led  to  the  previous 
renal  biopsy  diagnosis  of  "subacute  and  chronic  glom- 
erulonephritis consistent  with  cryoglobulinemia”  are 
numerous.  The  earliest  change  is  the  deposition  of 
hyaline  material,  presumably  cryoglobulin,  as  globu- 
lar thrombi  within  the  glomerular  capillaries.  The 
second  stage,  as  suggested  by  Dr.  Carter,  is  believed 
to  develop  secondarily  to  these  hyaline  thrombi  and 
the  resultant  ischemia.  It  consists  of  thickening  of 
the  glomerular  capillary  basement  membrane  and  the 
formation  of  synechiae  between  the  glomerulus  and 
Bowman’s  capsule  giving  the  typical  microscopic  pic- 
ture of  subacute  glomerulonephritis.  Finally  the  le- 
sion progresses  to  full  crescent  formation  and  glom- 
erulosclerosis like  that  of  chronic  glomerulonephritis. 
Many  of  the  glomeruli  with  these  advanced  changes 
still  contain  the  hyaline  thrombi  ( Fig.  2 ) . I have 
seen  similar  renal  lesions  in  two  previously  autopsied 
cases  of  cryoglobulinemia.  In  one  of  these  patients 
the  cryoglobulin  was  also  a macroglobulin  and  with 
immunofluorescent  studies  it  was  shown  that  the 


hyaline  thrombi  consisted  of  the  macrocryoglobulin. 

The  vasculair  lesions  within  the  kidneys,  and  other 
organs,  are  particularly  interesting.  Several  large  ar- 
terioles are  occluded  by  hyaline  thrombi  and  in  some 
instances  there  is  early  organization  of  the  thrombi 
indicating  that  they  were  not  formed  agonally  nor 
post  mortem.  There  are  vascular  lesions  of  malignant 
hypertension  consisting  of  arterioles  with  fibrinoid 
necrosis  which  might  be  found  in  a variety  of  col- 
lagen diseases.  Related  to  the  arterioles  with  these 
changes,  and  to  hyaline  thrombi  in  the  afferent 
arterioles,  there  are  hemorrhagic,  necrotic  glomeruli 
like  those  of  acute  glomerulonephritis.  These  cor- 
respond to  the  cortical  petechiae  noted  grossly.  Ar- 
terioles with  hyaline  thrombi  and  surrounding  tissue 
necrosis  were  found  in  the  pancreas,  lung  and  adrenal 
glands  (Fig.  3)-  A relationship  between  these  pul- 
monary thromboses  and  the  asthmatic  attacks  is  of 
interest  but  speculative. 

Now,  as  to  the  basic  cause  of  the  cryoglobulinemia 
in  this  case,  I must  admit  that  I have  no  conclusive 
answer.  The  tissues  examined  at  autopsy  contained 


Fig.  3.  Organizing  hyaline  thrombosis  of  pulmonary 
arteriole.  Hematoxylin  and  eosin  stains,  (x  145) 
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no  evidence  of  most  of  the  conditions  usually  associ- 
ated with  cryoglobulinemia.  There  was  no  suggestion 
of  multiple  myeloma,  lupus  erythematosus,  rheumatic 
fever,  polyarteritis  nodosa,  rheumatoid  arthritis,  sar- 
coidosis, bacterial  endocarditis,  malaria,  carcinoma  or 
kala-azar.  I would  like  to  present  a series  of  highly 
selected  microscopic  fields  which  I believe  suggest 
that  the  patient  may  have  had  a lymphoma,  one  of 
the  major  conditions  associated  with  cryoglobu- 
linemia. As  a preface,  I must  say  that  in  examining 
autopsy  and  biopsy  material  from  about  25  patients 
with  dysproteinemia,  mainly  macroglobulinemia,  I 
have  become  convinced  that  most  of  those  without 
one  of  the  usually  associated  diseases,  do  have  some 
type  of  lymphoma.  The  problem  in  arriving  at  the 
diagnosis  of  lymphoma  in  these  cases  is  that  the 
changes,  particularly  in  hematopoietic  tissues,  may  be 
very  subtle.  Infiltration  by  lymphocytic  or  plasmo- 
cytic  cells  is  found  in  other  tissues,  however. 

Throughout  the  years  of  this  patient’s  illness  bi- 
opsy specimens  were  taken  several  times.  The  diag- 
noses on  these  tissues  were:  1957 — spleen,  reticulo- 
endothelial hyperplasia;  1958 — skin,  chronic  derma- 
titis; I960 — bone  marrow,  plasmocytosis  and  lympho- 
cytosis; 1961 — mass  from  chest  wall,  chronic  inflam- 
mation. A striking  feature  in  the  autopsy  tissues  is 
the  infiltration  of  the  lungs,  the  esophagus,  the 
duodenum,  the  kidneys,  and  the  urinary  bladder  by 
lymphocytes  and  plasma  cells. 

On  extensive  review  of  these  tissues,  the  appear- 
ance of  the  infiltrates  is  not  quite  that  of  chronic 
inflammation.  Throughout  the  spleen  there  are  small 
foci  of  atypical  plasma  cells  located  in  the  sinusoidal 
areas.  The  atypicality  consists  of  a nuclear  chromatin 
pattern  like  that  of  a lymphocyte  rather  than  the 
typical  wheelspoke  pattern  of  normal  plasma  cells. 
Cells  of  this  type  have  been  seen  in  many  cases  of 
dysproteinemias  and  have  been  termed  lymphoid 
plasma  cells.  The  bone  marrow  aspiration  contains 
focal  collections  of  plasma  cells.  These  have  the  same 


Fig.  4.  Infiltration  of  skeletal  muscle  by  lympho- 
cytes with  destruction  of  muscle  fibers.  Hematoxylin 
and  eosin  stains,  (x  145) 


atypical  appearance  as  those  of  the  spleen.  Lympho- 
cytes are  also  numerous  in  the  marrow.  The  bone 
marrow  at  autopsy,  following  6-MP  therapy,  is  almost 
aplastic  but  several  foci  of  admixed  lymphocytes  and 
lymphoid  plasma  cells  are  seen. 

The  chest  wall  lesion  consists  of  an  infiltration  of 
acute  inflammatory  cells,  lymphocytes,  plasma  cells, 
and  lymphoid  plasma  cells.  Of  special  interest  were 
foci  wherein  striated  muscle  was  infiltrated  and  inter- 
rupted by  round  cell  infiltrate.  These  cells  are  actually 
within  the  sarcolemmal  sheath.  I believe  that  this 
represents  a neoplastic  invasion  of  muscle  and  not 
chronic  inflammation.  Similar  areas  were  found  in 
the  duodenum  at  autopsy.  Here  ceils  of  uniform 
type,  more  like  lymphocytes  than  plasma  cells,  invade 
smooth  muscle  ( Fig.  4 and  5 ) . 

An  interstitial  infiltrate  is  present  in  the  renal 
parenchyma  and  is  more  intense  in  the  perirenal  fat 
at  the  renal  hilus.  In  these  areas  the  infiltrate  con- 
tains cells  of  uniform  cell  type,  immature  lympho- 
cytes. There  is  no  gradation  of  cell  maturation  and 
no  pleomorphism  such  as  would  be  expected  in  an 
inflammatory  infiltrate. 

Only  one  lymph  node  could  be  found  at  autopsy. 
This  was  a hilar  node  and  this  may  be  quite  un- 
formnate.  A number  of  autopsy  reports  in  the  litera- 
ture note  that  the  abdominal  nodes  are  more  likely 
to  be  involved  in  the  dysproteinemias.  The  changes 
in  this  lymph  node  are  subtle.  There  are  collections 
of  lymphocytes  in  the  cortical  area  but  these  are  not 
normal  follicles  as  there  are  no  germinal  centers  and 
no  progressive  maturation  of  the  lymphocytes.  In 
most  areas  of  the  cortex  even  these  lymphocytic  ag- 
gregations are  not  seen.  The  medullary  sinuses  are 
dilated  but  without  significant  reticulum  cell  hyper- 
plasia. The  lymphocytic  cords  contain  morphological- 
ly normal  lymphocytes  and  plasma  cells  but  also  have 
a generous  number  of  lymphoid  plasma  cells.  This 
combination  of  findings  is  almost  identical  to  the 


Fig.  5.  Infiltration  of  smooth  muscle  of  duodenum 
by  lymphocytes  with  destruction  of  muscle  fibers. 
Hematoxylin  and  eosin  stains,  (x  145) 
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case  mentioned  previously  in  which  there  was  a mac- 
rocryoglobulinemia. 

Finally,  I would  mention  the  findings  of  the 
periodic  acid  ( Schiff ) stain  on  the  bone  marrow 
and  peripheral  blood  smears.  In  lymphomas,  ex- 
clusive of  acute  lymphocytic  leukemia,  the  lympho- 
cytes contain  increased  amounts  of  glycogen.  By  a 
scoring  technique  based  on  the  amount  of  glycogen 
in  each  of  100  lymphocytes,  a score  of  100  or  over 
is  considered  as  consistent  with  a lymphoma.  The 
score  on  this  patient’s  smears  was  150. 

I again  emphasize  that  I cannot  be  certain  that 
this  patient  had  a lymphoma.  If  the  evidence  which 
I have  presented  is  not  sufficient  to  strongly  suggest 
the  presence  of  a lymphoma  then  I suppose  the  pa- 
tient must  be  said  to  have  had  "idiopathic  cryoglob- 
ulinemia”. 


The  histopathologic  classification  of  the  dyspro- 
teinemias  will  have  to  await  the  study  of  many  more 
patients  and  will  require  the  close  cooperation  of  the 
attending  physician,  the  patient,  and  the  pathologist 
to  insure  that  adequate  specimens  are  obtained 
throughout  the  course  of  the  disease. 
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Scuba-Diving  Family  Doctor  Reveals 
Medical  Hazards  of  Growing  Water  Sport 

Q.:  When  is  scuba  diving  like  a cocktail  party?  A.:  When  you  dive  below 
100  feet.  This  variation  on  the  old  vaudevillian  routine  paraphrases  a salient  point 
in  a medical  article  on  the  scuba  sport  in  a recent  issue  of  GP  magazine,  the  of- 
ficial publication  of  the  American  Academy  of  General  Practice. 

Dr.  Wallace  L.  Salzman  of  Libertyville,  111.,  chief  of  staff  of  Libertyville’s 
Condell  Memorial  Hospital  and  a certified  skin  diver,  compares  the  relative  effects 
of  dissolved  nitrogen  and  marcinis  in  his  definitive  coverage  of  the  medical  aspects 
of  the  fast  growing  underwater  sport. 

He  notes  that  the  amount  of  nitrogen  dissolved  in  the  blood  at  a depth  of 
100  feet  "produces  a sense  of  dizziness  similar  to  that  produced  by  one  martini 
on  an  empty  stomach”. 

"At  200  feet,”  he  continues,  "the  effect  is  that  of  two  or  three  martinis;  at 
300  feet,  four  martinis,  and  at  400  feet,  too  many  martinis.” 

He  aims  his  article  at  family  physicians  who  are  called  upon  to  examine 
would-be  "Frontiersmen  of  the  Sea,”  or  who  may  have  to  treat  them. 

To  the  classic  pressure-induced  problems,  such  as  the  "bends”.  Dr.  Salzman 
adds  several  that  are  occupational  hazards  only  to  the  scuba  business.  These  are 
"face  mask  squeeze”,  which  results  from  air  pressure  in  the  mask  not  equalling 
water  pressure  outside  it,  and  "suit  squeeze”,  which  is  caused  by  unequal  pressure 
inside  a watertight  suit. 

But  of  aU  the  problems  that  may  assail  the  scuba  diver.  Dr.  Salzman  declares 
panic  to  be  the  greatest  danger,  and  ignorance  as  the  second  greatest. 

However,  he  concludes,  "The  beauties  of  a coral  reef  are  well  worth  the 
time  it  takes  to  make  diving  easy  and  safe.” 
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FDA,  Congress  Move  to  Tighten 
Controls  on  Drugs 


N EW  REGULATIONS  to  tighten  federal  super- 
vision  of  clinical  testing  of  new  drugs  and  proposed 
legislation  extending  federal  controls  over  drug  mak- 
ers have  emerged  in  the  wake  of  the  thalidomide 
furor. 

The  Food  and  Drug  Administration’s  proposed 
new  regulations  would  provide  for  halting  of  tests 
if  substantial  doubt  develops  about  the  safety  of  the 
drug. 

Congress  also  has  moved  to  act  on  drug  legislation 
that  applies  generally  to  drugs  now  on  the  market. 

No  legislation  is  needed  for  the  FDA  changes.  The 
drug  industry,  the  medical  profession,  and  others 
have  until  Oct.  9 in  which  to  comment  on  the  new 
regulations  before  they  become  effective. 

According  to  the  AM  A News,  the  proposed  FDA 
regulations  would  require  the  following: 

Notification  to  FDA  and  full  details  when  a com- 
pany begins  testing  a new  drug  by  distribution  to 
physicians  for  investigation. 

Clinical  investigation  must  be  based  on  adequate 
pre-clinical  studies,  including  animal  experiments,  to 
assure  safety. 

Proper  planning  and  execution  of  drug  trial  with 
full  reports  on  progress  of  tests  to  FDA. 

The  present  FDA  rules  require  that  drugs  used  in 
clinical  tests  be  labeled  "for  investigational  use’’  and 
that  manufacmrers  keep  records  of  distribution.  They 
also  require  that  doctor-investigators  have  adequate 
facilities  and  that  their  names  be  given  to  the  FDA 
on  request. 

Some  of  the  new  FDA  requirements  which  would 
have  to  be  met  by  drug  manufacturers  in  order  to 
distribute  drugs  for  investigational  purposes  are  as 
follows: 

A signed  statement  submitted  by  the  investigator 


to  the  manufacturer  which  must  include  his  name, 
educational  background,  teaching,  research  or  prac- 
tice experience,  articles  published,  facilities  available 
to  him,  and  an  outline  of  his  plan  of  investigation; 
in  order  to  carry  out  an  investigation,  the  manufac- 
turer must  furnish  the  investigator  with  full  infor- 
mation concerning  pre-clinical  investigation  justify- 
ing clinical  trials  and  other  information  regarding 
hazards  or  contraindications;  the  investigator  is  fur- 
ther required  to  maintain  complete  records  on  the 
disposition  of  drugs  and  on  case  histories  and  to 
furnish  reports  to  the  manufacturer  at  least  once 
annually. 

Proposed  drug  legislation,  including  Senator  Ke- 
fauver’s  drug  control  bill  (S.B.  1552),  and  the  Ad- 
ministration drug  bill  (H.R.  11581),  has  been  shut- 
tled between  Congressional  committees  since  the 
thalidomide  episode.  In  July,  the  Senate  Judiciary 
Committee  approved  a modified  version  of  the  drug 
control  bill  originally  introduced  by  Kefauver  more 
than  a year  ago.  However,  following  the  thalidomide 
episode,  the  Committee  accepted  additional  amend- 
ments which  strengthened  the  federal  government’s 
role.  In  its  present  form,  and  with  proposed  amend- 
ments substantially  in  line  with  the  Administration’s 
recommendations,  the  Senate  bill  is  limited  largely 
to  tightening  federal  controls  over  the  production 
and  marketing  of  drugs. 

A companion  measure,  H.R.  11581,  has  been  in 
the  House  Interstate  Committee,  which  held  day  and 
night  hearings.  Senators  approved  the  bill  on  Aug.  23- 

The  patent  provisions,  the  most  controversial  fea- 
ture of  the  Kefauver  bill,  were  eliminated  by  the 
Senate  Judiciary  Committee.  The  Kefauver  measure 
would  have  limited  exclusive  patent  rights  to  a new 
drug  for  three  years  instead  of  the  customary  17. 
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After  three  years,  the  manufacturer  would  have  to 
make  the  drug  available  to  other  companies  with 
royalty  payments. 

Witnesses  representing  the  drug  industry  at  the 
House  hearings  have  objected  to  many  provisions 
of  the  Administration’s  omnibus  bill,  particularly  a 
provision  to  empower  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  to  determine  the  efficacy  as 
well  as  the  safety  of  drugs. 

Eugene  N.  Beesley,  chairman  of  the  board  of  the 
Pharmaceutical  Manufacturers  Association,  told  the 
House  committee: 

"Many  of  our  health  problems  stem  not  from 
any  inadequacy  of  law  or  law  enforcement  but  from 
the  limitations  of  present  scientific  knowledge  of 
complex  life  processes  and  the  ways  in  which  drugs 
may  affect  them.” 

In  addition  to  endorsing  certain  of  the  concepts 
embodied  in  H.R.  11581,  Mr.  Beesley  made  four 
additional  proposals  which  he  said  would  provide 
increased  protection  for  the  American  people.  These 
included  a requirement  that  all  manufacturers  of 
drugs  register  with  the  FDA,  that  all  manufacturers 
be  subjected  to  mandatory  FDA  inspection,  that 
the  FDA’s  authority  to  deal  with  the  serious  health 
hazards  of  drug  counterfeiting  by  fly-by-night  op- 
erators be  strengthened,  and  additional  and  adequate 
funds  be  provided  to  enable  FDA  to  carry  out  effec- 
tively its  broadened  responsibilities. 

The  PMA  has  announced  the  establishment  and 
financing  of  a Commission  on  Drug  Safety,  headed 
by  Dr.  Lowell  T.  Coggeshall,  a leading  U.  S.  scien- 
tist and  vice  president  of  the  University  of  Chicago. 
Dr.  Coggeshall  formerly  was  president  of  the  Ameri- 
can Association  of  Medical  Colleges  and  the  Ameri- 
can Cancer  Society. 

"The  basic  purpose  of  our  commission  is  to  study 
the  broad  and  complex  problems  of  making  available 
to  the  public,  with  adequate  safeguards  for  both  the 
doctor  and  the  patient,  the  therapeutic  advances 
which  will  result  from  the  enormous  programs  and 
rapid  pace  of  medical  research,”  Dr.  Coggeshall  said. 

"However  promising  new  agents  may  be  in  the 
laboratory,  no  amount  of  laboratory  experimentation 
and  testing  can  provide  complete  assurance  of  ef- 
fectiveness or  safety  when  a new  drug  is  adminis- 
tered to  a human  being.  We  must  attempt  to  reduce 
danger  to  the  lowest  possible  degree  without  discour- 
aging the  imaginative  research  from  which  flows 
mankind’s  increasing  release  from  disease.” 

The  AMA  Council  on  Drugs  has  initiated  a com- 
prehensive analysis  on  the  effect  of  thalidomide  on 
unborn  infants.  "Through  such  studies,”  the  Council 
announced,  "it  is  hoped  that  further  knowledge  will 
be  gained  on  the  problem  of  congenital  malforma- 
tions and  appropriate  measures  will  be  determined 
to  safeguard  our  population”. 


Physicians,  Pharmacists  Draft 
Interprofessional  Code 

A "Code  of  Interprofessional  Relations  for  Physi- 
cians and  Pharmacists  in  Texas”  has  recently  been 
drafted  by  officials  of  the  Texas  Medical  Association 
and  the  Texas  Pharmaceutical  Association.  Copies 
may  be  obtained  from  the  Texas  Medical  Associa- 
tion, 1801  North  Lamar  Blvd.,  Austin. 

It  is  believed  by  members  of  both  professions  that 
such  a code  will  provide  for  better  public  health 
and  for  a better  working  relationship  of  the  two 
health  professions  in  caring  for  patients. 

Provisions  of  this  code  are  not  intended  to  super- 
sede or  transcend  any  principles  of  ethics  governing 
the  individual  professions  of  medicine  and  pharmacy. 
It  does  include  ethical  guides  on  prescribing  and 
dispensing  medication,  patient  communications,  and 
agreements  between  pharmacists  and  physicians. 

Montana  Counties,  Blue  Cross 
Join  in  Welfare  Program 

Two  Montana  counties  have  begun  a pilot  welfare 
program  in  cooperation  with  Montana  Blue  Cross. 
To  provide  for  hospital  care  costs  for  welfare  re- 
cipients, the  program  is  patterned  after  the  Texas 
Blue  Cross  Plan  adopted  by  the  state  of  Texas  on 
Jan.  1,  1962. 

The  Montana  program  is  the  second  begun  in  the 
United  States  in  cooperation  with  Blue  Cross,  (Tex- 
as’ program  is  the  first),  according  to  an  article  in 
the  Aug.  1 edition  of  the  Great  Falls,  Mont.,  Tribune. 
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Abortion  and  Texas  Law 


HE  OFFICE  of  the  General  Counsel  has  received  in 
recent  weeks  some  inquiries  as  to  the  law  in  Texas 
with  regard  to  abortions.  In  all  probability  these 
questions  have  been  prompted  by  world-wide  focus 
upon  abortion  in  our  newspapers  and  magazines. 
Pro  and  con  considerations  of  this  question  have 
been  and  will  continue  to  arouse  comment.  The  fol- 
lowing comments  are  not  intended  for  any  other 
purpose  than  to  apprise  the  physicians  of  Texas  as 
to  what  the  law  in  Texas  is  with  respect  to  the 
problem  of  abortion. 

Most  of  the  items  found  in  this  column  from 
month  to  month  deal  with  civil  matters  which  con- 
cern the  doctor.  The  problem  that  we  discuss  this 
month  is  predominantly  criminal  in  nature;  that  is, 
the  sanctions  imposed  by  law  are  criminal  rather 
than  civil.  Art.  1191  of  the  Texas  Penal  Code  reads 
as  follows: 

"If  any  person  shall  designedly  administer  to  a pregnant 
woman  or  knowingly  procure  to  be  administered  with 
her  consent  any  drug  or  medicine,  or  shall  use  towards 
her  any  violence  or  means  whatever  externally  or  in- 
ternally applied,  and  thereby  procure  an  abortion,  he 
shall  be  confined  in  the  penitentiary  not  less  than  two 
nor  more  than  five  years;  if  it  be  done  without  her 
consent,  the  punishment  shall  be  doubled.  By  "abortion” 
is  meant  that  the  life  of  the  fetus  or  embryo  shall  be 
destroyed  in  the  woman’s  womb  or  that  a premature 
birth  thereof  be  caused.” 

After  defining  abortion  and  prescribing  the  penal- 
ty for  procuring  same,  the  Penal  Code  likewise  con- 
tains additional  offenses  connected  with  the  initial 
offense.  Art.  1192  punishes  as  an  accomplice  any 
person  who  "furnishes  the  means  for  procuring  an 
abortion”.  Art.  1193  imposes  a fine  upon  any  "of- 
fender” found  guilty  of  attempting  to  produce  abor- 
tions. Art.  1194  treats  the  death  of  the  mother, 
occasioned  by  an  abortion,  as  murder,  and  sanctions 
imposed  for  that  offense  would  apply  under  this 
particular  article.  Art.  1195  provides  for  punishment 
in  the  penitentiary  for  life  or  for  not  less  than  five 
years  upon  those  who  would  destroy  the  "vitality  or 
life  of  a child  in  a state  of  being  born  and  before 
acmal  birth,  which  child  would  otherwise  have  been 
born  alive  . . .”. 

All  of  the  foregoing  is  to  emphasize  that  stringent 
and  severe  penalties  are  imposed  upon  any  of  those 
persons  who  in  any  way  actually  procure,  attempt  to 


procure,  destroy  rhe  results  of  and  act  as  an  ac- 
complice for  an  abortion.  The  criminal  laws  of  this 
state  treat  the  subject  rather  succinctly. 

The  final  article  with  respect  to  abortions  found 
in  the  Criminal  Code  states  briefly: 

"Art.  1196.  Nothing  in  this  chapter  applies  to  an  abor- 
tion procured  or  attempted  by  medical  advice  for  the 

purpose  of  saving  the  life  of  the  mother.” 

The  statute  is  meaningfully  silent  as  to  "insuring 
the  health  of  the  mother”,  or  "to  preserve  rhe  health 
of  the  mother”.  The  article  has  never  been  inter- 
preted so  as  to  extend  the  justification  for  an  abor- 
tion beyond  the  "saving  the  life  of  the  mother”. 

It  is  of  possible  significance  that  as  early  as  1927, 
in  Ex  Parte  Vick,  the  Court  of  Criminal  Appeals  of 
the  State  of  Texas,  held  that  a physician  has  the 
right  to  procure  an  abortion  to  save  the  life  of  the 
mother  of  the  child. 

Thus  the  foregoing  represents  the  sanctions  against 
abortions  in  the  state  of  Texas.  They  are  stringent 
and  simple.  The  exception  contained  in  the  statute 
is  rigidly  limited.  Deviation  from  this  exception 
given  in  Art.  1196  will  mean  criminal  prosecution, 
tempered  only  by  the  nature  of  the  participation. 

— Philip  R.  Overton,  LL.B. 

Who  Carries  the  Insurance? 

Here's  How  To  Find  Out! 

From  time  to  time,  physicians  have  reported  that 
employers  of  injured  workers  refuse  to  disclose  the 
name  of  the  carrier  of  workmen’s  compensation  in- 
surance. The  Texas  Medical  Association’s  Committee 
on  Workmen’s  Compensation  Insurance  reports  that 
on  receipt  of  a simple  inquiry  from  the  attending 
physician,  the  Industrial  Accident  Board,  Land  Of- 
fice Building,  Capitol  Station,  Austin,  will  supply 
this  information  immediately. 

Physician  Placement  Doubles 

The  number  of  physicians  seeking  the  assistance 
of  Texas  Medical  Association  for  practice  oppor- 
tunities doubled  during  1961.  Requesting  help  from 
the  Physicians  Placement  Service  were  537  doctors, 
compared  with  284  during  I960.  The  Service  also 
aided  52  Texas  communities  which  were  seeking 
physicians. 
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^Services  to  the  profession  and  to  the  pub- 
lic, as  well  as  the  implementation  of  policies  and 
programs  of  the  Texas  Medical  Association,  repre- 
sent the  primary  functions  of  the  headquarters  staff. 

In  the  administrative  set-up,  the  nerve  center  in 
the  anatomy  of  the  headquarters  staff,  these  activities 
are  directed  by  C.  Lincoln  Williston,  Executive  Sec- 
retary, and  Donald  M.  Anderson,  Assistant  Executive 
Secretary. 

Implementing  the  policies  and  programs  of  TMA 
is  a multiphased  operation  in  which  all  members  of 
the  headquarters  staff  function  as  a coordinating 
team. 

Executive  Secretary 

The  administrative  load  rests  on  the  shoulders  of 
the  Executive  Secretary,  who  is  responsible  for  carry- 
ing out  all  duties  and  functions  of  TMA,  as  out- 
lined in  the  Constitution  and  By-Laws,  as  well  as 
other  assignments  directed  by  the  Board  of  Trustees. 

Continuing  services  are  provided  to  the  President 
and  Vice  President,  Board  of  Trustees,  Board  of 
Councilors,  Texas  Delegates  to  the  American  Medi- 
cal Associarion,  and  to  all  Councils  and  Committees 
of  the  Association. 

As  Executive  Secretary,  Mr.  Williston  is  responsi- 
ble for  conducting  all  official  correspondence  of  the 
Association,  under  the  direction  of  the  Trustees,  the 
President,  and  other  officers.  In  this  connection,  he 
endeavors  to  answer  letters  the  same  day  they  are 
received.  If  the  information  requested  cannot  be 
compiled  immediately,  the  letter  is  acknowledged  the 
same  day  it  is  received. 

A cross-section  of  one  day’s  correspondence,  for 
example,  which  reveals  the  diversity  of  Mr.  Wil- 
liston’s  duties,  follows: 

Acknowledgement  of  a letter  of  acceptance  from 
one  of  the  guest  speakers  for  the  1962  Public  Rela- 
tions Conference  to  be  held  Sept.  22  in  Austin  with 
a request  for  a copy  of  his  address,  two  photographs, 
and  biographical  material. 


IMPLEMENTING 


A letter  to  members  of  rhe  Board  of  Trustees  re- 
garding a study  of  the  investment  position  of  TMA 
holdings. 

A reply  to  a physician’s  letter  in  regard  to  an  in- 
surance claim  for  one  of  his  patients. 

A reply  to  a physician’s  request  for  information 
on  salaries  for  administrators  of  Texas  hospitals. 

Reply  to  a pharmaceutical  firm  seeking  names  of 
chairmen  of  county  medical  society  committees  on 
drugs  and  therapeutic  agents. 

An  inquiry  to  Dr.  George  Waldron,  President  of 
TMA,  concerning  the  reappointment  of  a TMA 
committee  member. 

Acknowledgment  of  information  received  on  a 
recent  symposium  on  child  safety  and  forwarding  of 
the  material  to  the  appropriate  TMA  committee 
chairman. 

A letter  explaining  the  functions  of  a TMA  com- 
mittee to  a prospective  appointee. 

A typical  day  for  Mr.  WiUison  might  run  as  fol- 
lows; 

He  arrives  at  the  office  before  8 a.m.  and  sched- 
ules his  heavy,  creative  work  in  the  early  morning 
hours.  During  this  period,  he  will  write  and  sign 
letters,  and  prepare  reports  or  speeches  prior  to  the 
arrival  of  the  morning  mail,  telephone  calls,  and 
visitors.  He  averages  some  20  phone  calls  daily  and 
takes  all  his  calls,  operating  on  the  premise  that  he 
should  be  available  when  a busy  physician  calls.  He 
averages  two  appointments  a day  and  represents 
TMA  at  some  function  at  least  once  a week.  In  ad- 
dition, he  confers  with  every  division  or  department 
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head  of  the  TMA  staff  each  day.  Frequent  trips  for 
medical  meetings  and  speaking  engagements  also 
make  up  a portion  of  his  schedule. 

Responsibility  for  many  phases  of  Association  ac- 
tivity has  been  delegated  to  Mr.  Williston,  who  co- 
ordinates these  duties  with  members  of  rhe  head- 
quarters staff.  These  responsibilities  include  opera- 
tions of  the  Business  Office,  preparations  for  An- 
nual Session,  TMA  membership  records  and  data, 
publication  of  the  Texas  State  Journal  of  Medicine, 
services  rendered  by  the  TMA  Memorial  Library, 
operations  of  the  Physicians  Placement  Service,  liai- 
son with  the  Woman’s  Auxiliary  of  TMA,  mainte- 
nance and  operation  of  the  headquarters  building, 
and  maintenance  of  the  personnel  program  for  the 
headquarters  staff. 

One  of  Mr.  Williston’s  most  important  duties  dur- 
ing the  past  year  has  been  rhe  implementation  of  a 
legislative  communications  program  approved  by 
the  House  of  Delegates  and  Board  of  Trustees  with 
the  objective  of  contributing  to  the  defeat  of  the 
proposal  of  medical  care  for  the  aged  through  the 
Social  Security  system.  The  Association’s  successful 


Mr.  Williston  addresses  group  of  medical  students  on 
one  of  Association's  three  big  student  day  programs  held 
in  cooperation  with  Texas  medical  schools  and  county 
societies. 


legislative  mission  to  Washington  in  June  repre- 
sented an  effective  phase  of  the  program. 

Assistant  Executive  Secretary 

Mr.  Donald  M.  Anderson,  the  Assistant  Executive 
Secretary,  is  responsible  for  maintaining  and  devel- 
oping closer  liaison  with  the  114  county  medical 
societies  of  TMA;  and  for  the  performance  of  gen- 
eral adminisrrative  duties  on  assignment  of  the  Ex- 
ecutive Secretary. 

His  primary  functions  are  to  coordinate  the  field 
service  activities  of  TMA  and  to  work  with  the  Board 
of  Councilors,  the  supervisory  body  for  professional 
aspects  of  TMA.  Other  duties  are  revisions  and  ad- 
ministrative work  with  the  Constitution  and  By-Laws 
on  those  aspects  which  pertain  to  county  medical  so- 
cieties. 

Mr.  Anderson  currently  is  preparing  a question- 
naire to  be  used  for  a comprehensive  survey  on  all 
aspects  of  TMA.  The  depth  survey  will  include  inter- 
views with  physicians  to  determine  how  much  they 
know  about  TMA,  their  knowledge  of  its  services, 
and  their  opinions  on  the  political  policies  of  TMA. 

Other  responsibilities  assigned  to  Mr.  Anderson 
include  coordination  of  the  visitation  program  and 
arrangements  for  officers  or  staff  representatives  to 
speak  to  county  societies;  to  aid  county  societies  in 
solving  pertinent  problems,  such  as  grievances  or 
attendance;  to  apprise  county  societies  and  member 
physicians  of  services  and  activities  of  TMA;  to  aid 
county  societies  in  planning  programs  for  their  regu- 
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lar  meetings,  and  to  arrange  the  "how-to”  business 
session  for  new  county  medical  society  officers  at 


Physicians,  just  past  their  internship  days  and  older 
ones  who  seek  new  locations,  confer  with  Mr.  Anderson 
on  possible  openings  in  practices  all  over  the  state. 

the  January  Conference  for  Physicians  and  County 
Medical  Society  Officials. 

He  also  maintains  survey  information  on  doctor 
distribution  in  the  state  and  has  charge  of  the 
Physicians  Placement  Service,  assisting  both  physi- 
cians and  communities  in  obtaining  physicians  for 
their  respective  locales.  Mr.  Anderson  also  serves  as 
liaison  representative  with  other  professional  groups, 
including  trade  associations,,  the  Texas  Health  Coun- 
cil, the  Texas  Commission  on  Patient  Care,  and  the 
Texas  Society  for  Association  Executives. 

Lay  leadership  in  administrative  positions  of  TMA 
has  followed  the  trend  in  other  state  and  national 
medical  organizations.  The  over-all  activities  of  TMA 
have  expanded  greatly  in  recent  years,  notably  in 
the  fields  of  public  relations,  economics,  business  ad- 
ministration, and  personnel  management.  As  com- 
munication with  8,700  physicians  throughout  Texas 
represents  one  of  the  Association’s  important  func- 
tions, the  administrative  team  coordinates  its  efforts 
toward  the  achievement  of  that  objective. 


First  Phase  of  Cholera  Vaccine  Testing 
Successfully  Completed  at  UT  Medical  Center 


The  first  phase  of  human  testing  of  a new  type 
vaccine  offering  protection  against  cholera  has  been 
successfully  completed  at  the  University  of  Texas 
Medical  Center,  Galveston,  Dr.  John  B.  Truslow, 
executive  dean  and  director,  has  announced.  A Na- 
tional Institutes  of  Health  grant  of  $21,878  has  been 
awarded  for  further  work  on  the  project. 

After  extensive  experimentation  in  animals,  the 
new  immunizing  agent  has  been  tried  in  a group 
of  nine  humans,  including  seven  graduate  students 
and  the  two  medical  investigators  who  developed 
the  vaccine.  None  experienced  any  significant  toxic 
reactions  and  all  produced  substantial  amounts  of 
anti-cholera  immune  substances  in  their  blood  ser- 
ums. Dr.  Etta  Mae  MacDonald  supervised  the  human 
trials. 

The  new  vaccine  was  extracted  from  Vibrio  El 
Tor  cultures  during  three  years  of  research  by  Dr. 
Yoshikazu  Watanabe  of  the  Kitasato  Institute  of 
Tokyo  and  Dr.  W.  F.  Verwey  in  the  department  of 
microbiology  at  the  Medical  Center. 

It  is  the  Vibrio  El  Tor  which  has  caused  serious 


cholera-like  epidemics  recently  in  Hong  Kong,  Paki- 
stan, and  Thailand.  Last  year  an  El  Tor  epidemic 
claimed  more  than  1,500  lives  in  the  Philippines, 
which  had  been  cholera-free  for  many  years. 

The  new  immunizing  agent  has  been  proven  to 
protect  animals  against  both  El  Tor  infection  and 
true  cholera  infection,  the  research  scientists  said. 
Drs.  Watanabe  and  Verwey  pointed  out  that  only 
extensive  trials  under  field  conditions  in  countries 
where  cholera  is  prevalent  will  produce  a true  evalu- 
ation of  the  new  vaccine  in  humans. 

Library  Needs  Copies  of  Jonuary 
Texas  State  Journal  of  Medicine 

A printing  shortage  occurred  on  the  January, 
1962,  issue  of  the  Texas  State  journal  of  Medicine, 
and  extra  copies  are  needed  by  the  Memorial  Library 
for  exchange  with  other  libraries. 

Persons  having  uncut  copies  of  this  issue  are  asked 
to  send  them  to  the  TMA  Memorial  Library,  1801 
North  Lamar  Blvd.,  Austin. 
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Conference  on  Tumors  of  the  Skin  To  Be  at  AA.D.  Anderson  Nov.  9-10 


"Tumors  of  the  Skin”  will  be  the  subject  of  the 
clinical  conference  to  be  held  at  the  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston,  Nov.  9-10,  1962.  Papers  will  be  pre- 
sented by  20  scientists  in  the  fields  of  etiology,  epi- 
demiology, diagnosis,  and  treatment  of  cancer  of  the 
skin.  This  is  the  seventh  in  a series  of  annual  clin- 
ical conferences  at  M.  D.  Anderson  Hospital. 

The  session  on  etiology  and  epidemiology  of  tu- 
mors of  the  skin,  presided  over  by  Dr.  J.  Leslie 
Smith,  Jr.,  associate  pathologist,  M.  D.  Anderson 
Hospital,  will  include  "Environment  and  Skin  Can- 
cer”, discussed  by  Dr.  John  M.  Knox,  dermatologist, 
Baylor  University  College  of  Medicine,  Houston; 
"Epidemiology  of  Skin  Cancer”,  by  Eleanor  J.  Mac- 
donald, epidemiologist,  M.  D.  Anderson  Hospital; 
"X-Ray-Induced  Skin  Cancer  in  Man”,  by  Dr.  Her- 
bert L.  Traenkle,  dermatologist,  Roswell  Park  Me- 
morial Instimte,  Buffalo,  N.  Y.;  "Viruses  and  Skin 
Tumors”,  by  Dr.  Lewis  L.  Coriell,  research  director. 
South  Jersey  Medical  Research  Foundation,  Camden, 
N.  J.;  and  "Genetics  and  Skin  Tumors  with  Special 
Reference  to  Basal  Cell  Nevi”,  by  David  Anderson, 
Ph.D.,  associate  biologist,  M.  D.  Anderson  Hospital. 

The  session  on  diagnosis  of  skin  tumors,  presided 
over  by  Dr.  WiUiam  S.  MacComb,  chief,  section  of 
head  and  neck  surgery,  M.  D.  Anderson  Hospital, 
will  include  "Pathology  of  Precancerous  Skin  Le- 
sions”, by  Dr.  Elson  B.  Helwig,  pathologist.  Armed 
Forces  Institute  of  Pathology,  Washington,  D.  C.; 
"Qinical  Evaluation  of  Skin  Tumors”,  by  Dr.  A.  J. 
Ballantyne,  associate  head  and  neck  surgeon,  M.  D. 
Anderson  Hospital;  "The  Problem  of  Neoplasms  of 
Melanocytes”,  by  Dr.  Thomas  B.  Fitzpatrick,  derma- 
tologist, Harvard  Medical  School,  Boston;  "Cutan- 
eous Manifestations  of  Malignant  Lymphoma  and 
Leukemia”,  by  Dr.  Robert  R.  Kierland,  dermatolo- 
gist, Mayo  Foundation,  Rochester,  Minn.;  "Tumors 
of  Sweat  Gland  Origin”,  by  Dr.  Smith;  and  "Pre- 
cancerous Skin  Lesions  and  Internal  Cancer”,  by  Dr. 
James  H.  Graham,  dermal  pathologist  and  director 
of  laboratories.  The  Skin  and  Cancer  Hospital  of 
Philadelphia,  Temple  University  Medical  Center, 
Philadelphia.  A panel  discussion  on  problems  in 
diagnosis  of  skin  tumors  will  be  moderated  by  Dr. 
MacComb. 

Dr.  Gilbert  H.  Fletcher,  head,  department  of  radi- 
ology, M.  D.  Anderson  Hospital,  will  preside  over 
the  session  on  treatment  for  skin  cancer.  "Surgical 
Management  of  Skin  Cancer”  will  be  discussed  by 
Dr.  Richard  H.  Jesse,  Jr.,  assistant  head  and  neck 
surgeon,  M.  D.  Anderson  Hospital;  "The  Plastic 
Surgeon  and  Skin  Cancer — Special  Reference  to  the 
Eyelid  Region  and  Reconstructive  Procedures”,  by 


Dr.  Marga  H.  Sinclair,  associate  head  and  neck  sur- 
geon, M.  D.  Anderson  Hospital;  "The  Treatment  of 
Skin  Cancer  in  a Dermatologic  Tumor  Clinic”,  by 
Dr.  Frederick  Urbach,  dermatologist.  Temple  Uni- 
versity School  of  Medicine,  Philadelphia;  "Indica- 
tions for  Radiation  Therapy  of  Skin  Cancer”,  by  Dr. 
Carl  F.  von  Essen,  radiologist,  Yale  University  School 
of  Medicine,  New  Haven,  Conn.;  "Special  Radiation 
Techniques”,  by  Luis  S.  Delclos,  associate  in  radio- 
therapy, M.  D.  Anderson  Hospital;  and  "Chemother- 
apy by  Means  of  Regional  Perfusion  Including  Ma- 
lignant Melanoma”,  by  Dr.  John  S.  Stehlin,  Jr.,  as- 
sociate general  surgeon,  M.  D.  Anderson  Hospital. 
The  panel  discussion  on  clinical  management  of  skin 
tumors  will  be  moderated  by  Dr.  Fletcher. 

Dr.  Smith  is  chairman  of  the  program  committee. 

American  Rhinologic  Society 
To  Meet  in  Los  Angeles  Nov.  1-2 

The  eighth  annual  meeting  of  the  American  Rhin- 
ologic Society  will  be  held  in  the  Statler  Hilton  Ho- 
tel, Los  Angeles,  Nov.  1-2,  1962.  A scientific  pro- 
gram covering  new  developments  in  nasal  surgery 
will  be  presented. 

For  further  information,  physicians  may  write  to 
the  American  Rhinologic  Society,  530  Hawthorne 
Place,  Chicago  13. 

Psychosomatic  Medicine  Group 
Bids  TMA  Members'  Attendance 

The  Academy  of  Psychosomatic  Medicine  has  is- 
sued an  invitation  to  the  Texas  Medical  Association 
to  send  a representative  to  its  meeting  on  Nov.  1-3, 
1962,  at  the  Radisson  Hotel  in  Minneapolis. 

"The  Academy  of  Psychosomatic  Medicine  is  anx- 
ious to  extend  its  principles  and  objects  to  all  physi- 
cians— psychiatric  and  non-psychiatric.  The  orienta- 
tion of  all  interested  physicians  is  one  of  our  prime 
reasons  for  existence”,  says  the  Academy’s  executive 
secretary.  Dr.  Bertram  B.  Moss. 

American  Society  of  Cytology 
To  Meet  in  St.  Louis  Nov.  8-10 

The  American  Society  of  Cytology  ( formerly  Inter- 
Society  Cytology  Council)  will  hold  its  tenth  annual 
scientific  meeting  at  the  Chase-Park  Plaza  Hotel,  St. 
Louis,  Nov.  8-10,  1962,  according  to  the  organiza- 
tion’s secretary -treasurer.  Dr.  Paul  A.  Younge,  1101 
Beacon  St.,  Brookline  46,  Mass. 

The  llrh  annual  meeting  of  this  group  will  be 
Nov.  7-9,  1963,  at  the  Neil  House,  Columbus,  Ohio. 
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American  Heart  Association 
To  Present  Varied  Program 
For  Physicians,  Scientists 

The  American  Heart  Association  has  scheduled 
six  all-day  programs  on  clinical  cardiology  of  primary 
interest  to  the  practicing  physician  at  its  annual  Sci- 
entific Sessions.  The  1962  Scientific  Sessions  will 
be  held  from  Friday,  Oct.  26,  through  Sunday,  Oct. 
28,  in  the  Public  Auditorium,  Cleveland,  Ohio. 

The  clinical  sessions  will  run  simultaneously  with 
regular  scientific  sessions  and  programs  dealing  with 
special  aspects  of  cardiovascular  research.  Each  clin- 
ical session  will  include  the  presentation  of  original 
clinical  investigative  work,  panels,  symposia,  and 
lectures. 

On  Friday,  Oct.  26,  the  sessions  on  clinical  cardi- 
ology will  include  a panel  on  "Peripheral  Arterio- 
sclerosis” and  a symposium  on  "Medical  Manage- 
ment of  Hypertension”.  Concurrent  sessions  will 
be  held  on  circulation,  high  blood  pressure  research, 
rheumatic  fever  and  congenital  heart  disease,  arterio- 
sclerosis, and  cardiovascular  surgery. 

Included  in  the  clinical  program  on  Saturday,  Oct. 
27,  are  an  address  by  Dr.  J.  Scott  Butterworth,  AHA 
president;  the  Connor  Memorial  Lecture  by  Dr. 
George  E.  Miller  of  Chicago,  on  "Pride  and  Prejudice 
in  Professional  Education”,  presentation  of  the  as- 
sociation’s Research  Achievement  Award;  a symposi- 
um on  "Appraisal  of  Open  Heart  Surgery  for  Ac- 
quired Valvular  Disease”,  and  a lecture  on  "Syncope”. 
Simultaneous  scientific  sessions  are  scheduled  on 
basic  science  and  biophysical  methods  in  the  study  of 
the  circulation.  Sessions  will  also  be  held  for  nurses 
and  dietitians. 

Cardiovascular  conferences  will  be  held  on  Satur- 
day evening. 

On  Sunday,  Oct.  28,  the  clinical  sessions  in- 
clude the  George  E.  Brown  Memorial  Lecture  by 
Dr.  Donald  E.  Gregg  of  Washingron,  D.  C.,  on 
"Physiology  of  Coronary  Circulation”;  a lecmre  on 
"Frequently  Unrecognized  Forms  of  Heart  Disease”; 
and  a panel  on  "Pitfalls  in  Diagnosis  of  Coronary 
Artery  Disease”.  The  scientific  program  includes  a 
panel  for  industrial  physicians  on  "Strain  and  Trau- 
ma of  the  Heart  and  Great  Vessels”  and  an  all  day 
showing  of  cardiovascular  films,  with  introductions 
and  commentary  by  the  author  or  other  authority  on 
the  subject.  Scientific  and  industrial  exhibits  will  be 
on  display  in  the  auditorium. 

Approximately  50  scientific  papers  will  be  pre- 
sented at  the  annual  meeting  of  the  association’s 
council  on  arteriosclerosis  on  Oct.  24-25  in  the  Hotel 
Manger,  Cleveland,  immediately  preceding  the  Amer- 
ican Heart  Association’s  annual  Scientific  Sessions. 

Registration  forms,  which  include  applications  for 
hotel  reservations,  are  available  from  the  Texas  Heart 


Fall  Meeting  Announced 
For  Texas  Surgical  Society 

The  fall  semi-annual  meeting  of  the  Texas  Surgi- 
cal Society  will  be  Sept.  30,  Oct.  1-2,  1962,  at  the 
Commodore  Perry  Hotel  in  Austin. 

The  business  meetings  of  the  Society  have  been 
scheduled  for  Sunday  afternoon.  Sept.  30,  to  be  fol- 
lowed by  a reception  at  the  Austin  Country  Club, 
7-9  p.m. 

Scientific  papers  to  be  presented  on  Monday,  Oct. 
1,  include  the  following:  "Cecal  Volvulus”,  Drs. 
A.  W.  Bronwell  and  Randolph  Rutledge,  Lubbock; 
"Some  Surgical  Aspects  of  Ulcerative  Colitis”,  Dr. 
Robb  H.  Rutledge,  Fort  Worth;  "Dilatation  of  the 
Colon  (Toxic  Megacolon)  in  Acute  Fulminating  Ul- 
cerative Colitis”,  Dr.  Robert  J.  Rowe,  Dallas;  "The 
Indications  for  and  the  Results  of  the  Surgical  Treat- 
ment of  Regional  Enteritis”,  Dr.  John  M.  Waugh, 
Rochester,  Minn.;  "Splenectomy  in  Treatment  of 
Secondary  Hypersplenism”,  Dr.  J.  Warner  Duckett, 
Dallas;  "Gastric  Surgery  in  Private  Practice”,  Dr. 
Albert  W.  Hartman,  San  Antonio. 

Also,  "Man  in  Space”,  Brig.  Gen.  J.  W.  Hum- 
phreys, Lackland  Air  Force  Base;  "Spontaneous  Rup- 
ture of  the  Liver”,  Dr.  John  H.  Sewell,  Fort  Worth; 
"Non-Congenital  Absence  of  the  Common  Bile 
Duct”,  Drs.  J.  Peyton  Barnes  and  J.  Diamonon,  Hous- 
ton; "Surgical  Treatment  of  Empyema  in  Children”, 
Dr.  Nicholas  J.  Bellegie,  Waco;  "Congenital  Absence 
of  the  Abdominal  Musculature  and  the  Genitourinary 
Anomalies  Associated  Therewith”,  Dr.  Harry  M. 
Spence,  Dallas;  and  "The  Surgical  ABC’s  of  Infantile 
Portal  Hypertension”,  Dr.  Luke  W.  Able,  Houston. 

Papers  to  be  presented  on  Tuesday,  Oct.  2,  include 
the  following:  "Experience  with  Surgical  Correction 
for  Patent  Ductus  Arteriosus”,  Colonel  D.  C.  Camp- 
bell, Jr.,  and  Captain  D.  E.  Dominy,  Lackland  Air 
Force  Base;  "Etiological  Factors  in  Endometrial  Can- 
cer”, Drs.  John  A.  Wall  and  Robert  Franklin,  Hous- 
ton; "Utilization  of  Meckel’s  Diverticulum”,  Dr. 
Harriss  Williams,  Austin;  "Surgical  Procedures  Use- 
ful in  the  Management  of  Carcinoma  of  the  Rectum”, 
Dr.  Waugh;  "The  Use  of  a Plastic  Adhesive  in  Non- 
Suture  Intestinal  Anastomosis”,  Drs.  R.  Lee  Clark, 
Philip  O’Neill,  John  Healey,  and  H.  S.  Gallager, 
Houston;  and  "Lymphatic  Cannulization  as  a Prac- 
tical Adjunct  to  Diagnosis  and  Treatment  of  Lymph- 
angioma”, Drs.  William  J.  Hills,  Hylmar  Karbach, 
and  J.  R.  Smith,  San  Antonio. 

Banquet  speaker  Monday  evening  will  be  the  pres- 
ident of  the  Texas  Surgical  Society,  Dr.  G.  Valter 
Brindley,  Jr.,  whose  topic  is  '"The  Texas  Surgeon”. 


Association,  404  Jesse  H.  Jones  Library  Building, 
Houston  25,  or  the  American  Heart  Association,  44 
East  23rd  Street,  New  York  10. 
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Miami  Beach  Meet  Set 
For  Public  Health  Association 

The  American  Public  Health  Association’s  90th 
annual  meeting,  and  the  first  in  the  South  in  25 
years,  is  scheduled  for  Miami  Beach  Oct.  15-19. 
Registration,  exhibits,  and  press  headquarters  will 
be  in  the  Hotel  Fontainebleau. 

Sessions  are  expected  to  attract  an  attendance  of 
more  than  5,000,  including  non-members  as  well  as 
members  of  the  Association  which  is  the  largest  pro- 
fessional society  of  public  health  personnel  in  the 
Western  Hemisphere. 

More  than  60  related  health  organizations  will 
meet  concurrently. 

The  American  Public  Health  Association,  with 
headquarters  at  1790  Broadway,  New  York  19,  has 
13,000  members.  Chairman  of  the  local  arrangements 
committee  for  the  meeting  is  Dr.  T.  E.  Cato,  director 
of  public  health,  Dade  County,  Fla. 


International  Medical  Assembly 
Announces  Speakers  on  Cancer 

Dr.  Alton  Ochsner,  professor  of  surgery,  Tulane 
University  School  of  Medicine,  New  Orleans,  and 
Dr.  George  T.  Pack,  clinical  professor  of  surgery. 
New  York  Medical  College,  New  York,  will  headline 
the  program  of  the  International  Medical  Assembly 
of  Southwest  Texas  to  be  held  Jan.  28-30,  1963,  in 
San  Antonio. 

The  program  will  take  the  form  of  a symposium 
on  all  aspects  of  cancer,  according  to  S.  E.  Cockrell, 
Jr.,  executive  secretary  for  the  assembly. 

Medical  Writers  to  Meet 

"The  Information  Explosion — Its  Challenge  and 
Problems”  will  be  the  theme  of  the  19th  annual 
meeting  of  the  American  Medical  Writers  Associa- 
tion at  the  Sheraton  Park  Hotel  in  Washington, 
D.C.,  Oct.  12-13,  1962. 

The  first  day  will  be  devoted  to  what  medical 
journal  editors,  authors,  educators,  pharmaceutical 
companies,  and  medical  writers  can  do  to  meet  the 
challenge  of  the  flood  of  new  medical  information. 
On  the  second  day,  the  meeting  will  consider  the 
promise  of  recent  advances  in  information  storage 
and  retrieval,  in  utilization  of  the  "newer”  communi- 
cation media  ( films,  radio,  television,  recordings, 
and  programmed  instruction),  and  in  professionalism 
among  medical  communication  personnel. 

For  details  and  registration  forms,  individuals  may 
contact  John  Sargeant,  chairman  of  the  local  arrange- 
ments committee.  Medical  and  Chirurgical  Faculty  of 
Maryland,  1211  Cathedral  St.,  Baltimore  1. 


Personals 

Dr.  G.  W.  N.  Eggers,  professor  of  orthopedic  sur- 
gery' at  the  University  of  Texas  Medical  Branch, 
Galveston,  and  orthopedic  surgeon-in-chief  of  the 
Medical  Center  hospitals,  has  been  named  president 
of  the  American  Orthopedic  Association. 

-o- 

Dr.  Howard  E.  Lebus  of  Gladewater,  Dr.  Robert 
E.  Myers  of  El  Dorado,  Ark.,  and  Dr.  J.  H.  Lindsey 
of  Dallas  have  recently  joined  the  staff  of  Scott  and 
White  Memorial  Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation  in  Temple.  Dr.  Lebus  is  the 
head  of  the  Department  of  Pediatrics  and  Dr.  Myers 
is  a member  of  the  Pediatrics  Section.  Dr.  Lindsey 
has  joined  the  Department  of  Obstetrics  and  Gyne- 
cology. - o - 

Dr.  Eleanor  Ardel  Vietti  of  Houston  is  believed 
to  be  still  alive  and  in  the  hands  of  Viet  Cong 
communist  guerrillas  in  the  Vietnam  jungle.  She  was 
seized  at  an  isolated  treatment  station  for  lepers  on 
May  30.  She  had  been  at  the  jungle  hospital,  which 
had  60  beds  for  lepers  and  30  for  general  use,  since 
1958.  -o- 

Dr.  M.  P.  Spearman,  El  Paso,  and  Dr.  Proctor  W. 
Day,  San  Antonio,  are  members  of  a planning  com- 
mittee of  the  University  of  Texas  Ex-Students’  As- 
sociation to  raise  funds  for  a new  $250,000  Alumni 
House.  - o - 

Dr.  Harold  L.  Dobson,  Houston,  will  be  the  guest 
speaker  at  the  New  York  Diabetes  Association 
Symposium  in  New  York  City  on  Oct.  13. 

-o- 

Dr.  A.  W.  B.  Cunningham,  Galveston,  associate 
professor  of  pathology  and  director  of  the  compu- 
tation center  at  the  University  of  Texas  Medical 
Branch,  was  a speaker  at  a symposium  Aug.  20  to 
24  on  the  use  of  computers  in  life  sciences  research 
at  the  University  of  Texas  in  Austin. 


“I’ll  bet  Dr.  Schweitzer  doesn’t  waste  one 
afternoon  a week  filling  out  blanks.’’ 
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Postgraduate  Courses 

Chronic  Pulmonary  Diseases,  Cystic  Fibrosis,  Hous- 
ton, Oct.  12-13,  1962. — The  University  of  Texas 
Postgraduate  School  of  Medicine  and  the  National 
Cystic  Fibrosis  Research  Foundation  will  co-sponsor 
a clinical  symposium  on  chronic  pulmonary  diseases 
with  special  emphasis  on  cystic  fibrosis  at  the  Texas 
Children’s  Hospital  in  the  Texas  Medical  Center. 

Further  information  may  be  obtained  by  writing 
to  the  office  of  the  dean,  the  University  of  Texas 
Postgraduate  School  of  Medicine,  Texas  Medical 
Center,  Houston  25. 

Air-Borne  Infections,  Injury  and  Intoxication,  Dal- 
las, Oct.  12-13,  1962. — ^The  University  of  Texas 
Southwestern  Medical  School  and  the  Dallas  Tuber- 
culosis Association  have  announced  this  subject  for 
the  1962  Ivan  H.  Mattson  Memorial  Postgraduate 
Symposium  to  be  held  in  the  first  floor  lecture  room 
at  the  University  of  Texas  Southwestern  Medical 
School. 

Information  may  be  secured  by  writing  to  the 
executive  director,  Dallas  Tuberculosis  Association, 
3925  Maple  Avenue,  Dallas  19- 

Gastroenterology,  Chicago,  Nov.  1-3,  1962. — The 
American  College  of  Gastroenterology  will  present 
its  annual  postgraduate  course  at  the  Morrison  Hotel. 
Moderators  will  be  Dr.  Owen  H.  Wangensteen, 
chairman  and  head  of  the  department  of  surgery  of 
the  University  of  Minnesota  School  of  Medicine, 
and  Dr.  I.  Snapper,  director  of  medical  education, 
Beth-El  Hospital,  Brooklyn. 

For  further  information  and  enrollment,  physicians 
may  write  to  the  American  College  of  Gastroenter- 
ology, 33  West  60th  Street,  New  York  23. 

Otolaryngology,  Chicago,  Oct.  20-26,  1962. — The 
University  of  Illinois  College  of  Medicine  Depart- 
ment of  Otolaryngology  will  offer  an  intensive  post- 
graduate basic  and  clinical  program  under  the  direc- 
tion of  Dr.  Emanuel  M.  Skolnik. 

Interested  physicians  should  direct  communica- 
tions to  the  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  1853  West 
Polk  Street,  Chicago  12. 


Federal  Funds  Exceed 
Endowments  at  Harvard 

Harvard,  the  most  heavily  endowed  university  in 
the  United  States,  has  received  more  funds  from  the 
federal  government  than  from  endowment  in  the  past 
two  years.  Federal  funds  last  year  totaled  more  than 
$21,000,000 — about  one-fourth  of  the  university’s 
budget,  according  to  a story  in  Medical  World  News. 


Deductive  Electrocardiography 
Offered  as  Postgraduate  Course 

The  University  of  Texas  Postgraduate  School  of 
Medicine  course  in  "Deductive  Electrocardiography,” 
to  be  conducted  by  Dr.  Demetrio  Sodi-PaUares  of  the 
National  Institute  of  Cardiology,  Mexico  City,  will  be 
held  on  the  evenings  of  Monday  through  Friday,  Dec. 
3-7,  1962,  in  the  auditorium  of  the  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston. 

This  course  will  be  profitable  to  both  elementary 
and  advanced  students. 

For  further  information  write:  Office  of  the  Dean, 
The  University  of  Texas  Postgraduate  School  of  Med- 
icine, 102  Jesse  Jones  Library  Building,  Texas  Medi- 
cal Center,  Houston  25,  Texas. 

Now  110  Training  Programs 
For  Vocational  Nurses  in  Texas 

A total  of  110  vocational  nurse  training  programs 
are  now  active  throughout  Texas. 

Included  in  this  total  are  the  following  new  schools 
which  were  approved  at  the  July  meeting  of  the 
State  Board  of  Vocational  Nurse  Examiners;  Hen- 
derson County  School  of  Vocational  Nursing,  Athens; 
Val  Verde  Memorial  Hospital  School  of  Vocational 
Nursing,  Del  Rio;  Good  Shepherd  Hospital  and 
Longview  Public  Schools  Vocational  Nurse  Program, 
Longview;  and  Crockett  County  Hospital  School  of 
Vocational  Nursing,  Ozona. 

At  the  statewide  examination  conducted  by  the 
board  in  July,  385  candidates  passed  and  were  is- 
sued vocational  nurse  licenses.  The  highest  score  on 
the  examination  was  97.2,  attained  by  Mrs.  Carol 
Landels  Campbell,  a graduate  of  the  Bethania  Hos- 
pital School  of  Vocational  Nursing,  Wichita  Falls. 

The  next  state  board  examination  will  be  held  in 
Austin  on  Oct.  29-30,  1962.  Applications  must  be 
received  in  the  board  office  30  days  prior  to  exam- 
ination. 

Student  American  Medical  Association 
Receives  $12,500  Grant  for  Survey 

A grant  of  $12,500  from  Merck  Sharp  and  Dohme 
of  West  Point,  Pa.,  to  expand  the  "Medical  Career” 
program  of  the  Smdent  American  Medical  Associa- 
tion, has  been  announced  by  SAMA  President,  James 
A.  Brooks,  senior  student  at  the  University  of  Oregon 
Medical  School. 

The  initial  grant  will  be  used  to  conduct  a survey 
of  premedical,  former  premedical  and  medical  stu- 
dents throughout  the  nation  to  determine  the  factors 
which  brought  them  into  medicine,  and  the  reasons 
they  did  not  complete  the  training. 
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Obstetrics,  Gynecology  Board 
Certifies  Twelve  Texans 


Nueces  County  Society 
Awards  Three  Scholarships 


Texas  doctors  recently  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  include  the  fol- 
lowing: 

Hector  del  Castillo,  Houston;  Joseph  Durso,  Port 
Arthur;  James  L.  Fitzgerald,  Corpus  Christi;  Robert 
Ray  Franklin,  Houston;  James  Clarence  Glenn,  Ama- 
rillo; Albert  Carl  Henry,  Jr.,  Dallas;  Harwin  B.  Jami- 
son, Dallas;  Philip  McC.  Kernan,  Jr.,  Fort  Hood; 

Garland  Herbert  Lang,  Midland;  Kenneth  William 
LaRue,  Dallas;  Marshall  Allan  Leazar,  Wharton;  and 
Charles  A.  Stephens,  Odessa.  BARKER 


LAWS 


Dr.  Harrell  Makes  Highest  Grade 
On  State  Board  Medical  Exam 

Dr.  William  Ross  Harrell  of  Dallas  made  the 
highest  average  grade  of  physicians  examined  by  the 
Texas  State  Board  of  Medical  Examiners  June  18-20, 
1962.  His  average  was  93.8. 

Second  and  third  ranking  grade  averages  were 
made  by  Dr.  Harold  Martin  Selzman,  Houston,  93.3, 
and  Dr.  Guy  Keel  Guffee,  Jr.,  Dallas,  92.7. 

All  are  1962  graduates  of  Texas  medical  schools. 
Dr.  Harrell  received  his  degree  at  the  University  of 
Texas  Southwestern  Medical  School,  Dallas;  Dr. 
Selzman,  Baylor  University  College  of  Medicine, 
Houston;  and  Dr.  Guffee,  the  University  of  Texas 
Medical  Branch,  Galveston. 

Thirty-five  examinees  were  named  on  the  honor 
roll  for  this  examination,  according  to  Dr.  M.  H. 
Crabb,  secretary  of  the  Texas  State  Board  of  Medical 
Examiners. 


Exam  Set  by  OB&G  Board 

The  next  scheduled  Part  I (written)  examination 
of  the  American  Board  of  Obstetrics  and  Gynecology 
will  be  held  in  various  examining  centers  of  the 
United  States,  Canada,  and  military  bases  outside  of 
the  continental  United  States  on  Friday,  Dec.  14, 
1962,  at  2 p.m. 

Candidates  eligible  to  take  this  examination  will 
be  notified  on  or  about  Nov.  1 where  to  appear  for 
examination. 

The  Board’s  1962  Bulletin  is  now  available  and 
prospective  applicants  are  urged  to  request  this  bro- 
chure and  thoroughly  familiarize  themselves  with  the 
current  rules  and  regulations  before  making  applica- 
tion. Bulletins  may  be  obtained  by  writing  to  Dr. 
Robert  L.  Faulkner,  executive  secretary  and  treasurer, 
American  Board  of  Obstetrics  and  Gynecology,  2105 
Adelbert  Road,  Qeveland  6,  Ohio. 


The  Nueces  County 
Medical  Society  has  ex- 
tended its  medical 
school  scholarship  pro- 
gram to  include  a third 
recipient.  He  is  Jerry 
Mendell  of  Corpus 
Christi  who  this  month 
enters  the  University  of 
Texas  Southwestern 
Medical  School  as  a 
freshman. 

The  scholarship  program  was  launched  two  years 
ago  when  a $1,000  scholarship  was  presented  to 
Kirby  Barker,  Jr.,  Corpus  Christi.  Barker,  who  is 
attending  the  University  of  Texas  Medical  Branch  at 
Galveston,  received  a renewal  of  the  scholarship  last 
year  and  a second  scholarship  was  presented  at  that 
time  to  James  W.  Laws,  Corpus  Christi,  a student  at 
Baylor  University  College  of  Medicine,  who  was 
named  to  the  dean’s  list.  Both  received  renewals  this 
year. 

Former  recipients  are  eligible  for  renewals  each 
year  to  carry  them  through  four  years  of  medical 
school  provided  they  maintain  the  standards  of  grade 
level  and  character  set  by  the  county  society. 

Next  year  the  number  of  $1,000  scholarships  will 
be  increased  to  four,  bringing  the  program  to  its 
full  level.  After  that,  the  society  plans  to  award 
scholarships  to  four  medical  students  each  year.  The 
Nueces  County  Medical  Society  is  the  second  in  the 
United  States  to  undertake  such  a scholarship  pro- 
gram. A similar  plan  was  launched  earlier  by  a 
Pennsylvania  county  society. 

This  year’s  recipient,  Mr.  Mendell,  has  previously 
attended  Del  Mar  Junior  College  in  Corpus  Christi, 
and  the  University  of  Texas. 


It  is  a man’s  inalienable  right  to  make  a fool  of 
himself,  but  he  should  not  use  up  all  his  privileges 
at  one  time  on  the  highway. 
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With  Bibliography  on  School  Health 


Services  of  Physiciar 


^Systems  of  education  from  elementary  to 
higher  learning  are  administered  by  professional  peo- 
ple who  are  trained  for  their  work  just  as  doctors  are 
for  their  contribution  to  society.  Local  school  districts 
are  governed  by  boards  of  education  and  supported 
by  tax  funds.  Colleges  and  universities  are  supervised 
and  financed  by  the  state,  the  church  and  other 
private  groups.  Both  are  directed  by  educators  and 
their  lay  supporters. 

The  medical  profession  has  no  real  responsibility 
for  the  fundamental  concepts  of  education  of  youth. 
However,  it  is  recognized  that  the  child  who  is  ill, 
who  cannot  see  properly  or  hear  well,  or  who  is  emo- 
tionally disturbed  cannot  learn.  It  is  further  acknowl- 
edged that  infectious  diseases  which  may  become 
epidemic  within  schools  can  cause  havoc  to  class- 
rooms, schools,  and  entire  communities.  Schools  need 
the  aid  of  the  medical  profession  in  the  preparation 
of  students  for  athletics  and  to  care  for  wounds 
which  unfortunately  result  from  athletics. 

The  Texas  Medical  Association  and  its  School 


Health  Committee  stand  ready  to  aid  in  any  of 
these  ways.  One  of  the  committee’s  functions  is  to 
present  a yearly  conference  on  school  health  for  edu- 
cators, interested  laymen,  and  doctors.  At  first,  these 
conferences  on  multiple  subjects  were  held  in  Austin, 
but  for  the  past  three  years  the  conference  has  been 
held  in  Dallas,  Houston,  and  Fort  Worth,  respective- 
ly. The  subject,  "The  Emotional  Growth  of  a Child,” 
has  been  extremely  popular  and  perhaps  will  be  used 
in  West  Texas  in  early  1963.  The  conference  has 
brought  together  educators,  physicians,  parents,  cler- 
gymen, Parent-Teacher  Association  members,  and 
other  people  who  are  interested  in  the  development 
of  the  child. 

Books  and  periodicals  in  the  bibliography  which 
follows  will  provide  information  on  some  of  the 
many  problems  of  school  health. 

— Edwin  L.  Rippy,  M.D.,  Dallas, 

Chairman,  Committee  on  School  Health, 
Texas  Medical  Association. 
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Book  Notes 

Mental  Health  in  the  United  States.  Nina  Ridenour, 
Ph.D.  146  pp.  Cambridge,  Mass.,  Harvard  University 
Press,  1961.  $3.50. 

T HIS  BOOK  is  easy  to  read  and  provides  information 
of  current  as  well  as  historical  interest.  The  subject 
deals  with  the  gradual  and  continuing  evolution  of 


mental  hospitals  in  our  nation,  from  the  terrifying 
days  of  the  past  to  the  present  position  of  increasing 
enlightenment.  The  book  is  a milestone  in  an  on- 
going process  of  real  interest  to  all  physicians,  par- 
ticularly those  with  some  interest  in  the  psychiatric 
patient. 

The  impact  of  a group  of  interested  citizens  in 
forcing  improvement  in  psychiatric  care,  especially  in 
the  state  hospitals,  is  amply  demonstrated. 

Although  this  book  may  not  be  as  complete  in 
depicting  the  history  of  the  growth  of  psychiatry  in 
America  as  some  of  its  predecessors  have  been,  it  is 
readable  and  the  historical  material  is  accurate. 
There  may  be  some  slight  question  about  the  data 
concerning  the  American  Board  of  Psychiatry  and 
Neurology,  but  only  in  matters  of  unimportant  de- 
tail. Non-psychiatrists  interested  in  mental  health 
should  read  this  book. 

— C.  J.  Ruilmann,  M.D.,  Austin. 

Common  Sense  About  Psychoanalysis.  Rudolph  Wit- 
tenberg. 216  pp.  Garden  City,  N.  Y.,  Doubleday  & 
Co.,  Inc.,  1962.  $3.95. 

/V  PRACTICING  psychoanalyst  since  1949  and  one 
who  is  disturbed  by  misconceptions  and  confusions 
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that  still  exist  about  psychoanalysis,  the  author  at- 
tempts to  answer  the  questions  he  has  been  asked 
about  his  work. 


The  Office  Assistant  in  Medical  Practice.  Portia  M. 
Frederick,  and  Carol  Towner,  ed.  2.  407  pp.  Philadelphia, 
W.  B.  Saunders  Co.,  I960.  $5.25. 

This  book  is  a clear  presentation  of  the  function- 
ing of  the  doctor’s  office.  Theories  and  conclusions 
are  supported  with  evidence.  The  reader  is  given  the 
important  postulates  of  the  function  of  the  medical 
office.  In  preparing  this  new  edition,  the  authors 
have  been  guided  by  the  comments  of  medical  as- 
sistants. The  writing  has  been  simplified,  and  medical 
assistants  will  appreciate  the  manner  in  which  the 
new  edition  illuminates  concepts  of  their  duties. 

— Avadne  Brown,  Austin. 


Fellowship  of  Surgeons;  A History  of  the  Ameri- 
can College  cf  Surgeons.  Loyal  Davis,  M.D.,  F.A.C.S. 
507  pp.  Springfield,  111.,  Charles  C Thomas,  1960. 
$10.50. 

T HE  STORY  of  the  American  College  of  Surgeons 
is  that  of  the  development  and  progress  of  surgery 
in  America.  The  author  has  threaded  the  history 
with  the  personality  of  the  men  who  conceived  the 
idea  of  the  surgical  journal,  Surgery,  Gynecology 
and  Obstetrics,  The  Clinical  Congress  of  Surgeons 
of  North  America,  and  finally  the  American  College 
of  Surgeons  founded  in  1913. 

The  material  is  based  on  unpublished  archives  of 
the  College  and  recorded  personal  reminiscences  of 
those  who  were  part  of  the  early  history.  They  were 
the  men  who  lent  their  personality  and  force  to  the 
elevating  of  the  level  of  surgical  treatment,  the  rais- 
ing of  standards  of  hospital  facilities  and  the  educa- 
tion of  surgeons. 

Rehabilitation  of  a Child's  Eyes.  Herbert  M.  Katzin, 
M.D.,  F.A.C.S.,  and  Geraldine  Wilson,  R.N.  Third  edi- 
tion of  Scobee’s  "Rehabilitation  of  a Child’s  Eyes”.  107 
pp.  St.  Louis,  The  C.  V.  Mosby  Company,  1961.  $3.75. 

T HIS  VOLUME  was  originally  written  by  Dr.  Richard 
G.  Scobee  in  1949.  Many  Texans  are  well  acquainted 
with  the  works  of  this  brilliant  young  man  who  died 
prematurely.  He  added  much,  especially  in  the  field 
of  muscles  in  ophthalmology. 

This  book  is  designed  primarily  for  the  lay  person, 
the  parents,  and  others  interested  in  the  crossed-eye 
condition  of  children.  However,  it  would  be  of  great 
interest  to  any  non-ophthalmologist  in  the  medical 
field.  It  has  a glossary  which  gives  explanations  of 
the  terms  used.  The  illustrations  are  good,  and  the 
book  is  succinctly  written  to  explain  the  diagnosis. 


the  therapy  by  surgery,  orthoptics,  and  optical  and 
pleoptic  means,  of  the  different  muscle  disabilities. 

Because  of  its  slant  to  the  lay  public,  this  book 
does  not  have  purely  ophthalmologic  terms  that 
would  be  understood  only  by  the  ophthalmologist. 
Yet,  it  is  medically  accurate  and  a great  help  in  ex- 
plaining conditions  to  the  parent  and  lay  person. 
It  is  estimated  that  about  one  and  one-half  per  cent 
of  the  children  in  this  country  suffer  from  some 
malfunction  of  the  extraocular  muscles. 

This  is  a good  book  for  everybody  who  deals  with 
children  in  that  it  reveals  what  parents  may  have 
available  to  them  to  read.’ 

— Harold  E.  Hunt,  M.D.,  Paris. 

The  Abortionist.  By  Dr.  X,  as  told  to  Luqr  Freeman. 
216  pp.  Garden  City,  N.Y.,  Doubleday  and  Company, 
Inc.  1962.  $3.95. 


An  Atlas  of  Head  and  Neck  Surgery.  John  M.  Lore, 

Jr.,  M.D.,  F.A.C.S.  490  pp.  Philadelphia,  W.  B.  Saunders 

Co.,  1962.  $25. 

T HIS  BOOK  may  be  considered  the  most  complete 
work  that  has  been  compiled  on  techniques  of  sur- 
gery of  the  head  and  neck.  A technique  is  given  for 
most  common  surgical  conditions  found  in  the  head 
and  neck,  including  operations  in  otolaryngology, 
plastic  and  reconstructive  surgery,  neurosurgery,  oral 
surgery,  and  even  some  thoracic  surgery.  Especially 
impressive  are  the  demonstrations  of  techniques  for 
treatment  of  neoplasms,  most  of  which  were  origi- 
nated by  the  surgeons  of  the  Head  and  Neck  Service 
of  the  Memorial  Hospital  of  New  York.  Of  course, 
some  surgeons  may  disagree  with  some  techniques 
and  may  prefer  some  other  procedure,  but  I do  not 
believe  there  will  be  any  disagreement  relative  to 
the  basic  surgical  principles  involved.  Very  few  modi- 
fications to  the  different  procedures  are  given,  but 
this  does  not  make  the  work  less  important. 

In  almost  all  cases,  the  procedure  is  presented  with 
its  high  points,  followed  by  a brief  statement  of  its 
indications.  The  procedure  itself  is  concisely  but  well 
described  and  is  accompanied  by  very  good  illustra- 
tions. The  author  starts  the  book  with  an  interesting 
chapter  on  "Sectional  Radiographic  Anatomy”  which 
has  illustrations  in  black  and  white,  and  color  plates. 
Next  there  is  a chapter  on  "General  Operative  Pro- 
cedures,” in  which  endoscopy,  needle  aspiration  bi- 
opsy, tracheostomy,  cervical-mediastinotomy,  thora- 
centesis, open  thoracotomy,  open  cardiac  massage,  and 
a few  other  procedures  are  explained.  Chapters  on 
regional  surgery  of  every  section  of  the  head  and  neck 
follow,  including  one  on  "Fractures  of  Facial  Bones” 
and  another  on  "Surgery  of  the  Major  Vessels  of  the 
Head,  Neck  and  Superior  Mediastinum.” 

I believe  otolaryngologists,  general  surgeons,  plas- 
tic surgeons,  oncologists,  and  maxilla-facial  surgeons 
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will  be  very  interested  in  this  book,  since  the  author 
combines  the  procedures  common  to  each  specialty 
in  such  a way  as  to  make  them  one  field. 

— A.  A.  de  Souza,  M.D.,  Plainview. 

A Prelude  to  Medical  History.  Felix  Marti-Ibanez, 
M.D.  253  pp.  New  York,  MD  Publications,  Inc.,  1961. 
$5.75. 

Lively  action  of  historical  actors  in  the  portrayal 
of  important  contributors  to  medicine,  their  trag- 
edies, tribulations,  moments  of  greatness,  and  pride 
are  brought  forth  so  that  the  reader  lives  through 
the  times  being  described.  In  each  situation  teachers 
and  their  pupils  throughout  all  the  vicissitudes  of 


war,  plague,  and  rise  and  fail  of  empires  somehow 
keep  the  torch  of  learning  and  progress  alive  and 
advancing.  The  book  takes  the  reader  from  the  time 
in  which  the  physician  Imhotep,  astrologer  and  archi- 
tect of  the  pyramid  of  Sakkara,  was  deified  as  the 
Egyptian  god  of  medicine.  It  concludes  with  the  de- 
velopments in  isotopes  which  are  now  used  not  only 
in  medicine  but  in  industry  and  agriculture  as  well. 

— ^Joe  C.  Rude,  M.D.,  Austin. 

The  Mechanism  of  Action  of  Water-Soluble  Vita- 
mins: CiBA  Foundation  Study  Group  No.  11.  A.  V. 
S.  De  Reuck,  M.Sc.,  D.I.C.,  A.R.C.S.,  and  Maeve  O’Con- 
nor, B.A.,  Eds.  120  pp.  Boston,  Little,  Brown  and  Co., 
1962.  $2.50. 


Recent  Deaths 


DR,  J.  G.  NORTON 

Dr.  Joseph  Glen  Norton  died  in  Houston  June  14, 
1962,  of  acute  cardiac  failure.  He  was  49  years  old. 

Previously  in  the  practice  of  surgery  in  Houston, 
he  had  recently  begun  a residency  in  anesthesiology 
at  M.  D.  Anderson  Hospital. 

Dr.  Norton  was  born  May  14,  1913,  in  Butte, 
Mont.,  the  son  of  John  and  Ida  Norton.  He  attended 
grade  and  high  schools  there,  graduating  in  1929. 

He  attended  a number  of  colleges  and  universities 
including  Santa  Clara  University,  Santa  Clara,  Calif.; 
University  of  Witwatersrand,  Johannesburg,  South 
Africa;  Columbia  University,  New  York  City;  and 
University  of  Notre  Dame,  South  Bend,  Ind.,  where 
he  received  the  bachelor  of  science  degree,  cum 
laude,  in  1935. 


DR.  J.  G.  NORTON 


He  received  his  M.D.  degree  from  Jefferson  Med- 
ical College,  Philadelphia,  in  1939,  and  interned  at 
Jefferson  Medical  College  Hospital  there  following 
his  graduation.  He  remained  at  that  hospital  as  a 
resident  surgeon  until  May,  1942,  when  he  entered 
the  U.  S.  Army. 

He  served  four  years  in  the  medical  corps  and  was 
discharged  in  1946  with  the  rank  of  lieutenant 
colonel. 

After  leaving  the  army,  he  was  house  physician 
at  Southside  Hospital,  Bay  Shore,  Long  Island,  N.Y. 
Following  that  he  held  a preceptorship  in  neuro- 
surgery and  plastic  surgery  at  Halloran  Veterans  Ad- 
ministration Hospital,  New  York  City.  In  1952  he 
went  to  Houston’s  Memorial  Hospital  as  a resident 
surgeon. 

He  was  a member  of  the  Texas  Medical  Associa- 
tion through  the  Harris  County  Medical  Society  and 
a member  of  the  Postgraduate  Surgical  Society  of 
Southwestern  Medical  School.  He  belonged  to  the 
Notre  Dame  Alumni  Club  of  Houston. 

His  wife,  the  former  Corinne  Esposito  of  New 
York  City,  survives  as  does  his  father,  a resident  of 
Salt  Lake  City. 

DR.  F.  T.  MclNTIRE 

Dr.  Floyd  Thomas  Mclntire,  West  Texas  internist 
and  senior  member  of  the  staff  at  San  Angelo  Medi- 
cal and  Surgical  Clinic  until  his  retirement  two  years 
ago,  died  April  4,  1962,  after  an  illness  of  several 
weeks.  Cause  of  death  was  carcinoma  of  prostate. 

Dr.  Mclntire  was  born  May  22,  1901,  in  Perham, 
Maine,  and  attended  public  schools  there.  He  re- 
ceived his  bachelor  of  science  degree  from  Colby 
College,  Waterville,  Maine,  in  1923,  and  five  years 
later  was  graduated  from  Harvard  University  Medi- 
cal School  in  Boston.  He  served  an  internship  in 
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orthopedics  at  Boston  City  Hospital,  and  a rotating 
general  internship  at  Hartford  Hospital.  He  also 
spent  some  time  at  Campbell’s  Clinic  in  Memphis, 
Tenn. 

Dr.  Mclntire  came  to  Texas  in  1931  and  prac- 
ticed in  San  Angelo  for  a few  months,  moved  to 
Ozona,  but  returned  in  1934  to  San  Angelo,  where 
he  became  a partner  in  the  San  Angelo  Medical  and 
Surgical  Clinic.  He  was  instrumental  in  the  expan- 
sion and  rebuilding  program  of  the  clinic  in  1958. 

A member  of  the  Texas  and  American  Medical 
Associations  through  the  Tom  Green-Eight  Counties 
Medical  Society,  he  was  elected  to  honorary  mem- 
bership in  the  state  organization  in  1961.  Previously, 
he  had  been  secretary,  in  1939,  and  president,  in 
1940,  of  his  county  society.  He  also  had  been  presi- 
dent of  the  Fourth  District  Medical  Society  in  1941, 
and  secretary  of  the  Texas  Medical  Association’s 
Section  on  Internal  Medicine.  He  was  a fellow  of 
the  American  College  of  Physicians,  a diplomate  of 
the  American  Board  of  Internal  Medicine,  and  a 
member  of  the  Texas  and  American  Heart  Associa- 
tions. He  was  chairman  of  the  San  Angelo  District 
Heart  Association  for  a number  of  years. 

For  a short  time  he  owned  and  operated  a ranch 
near  Magdalena,  N.  Mex. 

He  was  a member  of  the  Methodist  church,  the 
Rotary  Club,  and  the  San  Angelo  Club.  At  the  time 
of  his  death  he  was  chairman  on  the  board  of  the 
Tom  Green  County  Library.  He  was  a Mason. 

He  was  also  chairman  of  the  Shannon  Hospital 
Electrocardiograph  Committee  which  originated  and 
sponsored  the  Shannon  Lectureships  in  Medicine. 

Dr.  Mclntire  was  named  in  the  dedication  of  a 
book  recently  written  by  Drs.  Francis  M.  Spencer  and 
Lee  S.  Monroe  and  is  referred  to  as  a "distinguished 
colleague,  teacher,  and  friend”. 

A former  member  of  the  San  Angelo  school  board. 
Dr.  Mclntire  also  directed  the  organization  of  public 
health  facilities  in  Tom  Green  County  and  the  City 
of  San  Angelo. 

He  was  a former  chairman  of  the  medical  board 
of  Shannon  West  Texas  Memorial  Hospital  and  an 
original  active  director  of  the  First  Savings  & Loan 
Association  in  San  Angelo. 

Survivors  are  his  wife,  the  former  Miss  Margaret 
Evelyn  Flanders,  whom  he  married  June  22,  1924, 
in  HolloweU,  Maine;  one  daughter,  Mrs.  Harold 
Abernathy,  Dallas;  one  brother,  Charles  S.  Mclntire 
of  Perham,  Maine;  and  one  sister,  Mrs.  Alonzo  Flew- 
elling  of  Crouseviile,  Maine. 

DR.  J.  H.  MITCHELL 

Dr.  John  Henry  Mitchell,  74,  Tyler  physician  and 
former  member  of  the  State  Board  of  Health,  died 
June  3,  1962,  in  a Tyler  hospital  of  a cerebrovascular 
accident. 


DR.  J.  H.  MITCHELL 


Dr.  Mitchell  was  born  on  his  family’s  farm  near 
Franklin  in  Robertson  County.  Prospects  were  good 
for  him  to  remain  there  and  settle  down  to  the  life 
of  a prosperous  farmer,  but  as  he  once  said,  "I  wanted 
to  be  a doctor  so  doggone  bad  that  I left  the  farm 
and  went  over  to  Franklin  where  I got  a job  in  the 
town  drug  store.  I knew  I’d  have  a chance  there  to 
see  what  doctors  looked  like,  what  they  talked  about, 
and  what  they  wore.  I was  just  a kid  with  a cowlick 
but  I wanted  to  carry  a medicine  case.” 

He  entered  Tulane  University  School  of  Medicine, 
New  Orleans,  and  received  his  degree  in  1915.  He 
remrned  to  Robertson  County  and  began  his  prac- 
tice, moving  shortly  to  Limestone  County  and  Kosse 
where  he  built  a hospital.  In  1931  he  moved  his  of- 
fices to  Tyler  where  he  lived  until  his  death.  In 
1947  he  was  appointed  for  a six  year  term  to  the 
State  Board  of  Health. 

Dr.  Mitchell  was  an  enthusiastic  sports  fan  and 
enjoyed  hunting  deer  and  other  big  game.  Addition- 
ally, Dr.  Mitchell  admired  the  late  Will  Rogers  and 
patterned  much  of  his  life  and  actions  after  the  calm 
and  likeable  manner  of  this  man. 

He  was  a member  of  the  Church  of  Christ. 

He  was  elected  to  honorary  membership  in  the 
Texas  Medical  Association  in  1961  upon  nomination 
by  the  Smith  County  Medical  Society  of  which  he 
had  been  president  in  1949.  He  was  a former  mem- 
ber of  the  Brazos-Robertson  and  Falls  County  Medi- 
cal Societies  and  had  been  president  in  1931  of  the 
Falls  County  Society.  He  was  a member  of  the 
American  Medical  Association. 

Survivors  include  his  wife,  the  former  Eugenia 
Beall  of  Franklin,  Tex.;  a son,  John  Henry  Mitchell, 
Jr.,  of  Dallas;  and  a daughter,  Mrs.  A.  L.  Jones  of 
Fort  Worth. 
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DR.  J.  T.  WELLS 

Dr.  James  Thomas  Wells,  93,  died  at  his  home 
in  Dallas  on  Aug.  11,  1962.  He  had  been  ill  since 
his  retirement  from  active  practice  in  1957. 

He  had  helped  to  organize  one  of  the  first  medi- 
cal schools  established  in  Dallas  which  afterwards 
became  Baylor  University  College  of  Medicine  at 
which  he  taught  physiology  for  several  years. 

Dr.  Wells  was  born  Jan.  29,  1869,  in  Maysville, 
Ky.,  the  son  of  George  Robert  and  Melissa  (Lloyd) 
Wells. 

He  attended  Professor  Hall’s  Preparatory  School 
at  Maysville  and  received  his  M.D.  degree  from  the 
University  of  Louisville  in  1891. 

On  July  14,  1891,  he  married  Addie  Jenkins  in 
Louisville. 

He  practiced  in  Brandenburg,  Ky.,  from  1891  to 
1899  when  he  moved  to  Dallas. 

He  was  a member  of  the  American  Medical  As- 
sociation, Southern  Medical  Association,  and  an  hon- 
orary member  of  the  Texas  Medical  Association  and 
the  Dallas  County  Medical  Society. 


DR.  JAMES  THOMAS  WELLS 


He  was  a Mason  and  had  received  a 50  year  mem- 
bership pin  from  that  organization. 

He  is  survived  by  his  wife  of  Dallas. 


Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Los  Angeles,  Nov. 
25-28,  1962.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


September 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  6-8,  1962.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Hospital  Association,  Chicago,  Sept.  17-20,  1962.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
Texas  Dermatological  Society,  Corpus  Christi,  Sept.  30,  1962.  Dr. 

M.  A.  Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Pediatric  Society,  Fort  Worth,  Sept.  21-22,  1962.  Dr.  C.  E. 
Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Third  Distria  Society,  Pampa,  Sept.,  1962.  Dr.  H.  F.  Johnson,  2308 
W.  8ih,  Amarillo,  Sec. 


October 

American  Academy  of  Pediatrics,  Chicago,  Oa.  27-Nov.  1,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Plastic  Surgeons,  Washington,  D.  C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd.,  Roch- 
ester, N.  Y.,  Sec. 

American  Cancer  Society,  New  York,  Oa.  22-26,  1962.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Gastroenterology,  Chicago,  Oa.  28-31,  1962. 

Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  Atlantic  City, 
Oa.  15-19,  1962.  Dr.  W.  E.  Adams,  40  East  Erie,  Chicago,  Sec. 


American  Heart  Association,  Cleveland,  Oa.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oa.  15-19. 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19.  Exec. 
Sec. 

American  Society  of  Anesthesiologists,  New  York,  Oa.  21-26,  1962. 

Mr.  J.  W.  Andes,  515  Busse  Highway.  Park  Ridge,  111.,  Exec.  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago,  Oct. 
11-13,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

Southern  Psychiatric  Association,  Galveston,  Oa.  7-9.  1962.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 
Southwestern  Medical  Association.  Albuquerque,  Oct.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Texas  Academy  of  General  Praaice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Association  for  Mental  Health,  San  Antonio,  Oct.  10-12,  1962. 

Mr.  F.  L.  Clements,  2410  San  Antonio,  Austin. 

Texas  Surgical  Society,  Austin,  Sept.  30,  Oa.  1-2,  1962.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City.  Oct.  29-31,  1962. 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma  City 
2,  Exec.  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Oct.  15-16, 
1962.  Mrs.  Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin, 
Exec.  Sec. 


National  and  Regional 

American  Academy  of  Allergy.  Mr.  J.  O.  Kelley,  756  N.  Mil- 
waukee St.,  Milwaukee  2,  Exec.  Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5, 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas. 
Nov.  4-9,  1962.  Dr.  W.  L.  Benedia,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn.,  Sec. 


Volume  58,  SEPTEMBER,  1962 


779 


American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21, 
Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  College  of  Allergists,  Cincinnati,  April  26-28,  1963.  Mr. 

E.  Bauers,  2160  Rand  Tower,  Minneapolis,  Exec.  Vice-Pres. 
American  College  of  Chest  Physicians.  Mr.  M.  Kornfeld,  112  E. 
Chesmut,  Chicago  11,  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Chicago,  Feb.  6-9,  1963.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dor- 
othea C.  Augustin,  30  N.  Michigan,  Chicago  2,  Exec.  Sec. 
American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  New  Orleans,  May  13-15,  1963. 

Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Society  of  Clinical  Pathologists.  Miss  Eleanor  F.  Larson, 
445  Lake  Shore  Drive,  Chicago  11,  Mgr. 

American  Surgical  Association,  Phoenix,  April.  3-5,  1963.  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  W.  F.  James, 
1540  N.  State  Parkway,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico,  Tucson,  Dec.  5-7,  1962. 

Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 
Mr.  M.  D.  Fraxer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Gny.  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr.. 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard,  544  Pasteur 
Bldg.,  Oklahoma  City  3,  Okla. 

Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place.  Shreveport,  Sec. 


State 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr.,  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller, 
Box  1338,  Waco,  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
Match  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  I>allas,  April,  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 

1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Diabetes  Association.  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Chtisti,  Sec. 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiatric  Association,  Mexico  City,  Nov.  9-10.  1962. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Dallas.  April  28-30,  1963.  Dr. 
Harold  Hunt.  150  Eighth  St.,  S.E.,  Paris,  Sec. 


Texas  Orthopedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Donor’s  Bldg.,  Fort  Worth,  Sec. 
Texas  Pronologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston.  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy.  Jr.,  P.O.  Box  5192, 
Austin  31.  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30,  1962.  Dr.  J. 

Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas.  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth.  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston.  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  Inc.,  Austin,  Jan.,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas.  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April.  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas.  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Dallas,  Nov.  11, 
1962.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  S«. 

Texas  State  Board  of  Medical  Examiners.  Dr.  M.  H.  Crabb,  1714 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Traumatic  Surgical  Society.  Dallas.  April  28,  1963.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Urological  Society,  Luhbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 


District 

First  Distrin  Society.  Dr.  G.  L.  Black,  1501  Arizona,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Mi^and, 
Councilor.  * 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 
S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S.  Oak, 
La  Marque,  Sec. 

Ninth  Distria  Society. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  Distria  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  Distria  Society,  Waco,  January,  1963.  Dr.  Walker  Lea. 
Scott  and  White  Clinic.  Temple,  Sec. 

Thirteenth  Distria  Society.  Dr.  R.  D.  Moraon,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Ciinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-l, 
Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  28-30,  1963.  S.  E.  CockreU,  Jr.,  202  W.  French  Place.  San 
Antonio.  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine.  Jr..  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  FaU  Oinical  Conference.  Dr.  F.  J. 
Lee,  1300  8th,  Wichita  Falls,  Chm. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25.  Exec.  Sec. 

Private  Oinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogao 
Clinic,  Big  Spring.  Sec. 
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OAA  Progress 
Report 

The  vendor’s  medical  care  program,  initiated  the 
first  of  this  year,  has  been  in  operation  long  enough 
for  some  degree  of  evaluation  to  be  meaningful.  Its 
appearance,  over-all,  is  encouraging. 

The  average  hospital  stay  of  patients  being  treated 
under  this  plan  is  9-1  days.  It  was  originally  anticipated 
that  this  figure  would  be  closer  to  11  days.  The  cost 
for  all  patients  served  by  Blue  Cross  contracts  is  about 
$34  per  patient  per  day,  but  for  patients  hospitalized 
under  OAA,  the  cost  is  only  $25.18.  The  program  is 
paying  about  92  per  cent  of  the  hospital  bill  for  recipi- 
ents who  are  hospitalized  14  days  or  less. 

As  was  expected,  there  was  a great  flood  of  persons 
who  applied  for  hospital  admission  when  the  program 
first  began,  but  by  now  the  rate  seems  stabilized  be- 
tween 7,000  and  7,500  actual  certifications  per  month. 
About  40,000  hospital  admissions  were  handled  dur- 
ing the  first  six-month  period. 

The  nation  is  keeping  a keen  eye  on  Texas’  alterna- 
tive to  medical  care  for  the  aged  under  the  social  secur- 
ity program.  A contract  between  a private  insurance 
carrier  and  a state  welfare  department  to  provide  medi- 
cal care  for  persons  on  the  Old  Age  Assistance  rolls  is 
a new  plan,  untried  and  bold.  From  most  quarters, 
there  is  great  interest  coupled  with  an  attitude  of 
"Let’s  watch  to  see  how  well  this  works.” 

It  is  working  quite  satisfaaorily,  and  generally  has 
been  well  received  by  doctors  and  hospitals  alike.  Now, 
it  is  up  to  us  to  advance  its  initial  success. 

Careful  judgment  is  essential  in  all  cases  which 
come  under  this  plan.  Excessive  and  unnecessary  use  of 
hospital  facilities  could  cripple  the  program,  and  physi- 
cians are  in  the  best  position  to  see  that  this  does  not 
occur. 
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Some  criticism  of  benefits  and  fee  schedules 
has  been  heard,  such  as  $3  allowance  to  physi- 
cians for  hospital  visits  for  medical  services  be- 
ing quite  low.  The  Association’s  Committee  on 
Health  Insurance  has  held  hearings  on  several 
of  these  problems,  and  has  discussed  them  with 
the  Texas  State  Department  of  Public  Welfare 
and  Blue  Cross-Blue  Shield  of  Texas. 

The  primary  aim  at  present  is  to  make  the 
program  work.  As  W.  R.  McBee,  Executive 
Director  of  Blue  Cross-Blue  Shield  of  Texas, 
wrote: 

"We  are  pleased  to  have  the  opportunity  to 
work  with  the  doaors  and  hospitals  of  Texas 
on  this  program  which  their  respective  organi- 
zations helped  to  create.  It  is  a program  de- 
monstrative of  a partnership  between  the  fed- 
eral and  state  governments  employing  the  fa- 
cilities of  free  enterprise  with  freedom  of 
choice,  and  local  control  and  administration. 

"It  was  hoped  that  everyone  concerned  with 
the  Old  Age  Assistance  vendor’s  medical  care 
program  would  recognize  it  as  a beginning, 
and  with  manifested  willingness  put  shoulder 
to  wheel.  If  this  unique  beginning  proves  to  be 
a success,  the  program  could  be  expanded  as 
we  go  along.  Any  developing  inequities  could, 
to  the  best  of  our  combined  abilities,  be  elimi- 
nated.” 

If  this  unique  beginning  proves  to  be  a suc- 
cess, the  program  could  be  modified  as  experi- 
ence and  available  funds  warrant. 

In  its  first  several  months  of  operation,  the 
plan  has  demonstrated  that  it  can  be  a success. 
Given  time,  cooperation,  and  proper  support  it 
can  serve  as  an  example  of  adequate  medical 
care  for  the  aged  provided  through  private  in- 
surance. 


Constitutional 

Amendments 

On  Nov.  6,  1962,  Texans  will  vote  on  14 
proposed  constitutional  amendments.  The  Ex- 
ecutive Board  of  the  Texas  Medical  Association, 
in  session  on  Sept.  23,  approved  the  recom- 
mendation of  the  Council  on  Medical  Jurispru- 
dence in  opposition  to  one  of  these  proposed 
amendments — commonly’  referred  to  as  the 
"trial  de  novo”  amendment — and  the  reasons 
for  such  action  are  set  forth  at  the  conclusion 
of  this  article. 

No  recommendations  were  made  by  the 
Council  or  the  Executive  Board  on  the  other 
13  proposals.  They  are  discussed  here  so  that 
physicians  may  be  informed  regarding  effects 
each  would  have,  if  approved. 

Proposition  No.  1 (H.J.R.  23): 

The  Constitution  now  allows  counties,  cities, 
towns,  and  villages  to  provide  workmen’s  com- 
pensation insurance  for  their  employees.  This 
proposal  would  also  allow  school  districts  and 
other  political  subdivisions  the  same  power. 

Proposition  No.  2 ( S.J.R.  9 ) : 

At  the  present  time,  the  limit  of  state  funds 
which  can  be  used  for  financial  assistance  to 
the  needy  aged,  needy  blind,  and  needy  children 
is  limited  to  $47  million  a year.  This  proposal 
would  raise  the  limit  by  $5  million  to  $52 
million  a year. 

Proposition  No.  3 (S.J.R.  22): 

A constitimtional  amendment  now  is  re- 
quired to  authorize  a specific  county  or  counties 
to  form  a hospital  district.  Proposition  No.  3 
would  permit  Ochiltree,  Castro,  Hansford,  and 
Hopkins  Counties  to  create  hospital  districts  for 
their  particular  counties,  and  includes  the  usual 
provisions  that  no  taxes  may  be  levied  until 
approved  by  a majority  vote  of  the  qualified 
property-taxpaying  voters.  [See  discussion  of 
Proposition  No.  5 (H.J.R.  51).] 

Proposition  No.  4 (H.J.R.  46): 

This  proposal  would  authorize  the  Texas 
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Water  Development  Board  to  acquire  and  de- 
velop storage  facilities  in  reservoirs  and  to  dis- 
pose of  such  storage  facilities  and  water  upon 
such  terms  as  the  Legislature  may  prescribe.  In 
addition,  it  would  allow  the  state  to  negotiate 
for  water  storage  in  reservoirs  developed  by  the 
federal  government. 

Proposition  No.  3 (H.J.R.  31): 

As  noted  in  Proposition  No.  3,  four  counties 
are  seeking  authorization  to  create  hospital  dis- 
tricts. Proposition  No.  5,  if  adopted,  is  a gen- 
eral authority  and  provides  that  the  Legislature 
may  authorize  the  creation  of  these  hospital 
districts,  thus  eliminating  the  necessity  for  each 
county,  or  counties,  to  seek  approval  from  all 
the  voters  of  Texas.  However,  no  such  district 
can  be  created  unless  approved  by  a majority 
of  the  qualified  property-taxpaying  citizens  in 
the  district.  In  addition,  it  is  provided  that  the 
support  and  maintenance  of  such  hospital  dis- 
tricts shall  not  become  a charge  against  or  ob- 
ligation of  the  state,  nor  shall  any  direct  ap- 
propriation be  made  by  the  Legislature  for  the 
construction,  maintenance,  or  improvement  of 
any  of  the  facilities  of  these  hospital  districts. 

Proposition  No.  6 (H.J.R.  36): 

Each  county  now  has  the  right  to  provide  for 
and  administer  a retirement,  disability,  and 
death  compensation  fund  for  its  appointive  offi- 
cers and  employees.  Proposition  No.  6 would 
extend  this  right  to  any  other  political  subdivi- 
sions of  the  state  and  allow  the  eleaive  officials 
of  a county  or  political  subdivision  to  be  in- 
cluded in  such  a program.  However,  no  person 
can  qualify  for  benefits,  whether  employed  by 
a county  or  another  political  subdivision,  unless 
he  has  served  as  an  officer  or  employee  of  that 
political  unit  for  at  least  12  years.  This  pro- 
posal, if  approved,  would  not  affea  those  per- 
sons who  have  already  qualified. 

Proposition  No.  7 (S.J.R.  13:) 

If  approved,  this  proposition  would  add  a 
new  section  to  the  Constitution  empowering 
the  Legislature  to  provide  for  temporary  suc- 


cession to  public  offices.  This  would  insure  the 
continuity  of  governmental  operations  in  peri- 
ods of  emergency  resulting  from  disasters 
caused  by  enemy  attack. 

Proposition  No.  8 (S.J.R.  7): 

The  Legislature  now  may  appropriate  up  to 
$1,500,000  to  needy  persons  who  are  totally 
and  permanently  disabled  by  mental  or  physical 
handicaps.  This  proposal  provides  that  the 
amount  paid  from  state  funds  for  assistance 
payments  to  the  totally  and  permanently  dis- 
abled may  never  exceed  $2,500,000  per  year, 
an  increase  of  $1,000,000. 

Proposition  No.  9 (H.J.R.  70): 

This  amendment  would  allow  the  Legislamre 
to  authorize  the  creation  of  two  hospital  dis- 
tricts in  Brazoria  County,  or  a consolidation 
into  one  hospital  district,  if  approved  by  a 
majority  of  the  qualified  electorate.  In  addition, 
it  authorizes  Titus  County  to  levy  a special  tax 
for  construction,  equipping,  maintaining,  and 
financing  a home  for  the  aged. 

Proposition  No.  10  (S.J.R.  12): 

The  Constitution  now  prohibits  the  payment 
of  compensation  or  salary  to  any  person  who 
holds  more  than  one  office  or  position  of  trust 
under  this  state  or  the  United  States.  This 
amendment  would  permit  a state  employee  to 
serve  in  an  advisory  capacity  or  to  be  appointed 
to  serve  as  a consultant  or  in  an  advisory  com- 
mittee for  other  agencies  of  this  state,  any  of 
its  political  subdivisions,  or  the  federal  govern- 
ment. However,  he  could  serve  in  this  capacity 
only  if  approved  by  the  head  of  the  department 
or  agency  in  which  he  was  employed.  There 
could  not  be  any  conflict  of  interest.  In  addi- 
tion, he  would  be  allowed  reimbursement  for 
expenses  only. 

Proposition  No.  11  ( S.J.R.  23 ) : 

The  veterans  land  program  has  accumulated 
land  that  has  not  been  sold.  This  amendment 
would  allow  the  re-sale  of  such  lands.  It  would 
be  offered  first  for  re-sale  to  veterans  and,  if 
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unsold,  then  would  be  offered  for  re-sale  to 
nonveterans. 

Proposition  No.  12  (S.J.R.  19): 

This  proposal  would  authorize  the  governing 
body  of  any  county  bordering  on  the  Gulf  of 
Mexico  or  the  tidewater  limits  to  regulate  and 
restrict  the  speed,  parking,  and  travel  of  motor 
vehicles  on  beaches  available  to  the  public  (by 
virtue  of  public  right)  and  to  restrict  the  lit- 
tering of  such  beaches. 

Proposition  No.  13  (S.J.R.  6): 

Dallas  County  is  the  only  county  affected  by 
this  proposition.  In  effect,  the  amendment 
would  allow  the  independent  school  districts  in 
Dallas  County  to  work  out,  by  agreement, 
boundaries  which  would  result  in  a more  eco- 
nomical use  of  tax  revenue  and  better  serve 
the  children  of  Dallas  County. 

Proposition  No.  14  (H.J.R.  32): 

This  proposed  constitutional  amendment — 
the  trial  de  novo  proposition — could  have  a great 
effect  on  the  relationship  of  industry,  business, 
and  professions  at  state  and  local  levels.  It 
would  authorize  the  Legislature  to  provide  for 
trial  de  novo  on  all  appeals  to  the  courts  from 
actions,  rulings,  or  decisions  of  administrative 
agencies  and  executive  departments  of  the  state 
of  Texas  or  any  of  its  political  subdivisions. 
(Trial  de  novo  means  that  a new  trial  or  re- 
trial must  be  held  in  an  appellate  court  in  which 
the  whole  case  is  tried  as  if  no  trial  had  been 
held  in  a lower  court.) 

Currently,  if  a state  administrative  board,  for 
example,  holds  a hearing  on  a person  who  has 
violated  the  professional  act  under  which  he  is 
licensed,  this  hearing  would  involve  expense 
in  holding  the  hearing,  in  bringing  in  witnesses, 
in  loss  of  time  of  members  from  work,  and 
could  require  hours  or  even  days.  The  person 
could  then  be  reprimanded  or  his  license  could 
even  be  suspended,  revoked,  or  canceled.  If  the 
aggrieved  person  then  is  not  satisfied  with  the 


action  of  this  administrative  board,  he  has  the 
right  to  appeal  to  a district  court. 

Should  the  trial  de  novo  amendment  pass, 
parties  will  be  required  to  start  anew  in  court 
and  to  seek  the  same  relief  from  the  court  that 
was  sought  earlier  and  heard  by  the  administra- 
tive board — without  any  mention  of  what  the 
administrative  board  did  or  considered.  As  soon 
as  the  appeal  to  the  court  is  perfected,  the  rul- 
ing or  decision  of  the  administrative  board  is 
annulled  and  set  aside.  Each  party  returns  to 
the  status  held  prior  to  the  entry  of  the  board’s 
order — until  the  final  judgment  is  entered  by 
the  court. 

With  the  present  overburdened  dockets  of 
our  courts,  it  is  not  inconceivable  that  months, 
or  even  a year,  would  pass  before  the  case  could 
be  tried. 

The  public  is  entitled  to  protection  from 
those  who  would  abuse  the  trial  de  novo  pro- 
vision by  using  it  as  a delaying  tactic- — even 
though  the  court  reaches  the  same  decision  as 
the  original  board.  Certainly,  in  valid  matters, 
such  as  health  and  medicine,  the  public  is  en- 
titled to  fair  and  impartial  action  by  an  admin- 
istrative board,  as  well  as  the  right  of  protec- 
tion from  those  who  violate  the  acts  under 
which  they  are  licensed  to  practice  a profession. 

Appeals  from  decisions  of  administrative 
bodies  should  be  confined  to  a consideration  of 
whether  or  not  the  board  acted  arbitrarily  or 
capriciously.  They  should  not  be  used  as  a 
forum  for  re-hashing  and  re-trying  matters 
which  the  Legislature,  in  its  wisdom,  has  dele- 
gated to  administrative  tribunals.  The  effect  of 
holding  for  naught  the  time,  expense,  and  ef- 
fort of  these  boards  and  agencies  is  inconsistent 
with  efficient,  economical,  and  frugal  govern- 
ment. 

— Philip  R.  Overton,  LL.B.,  Austin, 
General  Counsel, 

Texas  Medical  Association. 
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Ethical  Considerations  of  Physician  Ownership 
Of  Pharmacies  and  Drug  Companies 


The  board  of  Councilors  of  the  Texas  Medical 
Association  recently  investigated  a complaint  re- 
garding a small  drug  firm  partly  owned  by  doctors. 
The  firm  had  entered  into  franchise  agreements  with 
groups  of  physicians  throughout  the  state.  These 
franchises  were  obtained  through  minimal  financial 
investment  on  the  part  of  the  participating  physi- 
cians. This  type  of  franchise  agreement  with  exclu- 
sive privileges  in  a given  area  and  with  a return 
based  directly  on  the  sales  of  that  area  could  repre- 
sent an  extremely  profitable  enterprise.  In  order  for 
their  investment  to  be  profitable,  holders  of  fran- 
chises needed  a large  gross  volume  of  business. 

After  a thorough  investigation  by  the  Board  of 
Councilors  extending  over  a period  of  several  months, 
the  following  opinion  was  rendered  to  the  House  of 
Delegates  of  the  Texas  Medical  Association  at  its 
1962  meeting:  Physicians  participating  in  franchises 
or  similar  agreements  with  pharmaceutical  companies 
are  participating  in  unethical  practices.  It  was  the 
conclusion  of  the  Board  of  Councilors  that  this  prac- 
tice was  in  effect  a rebate  system. 

This  type  of  complaint  is  not  limited  to  Texas. 
A special  report  of  the  Judicial  Council  submitted 
to  the  AMA  House  of  Delegates  states,  "The  Judi- 
cial Council  has  received  numerous  complaints  from 
pharmacists  protesting  against  the  allegedly  wide- 
spread practice  of  the  ownership  of  pharmacies  by 
physicians.  Many  of  the  letters  received  by  the  Coun- 
cil indicate  that  physicians  own  the  only  pharmacy 
or  the  major  pharmacy  in  some  communities.  In  a 
few  instances  complaints  have  been  received  that 
physicians  are  forming  corporations  to  repackage  and 
sell  drugs  under  the  corporation’s  name.  These  physi- 
cian stockholders  then  write  prescriptions  for  medi- 
cine of  the  brand  used  by  their  corporation.” 

A survey  made  by  the  Texas  Pharmaceutical  As- 
sociation in  August,  i960,  revealed  66  pharmacies  in 
the  state  of  Texas  were  either  wholly  or  partially 
owned  by  physicians.  Only  three  of  these  pharmacies 


were  found  to  exist  in  towns  under  1,000  population. 
A more  recent  survey  just  completed  by  the  TPA 
shows  that  there  are  now  93  doctor-owned  pharma- 
cies in  the  state  of  Texas,  and  only  two  in  cities 
under  a population  of  1,000.  Just  completed  this 
month  is  a report  on  Texas  pharmaceutical  manu- 
facturing operations  showing  24  firms  with  doctor 
ownership  or  stock  ownership  involving  70  physi- 
cians. 

The  present  position  of  the  AMA  relative  to 
ownership  of  pharmacies  and  pharmaceutical  houses 
has  evolved  over  a period  of  years.  To  review: 

An  ethical  physician  does  not  engage  in  barter  or  trade 
in  the  appliances,  devices,  or  remedies  prescribed  for 
patients,  but  limits  the  sources  of  his  professional  income 
to  professional  services  rendered  the  patient. — ^Section 
Vn,  "Principles  of  Medical  Ethics”,  1954  Revision. 

In  1955,  the  House  of  Delegates  deleted  the  then 
existing  Section  VIII  of  Chapter  I of  the  "Principles 
of  Medical  Ethics”  and  substituted  the  following 
Seaion  VIII: 

It  is  not  unethical  for  a physician  to  prescribe  or  supply 
drugs,  remedies,  or  appliances  as  long  as  there  is  no 
exploitation  of  the  patient. 

In  the  1961  Clinical  Session,  the  AMA  House  of 
Delegates  adopted  the  following  supplementary  re- 
port of  the  Judicial  Council: 

Rentals  by  physicians  for  space  leased  by  them  to  phar- 
macists based  on  a percentage  of  income  are  unethical; 
rental  fees  charged  by  physicians  for  space  leased  by  them 
to  pharmacists  must  be  reasonable  according  to  the  com- 
monly accepted  standards  of  the  community  or  they  are 
unethical. 

At  this  time  the  House  left  standing  its  policy  that 
it  was  not  considered  unethical  for  a physician  to 
own  or  operate  a pharmacy,  provided  there  is  no 
exploitation  of  the  patient.  This  continues  to  be  the 
position  of  the  House  of  Delegates. 

It  should  be  remembered  that  in  November  of 
1958,  the  Judicial  Council  interpreted  Section  VII 
of  the  "Principles”  as  it  applies  to  dispensing  and 
supplying  drugs,  remedies,  or  appliances  by  saying: 
It  is  known  that  there  will  be  situations  when  it  is 
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necessary  or  desirable  for  a physician  to  dispense  or 
supply  what  he  has  prescribed.  The  Principles  permit 
this  to  be  done.  In  essence,  this  language  means  that  a 
physician  in  the  exercise  of  sound  discretion  may  dis- 
pense 'in  the  best  interest  of  his  patient’,  it  does  not 
authorize  him  ro  dispense  solely  for  his  convenience  or 
for  the  purpose  of  supplementing  his  income. 

The  Council  went  on  to  say: 

It  is,  however,  the  definite  opinion  of  the  members  of 
the  Judicial  Council  that  the  ownership  of  a pharmacy  or 
the  ownership  of  stock  or  financial  interest  in  a pharma- 
ceutical company  can,  under  certain  conditions,  become 
unethical  and  contrary  ro  the  best  interest  of  the  public 
and  the  medical  profession. 

It  is  a fact  that  the  1955  change  in  the  "Principles 
of  Medical  Ethics”  was  a result  of  statements  given  to 
the  Reference  Committee  of  the  House  of  Delegates 
by  the  Association  of  Medical  Clinics  which  was  con- 
cerned as  to  whether  Section  VIII  was  in  violation  of 
the  civil  rights  of  an  individual  as  given  in  Article 
V of  the  Amendments  to  the  Constitution  of  the 
United  States,  "No  person  shall  be  . . . deprived  of 
life,  liberty,  or  property,  without  due  process  of  law”. 
This  was  interpreted  to  mean  that  the  prohibition  of 
the  right  to  invest  in  property  violates  a constitu- 
tional right. 

Nonetheless,  we  question  the  type  of  investment 
under  consideration,  and  we  further  question  the  net 
effect  on  the  image  of  medicine  and  on  the  integrity 
of  the  individual  who  is  subjeaed  to  the  constant 
temptations  and  pressures  attached  to  this  type  of 
financial  investment. 

The  Board  of  Councilors,  having  devoted  consider- 
able time  to  widespread  discussions  on  this  subject, 
has  come  to  certain  conclusions: 

First,  as  a group  charged  with  enforcing  the  code 
of  medical  ethics,  the  Board,  cognizant  of  the  present 
ruling  of  the  Judicial  Council,  realizes  that  it  cannot 
prevent  physicians  from  owning  drug  stores;  none- 
theless, it  feels  that  this  is  unethical. 

Second,  the  Board  also  believes  that  it  is  unethical 
for  a physician  to  be  a limited  owner  of  a drug 
store. 

Third,  it  does  not  approve  of  physicians  owning 
stock  in  pharmaceutical  companies  which  they  can 
control  and  do  control  while  they  are  aaively  en- 
gaged in  the  private  practice  of  medicine. 

Fourth,  nevertheless,  it  recognizes  the  individual’s 
inherent  right  to  pursue  investments  based  on  the 
dictates  of  his  conscience  and  the  advice  of  his  fi- 
nancial consultants. 

Fifth,  with  this  in  mind,  the  Board  acknowledges 
his  right  to  purchase  stock  in  a pharmaceutical  com- 
pany which  is  listed  on  a recognized  stock  exchange. 

Sixth,  it  does  not  feel  that  a physician  who  owns 
stock  in  a small  company  is  able  to  divorce  this 
fact  from  his  treatment  of  patients  in  prescribing 
medications  that  his  company  either  sells,  repackages, 
or  manufactures. 

Seventh,  it  further  feels  that  a physician  who  owns 


a drug  store  will  tend  to  influence  appreciably  his 
patients’  use  of  his  own  store. 

Eighth,  it  definitely  feels  that  in  an  area  too  small 
to  support  a drug  store  without  physician  ownership 
the  physician  preferably  should  dispense  drugs  from 
his  office.  Sundries  other  than  prescription  drugs 
could  be  as  well  handled  by  the  local  grocery  store. 

Ninth,  the  Board  feels  that  owners  of  clinics 
should  not  own  drug  stores  in  their  own  buildings, 
but  they  should  have  the  right  to  lease  space  for 
private  ownership  of  drug  stores  with  lease  arrange- 
ments commensurate  to  that  which  a lessee  might 
obtain  anywhere  else  in  the  locale. 

Tenth,  it  does  not  believe  that  space  should  be 
leased  for  a percentage  of  either  the  gross  or  net 
income  of  such  an  establishment. 

Eleventh,  furthermore,  it  does  not  believe  that  the 
owners  of  the  clinic  should  exercise  control  over  the 
types  or  prices  of  medications  sold  by  the  lessee. 

Twelfth,  finally,  the  Board  feels  strongly  that  phy- 
sician ownership  of  drug  stores  is  affecting  medicine 
adversely  in  the  public  eye.  It  is  difficult,  if  not  im- 
possible, to  discuss  intelligently  and  convincingly  the 
problems  of  the  socialization  and  governmentaliza- 
tion  of  medicine  with  a patient  who  knows  that 
doctors  own  the  drug  stores  from  which  he  buys 
his  medications.  It  is  bad  enough  that  certain  ele- 
ments have  made  the  doctor’s  public  image  appear  to 
be  one,  primarily,  of  financial  concern,  and  second- 
arily, human  concern.  It  is  folly  to  lend  credence  to 
this  distortion  by  adding  the  factor  that  we  physi- 
cians may  profit  from  the  sale  of  the  drugs  used 
to  obtain  the  well-being  of  our  patients. 

— ^JAMES  H.  Sammons,  M.D.,  Highlands, 
Councilor,  Ninth  District, 

Texas  Medical  Association. 

Obesity  Allows  Less 
Free  Air  in  Abdomen 

A University  of  Cincinnati  surgeon  has  found  that 
obesity  allows  less  free  air  in  the  abdomen  after  an 
operation.  From  a study  of  125  patients.  Dr.  Lester 
R.  Bryant  found  that  the  only  significant  factor  af- 
fecting incidence  and  duration  of  pneumoperitoneum 
following  laparotomy  is  "abdominal  girth  measured 
at  the  umbilicus”. 

Among  thin  patients,  with  a girth  of  31  inches  or 
less,  85  per  cent  trapped  air  during  surgery.  How- 
ever, only  30  per  cent  of  fat  patients — ^girth  over  39 
inches — developed  pneumoperitoneum.  Dr.  Bryant’s 
report  of  his  study  to  the  Central  Surgical  Associa- 
tion was  carried  in  a recent  issue  of  Medical  World 
News. 
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The  Sage  Use  of  Control 

It  is  evident  that  the  medical  profession  faces  the  problem  of  too  much  control, 
which  can  be  as  dangerous  as  lack  of  control.  WTiile  we  are  watching  the  Washing- 
ton front,  we  are  apt  to  forget  the  pitfalls  of  excessive  local  control.  A few 
examples  may  remind  everyone  that  we  must  be  alert  to  obtain  and  retain  the  rules 
which  are  best  for  all,  while  seeking  to  avoid  too  much  regulation  at  all  levels. 

On  the  local  front,  we  find  that  there  is  more  and  more  regulation  of  hospital 
practice.  All  this  is  intended  to  establish  the  highest  quality  of  medical  and 
surgical  care.  In  many  hospitals,  all  transfusions  are  reviewed  by  a committee 
which  can  decide  whether  blood  was  needed  and  how  much.  If  two  units  were  not 
required,  it  is  frequently  suggested  that  no  transfusion  should  have  been  given, 
because  the  attendant  danger  of  serum  jaundice  carries  a 13  per  cent  rate  of 
permanent  liver  damage  or  death.  Likewise  the  use  of  antibiotics  may  be  chal- 
lenged as  unnecessary  and  inadvisable  in  a great  number  of  cases.  The  pathology 
laboratories  in  the  larger  hospitals  have  long  exercised  great  control  over  sur- 
gical procedures  by  giving  reports  of  findings  to  tissue  committees. 

All  this  control  is  excellent,  but  when  it  makes  some  doctors  afraid  to  do  what 
they  think  is  best  because  of  the  thought  of  having  to  defend  their  decisions  in 
reference  to  the  many  phases  of  hospital  care  before  other  members  of  the  hos- 
pital staff,  it  may  also  force  them  to  back  off  of  all  actions  that  would  not  be 
approved  by  the  majority.  But  where  would  we  be  without  the  progress  made  by 
Louis  Pasteur  and  others  who  did  not  continue  in  the  tracks  made  by  those  who 
preceded  or  outranked  them? 

This  brings  me  to  the  proposed  federal  regulation  of  the  latest  type.  Senate 
Bill  1552  would  place  investigators,  retained  by  the  Secretary  of  Health,  Edu- 
cation, and  Welfare,  in  a position  to  judge  whether  those  engaged  in  clinical 
practice  were  worthy  of  investigating  the  use  of  new  drugs.  In  this  bill  it  is 
implied  that  only  government-approved  investigators  can  engage  in  such  clin- 
ical studies.  The  thalidomide  tragedy  has  allowed  the  government  to  take  unwar- 
ranted steps  to  regulate  the  investigation  of  all  new  drugs. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


General  alarm  over  the  advisability  of  the  use  of  Type  III  oral  poliomyelitis 
vaccine  can  panic  this  cotmtry  into  passing  laws  that  will  put  clinical  investi- 
gation under  such  total  government  control  that  in- 
dividual investigators,  clinical  groups,  or  even 
the  medical  schools  would  be  handicapped.  Federal 
regulation  cannot  always  avoid  being  political.  It 
could  stifle  medical  progress. 


steroid  Diabetes 


TEROID  DIABETES  is  a diabetes  meUitus-like 
state  induced  by  the  therapeutic  use  of  either 
corticotrophin  or  a gluco-corticoid.  The  incidence  is 
relatively  rare,  occurring  in  less  than  1 per  cent  of 
patients  treated  over  an  extended  period  of  time  and 
with  excessive  dosesd  A predisposition  to  diabetes 
exists  in  some  of  the  individuals  as  evidenced  by  a 
family  history  of  diabetes  mellitus. 

Steroid  diabetes  may  be  characterized  by  ( 1 ) a 
relative  resistance  to  insulin  even  in  large  doses,  (2) 
a decrease  in  hyperglycemia  and  glycosuria  in  the 
fasting  state  in  the  absence  of  insulin,  and  (3)  a 
negative  nitrogen  balanced-  ^ Great  elevations  of  the 
blood  sugar  are  unusual  and  in  most  instances  there 
is  only  slight  or  moderate  hyperglycemia.  Ketosis 
rarely  occurs.  Often  there  is  a critical  steroid  dose 
level  above  which  the  patient  has  hyperglycemia  and 
glycosuria.  The  condition  is  reversible  in  most  in- 
stances when  steroids  are  discontinued. 

The  frequency  with  which  large  doses  of  gluco- 
corticoids are  given  today,  as  well  as  the  unusual  fea- 
ture of  severe  keto-acidosis  which  occurred  in  one 
patient,  justifies  the  opinion  that  wider  dissemination 
of  information  concerning  steroid  diabetes  may  be 
beneficial. 

Case  Reports 

Case  1. — S.M.,  a 60  year  old  white  male,  was  admitted 
to  the  hospital  on  July  27,  1958,  with  a history  of  bruising 
easily  and  having  had  tarry  stools  for  two  weeks.  Prolonged 
bleeding  resulting  from  a superficial  finger  laceration  had 
occurred  one  month  before.  Minor  episodes  of  reaal  bleed- 
ing primarily  associated  with  constipation  had  been  present 
intermittently  for  two  years  and  no  local  cause  had  been 
found  for  this.  Earlier,  on  July  19  of  that  year,  he  was 
hospitalized  at  another  hospital  at  which  time  the  platelet 
count  was  found  to  be  40,000  per  cu.  mm.,  bleeding  time 
28  minutes  and  clotting  time  8 minutes.  Prednisone,  20  mg. 
every  six  hours,  and  adrenocorticotrophic  hormone 
(ACTH),  80  units  every  six  hours,  were  started  on  July  19 
and  continued  until  his  admission  to  the  second  hospital. 


The  physical  examination  was  not  abnormal  except  for 
numerous  large  ecchymotic  areas  over  the  body.  Hemoglobin 
was  9.1  Gm.  per  100  cc.;  white  blood  count,  21,900  per  cu. 
mm.;  and  platelets,  16,200  per  cu.  mm.  Prednisone  was  in- 
creased to  20  mg.  every  four  hours  on  July  28  and  the 
ACTH  was  discontinued.  There  was  no  glycosuria  and  the 
fasting  blood  sugar  was  116  mg.  per  100  cc.  which  was 
slightly  elevated.  (Upper  limits  normal  105  mg.  per  100 
cc. ) . Diagnosis  was  idiopathic  thrombocytopenic  purpura. 
A spleneaomy  was  done  on  Aug.  1.  During  the  immediate 
pre-  and  postoperative  period  the  steroids  were  temporarily 
increased.  The  patient  was  discharged  on  Aug.  15  on  pred- 
nisone, 25  mg.  four  times  daily.  At  the  time  of  his  dis- 
charge, hemoglobin  was  10.8  Gm.  per  100  cc.,  white  blood 
count  was  14,500  per  cu.  mm.,  and  platelets,  58,800  per 
cu.  mm. 

He  was  admitted  for  the  second  time  on  Sept.  1.  During 
the  two-week  interval,  he  had  continued  to  take  prednisone 
25  mg.  four  times  a day.  Polyuria,  polydipsia,  increasing 
weakness  and  fatigue,  and  dyspnea  on  exertion  occurred  on 
Aug.  20.  Decrease  of  near  vision  had  begun  one  or  two 
days  earlier  with  decrease  of  distant  vision  occurring  about 
this  time.  No  new  ecchymotic  areas  had  appeared  since  sur- 
gery. He  had  developed,  however,  a hemorrhagic  area  in  the 
sclera  of  the  left  eye.  No  other  bleeding  tendencies  had  oc- 
curred. There  had  been  a 16  pound  weight  loss  during  this 
two-week  interval.  Neither  a past  history  nor  a family  his- 
tory of  diabetes  mellims  could  be  elicited.  The  fasting 
blood  sugar  was  400  mg.  per  100  cc.;  sodium,  132  mEq. 
per  L.  serum;  potassium,  6.1  mEq.  per  L.  serum;  chlorides, 
99  mEq.  per  L.;  and  carbon  dioxide  28.2  mM.  per  L.;  blood 
urea  nitrogen  (BUN)  was  20  mg.  per  100  cc.;  glycosuria, 
3 plus;  and  acetonuria,  2 plus.  The  platelet  count  was 
234,640  per  cu.  mm.  and  the  hemoglobin  was  14.3  Gm. 
per  100  cc. 

Prednisone  was  decreased  to  25  mg.  every  eight  hours. 
The  patient  was  placed  on  a 2,000  calorie  diabetic  diet 
(200  Gm.  carbohydrate,  80  Gm.  protein,  95  Gm.  fat) 
and  25  units  of  isophane  insulin  daily.  (Table  1).  Dur- 
ing the  next  four  days  the  steroid  dosage  was  decreased  by 
15  mg.  every  other  day  and  thereafter  decreased  10  mg. 
every  other  day  during  the  remainder  of  the  hospital  course. 
The  hyperglycemia  gradually  decreased  and  at  the  time  of 
the  patient’s  dismissal  from  the  hospital,  the  fasting  blood 
sugar  was  87  mg.  per  100  cc.  Glycosuria  decreased  from  38 
Gm.  to  2.7  Gm.  in  24  hours.  The  platelet  count  remained 
normal  and  no  new  bleeding  tendencies  occurred.  After 
treatment  in  the  hospital,  the  patient  became  asymptomatic. 
He  was  discharged  on  Sept.  15  on  prednisone,  25  mg.  twice 
daily,  and  isophane  insulin  (NPH),  25  units  daily,  and 
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Although  the  exact  mechanism  by  which 
patients  develop  steroid  diabetes  is  unknown, 
this  rare  complication  is  associated  with 
therapeutic  doses  of  gluco-corticoids  and 
ACTH.  Two  cases  of  patients  who  developed 
this  syndrome  while  being  treated  with 
large  doses  of  prednisone  are  reported. 


RAYMOND  L.  GREGORY,  Ph.D.,  M.D. 
BETTYE  A.  SAYLE,  M.D. 


Table  1. — Case  1.  Effect  of  Steroid  Withdrawal  on  Diabetic  Management. 


Date 

Prednisone 

(mg.) 

Insulin 

(units) 

Fasting  Blood  Sugar 
(mg.  per  100  cc.) 

Glycosuria 

9-2-58 

100 

Reg.,  25 

400 

4+ 

9-3-58 

75 

Reg.,  40 

4 + 

9-4-58 

75 

Reg.,  50 

193 

4-f 

9-5-58 

75 

NPH,  25 

31  Gm. 

9-7-58 

60 

NPH,  30 

174 

39  Gm. 

9-8-58 

60 

NPH,  30 

202 

27  Gm. 

9-9-58 

40 

NPH,  30 

9-11-58 

30 

NPH,  35 

122 

9-12-58 

20 

NPH,  35 

87 

0 Gm. 

9-13-58 

10 

NPH,  25 

2.7  Gm. 

advised  to  gradually  discontinue  the  prednisone  and  manage 
the  "diabetes”  according  to  the  response  to  steroid  with- 
drawal. 

It  should  be  emphasized  that  steroid  diabetes  developed 
in  this  patient  after  five  weeks  of  fairly  large  doses  of 
prednisone.  He  also  received  large  doses  of  ACTH  during 
the  first  two  weeks  of  steroid  therapy.  There  was  great  im- 
provement in  the  hyperglycemia  and  glycosuria  in  response 
to  steroid  withdrawal.  The  diet  and  insulin  surely  contrib- 
uted to  the  improvements;  however,  regulation  of  diabetes 
with  these  measures  was  more  readily  achieved  as  the  pred- 
nisone was  decreased.  It  is  significant  that  there  was  neither 
a past  history  nor  a family  history  of  diabetes  melllitus. 

Case  2. — ^E.H.,  a 27  year  old  white  female,  was  admitted 
to  the  hospital  for  the  sixth  time  on  Sept.  4,  I960.  Hodg- 
kin’s disease  had  been  diagnosed  and  proven  histologically 
on  first  admission  in  June,  1959.  Admissions  were  for  study 
of  symptoms  of  weakness,  weight  loss,  and  decreased  appe- 
tite accompanied  by  fever  and  anemia.  She  received  three 
courses  of  nitrogen  mustard  and  numerous  blood  transfu- 
sions during  repeated  hospital  admissions  in  the  15-month 
period.  Local  roentgen-ray  therapy  for  painful  axillary 


lymph  nodes  and  a maintenance  dose  of  triethylene  mela- 
mine were  also  used.  Repeated  tests  of  fasting  blood  sugar 
during  the  previous  five  admissions  were  within  normal 
limits.  There  was  no  past  history  or  family  history  of  dia- 
betes  mellims.  On  this  admission,  the  hemoglobin  was  5.7 
Gm.  per  100  cc.  and  platelet  count  was  60,300  per  cu. 
mm.  Fasting  blood  sugar  was  100  mg.  per  100  cc.,  and 
BUN,  11  mg.  per  100  cc.  After  five  transfusions,  the  hemo- 
globin was  10.5  Gm.  per  100  cc.  and  on  Sept.  8 she  was 
started  on  prednisone,  10  mg.  four  times  a day.  She  was 
discharged  on  Sept.  14  on  this  dosage  of  prednisone. 

Following  discharge  the  prednisone  was  decreased  by  10 
mg.  at  weekly  intervals.  On  Oct.  16,  she  was  admitted  to 
the  hospital  for  the  seventh  time  because  of  marked  anemia 
and  thrombocytopenia.  A bone  marrow  examination  revealed 
suppression  of  all  elements.  Prednisone  was  increased  from 
20  mg.  on  admission  to  100  mg.  daily.  On  Jan.  26,  she  had 
a splenectomy  for  the  hypersplenism.  During  this  admission, 
the  only  measure  of  blood  sugar  obtained  was  167  mg.  per 
100  cc.  but  this  was  not  a fasting  blood  sugar  measure. 
She  was  discharged  from  the  hospital  on  Nov.  10  on  60 
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Table  2. — Case  2.  Treatment  of  Diabetic  Acidosis. 


Date 

& 

Time 

Urine 

Glyco-  Aceto- 
suria  nuria 

Na* 

K* 

Serum 

co»t 

a* 

Ace- 

tontr 

Blood 

Sugary 

BUNt 

Reg. 
Insulin 
( units ) 

Fluids  & Medications 

12-8-60 

p.m. 

4-f 

4+ 

130 

2.9 

8 

108 

4+ 

672 

37 

200 

2 L.  % normal  saline  -f-  5 per 
cent  glucose 

1 L.  normal  saline 

12-9-60 

1 a.m. 

neg. 

2 + 

133 

2.0 

12.6 

118 

4+ 

133 

20 

1 L.  D/5/W  + 20  mEq.  KCl 

2 L.  orange  juice  with  40  cc.  K 

Triplex 

7 a.m. 

3 + 

4 + 

130 

4.5 

20.0 

105 

1+ 

585 

31 

120 

1 L.  Na  lactate  + 20  mEq.  KCl 

1 L.  normal  saline 

1 L.  orange  juice  with  20  cc.  K 
Triplex 

1 p.m. 

4+ 

Trace 

134 

4.0 

27.3 

95 

250 

60 

broth,  orange  juice,  milk 

7 p.m. 

1 + 

neg. 

30 

broth,  orange  juice,  milk 

12  a.m. 

neg. 

neg. 

broth,  orange  juice,  milk 

‘Stated  in  milliequivalents  per  liter.  ^Stated  in  milligrams  per  100  cc. 

fStated  in  millimoles  per  liter. 


mg.  prednisone  daily.  The  hemoglobin  and  platelet  count 
were  within  normal  limits  at  the  time  of  discharge. 

She  was  admitted  again  on  Dec.  8,  disoriented,  de- 
hydrated, and  experiencing  Kussmaul’s  breathing.  During 
the  previous  three  weeks  she  had  had  progressive  weakness 
and  marked  polyuria  and  polydipsia.  Intake  had  consisted 
primarily  of  cola  drinks,  fruit  juices,  and  water  and  was 
estimated  at  four  or  five  pitchers  daily.  She  had  had 
extreme  anorexia  for  ten  days,  and  she  had  remained  in 
bed  for  five  days  because  of  extreme  weakness.  Since  she 
had  been  in  bed,  her  depth  and  rate  of  respiration  had 
increased.  On  the  day  of  admission,  she  became  nauseated 
and  vomited  approximately  three  cups  of  guaiac-positive 
material.  Blood  sugar  was  672  mg.  per  100  cc.;  sodium, 
130  mEq.  per  L.  serum;  potassium,  2.9  mEq.  per  L.  serum; 
chlorides,  108  mEq.  per  L.  serum;  and  carbon  dioxide,  less 
than  8.0  mM.  per  L.  serum.  Serum  acetone  was  four  plus; 
urinalysis  showed  glycosuria  four  plus  and  acetonuria,  four 
plus.  (Table  2).  She  had  gastric  dilatation  treated  by  naso- 
gastric suction.  She  was  treated  with  intravenous  fluids, 
potassium,  and  insulin.  After  200  units  of  regular  insulin, 
the  urine  revealed  acetone  two  plus  and  was  negative  for 
glucose.  During  the  first  24  hours,  she  received  a total  of 
400  units  of  regular  insulin  and  nine  liters  of  fluid  which 
included  one  liter  of  sodium  lactate,  two  liters  of  normal 


saline  and  two  liters  of  two  thirds  normal  saline.  Serum 
electrolytes  were  within  normal  limits  after  24  hours  of 
treatment.  On  admission  to  the  hospital  the  prednisone  was 
decreased  to  40  mg.  daily,  and  on  Dec.  13  to  25  mg.  daily. 
With  the  reduction  of  the  steroid  dosage,  she  again  de- 
veloped thrombocytopenia  and  anemia,  and  prednisone  had 
to  be  increased  to  60  mg.  daily  which  further  complicated 
regulation  of  the  diabetes  (Table  3).  In  addition,  she  re- 
ceived blood  transfusions.  She  was  discharged  on  Jan.  17, 
1961  on  70  units  of  isophane  insulin  daily  and  regular 
insulin  as  needed  for  four  plus  glycosuria. 

This  patient  was  again  admitted  Feb.  23  because  of  the 
anemia  and  thrombocytopenia.  At  the  time  of  admission  she 
was  taking  45  mg.  prednisone  daily.  Fasting  blood  sugar 
was  285  mg.  per  100  cc.,  serum  electrolytes  were  within 
normal  limits,  and  she  had  no  acetonuria.  After  transfu- 
sions, she  was  discharged  on  March  5 on  30  mg.  prednisone 
daily  and  75  units  isophane  insulin  daily  with  extra  regular 
insulin  as  needed.  She  was  admitted  again  from  April  5 
until  April  7 and  from  May  9 until  May  21  for  transfu- 
sions. 

She  was  admitted  to  the  hospital  for  the  last  time  on 
June  15  for  extreme  anemia  and  thrombocytopenia.  In 
addition,  she  had  developed  back  pain  of  a severe  nature 
and  roentgen-ray  examination  showed  pronounced  osteo- 
porosis. All  the  stigmata  of  Cushing’s  disease  were  present. 


Table 

3. — Case  2.  Effect  of  Steroids  on 

the  Insulin  Requirement. 

Date 

Prednisone 

(mg.) 

Insulin 

Regular 

units 

NPH 

Fasting  Blood  Sugar 
(mg.  per  100  cc.) 

Glycosuria 

12-10-60 

30 

140 

4-f 

12-12-60 

30 

90 

40 

191 

14.98  Gm. 

12-15-60 

25 

15 

40 

5.2  Gm. 

12-18-60 

40 

35 

126 

12-20-60 

60 

35 

12-25-60 

60 

30 

35 

15.8  Gm. 

12-30-60 

60 

45 

50 

134 

9.6  Gm. 

1-  3-61 

60 

25 

60 

200 

6.4  Gm. 

1-  5-61 

60 

10 

65 

121 

neg. 

1-  9-61 

60 

70 

149 

neg. 

1-13-61 

60 

10 

70 

85 

5.4  Gm. 

1-16-61 

60 

70 

197 

6.0  Gm. 
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She  became  distinctly  jaundiced  during  this  admission 
which  was  thought  to  represent  a serum  hemologous  jaun- 
dice. She  failed  to  respond  to  symptomatic  measures  and 
died  on  June  30.  Blood  sugar  tested  from  140  to  170  mg. 
per  100  cc.  Serum  electrolytes  were  within  normal  limts 
and  she  had  no  acetonuria.  A post  mortem  liver  biopsy  re- 
vealed hemosiderosis  from  multiple  transfusions. 

The  picture  of  severe  keto-acidosis  which  this  patient 
developed  is  extremely  unusual  in  patients  with  steroid 
diabetes.  Numerous  tests  during  repeated  hospital  admis- 
sions showed  blood  sugar  to  be  within  normal  limits  prior 
to  treatment  with  large  doses  of  prednisone  after  which  the 
patient  developed  all  of  the  manifestations  of  steroid  dia- 
betes. There  was  no  past  history  or  family  history  of  dia- 
betes mellitus.  Although  no  autopsy  was  performed,  one 
might  speculate  that  involvement  of  the  pancreas  by  Hodg- 
kin’s disease  contributed  to  the  appearance  of  diabetes  mel- 
litus which,  in  turn,  was  further  aggravated  by  the  predni- 
sone. Partial  destruction  of  the  beta  cells  by  the  several 
courses  of  nitrogen  mustard  is  a remote  possibility.  Kinsell 
and  others’®  showed  that  while  steroids  decreased  or  in- 
hibited fasting-induced  hyperketonemia  in  nondiabetic  sub- 
jects, ACTH  resulted  in  a rapid  progression  of  the  hyper- 
glycemia, dehydration,  ketosis,  and  insulin  resistance  in 
fasting  diabetic  patients  that  had  received  no  insulin.  In 
addition,  this  patient  was  obese  and  whether  this  con- 
tributed to  the  acidosis  by  excessive  mobilization  of  fat 
stores  during  the  ten  day  period  of  extreme  anorexia  is  not 
known.  Kinsell’®  was  able  to  show  that  in  patients  on  a 
noncarbohydrate  diet,  the  amount  of  glucose  lost  in  the 
urine  was  in  excess  of  that  amount  obtained  from  either 
endogenous  or  exogenous  protein  sources  while  the  patient 
was  on  large  doses  of  ACTH.  He  suggested  that  ACTH 
and  gluco-corticoids  result  in  increased  glucogenesis  from 
fat  stores  as  well  as  from  protein  sources. 


Discussion 

The  incidence  of  steroid  diabetes  in  patients 
treated  with  therapeutic  doses  of  ACTH  and  gluco- 
corticoids is  low.  Although  a predisposition  to  dia- 
betes mellitus  as  shown  by  a family  history  is  com- 
mon, this  is  not  the  rule.  It  is  virtually  impossible  to 
predict  which  patient  wiU  develop  the  manifestations 
of  this  syndrome.  In  addition,  the  dosage  of  steroids 
necessary  to  produce  hyperglycemia,  glycosuria,  and 
nitrogen  loss  varies  with  the  individual.  There  are 
no  known  definite  pathologic  or  physiologic  abnor- 
malities which  make  one  individual  more  susceptible 
than  another;  however,  it  is  probably  safe  to  assume 
that  in  some  patients,  there  is  a relative  decrease  in 
the  insulin  reserve. 

The  greater  incidence  of  steroid  diabetes  among 
patients  with  a family  history  of  diabetes  mellims 
might  conceivably  be  secondary  to  an  inherent  de- 
creased ability  for  additional  insulin  production.  Ger- 
man-^ found  an  abnormal  glucose  tolerance  test  in 
19  per  cent  of  152  normal  individuals  who  had  a 
family  history  of  diabetes.  Of  the  remaining  81  per 
cent,  24  per  cent  had  an  abnormal  tolerance  follow- 
ing the  administration  of  cortisone.  Patients  with 
Cushing’s  syndrome,  in  which  there  is  character- 
istically an  increased  production  of  gluco-corticoids. 


frequently  exhibit  a decreased  tolerance  to  glucose 
but  rarely  have  overt  diabetes.  Plotz^^  found  only  5 
patients  with  overt  diabetes  among  33  with  Cushing’s 
disease  but  31  of  the  33  had  diabetic  tolerance  curves. 
Jailer,  in  his  discussion  of  the  article  presented  by 
Ingle,^  stated  that  although  approximately  85  per 
cent  of  patients  with  Cushing’s  disease  have  decreased 
glucose  tolerance,  only  25  per  cent  have  overt  dia- 
betes. 

It  has  been  observed  in  animal  experiments,  that 
while  on  a constant  steroid  dosage,  hyperglycemia, 
glycosuria,  and  nitrogen  loss  have  shown  a tendency 
to  decrease  and  in  some  instances  to  return  to  nor- 
mal.^^'^'^  With  additional  steroids,  these  findings  re- 
cur. This  has  been  interpreted  as  a manifestation  of 
the  animal’s  ability  to  respond  to  the  added  carbo- 
hydrate load  by  additional  insulin  production;  when 
the  steroids  are  increased,  there  is  once  again  a rela- 
tive insufficiency  in  the  amount  of  insulin  available. 
In  support  of  this  idea,  islet  cell  hypertrophy  and 
hyperplasia  have  been  observed  in  guinea  pigs,^'^ 
rats,^’  and  cats^^  following  steroid  therapy.  Although 
the  islet  cells  appeared  normal  microscopically  in  the 
rats,  there  was  hydropic  degeneration  of  the  beta 
cells  in  the  cats.  All  of  these  findings  are  reversible 
when  the  steroids  are  discontinued. 

Microscopic  examination  of  the  islet  cells  in  guinea 
pigs  treated  with  large  doses  of  gluco-corticoids  re- 
vealed both  hydropic  degeneration  and  degranulation 
of  the  beta  cells.  New  islets  were  formed  that  con- 
sisted primarily  of  beta  cells.  In  addition  there  was 
a relative  decrease  in  the  number  of  alpha  cells  in 
the  older,  greatly  enlarged  islets.’^^  Sprague®  reported 
a case  of  Cushing’s  syndrome  due  to  bilateral  adreno- 
cortical hyperplasia  in  which  there  was  hypergly- 
cemia, glycosuria,  a negative  nitrogen  balance,  and 
reduction  in  the  amount  of  hyperglycemia  with  fast- 
ing similar  to  that  seen  in  patients  with  exogenously 
administered  gluco-corticoids.  An  autopsy  showed  de- 
creased granulation  of  the  islet  cells. 

After  five  to  ten  days  of  treatment  with  ACTH, 
Conn  was  able  to  produce  transient  diabetes  in  nor- 
mal subjects.®  This  was  manifested  by  glycosuria, 
hyperglycemia,  and  a negative  nitrogen  balance. 
Bookman^  reported  only  five  cases  of  steroid  diabetes 
among  more  than  500  patients  treated  with  thera- 
peutic doses  of  ACTH.  All  five  had  a family  history 
of  diabetes  meUitus.  One  patient  who  had  glycosuria 
prior  to  ACTH  therapy  had  a persistently  abnormal 
glucose  tolerance  one  year  after  steroids  were  discon- 
tinued. Four  of  the  patients  had  previously  received 
cortisone  without  developing  diabetes.  All  had  a 
relative  insulin  resistance;  only  one  patient  developed 
ketonuria.  There  was  no  correlation  between  the 
severity  of  the  diabetes  and  the  dosage  of  ACTH. 
Polachek®  reported  one  case  in  which  steroid  diabetes 
developed  after  five  weeks  of  cortisone  therapy. 
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There  was  no  family  history  or  past  history  of  dia- 
betes mellitus.  Hyperglycemia  and  glycosuria  subsided 
when  cortisone  was  discontinued  but  the  glucose 
tolerance  test  was  abnormal  three  weeks  later.  A tol- 
erance test  repeated  after  five  weeks  was  normal. 
Bunim^®  observed  one  patient  treated  with  both 
ACTH  and  cortisone  for  rheumatoid  arthritis.  There 
was  no  past  history  or  family  history  of  diabetes  and 
a glucose  tolerance  test  before  steroid  therapy  was 
introduced  was  normal.  She  received  the  steroids  in- 
termittently with  the  development  of  steroid  diabetes 
with  each  course  of  treatment.  Although  the  diabetes 
was  always  reversible  and  remained  sensitive  to  in- 
sulin, the  time  required  to  restore  the  glucose  toler- 
ance test  to  normal  became  progressively  longer  with 
each  course. 

Froesch  and  others,"^  in  studying  the  effect  of 
prednisone  and  hydrocortisone  on  renal  function, 
found  that  the  glomerular  filtration  rate  was  in- 
creased over  the  initial  control  values  In  no  instance 
was  there  a significant  decrease  in  the  maximum 
rate  of  glucose  reabsorption,  and  significant  gly- 
cosuria did  not  occiu:  when  the  glucose  loads  were 
below  this  capacity.  The  acute  administration  of 
steroids  was  accompanied  almost  invariably  by  an 
increased  excretion  of  glucose;  however,  in  normal 
individuals  this  did  not  exceed  3 Gm.  It  was  their 
opinion  that  either  the  impaired  glucose  tolerance 
and/or  the  increased  glomerular  filtration  rate  were 
adequate  to  explain  the  excessive  glycosuria  observed 
during  prednisone  therapy.  In  two  patients  with 
Cushing’s  syndrome  who  had  definite  evidence  of 
impaired  carbohydrate  metabolism,  the  value  for  the 
maximum  glucose  reabsorption  was  within  normal 
range.  In  addition,  two  patients  with  renal  glycosuria 
had  a three-fold  increase  in  the  rate  of  urinary  glu- 
cose excretion  when  given  hydrocortisone.  The  latter 
two  patients  also  had  an  increased  glomerular  filtra- 
tion rate. 

After  giving  ACTH  and  gluco-corticoids  to  dia- 
betic patients,  KinselP^’  found  that  they  developed 
extreme  hyperglycemia  and  insulin  resistance  associ- 
ated with  a loss  of  base;  the  major  loss  occurring 
during  the  period  in  which  they  developed  the  in- 
sulin resistance.  Potassium  loss  exceeded  the  loss  of 
any  other  single  basic  ion.  When  large  doses  of  potas- 
sium were  given  simultaneously  with  the  steroids,  no 
insulin  resistance  occurred.  The  investigator  postu- 
lated that  the  mechanism  of  the  diabetogenic  effect 
of  steroids,  in  general,  and  steroid  induced  insulin 
resistance,  in  particular,  might  be  related  to  potassium 
depletion. 

With  the  use  of  C^'^-labeled  glucose.  Welt  and 
others^®  were  able  to  show  a seven-fold  increase  in 
the  rate  of  glyconeogenesis  in  rats  with  cortisone 


induced  diabetes.  The  rate  of  oxidation  of  glucose  to 
carbon  dioxide  was  not  affected.  Ingle  and  others’^ 
observed  that  increased  protein  metabolism,  as  meas- 
ured by  nitrogen  loss,  was  unaffected  by  insulin  in 
cortisone-treated  rats.  This  was  interpreted  as  evi- 
dence that  the  nitrogen  loss  was  a primary  effect  of 
gluco-corticoids  and  not  an  anti-insulin  effect.  The 
increased  nitrogen  loss  in  both  man  and  experimental 
animals,  however,  has  not  been  sufficient  to  account 
for  the  entire  loss  of  carbohydrate  tolerance  on  the 
basis  of  glyconeogenesis  from  protein  sources 
alone.'’'- There  is  evidence  to  suggest  that  the 
utilization  of  carbohydrate  is  impaired  as  well. 

Bountwell  and  Chaing^*^  using  C^^-labeled  glucose, 
showed  that  from  four  to  six  hours  after  the  injec- 
tion of  cortisone  into  mice,  the  fall  of  specific  activ- 
ity of  the  blood  glucose  was  delayed  and  glucose 
utilization  was  reduced  to  65  per  cent.  The  turnover 
time  of  glucose  was  extended  by  50  per  cent.  Alt- 
szuler  and  others-^  showed  that  the  plasma  glucose 
and  glucose  mrnover  rates  are  lower  than  normal  in 
hypophysectomized  dogs.  When  insulin  was  given  to 
these  animals,  the  plasma  glucose  outflow  to  the 
tissues  was  increased  but  the  hepatic  glucose  output 
was  not  altered.  With  C^^-labeled  glucose,  the  in- 
vestigators demonstrated  that  administration  of  hy- 
drocortisone to  these  animals  restores  glucose  turn- 
over to  normal,  decreases  tissue  response  to  insulin, 
and  restores  the  ability  of  the  liver  to  respond  to 
hypoglycemia  by  increased  glucose  output. 

Increased  amounts  of  serum  pyruvic  acid  not  as- 
sociated with  significant  alterations  in  alpha-keto- 
glutaric  acid  levels  have  been  observed  in  Cushing’s 
syndrome^®  and  in  normal  subjects  treated  with  gluco- 
corticoids.^® Patients  with  Cushing’s  syndrome  have 
also  been  found  to  have  increased  serum  lactic  acid 
levels.  Citrate  and  fatty  acid  determinations  have  not 
been  abnormal.^®  No  abnormalities  in  ketone  values 
were  observed.  Henneman  and  Bunker^®  have  sug- 
gested that  the  increased  levels  of  pyruvic  acid  are 
the  result  of  decreased  utilization  because  of  the  in- 
hibition of  oxidation  of  pyruvic  acid  to  acetyl-CoA 
and  carbon  dioxide  by  steroids.  This  would  result  in 
increased  amounts  of  both  pyruvic  acid  and  lactic  acid 
since  lactic  acid  is  largely  oxidized  and  not  repoly- 
merized to  glycogen.  The  normal  amounts  of  fatty 
acids  and  citrate  suggest  that  the  tricarboxylic  acid 
cycle  is  functioning  normally.^®  Since  alpha-keto- 
glutaric  acid  determinations  are  normal,  it  is  unlikely 
that  the  increased  pyruvic  acid  is  due  to  an  increased 
conversion  of  amino  acids  to  keto  acids.  If  this  were 
true,  there  would  have  to  be  a selective  utilization  of 
the  keto  acids  other  than  pyruvic  acid  and  this  does 
not  seem  probable.-®  Decreased  utilization  of  pyruvic 
acid  in  the  Krebs  cycle  would  decrease  the  number 
of  high  energy  phosphate  bonds  available  for  the  for- 
mation of  glucose  6-phosphate  and  would  thereby 
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cause  secondary  inhibition  of  glycolysis  causing  a net 
decrease  in  glucose  utilization.^'^ 

In  vitro  studies  by  Bacila  and  Barron'^®  using  the 
mouse  diaphragm  and  normal  lymphatic  cells  re- 
vealed a decreased  glucose  utilization  and  glycogen 
formation  when  Compound  F was  added.  Although 
the  degree  of  inhibition  varied  with  the  concentra- 
tion of  Compound  F,  high  concentrations  of  avail- 
able glucose  protected  against  the  inhibition.  As  a 
result  of  this,  these  investigators  postulated  that  the 
adrenal  cortical  steroid  (Compound  F)  exerted  its 
effect  on  glycolysis  by  combining  with  the  -SH 
group  on  the  enzyme  hexokinase  and  therapy  in- 
activating it.  Glucose  also  combines  with  these  -SH 
groups  and  thus  protects  against  steroid  effects  by 
competitive  inhibition. 

In  light  of  the  previous  discussion,  it  is  clear  that 
the  mechanism  by  which  adrenal  steroids  produce 
diabetes  is  not  known.  Inactivation  of  specific  en- 
zyme systems,  electrolyte  abnormalities  and  other  fac- 
rors  may  contribute  significantly  to  the  altered  carbo- 
hydrate metabolism.  Although  experimental  studies 
have  been  controversial,  there  is  good  evidence  to 
suggest  that  both  increased  glyconeogenesis  from 


noncarbohydrate  sources  and  impaired  glucose  utili- 
zation contribute  to  the  development  of  this  syn- 
drome. 

Summary 

Steroid  diabetes  is  a relatively  rare  complication 
associated  with  the  use  of  therapeutic  doses  of  ACTH 
and  gluco-corticoids.  Most  patients  have  a predispo- 
sition to  diabetes  meUitus  as  evidenced  by  a positive 
family  history.  The  case  histories  of  two  patients 
who  developed  this  syndrome  while  being  treated 
with  large  doses  of  prednisone  are  discussed,  and  a 
brief  review  of  the  literature  is  presenred.  Severe 
keto-acidosis,  as  seen  in  one  of  these  patients,  is  an 
unusual  feature  of  this  disease.  Although  the  exact 
mechanism  by  which  patients  develop  steroid  diabetes 
is  unknown,  the  principal  abnormalities  are  related 
to  increased  glyconeogenesis  from  protein  sources 
and  impaired  utilization  of  glucose. 

A complete  bibliography  can  be  secured  by  writing  to 
the  author. 

I Drs.  Gregory  and  Sayle,  University  of  Texas  Medical 
Branch,  Galveston. 


Rheumatoid  Arthritis  Study 

Is  there  some  abnormal  substance  in  the  blood  of  persons  with  rheumatoid 
arthritis  that  might  be  partially  responsible  for  this  crippling  disease? 

Studies  to  help  answer  that  question  are  continuing  at  the  University  of  Texas 
Southwestern  Medical  School,  Dallas,  under  a $23,859  grant  from  the  National 
Foundation-March  of  Dimes. 

The  project  is  directed  by  Dr.  Morris  Ziff,  professor  of  inrernal  medicine 
and  one  of  the  nation’s  leading  investigators  of  rheumatic  diseases. 

In  recent  years  scientists  have  unearthed  at  least  one  lead  which  may  help 
solve  the  puzzle  of  why  people  get  rheumatoid  arthritis.  That  is  a substance  known 
as  rheumatoid  factor,  often  present  in  the  blood  of  persons  with  rheumatoid 
arthritis.  It  is  a protein  very  much  like  gamma  globulin — the  substance  from 
which  antibodies  are  formed. 

The  rheumatoid  factor  itself  is  puzzling.  Is  it  the  cause  of  the  disease  or 
merely  one  of  its  end  results?  Dr.  Ziff  and  his  associates  are  trying  to  answer  this 
question. 
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Hemoglobinopathies 

Genetically  Determined  Biochemical  Aberrations 


The  phenomenon  of  the  sickling  of  erythro- 
cytes, first  described  by  Herrick  in  1910,^  has 
subsequently  received  the  attention  of  many  investi- 
gators. An  account  of  their  research  provides,  in 
capsule  form,  a reflection  of  the  evolution  of  20th 
century  medical  research. 

The  first  40  years  of  the  study  of  this  disorder  is 
replete  with  descriptions  of  erythrocyte  morphology 
and  the  influence  thereupon  of  certain  physiologic 
alterations.  This  period  mirrors  the  general  level  of 
medical  investigation  during  those  years,  when  de- 
scriptive medicine  was  being  replaced  by  a greater 
interest  in  the  development  of  information  regarding 
function  and  the  interrelationships  of  morphology 
and  physiology.  In  retrospect,  theories  concerning 
sickling  provided  little  understanding  of  the  patho- 
genesis of  sickling,  the  difference  between  sickle  cell 
trait  and  sickle  cell  anemia,  or  the  genetic  basis  for 
the  transmission  of  the  abnormality. 

Pauling  and  his  associates  in  1949^  reported  the 
presence  of  an  abnormal  hemoglobin  detected  by 
electrophoretic  separation  of  hemoglobin  in  hemo- 
lysates  of  erythrocytes  from  patients  with  sickle  cell 
anemia.  This  report  has  had  far-reaching  impact  be- 
cause it  ushered  in  the  "molecular”  concept  of  dis- 
ease. Since  then,  the  application  of  advanced  bio- 
chemical and  physico-chemical  methodology  has  per- 
mitted elucidation  of  both  quantitative  and/or  quali- 
tative biochemical  aberrations,  which  have  been 
shown  to  be  either  responsible  for  or  associated  with 
many  disorders.  Most  of  those  smdied  to  date  are 
heredofamilial  and  have  been  named  "in-born  errors 
of  metabolism”,  but  it  is  possible  that  many  acquired 
diseases  may  be  similarly  characterized  in  the  future. 

Appreciation  of  the  pathogenesis  of  the  clinical 
manifestations  of  S hemoglobinopathies  requires 
background  information  concerning  the  methodology 
used  in  the  smdy  of  these  diseases.  For  this  reason, 
some  of  the  available  methods  are  briefly  surveyed. 

From  the  Department  of  Internal  Medicine  and  the 
Hematology  Research  Laboratory,  The  University  of  Texas 
Medical  Branch,  Galveston.  Supported  in  part  by  a grant 
from  the  Brown  and  Lupton  Foundation,  Inc. 


Methods  employed  to  characterize  hemoglobins  in- 
clude paper,  agar  gel,  starch  block  and  free  electro- 
phoresis, determination  of  alkali  resistance  of  hemo- 
globin, solubility  and  viscosity  studies,  and,  most 
recently,  "finger-printing”  of  the  hemoglobin  mole- 
cule. The  last-named  technique  involves  degradation 
of  the  hemoglobin  molecule  into  peptide  fragments, 
each  of  which  may  then  be  analyzed  to  determine  the 
amino  acid  sequence.  ! 

Paper  electrophoresis  employing  Veronal  buffer  at  i 
pH  8.6,  is  the  most  widely  used  technique  because 
of  its  simplicity  and  general  availability.  This  per- 
mits clear-cut  separation  and  identification  of  certain 
hemoglobins;  the  "normal”  hemoglobin  or  hemo- 
globin A,  the  "slow”  hemoglobins  such  as  S,  C,  and  j 
E,  and  the  "fast”  hemoglobins  such  as  H and  I.  It  is  i 
impossible,  however,  to  identify  precisely  all  of  the 
various  hemoglobin’  genotypes  with  this  method 
alone.  For  example  hemoglobins  S and  D have  the 
same  electrophoretic  mobility.  Differentiation  of  S 
from  D depends  upon  the  presence  or  absence  of 
sickling.  Because  of  the  difference  in  solubility  be- 
tween reduced  S and  D hemoglobins,  only  the  former 
imparts  the  quality  of  sickling  to  erythrocytes;  there- 
fore, the  absence  of  sickling  associated  with  electro- 
phoretic characteristics  identical  to  those  of  hemo- 
globin S indicates  the  presence  of  hemoglobin  D. 
Another  difficulty  encountered  with  the  use  of  stand- 
ard electrophoresis  only  is  the  similarity  in  electro- 
phoretic mobility  of  hemoglobins  H and  I.  Differ- 
entiation between  these  two  hemoglobins  may  be 
accomplished  with  paper  electrophoresis,  using  a 
phosphate  buffer  at  pH  6.5.  A convenient  method 
for  measuring  the  amount  of  F hemoglobin  present 
is  the  determination  of  alkali  resistant  hemoglobin. 

Of  all  hemoglobins  smdied,  only  hemoglobin  F re- 
sists complete  denamration  and  precipitation  by  ex- 
posure to  a strong  base  (NaOH  or  KOH)  for  one  ; 
minute.  The  F hemoglobin  remains  in  solution  as  ] 
alkaline  hematin,  which  may  then  be  measured  spec- 
trophotometrically.  ' 
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New  biochemicat  and  physicochemicot  meth- 
odolofy  has  ted  to  discovery  in  recent  years 
of  geneticaliy  determined  biochemical  aber- 
rations. Abnormal  change  in  hemoglobin, 
such  as  the  sickling  of  eryrtrrocytes,  is  ex- 
plained as  such  an  oberration. 


Agar  gel  and  free  electrophoresis  provide  informa- 
tion similar  to  that  obtained  with  conventional  pa- 
per electrophoresis.  These  two  methods  may  supply 
significant  data  in  investigational  work  but  are  not 
presently  widely  applicable  to  clinical  problems. 
Starch  block  electrophoresis  also  is  tedious  and  dif- 
ficult; however,  its  use  has  permitted  the  demon- 
stration that  "normal”  or  A hemoglobin  actually  con- 
tains at  least  two  components,  hemoglobin  Ai,  the 
"faster”  fraction  which  constitutes  about  98  per  cent 
of  the  total  and  hemoglobin  A2,  which  constitutes 
less  than  2 per  cent  of  the  total.^  In  the  presence  of 
certain  types  of  thalassemia,  there  is  an  increase  in 
the  A2  fraction. 

A recent  important  contribution  to  this  body  of 
knowledge  was  made  by  Ingram,®  who  applied  San- 
ger’s methods  to  the  smdy  of  hemoglobin  strucmre. 
Using  trypsin  digestion,  the  globin  portion  of  the 
hemoglobin  molecule  is  split  into  many  peptides. 
These  peptides  are  separated  by  the  combined  use 
of  two-dimensional  chromatography  and  electropho- 
resis. With  this  technique,  it  was  shown  that  each 
genetic  type  of  hemoglobin  has  a characteristic  pat- 
tern of  peptides.  Ingram  demonstrated  that  many  of 
the  hemoglobin  genotypes  differ  from  each  other  in 
only  one  peptide.  Following  elution  of  that  peptide 
from  the  filter  paper  sheet,  amino  acid  sequence  was 
determined.  Ingram  found  that  the  only  difference 
between  hemoglobins  A,  S,  and  C resides  in  the  sub- 
stitution of  one  amino  acid  in  peptide  4 (of  a total 
of  28  peptides);  namely,  the  sixth  amino  acid  of  a 
chain  of  8 amino  acids  constituting  peptide  number 
4.  This  amino  acid  in  hemoglobin  A is  glutamic 
acid;  in  hemoglobin  S it  is  valine;  and  in  hemo- 
globin C it  is  lysine. 

Sickle  Cell  Disease; 

Pathogenesis  of  Manifestations 

This  exciting  development  provides  a much  broad- 
er understanding  of  the  nature  of  the  genetic  defect, 
the  physico-chemical  characteristics  of  hemoglobins 
and  possibly  the  pathogenesis  of  certain  clinical  mani- 
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festations  encountered  in  S hemoglobinopathies.  It 
indicates  that  the  sole  difference  between  hemo- 
globins such  as  A,  S,  and  C is  a single  amino  acid. 
It  demonstrates  that  these  three  genotypes  are  alleles; 
that  is,  they  are  genetically  determined  by  the  same 
genic  locus.  Of  greatest  interest  to  the  clinician,  it 
provides  an  understanding  of  the  causes  of  sickling, 
which  in  turn  permits  an  explanation  of  the  patho- 
genesis of  the  clinical  symptomatology.  The  substi- 
tution of  a single  amino  acid  in  the  long-chained 
complex  molecule  of  globin  produces  a change  in 
the  electrical  charge  on  the  surface  of  the  molecule. 
This  determines  the  specific  electrophoretic  mobility 
of  the  hemoglobin  molecule  and  the  solubility  of  the 
hemoglobin  in  a reduced  state.  Reduced  S hemo- 
globin appears  to  be  about  100  times  less  soluble 
than  oxygenated  S or  A hemoglobin  and  about  150 
times  less  soluble  than  reduced  A or  "normal”  hemo- 
globin. When  the  insoluble  S hemoglobin  is  precipi- 
tated within  the  erythrocyte  envelope,  distortion  of 
the  erythrocyte  results  and  this  distortion  is  known 
as  "sickling”. 

It  is  probable  that  the  sickled  erythrocyte,  a rigid 
nonelastic  strucmre,  upon  exposure  to  the  trauma  of 
the  circulation,  behaves  similarly  to  a pretzel  being 
violently  shaken  up  in  a sack.  It  crumbles  into  pieces, 
thus  producing  hemolysis.  When  hemolysis  is  severe 
enough,  hemolytic  anemia  develops.  In  addition 
to  the  hemolytic  component  of  the  disease,  the  rigid 
sickled  erythrocyte  contributes  another  important 
pathogenetic  mechanism.  Because  of  its  rigidity,  it 
may  "stick”  in  a vascular  channel  of  small  lumen. 
This  produces  stasis  with  retrograde  propagation  of 
what  initially  must  be  a "pseudo-thrombus”.  Such 
stasis  produces  hypoxia;  this  produces  more  sickling 
and  thus  a vicious  cycle  is  initiated.  Once  the 
"pseudo-thrombus”  is  firmly  established,  its  conver- 
sion to  an  organized  thrombus  seems  certain.  This 
almost  certainly  accounts  for  the  frequency  of  re- 
peated small  thrombotic  episodes  during  the  course 
of  sickle  cell  anemia.  Indeed,  it  seems  probable  that 
the  thrombotic  component  of  the  disease  may  be 
more  important  than  the  hemolytic  component,  with 
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respect  to  the  production  of  serious  and  frequently 
irreversible  lesions  in  most  of  the  parenchymal  struc- 
tures. These  small  thrombi  doubtless  account  for  the 
development  of  innumerable  small  infarcts. 

It  was  formerly  considered  that  sickle  cell  trait  was 
an  innocuous  state,  unassociated  with  disease.  There  is 
now  a growing  body  of  evidence®  which  indicates 
that  sickle  cell  trait  may  be  responsible  for  the  devel- 
opment of  many  clinical  disturbances,  ranging  in 
intensity  from  mild  to  severe.  To  date,  the  sole  dem- 
onstrated common  denominator  which  triggers  off 
this  phenomenon  is  hypoxia.  There  is  evidence,  for 
instance,  of  splenic  infarction  occurring  during  high 
altimde  flight^  in  individuals  who  have  sickle  cell 
traits.  Also,  there  are  experimental  data  which  indi- 
cate that  either  acute  or  chronic  hypoxia  may  induce 
in  vivo  sickling,  hemolysis,  and  even  "pre-thrombotic 
states”  in  patients  with  sickle  cell  trait.®  It  is  sug- 
gested that  in  such  patients,  the  presence  of  any 
intercurrent  disease  producing  hypoxia  is  a hazard, 
since  active  sickling,  and  aU  of  the  consequences 
thereof,  may  be  evoked. 


Investigations  of  these  phenomena  are  being  ac- 
tively pursued  at  both  basic  and  clinical  levels.  It 
is  anticipated  that  these  studies  will  provide  a 
deeper  and  more  meaningful  understanding  of  the 
relationship  of  genetically  determined  biochemical  ^ 
abnormalities  to  clinical  disease  entities.  It  is  prob-  ; 
able  that  this  information  may  point  the  way  toward  j 
more  effective  management  of  disease.  | 


Summary 


1.  The  methodology  available  for  the  smdy  of 
hemoglobinopathies  is  briefly  surveyed. 

2.  The  pathogenesis  of  clinical  manifestations  of 
sickle  cell  anemia  and  sickle  cell  trait  based  upon 
genetically  determined  biochemical  aberrations  is 
described.  The  importance  of  hypoxia  in  these  phe- 
nomena is  emphasized. 


REFERENCES 

1.  Conn,  H.  O.:  Sickle-Cell  Trait  and  Splenic  Infarction  Associ- 
ated with  High-altitude  Flying,  New  Engl,  J.  Med.  251:417  (Sept. 
9)  1954. 

2.  Herrick,  J.  B. : Peculiar  Elongated  and  Sickle-shaped  Red  Blood 
Corpuscles  in  Case  of  Severe  Anemia,  Arch.  Intern.  ,Med.  6:517 
(Nov.)  1910. 

3.  Ingram.  V.  M.:  Gene  Mutations  in  Human  Haemoglobin: 
Chemical  Difference  between  Normal  and  Sickle  Cell  Haemoglobin. 
Nature  180:326  (Aug.  17)  1957. 

4.  Kunkel,  H.  G.,  and  Wallenius,  G.:  New  Hemoglobin  in  Nor- 
mal Adult  Blood,  Science  122:288  (Aug.  12)  1955. 

5.  Levin,  W.  C.,  et  al.:  Chronic  Hypoxia  and  Heterozygous  S 
Hemoglobinopathies,  J.  Lab.  Clin.  Med.  59:792  (May)  1962. 

6.  Levin,  W.  C.:  Asymptomatic  Sickle  Cell  Trait,  Blood  13:904 
(Sept.)  1958. 

7.  Pauling,  L.,  et  al. : Sickle  Cell  Anemia.  Molecular  Disease. 
Science  110:543  (Nov.  25)  1949. 

^ Dr.  Levin,  the  University  of  Texas  Medical  Branch,  Gal- 
veston. 


Tissue  Transplants  Aid  Hypoparathyroidism 

Three  researchers  at  Baylor  University  College  of  Medicine  have  reported  that 
grafts  of  parathyroid  tissue  have  "significantly”  alleviated  symptoms  of  hypopara- 
thyroidism in  five  out  of  ten  patients. 

Drs.  G.  L.  Jordan,  Jr.,  W.  B.  Gordon,  Jr.,  and  R.  G.  Rose  said  all  the  patients 
had  suffered  from  hypoparathyroidism  (following  thyroid  surgery)  for  several 
years  and  required  large  doses  of  medication.  Two  different  types  of  transplants 
were  used.  In  two  patients,  an  entire  neonatal  thyroid,  with  the  four  attached  para- 
thyroids, was  grafted  by  vascular  anastomosis.  In  the  remaining  eight  patients,  graft 
tissue  came  from  hyperfunctioning  adenomas  removed  from  other  patients  and 
grown  in  tissue  culmre  before  transplantation. 

All  ten  patients  have  now  been  smdied  for  a minimum  of  six  months,  the 
research  trio  reported  to  the  Society  of  University  Surgeons.  In  five,  the  grafts 
produced  either  transitory  improvement  or  no  effect  at  aU.  In  the  other  five 
patients,  "improvement  in  chemical  and  clinical  status”  continued  for  as  long  as 
five  years.  A report  on  the  research  was  described  in  a recent  issue  of  Medical 
World  News. 
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Systemic  Hypertension 

Present  Status  of  Medical  Management 


MILTON  R.  HEJTMANCIK,  M.D. 


Systemic  hypertension  is  a physical  finding,  and 
not  a diagnosis.  It  denotes  a pathologic  elevation 
of  the  basal  blood  pressure  above  arbitrary  normal 
limits  of  150/90  mm.  of  mercury.  However,  it  is 
well  known  that  the  clinical  features  and  complica- 
tions of  the  disease  are  produced  by  an  elevated  dia- 
stolic pressure  rather  than  by  systolic  pressure.  As 
pointed  out  by  Wood,®  the  actual  determining  factor 
is  the  peripheral  resistance,  which,  in  definite  hyper- 
tension, is  elevated  above  2,000  dynes  sec/cm.“ 
(Table  1). 

Hypertension  may  be  associated  with  or  attribu- 
table to  a variety  of  conditions,  and  for  proper  man- 
agement it  is  important  to  determine  the  etiologic 
factor.  Although  all  of  the  cases  of  secondary  hyper- 
tension account  for  only  20  or  25  per  cent  of  cases 
of  hypertensive  disease,  it  is  imperative  to  search  out 
the  cases  of  secondary  hypertension.  Specific  therapy 
may  alleviate  the  condition.  Also,  patients  with  sec- 
ondary hypertension  usually  respond  less  well  to 
usual  medical  antihypertensive  therapy  than  patients 
with  essential  hypertension. 

Table  1. — Peripheral  Resistance. 

Mean  arterial  pressure  cardiac  output 
For  normal; 

80-100  mm.  Hg.  5-8  L./min. 

10  to  20  units  (or  800-1,600  dynes  sec./cm.®) 

For  hypertension: 

Over  25  units  (or  2,000  dynes  sec. /cm.®) 

Complete  investigation  to  rule  out  secondary  hy- 
pertension is  indicated  especially  in  the  hypertensive 
patient  who  is  under  35,  particularly  in  one  who  does 
not  have  a positive  family  history.  It  is  also  indicated, 
regardless  of  age,  in  patients  in  whom  severe  hyper- 
tension suddenly  appears  or  in  those  in  whom  sudden 
exacerbations  of  hypertension  occur. 

Secondary  Hypertension 

In  evaluation  of  the  hypertensive  patient,  it  is 
imperative  to  diagnose  those  types  of  secondary  hy- 
pertension which  are  remediable  (Table  2). 

This  smdy  was  supported  in  part  by  the  Alvin  Fund  for 
Cardiovascular  Research. 


Primary  renal  disease  is  the  most  frequent  cause 
of  curable  secondary  h)q>ertension.  Renal  parenchy- 
mal involvement  may  be  caused  by  chronic  pyelone- 
phritis (may  be  unilateral)  or  acute  glomerulone- 
phritis. There  may  be  involvement  of  the  renal  artery 

Table  2. — Curable  Types  of  Secondary  Hypertension. 

1.  Primary  renal  disease 

a.  Parenchymal  involvement 

b.  Renal  artery  or  branches 

c.  Urinary  traa  obstruaion 

2.  Coarctation  of  the  aorta 

3.  Adrenal  medulla — ^pheochromocytoma 

4.  Adrenal  cortex 

a.  Cushing’s  disease,  syndrome 

b.  Primary  hyperaldosteronism 

5.  Placenta? — ^toxemia  of  pregnancy 

or  its  branches,  such  as  with  occlusive  vascular  dis- 
ease, thrombosis  and  embolization,  or  an  occluded 
aberrant  renal  artery.  There  may  be  urinary  tract  ob- 
struction by  means  of  a stricture,  stone,  tumor,  or 
prostatism.  Even  though  certain  renal  abnormalities 
may  be  found,  it  does  not  necessarily  follow  that 
surgical  correction  of  the  pathologic  condition  wiU 
result  in  cure  of  the  hypertension.  At  times  after 
such  procedures  there  is  a nonspecific  temporary  drop 
in  blood  pressure,  and  then  the  values  climb  to  the 
presurgical  levels.  It  is  doubtful  that  mere  presence 
of  an  aberrant  renal  artery  in  the  hypertensive  pa- 
tient is  an  indication  that  the  hypertension  is  second- 
ary. Unfortunately,  long-standing  secondary  hyperten- 
sion such  as  that  attributable  to  renal  disease  may 
result  in  a fixed  state  which  does  not  respond,  except 
temporarily,  to  late  correaion  of  the  underlying  cause. 

Coarctation  of  the  aorta  should  always  be  consid- 
ered as  a possibility  when  there  is  hypertension  in 
a young  adult  or  child.  The  findings  of  diminished 
femoral  pulses  and  decreased  blood  pressures  in  the 


Patients  with  elevated  basal  diastolic  pressure 
should  undergo  thorough  clinical  study  to 
rule  out  remediable  secondary  hypertension 
and  for  evaluation  of  the  hypertensive  state 
and  possible  complications.  The  type  of 
therapy  necessary  then  can  be  determined. 
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lower  extremities  in  such  cases  can  lead  to  the  clin- 
ical diagnosis.  There  are  confirmatory  evidences,  such 
as  signs  of  collaterals  over  the  scapular  and  inter- 
scapular areas,  and  roentgen-ray  observation  of  rib 
erosion  or  a defect  in  the  aortic  arch.  An  aortogram 
establishes  the  diagnosis  and  delineates  the  patho- 
logic condition. 

A pheochromocytoma  should  be  suspected  when 
there  are  recurrent,  paroxysmal  elevations  of  blood 
pressure.  However,  at  the  University  of  Texas  Medi- 
cal Branch  the  incidence  seems  considerably  less  than 
the  figure  of  0.5  per  cent  of  all  cases  of  hypertension 
which  has  occasionally  been  found  elsewhere.  The 
clinical  effects  are  due  ro  the  vasopressor  and  sys- 
temic effects  of  the  liberated  substances — epinephrine 
and/or  norepinephrine.  Confirmation  of  the  diag- 
nosis depends  on  the  chemical  tests  for  excessive 
secretion  of  epinephrine  and  norepinephrine  or  rheir 
metabolites,  or  on  roentgen-ray  demonstration  of  a 
tumor  in  the  adrenal  region. 

In  primary  aldosreronism,  almost  every  patient 
has  hypertension,  which  may  progress  to  the  malig- 
nant stage.  The  diagnosis  is  aided  by  discovery  of 
hypopotassemia,  alkalosis,  and  often  hyponatremia; 
however,  similar  effects  from  previous  antihyperten- 
sive thiazide  therapy  musr  be  ruled  out.  The  blood 
levels  and  urinary  excretion  of  aldosterone  are  ele- 
vated, usually  several  times  normal. 

Vasospasm  and  hyperrension  are  characteristic  in 
women  with  toxemia  of  pregnancy.  It  has  been  postu- 
lated that  a pressor  substance  present  in  the  placenta 
is  responsible.  A polypeptide,  hysterotonin  has  re- 
cently been  demonstrated  in  the  decidua  and  amni- 
otic  fluid,®  and  may  represent  this  pressor  substance. 

Some  causes  of  secondary  hypertension  which  are 
less  responsive  to  therapy  are  chronic  bilateral  pyelo- 
nephritis, polycystic  kidneys,  chronic  glomerulone- 
phritis, renal  tumors,  periarteritis  nodosa,  and  lupus 
erythematosus.  Cerebral  lesions  with  mid-brain  in- 
volvement, as  by  tumor  or  encephalitis,  may  produce 
hypertension.  There  are  also  rare  causes  such  as  acute 
porphyria  and  the  carcinoid  syndrome. 

Clinical  Investigation 

The  clinical  survey  of  the  hypertensive  patient 
should  include  the  various  studies  outlined  in  Table 
3.  The  history  should  be  detailed,  with  careful  nota- 
rion  of  cardiac,  cerebral,  and  renal  symptoms.  A 
previous  medical  history  of  disease  which  might  have 
resulted  in  a renal  pathologic  change  should  create 
suspicion  that  the  hypertension  may  be  secondary  to 
such  disease.  The  absence  of  a positive  family  his- 
tory would  suggest  that  the  hypertension  is  secondary. 


and  would  indicate  the  need  for  an  intensive  search 
for  possible  remedial  causes. 


Table  3. — Clinical  Investigation  of  Hypertension. 

1 

f 

w 

-iSfci 

1.  Careful  history 

2.  Detailed  physical  examination 

3.  Standard  laboratory  tests 

4.  Evaluation  of  renal  status 

5.  Special  tests 

The  physical  examination  should  emphasize  re- 
peated blood  pressure  measurements  under  basal 
conditions.  The  ocular  fundi  should  be  studied  care- 
fully and  graded  according  to  the  Keith- Wage'ner 
classification.  There  should  be  an  intensive  cardio- 
vascular evaluation  and,  particularly  in  young  pa- 
tients, palpation  of  the  femoral  arteries.  Bruits  should 
be  listened  for  over  rhe  renal  areas. 

The  standard  laboratory  tests  should  include  the 
complete  blood  count  and  urinalysis;  blood  chemistry 
determinations  such  as  urea  nitrogen,  fasting  sugar, 
serum  electrolyres,  serum  proteins,  and  cholesterol; 
electrocardiogram;  and  chest  film.  There  should  be  a 
thorough  evaluation  of  renal  function,  which  would 
include  such  additional  studies  as  renal  concentra- 
tion tests,  phenolsulfonphthalein  (PSP)  test,  and  the 
intravenous  urogram. 

The  special  tests  should  be  used  with  discrimina- 
tion, particularly  those  which  are  difficult  to  perform 
and  expensive,  and  those  which  impose  a threat  of 
morbidity  or  mortality  to  the  patient.  It  is  not  prac- 
tical to  conduct  all  possible  special  tests  on  all  hyper- 
tensive patients.  Case  selection  must  be  determined 
by  clinical  judgment. 

The  author  has  found  that  the  cold  pressor  test  of 
Hines  and  Brown  is  simple  and  meaningful  and  can 
be  performed  in  a few  minutes  on  the  outpatient.  A 
significant  rise  in  blood  pressure  following  immersion 
of  the  hand  in  ice  water  is  evidence  favoring  a diag- 
nosis of  essential  hypertension.  The  Amytal  Sodium 
test  is  usually  a hospital  procedure,  and  consists  of 
blood  pressure  determinarions  after  hourly  oral  ad- 
ministration of  0.2  Gm.  of  Amytal  Sodium  for  three 
doses.  It  is  of  value  in  determining  the  decline  of 
blood  pressure  under  complete  relaxation.  If  the  de- 
cline is  great,  it  is  considered  a favorable  prognostic 
sign  for  effects  from  therapy. 

A positive  response  to  the  Regitine  test  in  patients 
who  are  hypertensive  at  the  time  of  smdy  would 
suggest  the  presence  of  pheochromocytoma,  but  false 
positive  responses  may  occur.  The  author  has  used 
this  test  as  an  office  procedure  in  patients  who  have 
diastolic  pressures  of  110  or  more.  If  the  suspected 
pheochromocytoma  patient  is  normotensive  at  time 
of  study,  a provocative  histamine  test  should  be  em- 
ployed, with  Regitine  available  for  neutralization  of 
the  pressor  response  if  it  occurs.  Determinations  of 
catechol  amines  or  vanillylmandelic  acid  are  of  aid  in 
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diagnosis  of  pheochromocytoma,  but  the  author  usu- 
ally employs  these  studies  only  when  there  is  a defi- 
nite suspicion  of  the  condition.  If  the  clinical  mani- 
festations and  electrolyte  studies  are  suggestive  of 
primary  aldosteronism,  urinary  excretion  smdies  of 
aldosterone  should  be  done. 

An  abnormal  intravenous  urogram  would  indicate 
the  need  for  detailed  urologic  investigation  with  ret- 
rograde urograms,  and  simultaneous  bilateral  ureteral 
catheterization  for  possible  differences  in  urinary  vol- 
ume and  for  differences  in  excretion  of  creatinine 
and  sodium  (Howard  test).  If  radioactive  techniques 
are  available  and  renal  disease  is  suspected,  the 
injection  of  P^^-labeled  Hippuran  or  Diodrast  may 
be  employed,  and  a significant  difference  in  radio- 
active scanning  over  the  kidneys  raises  strong  sus- 
picion of  a renal  pathologic  condition  as  a cause 
of  the  hypertension.  This  study  can  be  done  as  an 
outpatient  procedure.  Finally,  if  there  is  adequate 
suspicion  of  a renal  vascular  lesion,  aortography  may 
be  employed  as  a reasonably  safe  procedure  to  smdy 
the  renal  circulation.  When  the  femoral  arteries 
pulsate  well,  the  author  prefers  the  retrograde  cath- 
eterization of  one  of  them  as  a means  of  introducing 
the  dye  to  direct  percutaneous  puncture  of  the  aorta. 
This  procedure  causes  less  discomfort  to  the  patient, 
and  probably  involves  less  risk. 
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Essential  Hypertension 

After  investigation  essential  hypertension  is  usu- 
ally the  diagnosis  in  at  least  three-fourths  of  hyper- 
tensive patients.  The  cause  is  unknown.  It  usually 
begins  in  patients  between  the  ages  of  25  and  50 
who  have  a family  history  of  the  disease.  It  occurs 
more  frequently  in  women  than  in  men,  but  usually 
is  better  tolerated  by  women  because,  at  least  prior 
to  the  menopause,  less  complicating  atherosclerosis 
is  present.  It  is  probably  inherited  as  a dominant 
characteristic,  and  has  been  found  three  times  as 
frequently  among  siblings  of  hypertensive  people  as 
among  siblings  of  nonhypertensive  people. 

Malignant  Hypertension 

Some  hypertensive  patients  are  designated  as  hav- 
ing malignant  hypertension  because  of  the  accelerated 
progression  of  the  disease.  These  patients  usually 


have  very  high  blood  pressure,  with  a systolic  pres- 
sure over  220  mm.  of  mercury  and  diastolic  pressure 
always  over  130,  and  often  over  150.  Important 
findings  are  the  presence  of  papilledema,  and  red 
cells  in  the  urine.  Any  type  of  hypertension,  except 
that  due  to  coarctation  of  the  aorta,  can  suddenly 
change  into  malignant  hypertension.  Apparently  it 
can  also  occur  de  novo,  with  no  antecedent  hyper- 
tension, but  such  cases  are  difficult  to  document. 
There  is  a close  race  between  renal  failure,  cardiac 
failure,  and  a cerebrovascular  accident  as  cause  of 
death.  In  the  untreated  cases  death  may  be  expected 
in  a year  or  two,  with  average  survival  time  after 
diagnosis  about  eight  months. 

Therapy  of  Essential  Hypertension 

In  the  past  ten  years  a number  of  agents  have  ap- 
peared to  counteract,  in  varying  degrees,  the  general 
vasospasm  of  the  hypertensive  state.  All  of  these 
agents  have  produced  toxic  side  effects,  or  serious 
manifestations  of  their  primary  action.  For  this  rea- 
son it  is  feared  that,  in  certain  patients,  treatment 
with  the  more  potent  drugs  might  be  worse  than 
the  disease.  However,  except  in  the  unusual  refrac- 
tory patient,  these  medications  have  replaced  the  for- 
merly popular  surgical  procedures. 

It  is  difficult  to  prove  how  many  years  life  is  pro- 
longed in  most  cases  since  essential  hypertension  is 
usually  a long-term  disease.  There  has  not  been 
enough  time  since  the  introduction  of  the  new  agents 
to  prove  their  beneficial  effect.  However,  preliminary 
studies  tend  to  show  that  even  in  the  mild  and  mod- 
erate hypertensive  patient  blood  pressure  elevation 
is  undesirable,  and  that  control  of  the  hypertension 
wiU  prolong  life  and  prevent  complications.  Cer- 
tainly, in  one  group,  patients  with  malignant  hyper- 
tension, there  is  no  question  but  that  life  has  l^en 
prolonged  with  treatment.  Furthermore,  in  some  in- 
stimtions,  including  the  Medical  Branch,  investigators 
have  noted  an  apparent  decrease  in  the  incidence  of 
malignant  hypertension  in  recent  years.  It  has  been 
suggested  that  this  is  due  to  more  effective  control 
of  benign  hypertension. 

Most  physicians  agree  on  the  desirability  of  treat- 
ing moderate  and  severe  hypertension.  Opinions  dif- 
fer in  the  case  of  the  mildly  hypertensive  patient,  par- 
ticularly in  the  patient  who  has  basal  diastolic  pres- 
sures from  90  to  100.  Even  in  the  latter  case,  it 
would  seem  desirable  to  use  the  mild  antihypertensive 
drugs  which  have  little  or  no  side  effects,  although 
general  measures  such  as  weight  reduction  and  re- 
lief of  excess  mental  stress  may  be  sufficient  therapy. 
In  addition  to  prescribing  a weight  reduction  regimen 
for  the  obese  patient,  it  appears  desirable  to  eliminate 
animal  fats  and  cholesterol  from  the  diet,  especially 
when  there  are  atherosclerotic  complications  or  when 
the  blood  cholesterol  level  is  high. 
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Antihypertensive  Drugs 

Generally,  the  main  principle  of  medical  drug  ther- 
apy is  step  by  step  administration  of  the  antihyper- 
tensive agents.  First  administered  are  milder  anti- 
hypertensive agents  with  less  serious  side  effects, 
and  then  more  potent  drugs  are  prescribed  as  needed 
to  produce  the  desired  blood  pressure  decrease.  If 
the  less  potent  antihypertensive  agents  cannot  con- 
trol the  condition,  combination  with  the  more  power- 
ful ones  are  synergistic,  and  reduce  the  requirements 
of  the  more  powerful  drugs.  The  desired  lowering  of 
blood  pressure  can  be  attained  with  lower  dosages 
of  the  more  potent  drugs,  which  have  more  serious 
potential  side  effects.  Also,  a refractory  state  is  less 
likely  to  occur.  Great  care  must  be  exercised  in  the 
presence  of  coronary,  cerebral,  or  renal  complications, 
in  which  cases  undue  blood  pressure  lowering  may 
produce  aggravation  of  these  complications  and  even 
death.  The  author  has  advised  moderation  in  salt 
intake  but  has  abandoned  drastic  sodium  restriction. 

The  general  procedure  has  been  to  initiate  therapy 
with  one  of  the  Rauwolfia  drugs,  and  then,  in  se- 
quence, to  add  one  of  the  thiazides,  hydralazine  hy- 
drochloride, and  guanethidine  sulfate  as  needed  to 
control  the  blood  pressure.  Such  regimens  have  to  be 
tailor-made  for  each  patient,  and  the  author  and  his 
co-workers  use  the  commercial  combinations  only 
after  an  effective  regimen  is  established  and  the 
commercial  combination  happens  to  coincide  with 
the  medication  prescribed  for  the  patient.  If  one  or 
more  of  the  drugs  has  contraindications  or  produces 
undesirable  effects,  it  is  not  used.  If  given  in  se- 
quence, the  offending  drug  can  be  identified  prompt- 
ly and  eliminated.  This  is  not  possible  when  combi- 
nations of  drugs  are  used  to  initiate  therapy. 

Rauwolfia  serpentina  and  its  derivatives  are  fa- 
vored by  the  author  over  the  thiazides  for  the  first 
drug  administration  because  of  possible  electrolyte 
disturbances  and  oligemic  thrombotic  complications 
of  the  thiazides.  The  Rauwolfia  derivatives  (Table 
4)  have  been  shown  by  recent  studies  to  release 
catechol  amines  from  peripheral  tissues  as  well  as 
from  the  brain.  The  loss  of  the  transmitter  at  periph- 
eral nerve  endings  seems  to  be  a major  factor  in  the 

Table  4. — Rauwolfia  Serpentina. 

1.  Slowly  acting  corticohypothalamic  depressant;  releases 
catechol  amines  from  peripheral  tissues. 

2.  Flat  dosage-response  curve  prevents  hypotensive  com- 
plications. 

3.  Preparations;  Raudixin,  Rauwiloid,  reserpine,  syro- 
singopine. 

4.  Side  effects:  Nasal  congestion,  bradycardia,  depres- 
sion, drowsiness,  dreams. 


cardiovascular  response.  A distinct  advantage  is  that 
undue  hypotensive  complications  do  not  occur.  The 
most  common  side  effect  is  nasal  congestion,  but 
these  drugs  can  also  produce  bradycardia,  depression, 
drowsiness,  and  dreams.  Syrosingopine^  is  a synthetic  ■ 
derivative  with  less  side  effects,  and  is  preferred  in  ' 
the  patient  with  mild  elevation  of  diastolic  pressure. 

It  appears  important,  in  avoiding  side  effects,  not 
to  exceed  200  mg.  of  crude  Rauwolfia,  or  0.25  mg. 
of  reserpine  per  day. 

Chlorothiazide  and  its  many  derivatives^  (Table  | 
5)  are  similar  to  the  mercurial  diuretics  in  that 
these  drugs  produce  a loss  of  salt  and  water,  and 
also  potassium.  The  blood  pressure  is  usually  effec- 
tively lowered.  These  compounds  are  relatively  safe, 
and  the  author  believes  that  they  should  be  added 
to  the  regimen  if  the  patient  has  not  adequately 
responded  to  the  Rauwolfia  compounds.  The  thia- 
zides are  used  by  many  in  the  initial  step  of  man- 
agement. 

Hydralazine  hydrochloride  (Table  6)  is  a unique 
drug  which  appears  to  cause  blood  pressure  lowering 
by  inhibiting  humoral  pressor  agents.  This  drug  is 
added  to  the  regimen  if  the  patient  has  not  respond- 
ed adequately  to  the  Rauwolfia  compounds  and  the 
thiazides,  and  if  there  is  no  evidence  of  coronary 
heart  disease.  Its  mode  of  action  is  probably  based 
on  its  metal-binding  capacity,  and  it  may  alter  an 
enzymatic  reaction  rate  by  interference  with  metallic 
coenzymes.  It  is  a true  renal  vasodilator,  for  it  has 
the  unique  property  of  increasing  blood  flow  to  the 
kidneys  in  the  face  of  lowered  pressure.  Some  of  its 
side  effects  can  be. avoided  by  gradual  build-up  in 
dosage,  and  administration  of  antihistamines  during 
the  build-up.  First  dosage  of  the  drug  is  10  mg.  four 
times  daily  with  an  antihistamine,  followed  by  an  in- 
crease of  the  dosage  each  four  to  seven  days  to  a 
maximum  of  125  mg.  four  times  daily.  If  the  daily 
dosage  exceeds  500  mg.,  after  several  months  a sen- 
sitivity arthritic  reaction  may  be  produced  which, 
fortunately,  can  be  reversed  by  stopping  the  drug.  If 
such  a reaction  occurs,  the  author  and  his  co-workers 
have  not  been  able  to  use  hydralazine  in  a satisfactory 
combination  without  eventual  recurrence  of  the  re- 
action. Hydralazine  has  relative  contraindications  in 
coronary  artery  disease,  as  it  may  aggravate  the  coro- 
nary symptoms  by  increasing  the  cardiac  output  and 
producing  tachycardia. 

Table  5. — Thiazide  Diuretics. 

1.  Act  like  mercurials,  with  loss  of  salt  and  water,  and 
also  cause  loss  of  potassium. 

2.  Hypotensive  effect  probably  due  to  sodium  depletion 
and  oligemia. 

3.  Danger  of  electrolyte  disturbances;  added  potassium 
may  be  desirable. 

4.  Possibility  of  decreased  plasma  volume  predisposing 
to  thrombotic  complications. 

5.  Many  preparations  available. 
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Table  6. — Hydralazine  Hydrochloride  (Apresoline). 

1.  Appears  to  inhibit  humoral  pressor  agents  (metal 
binding).  Also  may  inhibit  sympathetic  impulses 
from  central  nervous  system. 

2.  Increases  renal  flow  in  face  of  lowered  blood  pres- 
sure. 

3.  Increases  cardiac  output,  and  generally  is  contraindi- 
cated in  coronary  disease. 

4.  Dosage  build-up  slow.  Antihistamines  may  help  pre- 
vent side-effects.  If  over  500  mg.  taken  daily  patient 
may  have  hypersensitivity  reaction. 

3.  Side  effects — nasal  obstruction,  headache,  tachycardia, 
anorexia,  nausea,  vomiting. 


Table  7. — Ganglionic-blocking  Agents. 

1.  Diminish  nervous  transmission  to  autonomic  ganglia. 

2.  Beneficial  effect  is  due  to  sympatholysis;  may  obtain 
acute  hypotensive  episode  when  patient  is  in  supine 
position. 

3.  Undesirable  effects  are  due  to  parasympatholysis ; 
blurred  vision,  dry  mouth,  constipation,  urinary  dif- 
ficulties, impotence. 

4.  Tendency  toward  tolerance,  which  can  be  suppressed 
(with  dosage  reduced)  by  combination  with  hydral- 
a2ine. 

5.  Preparations — Ecolid,  Inversine  Hydrochloride,  An- 
solysen  Tartrate,  Ostensin. 


The  ganglion-blocking  agents  (Table?)  all  dimin- 
ish nervous  transmission  to  the  autonomic  ganglia. 
Although  frequently  used  several  years  ago,  these 
drugs  diminished  in  popularity  as  more  clinicians 
observed  their  occasional  severe  complications  and 
limited  usage  to  only  the  severe,  unresponsive  hyper- 
tensive cases.  The  introduction  of  the  thiazides,  and 
then  of  guanethidine,  further  decreased  the  usage. 
The  author  and  his  co-workers  rarely  employ  gangli- 
on-blockers in  their  clinic.  The  potency  of  these 
agents  may  produce  an  acute  hypotensive  episode 
which  responds  when  the  patient  is  in  the  supine 
position.  In  general,  their  beneficial  effect  is  due  to 
sympatholysis,  whereas  the  undesirable  effects  are 
due  to  parasympatholysis.  There  is  a tendency  toward 
tolerance,  which  can  be  suppressed  by  combination 
with  hydralazine,  and  this  also  decreases  the  required 
dosage. 

Guanethidine  sulfate‘s  ( Table  8 ) is  not  a ganglion- 
blocker,  but  produces  a chemical  sympathectomy  by 
depleting  norepinephrine  from  the  peripheral  nerve 
endings.  It  has  the  advantage  of  not  producing  the 
parasympatholytic  side  effects  of  ganglionic  blockade. 
When  the  drug  is  given,  the  blood  pressure  should  be 
taken  in  the  supine  and  standing  positions,  for  the 
usage  is  limited  by  the  orthostatic  hypotension  which 
it  produces.  It  is  a potent  drug,  and  generally  therapy 
is  begun  at  10  mg.  per  day,  and  is  increased  at  five 
to  seven  day  intervals  to  25  or  50  mg.  once  or  twice 
daily.  It  often  produces  diarrhea,  which  is  usually 
controlle4  easily  with  an  antispasmodic.  It  may  cause 
inhibition  of  ejaculation,  and  usually  there  is  mild 

Table  8. — Guanethidine  Sulfate  (Ismelin). 

1.  Produces  chemical  sympathettomy  by  depleting  nor- 
epinephrine from  peripheral  nerve  endings. 

2.  Has  advantage  of  not  producing  parasympatholytic 
side  effects  of  ganglionic  blockade. 

3.  Produces  orthostatic  hypotension,  and  blood  presssure 
should  be  taken  in  supine  and  standing  positions. 

4.  Dosage  should  be  initiated  at  10  mg. /day,  increased 
in  5 to  7 days.  Average  dose  25  to  50  mg.  once  or 
twice  daily. 

5.  Side  effects — ^postural  hypotension,  diarrhea,  mild 
bradycardia,  possible  inhibition  of  ejaculation. 


bradycardia.  Tolerance  has  rarely  been  observed  in 
patients  given  this  drug  over  a matter  of  months. 
The  author  generally  adds  guanethidine  to  the  thera- 
peutic regimen  if  the  patient  has  not  responded  ade- 
quately to  a combination  of  Rauwolfia  drugs,  thia- 
zides, and  hydralazine. 

New  agents  for  the  control  of  hypertension  are 
constantly  being  found.  Such  new  compounds  are 
presently  under  investigation  at  the  Medical  Branch, 
but  there  has  been  no  clear  evidence  of  superiority 
of  any  of  them  over  the  agents  previously  discov- 
ered. 

Summary 

1.  All  patients  with  an  elevated  basal  diastolic 
pressure  should  undergo  thorough  clinical  study  to 
rule  out  remediable  secondary  hypertension  and  to 
allow  for  evaluation  of  the  hypertensive  state  and 
possible  complications. 

2.  In  all  patients  with  secondary  hypertension,  ap- 
propriate therapy  for  the  underlying  primary  disease 
may  result  in  cure  of  the  hypertension. 

3.  Drug  therapy  provides  effective  control  in  most 
patients  who  have  essential  hypertension.  The  present 
program  of  management  is  a stepwise  administration 
of  drugs  in  the  following  order:  ( 1 ) Rauwolfia 
derivatives,  ( 2 ) thiazides,  ( 3 ) hydralazine  hydro- 
chloride, and  (4)  guanethidine  sulfate. 
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Gastrointestinal  Problems  Resulting  From  Surgery 
As  Seen  by  the  Internist 


i 


SOME  COMMON  difficulties  that  may  arise  fol- 
lowing surgery  on  the  gastrointestinal  tract  are 
discussed;  to  present  every  difficulty  would  amount 
to  almost  a complete  course  in  gastroenterology. 

Esophageal  Surgery 

One  point  in  esophageal  surgery^  ^ is  well  docu- 
mented; if  possible,  the  competency  of  the  cardiac 
sphincter  should  not  be  destroyed.  Although  periodic 
reflux  does  occur  into  the  esophagus  without  diffi- 
culty, surgical  procedures  that  leave  the  cardia  patent 
or  incompetent  (resection  of  the  cardia  and  lower 
esophagus  with  esophagogastric  anastomosis,  esopha- 
gocardiomyotomy,  total  and  subtotal  gastrectomy  in 
which  the  oblique  angle  of  the  esophageal  entry  is 
destroyed,  vagotomy  producing  gastric  stasis,  and 
thoracic  operations  creating  esophagogastric  displace- 
ment and  delayed  esophageal  emptying)  are  associ- 
ated with  a high  incidence  of  reflux  esophagitis.  Also, 
the  alkaline  secretions  of  the  small  bowel,  as  well  as 
gastric  juice,  are  capable  of  damaging  the  esophagus. 

Reflux  or  erosive  esophagitis  is  seen  most  com- 
monly following  surgical  procedures  for  achalasia  or 
total  stomach  removal,  less  commonly  following  the 
repair  of  hiatus  hernia,  and  relatively  rarely  follow- 
ing vagotomy  if  a proper  drainage  procedure  has 
been  instituted. 

The  symptoms  of  reflux  esophagitis  include  a 
burning,  substernal  pain,  with  occasional  radiation 
into  the  neck  or  left  arm.  This  pain  is  noted  most 
often  after  swallowing,  but  may  be  constant,  heavy, 
and  oppressive  in  the  presence  of  retention.  Regurgi- 
tation is  frequent  when  the  patient  lies  down,  and 
eventually  there  is  an  associated  fibrosis  and  stenosis 
with  a resulting  severe  dysphagia.  Occult  bleeding 
may  produce  an  insidious  anemia,  and  occasionally 
massive  bleeding  occurs.  The  retention  of  secretions 
in  the  esophagus  may  result  in  overflow  and  aspira- 
tion, particularly  during  sleep.  Recurrent  pulmonary 
infections  may  ensue  and  lead  to  a severe  bilateral 
pulmonary  fibrosis. 

Esophagoscopy  is  the  best  way  to  recognize  early 


esophagitis,  since  changes  do  not  appear  on  roent- 
genograms until  considerable  damage  has  been  done. 

The  medical  trearment  of  reflux  esophagitis  con- 
sists of  postural  aids  which  use  gravity  to  keep  the  ; 
gastric  content  in  the  stomach,  and  dietary  aids  which 
are  designed  to  prevent  overdistention,  to  decrease  ! 
hyperacidity,  to  aid  in  avoidance  of  irritants,  and  to 
reduce  obesity.  The  burning  pain  is  helped  by 
topical  anesthetic  agents  and  the  coating  action  of 
bismuth  subcarbonate.  Nitroglycerin  may  alleviate  , 
spasm.  Bougie  dilatation  is  helpful  in  the  presence  ' 
of  strictures.  ^ 

In  spite  of  these  efforts,  a certain  number  of  pa- 
tients with  obstruction,  pain,  or  bleeding,  require 
further  surgery.  The  wide  choice  of  available  pro- 
cedures suggests  that  no  operation  is  ideal;  all  are 
extensive  and  have  high  morbidity  and  mortality  j 
rates. 

t 

, ii 

Gastric  Surgery 

Good  results  are  obtained  in  about  85  per  cent  of 
patients  who  undergo  surgery  for  peptic  ulceration 
of  the  stomach  or  duodenum,  but  there  is  a consistent 
number  of  persons  who  are  not  improved  and  some  ■: 
who  are  made  worse. 

Early  complications  of  gastric  surgery  are  post-  • 
operative  hemorrhage,  duodenal  stump  blowout,  leak  : 
at  the  site  of  anastomosis,  acute  pancreatitis,  diarrhea, 
acute  enterocolitis,  and  stomal  obstruction.  Many  of 
these  complications  are  similar  to  complications  that  i 
occur  with  other  abdominal  operations,  and  may  re- 
late to  technical  skill  and  surgical  judgment,  about  i 
which  an  internist  cannot  speak  with  authority  or  1 
competence.  Certain  aspects  of  the  problem  are  of  :j 
general  interest.  For  example,  acute  pancreatitis  is  i 
increasing  in  frequency  over  srump  blowout  for  rea-  ! 
sons  which  are  not  apparent.  The  increase  in  pseudo-  | 
membranous  enterocolitis^  is  probably  related  to  the  ; 
prevalent  use  of  prophylactic  antibiotics  with  surgery.  ; 
Consequently,  virulent,  antibiotic-resistant  bacteria 
emerge  and  invade  the  intestinal  tract.  The  diarrhea  1 
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An  internist  presents  some  selected  difficul- 
ties he  has  seen  following  surgery  on  the 
gastrointestinal  tract.  These  difficulties 
arose  from:  (1)  poor  judgment  and  technical 
error,  (2)  apparently  unavoidable  compli- 
cations and  (3)  conditions  which  occur 
inevitably  from  a particular  operation. 


is  profuse,  electrolyte  disturbance  profound,  and 
death  can  ensue  rapidly.  The  onset  of  a severe  watery 
diarrhea  in  the  postoperative  period,  or  shock  with 
watery  stools,  should  alert  the  physician.  Examina- 
tion of  the  stool  may  reveal  large  quantities  of  gram- 
positive cocci.  The  initiation  of  proper  antibiotic 
therapy,  the  correction  of  electrolyte  imbalances,  and 
fecal  enemas  may  be  lifesaving  procedures. 

The  most  common  complication  of  gastrectomy  is 
the  "dumping  syndrome”.  Symptoms  appear  after  eat- 
ing and  are  intestinal  and  vasomotor.  The  intestinal 
symptoms  are  hyperperistalsis,  bloating,  epigastric  dis- 
comfort, fullness,  mild  cramps,  borborygmi,  nausea, 
and  occasional  diarrhea.  The  vasomotor  symptoms 
are  weakness,  dizziness,  pallor,  a desire  to  lie  down, 
tachycardia,  palpitations,  and  sweating.  These  symp- 
toms appear  from  a few  minutes  up  to  one  hour 
after  eating,  and  vary  in  individuals.  They  appear 
most  often  following  the  first  postoperative  feedings, 
but  formnately  they  tend  to  subside  with  time  except 
in  a few  instances  in  which  they  persist  to  become 
disabling. 

There  are  many  extant  theories  for  the  appear- 
ance of  these  symptoms.  The  concept  of  the  rapid 
passage  of  undigested  food  of  high  osmolarity  into 
the  jejunum,  causing  a rapid  influx  of  fluid  into  the 
small  intestine,  is  the  most  widely  accepted  explana- 
tion. The  abrupt  distention  of  the  jejunum  and  the 
resulting  hyperperistalsis  are  held  responsible  for 
the  digestive  symptoms  whereas  the  sudden  lowering 
of  blood  volume  best  explains  the  vasomotor  symp- 
toms. There  are  still  questions  unanswered. 

Why  are  some  patients  not  bothered  with  "dump- 
ing”? Why  should  the  drop  in  blood  volume  cause 
such  profotmd  vasomotor  symptoms  (the  volume 
lost  is  little  more  than  that  which  occurs  in  a routine 
donation  to  a blood  bank,  500  cc.)?  Some  recent 
studies  by  Shull  and  his  group  at  Vanderbilt^®  sug- 
gest that  the  dumping  syndrome  is  a physiological 
reaction  to  the  hyperosmolarity  of  the  jejunal  con- 
tent. When  the  amount  of  ingested  glucose  (50  per 
cent  solution)  was  increased  from  150  to  300  cc., 
symptoms  were  noted  in  patients  with  subtotal 
gastrectomy,  and  similar  symptoms  were  noted  in 
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normal  individuals  when  these  substances  were  placed 
into  the  jejunum  by  tube.  One  of  the  variables  in 
patient  response  is  explained  by  studies  of  Hinshaw 
and  others,^  who  found  that  patients  with  severe 
clinical  dumping  had  an  abnormal  response  to  sudden 
plasma  volume  reduction.  Instead  of  an  anticipated 
homeostatic  vasoconstriction  these  patients  developed 
peripheral  vasodilatation  as  evidenced  by  an  increase 
in  peripheral  skin  temperatures  and  in  the  amplimde 
of  peripheral  pulsations. 

Dumping  symptoms  may  be  anticipated  as  a physi- 
ological response  in  all  patients  following  gastric 
resection.  Routinely  proper  dietary  instructions  for 
all  gastrectomy  patients  should  be  prescribed.  The 
avoidance  of  concentrated  sweets,  ice  cream,  and  milk, 
and  the  use  of  a diet  high  in  protein  and  fat  but  low 
in  carbohydrates,  with  frequent  small  feedings,  are 
desirable.  The  number  of  patients  who  develop  symp- 
toms can  be  reduced,  and  the  postoperative  period 
can  be  one  of  weight  gain  rather  than  weight  loss 
from  fear  of  eating.  Eventually,  the  diet  may  be 
increased  to  more  complex  carbohydrates,  but  con- 
centrated sweets  and  milk  are  best  avoided  indefi- 
nitely. Symptoms  may  be  alleviated  by  having  the 
patient  lie  down  after  meals.  In  some  instances, 
antispasmodic  agents  have  been  used  with  success. 

A small  number  of  patients  do  not  respond  to 
medical  treatment  and  become  invalids.  Many  surgi- 
cal procedures  have  been  tried,  including  the  chang- 
ing of  a Billroth  II  to  a Billroth  I anastomosis,  de- 
creasing of  stoma  size,  or  the  production  of  artificial 
pouches,  but  the  variety  of  procedures  available  im- 
plies that  no  operation  has  been  universally  success- 
ful. 

Another  syndrome,  similar  to  dumping  but  which 
occurs  two  to  four  hours  after  the  meal,  is  rebound 
hypoglycemia  and  associated  hypokalemia.  These 
symptoms  may  be  improved  by  the  ingestion  of  food 
and  are  prevented  by  the  same  dietary  management 
as  outlined  for  the  dumping  syndrome. 

It  may  be  argued  that  marginal  ulcers  are  not 
iatrogenic,  however,  if  they  are  not  iatrogenic  in 
origin,  they  are  iatrogenic  in  location.  In  some  in- 
stances it  is  evident  that  one  is  dealing  with  an 
individual  with  a severe  ulcer  diathesis  or  an  adenoma 
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GASTROINTESTINAL  PROBLEMS  — Patterson  — continued 

of  the  pancreas,  parathyroid,  or  pituitary;  in  other 
instances,  the  error  lies  in  poorly  executed  surgery, 
such  as  leaving  an  isolated  cuff  of  antrum,  or  per- 
forming an  inadequate  gastric  resection  or  poor 
placement  of  the  anastomosis.  Marginal  ulcers  may 
produce  any  of  the  complications  observed  with 
ordinary  peptic  ulcers,  such  as  obstruction,  hemor- 
rhage, intractability,  and  perforation  plus  an  added 
liability  of  gastrojejunocolic  fistula.  Such  ulcers  are 
difficult  to  recognize  by  radiological  methods,  and 
gastroscopic  examination  is  of  limited  value  in  the 
recognition  of  ulcers  beyond  the  stoma.  These  ulcers 
may  manifest  themselves  by  bleeding,  vomiting,  or 
by  pain.  In  fact,  when  pain  is  a predominant  feature 
following  gastrectomy,  marginal  ulcer  is  a far  more 
common  cause  than  the  dumping  syndrome. 

Medical  management,  although  identical  to  routine 
peptic  ulcer  treatment,  is  often  disappointing.  In  gen- 
eral, in  the  patient  in  which  surgery  is  required  and 
the  original  procedure  has  been  a subtotal  gastrec- 
tomy, a vagotomy  and  a search  for  retained  antrum 
should  be  the  procedure  of  choice.  In  the  patient 
with  a gastroenterostomy,  a gastric  resection  and 
vagotomy  may  give  relief.  Recurrences  have  occurred 
following  these  procedures.  Rather  than  total  gastrec- 
tomy, a trial  of  roentgen  therapy  to  the  gastric  rem- 
nant would  appear  worthwhile. 

Other  syndromes^  noted  with  gastric  resection  are 
the  small  stomach  remnant,  chronic  obstruction  of 
the  afferent  loop,  and  obstruction  of  the  efferent 
loop.  This  group  of  syndromes  usually  requires  sur- 
gical correction  for  permanent  relief.  The  afferent 
loop  syndrome  is  not  widely  known.  The  clinical 
pattern  is  characterized  by  severe  nausea  occurring 
postprandially  and  minimal  vasomotor  symptoms. 
The  vomitus  contains  large  quantities  of  bile-stained 
fluid  without  food.  With  vomiting,  symptoms  are 
relieved.  The  diagnosis  may  be  suspected  if  the 
afferent  loop  fails  to  fill  in  on  an  upper  gastroin- 
testinal series.  The  diagnosis  can  be  verified  by  the 
aspiration  of  jejunal  contents  in  the  postprandial 
period,  and  by  finding  an  absence  of  bile  when  the 
patient  is  having  symptoms. 

Anemias  following  gastric  surgery  are  not  uncom- 
mon. The  vast  majority  of  these  are  of  the  iron 
deficiency  type.  They  apparently  arise  from  occult 
bleeding  due  to  gastritis,  jejunitis,  unrecognized  su- 
perficial marginal  ulcerations,  and  a decreased  ability 
of  the  gastrectomy  patient  to  assimilate  organic  iron 
from  natural  foods.  However,  studies  by  Zingg  and 
others^^  indicate  that  iron  salts  are  absorbed  in  in- 
creased amount  in  the  anemic  gastrectomy  patient, 
consequently,  iron  deficiency  anemias  may  be  avoided 
by  the  prophylactic  use  of  iron  in  the  postoperative 
period. 

Macrocytic  anemias  are  rare  following  subtotal 


gastrectomy.  Maclean®  found  only  nine  patients  with 
megaloblastic  anemia  in  1,500  patients  with  subtotal 
gastrectomy.  He  pointed  out  that  one  might  predict 
the  development  of  this  type  of  anemia  by  a careful 
histologic  examination  of  the  removed  stomach, 
since  those  patients  who  developed  macrocytic  anem- 
ias had  chronic  cellular  infiltration,  absence  of  pari- 
etal and  chief  cells,  and  atrophy  of  the  gastric  mu- 
cosa. 
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Steatorrhea  and  creatorrhea  are  consistent  findings 
following  gastric  resection,  and  to  some  extent  fol- 
lowing gastroenterostomy.  Although  there  is  a linear 
relationship  between  the  amount  of  stomach  resected 
and  the  amount  of  weight  lost,  recent  studies®  would 
indicate  that  the  weight  loss  is  partly  due  to  poor 
mixing  of  ingested  foods  with  the  biliary  and  pan- 
creatic secretion.  Most  patients  do  not  have  an  ab- 
sorptive defect  of  the  remaining  small  intestine, 
although  in  some  few  instances  defects  have  been 
demonstrated  by  intestinal  biopsy.  The  addition  of 
pancreatic  enzymes  and  bile  salts  to  the  diet  may 
improve  intestinal  digestion. 

There  remains  a sizable  number  of  patients  who 
complain  of  weakness,  asthenia,  inability  to  follow 
their  usual  occupation  and  diminished  libido.^  These 
symptoms  do  not  correlate  well  with  hemograms, 
weight  or  any  measurable  quantity,  and  respond 
poorly  to  most  therapeutic  efforts.  There  is  no  doubt 
that  many  of  these  patients  have  psychiatric  problems 
which  contributed  to  their  original  disease,  and  which 
now  contribute  to  their  poor  postoperative  results. 
As  Rond  stated,®  if  the  ulcer  is  associated  with  an 
emotionally  unstable  personality,  nothing  but  poor 
results  can  be  expected  from  its  surgical  removal.  A 
more  careful  selection  of  patients  for  elective  ulcer 
surgery  should  diminish  the  15  per  cent  poor  opera- 
tive results. 

The  patient  with  total  gastrectomy  has  many  of 
the  difficulties  previously  noted,  particularly  reflux 
esophagitis  and  weight  loss,  with  excess  fat  and 
nitrogen  in  the  stool,  and  macrocytic  anemia  is  an 
inevitable  result  if  not  treated  by  the  use  of  intra- 
muscular vitamin  B12.  Some  weight  loss  is  attrib- 
utable to  the  poor  mixing  of  ingested  food  with  the 
pancreatic  and  biliary  enzymes,  as  in  the  patient  with 
a subtotal  resection,  but  there  is  some  evidence  to 
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indicate  that  much  of  this  loss  can  be  overcome  by 
increasing  the  caloric  intake.  The  development  of 
artificial  food  reservoirs  from  the  jejunum  and  colon 
has  improved  the  postoperative  nutritional  results, 
and  some  observers  have  noted  that  androgens  and 
anabolic  agents  are  useful  in  maintaining  weight 
and  a sense  of  well  being.  Although  apparently  in- 
frequent, chronic  hypokalemia  may  occur.®  It  was 
reported  to  be  a cause  of  sudden  death  in  three  pa- 
tients with  total  gastrectomies.  A maintenance  dose 
of  2 Gm.  of  potassium  chloride  three  times  a day 
was  suggested. 

Small  Bowel  Surgery 

There  are  at  least  two  different  syndromes  that 
may  follow  surgery  of  the  small  bowel.  One  is  due 
to  massive  intestinal  reseaion,  and  the  other  is  the 
so-called  "blind  loop”  or  "stagnation”  syndrome.  In 
the  former  situation,  difficulties  are  not  likely  to 
occur  until  more  than  two-thirds  of  the  small  bowel 
is  resected.  The  clinical  picture  strongly  suggests  that 
of  simple  starvation — rapid  reduction  of  weight,  par- 
ticularly muscle  mass;  fall  in  basal  metabolic  rate; 
loss  of  sexual  activity  and  interest;  lowered  17-keto- 
steroids  excretion;  testicular  atrophy;  and  increased 
desire  for  salt.  The  serum  calcium  and  phosphorus 
are  maintained  by  draining  the  body’s  stores.  'There 
is  also  a diminution  of  protein  catabolism,  vitamin 
B deficiency,  low  plasma  vitamin  A and  C,  low 
serum  cholesterol,  psychological  changes,  reduced 
blood  pressure,  increased  extracellular  fluid  space, 
inability  to  produce  water  diuresis,  nocturnal  poly- 
uria, depression  of  renal  function,  and  evenmal  low- 
ering of  plasma  proteins  with  generalized  edema. 
The  hepatic  and  pancreatic  changes  are  striking  and 
similar  to  those  that  have  been  described  in  mal- 
nutrition in  infants.  Atrophy  and  edema  of  the  vol- 
untary and  cardiac  muscles  have  occurred. 

The  stagnation  syndrome  results  from  blind  loops, 
short  circuits,  pockets  and  pouches  which  appear,  or 
are  produced  in  the  intestinal  tract.  In  these  patients, 
the  actual  amount  of  gut  which  is  excluded  from  the 
direct  intestinal  pathway  is  not  critical.  The  clinical 
picture  is  that  of  a "malabsorption  syndrome”  with 
steatorrhea,  hypoproteinemia,  hypocalcemia,  osteo- 
malacia, and  evenmally  the  development  of  a megalo- 
blastic anemia  which  has  all  the  characteristics  of 
pernicious  anemia,  including  glossitis  and  peripheral 
neuropathy.  The  early  symptoms  are  those  of  indefi- 
nite dyspepsia  of  several  years’  duration,  usually  fol- 
lowed by  abdominal  distress,  intermittent  diarrhea, 
abdominal  distention,  nausea,  and  vomiting.  If  the 
diarrhea  is  severe,  electrolyte  disturbances  and  multi- 
ple vitamin  deficiencies  appear  with  muscular  weak- 
ness, lethargy,  ascites,  tetany,  and  occasionally  Wer- 
nicke’s encephalopathy.  Abdominal  fullness  and  ten- 
derness may  be  noted,  and  on  occasions  there  are 


palpable  masses  from  the  distended  blind  loop.  The 
megaloblastic  anemias  may  rake  several  years  to  ap- 
pear, depending  on  the  )vitamin  B12  stores.  Unlike 
pernicious  anemia,  there  is  an  adequate  amount  of 
normal  gastric  juice  in  many  of  these  patients. 

The  clinical  diagnosis  may  be  confirmed  by  the 
Schilling  test,  which  will  be  abnormal  following  the 
oral  administration  of  B12  and  intrinsic  factor,  but 
will  revert  to  normal  after  giving  a broad  spectrum 
antibiotic  for  three  to  five  days.  This  finding  sug- 
gests that  the  defect  in  this  syndrome  is  a result 
of  invasion  of  the  small  intestine  by  organisms 
usually  restricted  to  the  colon.  The  presence  of  such 
organisms  apparently  diverts  vitamin  B12  from  the 
host,  either  by  excess  destruction,  interference  with 
production  or  utilization,  or  through  a toxin  that 
is  elaborated  and  absorbed  into  the  blood  stream. 
The  serum  from  such  patients  has  an  inhibiting  ef- 
fect on  the  normal  mamration  of  the  erythropoietic 
series  in  the  bone  marrow. 

The  ideal  treatment  of  this  condition  is  the  surgi- 
cal elimination  of  the  blind  loop  or  fistula,  but  when 
this  is  not  possible,  the  anemia  can  be  improved  by 
parenteral  vitamin  B12,  and  the  small  bowel  bacterial 
count  can  be  reduced  by  the  use  of  broad  spectrum 
antibiotics. 

In  both  conditions  (the  short  gut  and  the  "stag- 
nation” syndrome),  the  use  of  a diet  high  in  protein 
and  carbohydrates,  low  in  fat  and  residue,  with  large 
amounts  of  calcium,  iron,  and  vitamins,  is  useful. 
The  corticosteroids  have  been  reported  to  increase 
absorption.  Corrections  must  be  made  for  the  loss 
of  electrolytes,  and  androgens  may  have  an  anabolic 
effect. 

Recurrent  intestinal  obstruction  from  adhesions  is 
a calculated  risk  in  every  abdominal  operation.  In  a 
series”'^  of  1,252  cases  of  intestinal  obstruction,  80 
per  cent  were  the  result  of  postoperative  adhesions. 
Operations  on  the  large  bowel,  appendectomies,  and 
operations  for  intestinal  obstruction  were  common 
antecedent  surgical  maneuvers.  Certain  of  these  cases 
resulted  from  the  inflammatory  processes  that  were 
responsible  for  the  original  surgical  procedure,  and 
others  occurred  from  the  spillage  of  glove  powder. 
The  majority,  however,  are  idiopathic  in  origin. 
Every  physician  of  experience  has  seen  an  individual 
with  multiple  abdominal  scars  and  multiple  episodes 
of  intestinal  obstruction.  In  these  patients,  decom- 
pression by  inmbation,  if  possible,  is  the  best  thera- 
peutic procedure. 

Ileostomy  and  Colostomy 

Ileostomy  and  colostomy  are  often  permanent  con- 
ditions which  a patient  with  ulcerative  colitis  or 
cancer  must  accept  if  he  is  to  live.  Prolapse,  sten- 
osis, fistula,  skin  excoriations,  and  electrolyte  imbal- 
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ance  are  calculated  risks  wjth  either  procedure,  al- 
though more  likely  to  occur  with  ileostomy  than 
colostomy.  Perhaps  in  few  other  surgical  conditions 
is  skill  more  imperative  than  in  the  construction  of 
an  ileostomy,  since  the  patient’s  ability  to  live  with 
this  disability  depends  upon  his  ability  to  wear  an 
air  tight  bag  cemented  to  the  skin.  In  the  day  to 
day  living  with  these  conditions,  the  help  of  the 
QT  Club,  an  organization  made  up  of  patients  with 
these  disabilities,  can  be  of  considerable  benefit  in 
getting  the  patient  over  the  immediate  psychological 
hurdle  and  in  providing  practical  day  to  day  sugges- 
tions in  the  care  of  the  artificial  stoma.  For  a suc- 
cessful adjustment,  an  ileostomy  patient  should  be 
educated  to  the  problems  of  his  condition  in  the 
same  manner  that  the  diabetic  patient  is  educated  to 
the  problems  of  his  disease. 


Rectal  Surgery 

Rectal  surgery  is  undertaken  by  many  physicians 
and  often  considered  to  be  minor.  Certain  tragic 
situations  can  arise,  particularly  when  it  is  not 
recognized  that  the  fistula,  the  chronic  anal  ulcer,  or 
the  thrombosed  hemorrhoid  is  the  result  of  chronic 
ulcerative  colitis  or  regional  enteritis.  When  rectal 
surgery  is  performed  in  the  presence  of  these  diseases, 
wounds  do  not  heal,  chronic  granulomas  form,  large 
suppurative  anal  ulcers  appear,  and  fecal  incontinence 
may  result.  To  avoid  these  situations,  every  patient 
should  have,  if  possible,  a proctoscopic  examination 
and  a barium  enema  before  rectal  surgery  is  under- 
taken. 


Summary 

An  analysis  of  iatrogenic  diseases  arising  following 
gastrointestinal  surgery  would  indicate  that  they  fall 


into  three  large  categories.  The  first  category  includes 
those  diseases  that  arise  from  poor  judgment  and 
technical  error,  such  as  leaving  a cuff  of  the  antrum 
when  performing  gastric  surgery,  or  operating  on 
a rectal  fistula  in  the  presence  of  active  ulcerative 
colitis.  The  second  category  includes  those  unavoid- 
able situations,  such  as  certain  marginal  ulcers,  adhe- 
sions, stenosis,  and  prolapse  of  an  ileostomy  or  colos- 
tomy. The  third  category  includes  conditions  which 
are  inevitable  such  as  megaloblastic  anemia  after  total 
resection  of  the  stomach,  diabetes  following  total 
pancreatectomy,  or  starvation  following  massive  small 
bowel  resection. 

Certainly,  the  first  category  can  always  be  im- 
proved, the  second  requires  more  study  to  better 
clarify  the  origins,  and  the  third  must  be  accepted 
and  calculated  as  a part  of  the  surgical  risk. 
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Arthur  Ruskin,  M.D. 


A Comparison  of  Coronary  Nitrite  Drugs 


Three  nitrite  drugs  are  compared  for  their 
value  in  the  treatment  of  angina  pectoris. 
Erythrol  tetranitrate  appears  to  have  the 
more  superior  qualities  in  prevention  of 
anginal  attacks. 

^ ORONARY  insufficiency  in  the  form  of  angina 
^ pectoris  is  a signal  of  past  and  future  myocardial 
infarctions  and  perhaps  sudden  death.  To  control 
and  prevent  these  attacks,  dietary  restrictions,  anti- 
coagulants, and  drugs  purported  to  increase  the  cor- 
onary blood  flow  and  decrease  the  cardiac  work,  are 
available.  The  oldest  of  these  drugs,  the  nitrites,  act 
presumably  in  this  fashion,  although,  as  has  been  re- 
emphasized lately,^  they  are  much  less  apt  to  affect 
favorably  the  coronary  blood  flow/cardiac  work  ratio 
in  patients  with  vessels  which  are  severely  sclerotic. 

Drugs  Used 

Nitroglycerin  has  the  advantage  of  rapid  action, 
but  the  disadvantage  of  evanescent  action.  Hence, 
longer-aaing  nitrites,  such  as  erythrol  tetranitrate 
and  pentaerythrol  tetranitrate,  have  been  advocated 
for  the  prevention  of  anginal  attacks. 

Unfortunately,  no  simple  method  of  evaluation  of 
their  effect  on  coronary  blood  perfusion  is  available. 
The  isotope  method  recently  devised  by  Sevelius  and 
Johnson^  has  not  been  fotmd  reproducible  in  the 
hands  of  many  workers  so  its  conclusions  in  regard 
to  the  efficacy  of  pentaerythrol  tetranitrate  are 
doubtful. 

Master  Tests 

With  Master  exercise  tolerance  tests  the  author 
and  his  co-workers  have  obtained  reproducible  posi- 
tive electrocardiographic  changes  in  patients  known 

From  the  Department  of  Internal  Medicine,  The  Univer- 
sity of  Texas  Medical  Branch,  Galveston. 


to  have  angina  pectoris — except  in  cases  in  which 
the  tests  were  made  many  months  apart  and  reversals 
occurred  occasionally.  (Reversals  include  such  chang- 
es as  from  positive  to  negative  tests.)  In  35  patients 
showing  consistently  positive  tests  on  at  least  two 
occasions,  the  author  and  his  co-workers  were  able  to 
compare  the  effects  of  the  three  previously  men- 
tioned nitrites  on  the  standardized  exercise  tolerance 
tests  for  coronary  insufficiency. 

The  doses  administered  from  30  to  60  minutes 
before  the  exercise  test  were  erythrol  tetranitrate*  45 
mg.  sublingually,  pentaerythrol  tetranitratef  40  to  60 
mg.  by  mouth,  or  their  corresponding  placebos.  Nitro- 
glycerin 0.6  mg.  sublingually  was  used  in  12  cases 
to  check  on  four  positive  and  eight  negative  tests 
following  erythrol  tetranitrate.  It  was  administered 
five  minutes  before  the  exercise  tests  were  made. 

All  tests  were  done  in  duplicate  and  the  criteria 
for  positive,  doubtful,  and  negative  Master  tests  were 
the  same  as  those  previously  reported.^  Table  1 lists 
the  results  of  the  tests. 

Of  the  35  Master-positive  cases  of  angina  pectoris 
tested  with  erythrol  tetranitrate,  the  drug  reversed 
the  exercise  tolerance  test  to  negative  in  26  patients.^ 
In  the  same  35  patients  pentaerythrol  tetranitrate  re- 
versed the  placebo-positive  tests  in  14  cases,  and  the 
corresponding  number  of  rests  remaining  positive  ( or 
doubtful)  was  twice  or  more  that  following  erythrol 
tetranitrate  (Table  1). 


Table  1. — Master  Exercise  Tests  after  Placebos,  Erythrol 
Tetranitrate,  and  Pentaerythrol  Tetranitrate. 


Placebos 

Erythrol 

tetranitrate 

Pentaerythrol 

tetranitrate 

Positive 

35 

6 

13 

Doubtful 

0 

3 

8 

Negative 

0 

26 

14 

*Cardilate,  Burroughs  Wellcome  & Co.,  Inc. 
tPETN,  Warner-Chilcott  Co. 
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Nitroglycerine  check-tests  in  four  patients  showed 
three  positive  tests  and  one  doubtful  test  which  re- 
mained positive  after  administration  of  erythrol  tetra- 
nitrate.  Eight  reversals  to  negative  Master  tests  were 
shown  in  the  eight  patients  reversed  similarly  by 
erythrol  tetranitrate. 

Previously,  in  a well-controUed  study,  the  author 
has  shown  that  erythrol  tetranitrate  reduces  the  fre- 
quency of  anginal  attacks  to  less  than  half  ( 0.92  per 
cent  per  day  versus  2.17).^  We  have  no  comparable 
figures  for  pentaerythrol  tetranitrate.  Our  Master  test 
results  with  this  drug,  however,  disagree  with  Rus- 
sek’s  findings  of  the  efficacy  of  even  smaller  doses 
(for  example,  20  mg.)  of  pentaerythrol  tetranitrate 
in  reversing  positive  exercise  tolerance  tests.  They 
agree,  however,  with  his  findings,  utilizing  the  same 
tests,  of  the  non-efficacy  of  the  long-acting  prepara- 
tions (for  example,  80  mg.)  of  this  drug.® 


Conclusions 

Erythrol  tetranitrate  is  as  efficacious  in  reversing 
positive  exercise  tolerance  tests  in  angina  pectoris, 
as  it  is  in  decreasing  the  frequency  of  anginal  attacks. 
The  reversal  or  the  occasional  nonreversal  of  the 
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electrocardiographic  evidences  of  coronary  insuffi- 
ciency on  exercise  by  erythrol  tetranitrate  is  closely 
paralleled  by  nitroglycerin. 

On  sublingual  administration,  erythrol  tetranitrate, 
a long-acting  nitrite,  is  probably  superior  to  the  i 
usual  oral  dosage  of  pentaerythrol  tetranitrate  in  the  i 
prevention  and  reversal  of  coronary  insufficiency.  : 
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Green  Women  Puzzle 
French  Dermatologists 

For  more  than  ten  years,  French  dermatologists  have  puzzled  over  the  cases 
of  the  two  green  women. 

Both  are  54,  and  both  have  "an  absolutely  exceptional  coloring”,  reported 
Dr.  Charles  Crupper  at  the  latest  meeting  of  the  French  Society  of  Dermatology. 
Their  skins,  as  well  as  visible  mucous  surfaces,  are  green. 

At  first,  the  odd  collection  was  attributed  to  hemomelanin,  a hypothetical 
pigment  thought  to  be  released  during  pernicious  malaria.  Later,  detailed  histo- 
logical and  histochemical  examination  of  the  skin  and  sweat  glands  showed  a body 
overload  of  copper. 

But  the  origin  of  this  copper  excess  remains  an  enigma,  says  Dr.  Crupper. 
The  patients’  dietary  habits,  though  peculiar  (they  are  vegetarians  and  have  been 
eating  clay  for  more  than  20  years),  do  not  explain  this  cutaneomucous  "chloro- 
dermy”. 

Treatment  with  the  chelating  agent  penicillamine  is  being  considered. 

— Medical  World  News. 
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Antimalarial  Drugs 

In  the  Treatment  of  Rheumatoid  Arthritis 


Charles  T.  Stone,  Jr.,  M.D. 

This  group  of  44  patients  with  unequivocal 
rheumatoid  arthritis  constitutes  a highly  select 
one.  Although  the  total  number  of  patients  with 
rheumatoid  arthritis  whom  the  author  has  treated 
with  antimalarial  drugs  numbers  considerably  more 
than  125,  only  44  of  these  patients  are  included  in 
this  report.  They  were  selected  for  one  or  both  of 
two  reasons  ( 1 ) they  developed  toxic  reactions  to 
the  antimalarial  drugs  during  the  course  of  therapy, 
and  (2)  they  continued  antimalarial  drug  therapy 
12  months  or  longer. 

In  August  of  1957  through  the  courtesies  of  the 
Winthrop  Laboratories,  the  author  was  given  anti- 
malarial drugs,  namely  chloroquine  and  hydroxy 
chloroquine,  or  Aralen  and  Plaquenil.  Later,  Triquin, 
a tablet  composed  of  65  mg.  of  Aralen  phosphate, 
50  mg.  of  Plaquenil  sulfate,  and  25  mg.  of  Atabrine 
hydrochloride,  was  incorporated  into  the  general 
therapeutic  program. 

Within  the  past  few  years  there  have  been  several 
publications  dealing  with  the  use  of  antimalarial 
drugs  in  the  treatment  of  rheumatoid  arthritis.^  In 
reading  these  articles,  one  notes  the  wide  variance  in 
the  dosage  used.  Our  dosage  has  been  somewhat 
higher  than  most,  inasmuch  as  we  used  250  mg.  of 
Aralen  three  rimes  a day  for  three  to  four  days  to 
institute  therapy,  and  then  have  given  maintenance 
therapy  of  250  mg.  twice  a day  thereafter.  An  occa- 
sional patient  may  be  maintained  with  250  mg. 
daily.  With  Plaquenil,  which  is  a 200  mg.  tablet,  we 
have  started  with  200  mg.  four  times  a day  and  con- 
tinued this  dosage.  The  dose  of  Triquin  has  been 
2 to  3 tablets  per  day. 

A whole  gamut  of  toxic  reactions  to  these  drugs 
has  been  observed.  During  the  initial  therapy,  many 
patients  observed  slight  nausea,  and  some  complained 
of  blurring  of  vision  which  could  be  persistent. 

It  was  first  thought  that  skin  rash  was  the  most 
common  and  important  toxic  reaaion.  Broader  ex- 

The  material  presented  herein  is  drawn  largely,  but  not 
entirely,  from  the  Arthritis  Clinic  of  the  University  of 
Texas  Medical  Branch  in  Galveston. 


perience,  however,  has  indicated  that  ocular  changes 
may  be  the  most  serious  toxic  side  effect.  Opacifica- 
tion of  the  cornea  has  been  fairly  common,  but  has 
receded  without  sequelae  after  the  drug  (Aralen) 
is  stopped.  Recently,  Hobbs  and  others^’  and  Ells- 
worth^ have  reported  changes  in  the  retina  which 
may  or  may  not  regress  when  therapy  is  stopped. 
The  exact  interpretation  of  these  data  is  difficult 
inasmuch  as  several  of  the  reported  patients  treated 
with  Aralen  actually  had  disseminated  lupus  erythe- 
matosus, a disease  known  for  its  ability  to  produce 
arterial  and  arteriolar  damage.  In  our  series,  there 
has  been  only  one  case  in  which  retinal  changes 
might  have  been  caused  by  Aralen.  The  patient  was 
72  years  old,  and  had  advanced  atherosclerotic 
changes  elsewhere. 

Other  patients  complained  of  a sensation  similar 
to  mild  vertigo.  More  serious  reactions  such  as  leuko- 
penia and  skin  rash  are  well  known.  Thirteen  of  the 
44  patients  in  this  series  sustained  one  or  more  of 
the  potentially  serious  toxic  side  effects.  Three  pa- 
tients sustained  significant  leukopenia  after  varying 
periods  of  exposure  to  the  drugs;  the  causative  drug 
most  often  was  Aralen,  although  Plaquenil  also  was 
responsible  for  side  effects.  One  patient  sustained 
intractable  nausea  while  taking  Triquin;  three  pa- 
tients sustained  typical  skin  rashes,  and  six  patients 
sustained  a marked  bleaching  effect  on  the  hair.  All 
of  these  patients  normally  had  auburn  to  brown 
hair,  and  within  a period  of  6 to  30  weeks  after  the 
onset  of  therapy,  they  became  aware  of  definite  gray- 
ing and  blanching  of  the  hair.  The  author  failed  to 
recognize  this  initially  as  a toxic  reaction,  but  as 
more  cases  appeared  the  cause  of  this  problem  be- 
came apparent,  although  its  explanation  still  is  not 
clear.  Aralen  is  the  only  drug  observed  to  produce 


Certain  antimalarial  drugs  are  effective  in  the 
treatment  of  rheumatoid  arthritis.  Toxic  reac- 
tions have  occurred,  but  more  years  of  study 
are  required  before  complete  evaluation  of  these 
drugs,  as  used  in  treatment  of  rheumatoid  ar- 
thritis, can  be  obtained. 
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this  change.  The  hair  follicles  remain  uninjured  be- 
cause the  normal  or  natural  color  of  the  hair  reuirns 
after  the  drug  is  stopped,  although  it  may  take  many 
months.  Unlike  gold  salts  therapy,  wherein  a toxic 
reaction  usually  is  followed  by  a significant  remis- 
sion in  the  disease,  antimalarial  drugs  do  not  produce 
this  effect. 

In  some  patients  there  were  excellent  therapeutic 
results  and  toxic  reactions;  in  others,  poor  results  and 
toxic  reactions  as  well.  Triquin  seems  always  to 
produce  slight  yellow  discoloration  of  the  skin,  but 
extremely  careful  obseravtion  is  required  to  see  this. 

One  of  the  major  problems  of  rheumatology  cen- 
ters is  the  pressing  need  for  an  accurate  and  simple 
classification  of  the  disease  relative  to  severity,  stage, 
and  response  to  therapy. 

Complete  lack  of  agreement  about  grades  of  the 
disease  prompted  the  American  Rheumatism  Associa- 
tion to  set  up  a classification,  which  is  as  noteworthy 
for  its  effort  as  for  its  failure  in  practice. 

Acknowledging  that  the  author’s  scheme  is  no 
better,  he  has  for  reasons  of  simplicity  classified  the 
disease  as  mild,  moderate,  or  severe.  By  these  stand- 
ards a mild  case  is  one  in  which  the  diagnosis  is 
unequivocally  established,  but  in  which  no  joint  or 
cartilage  destruction  has  occurred,  and  the  patient, 
although  aware  of  pain  and  discomfort,  is  not  actu- 
ally disabled  by  his  disease.  A moderate  case  is  one 
in  which  the  gradation  and  the  degree  of  inflam- 
mation is  more  severe  and  extensive,  and  possibly 
one  or  more  joints,  major  weight  bearing  ones  or 
otherwise,  might  be  seriously  damaged  by  cartilage 
destruction.  In  a severe  case  there  is  considerable 
permanent  joint  damage  as  well  as  some  coexistent 
inflammatory  disease.  A fourth  classification  involves 
individuals  who  are  hopelessly  crippled  by  ankylosing 
joint  changes.  We  have  excluded  the  latter  patients 
from  these  data.  In  31  patients  who  were  submitted 
to  long  term  therapy,  ages  ranged  from  22  to  73 
years.  There  were  10  men  and  21  women.  Further 
subdivision  reveals  that  22  of  these  individuals  were 
severely  diseased,  and  the  others  had  mild  to  mod- 
erate disease.  Of  the  22  severely  ill  patients,  six 
obtained  a good  result  and  six  obtained  a poor  re- 
sult. Of  the  remaining  patients,  results  were  consid- 
ered to  be  satisfactory. 

In  this  group  of  patients,  the  antimalarial  drugs 
constituted  the  foundation  of  medicinal  therapy,  al- 
though these  patients  were  concomitantly  treated 
with  aspirin  or  aspirin  derivatives  and  physical  ther- 
apy, and  some  also  were  treated  with  muscle  relaxants 
such  as  Rela  or  Soma.  None  of  these  patients  were 
treated  during  this  interval  with  such  substances  as 
steroids,  phenylbutazone,  or  gold.  Furthermore,  it  is 
regrettable  that  some  controlled  series  of  cases,  such 
as  double  blind,  could  not  be  carried  out  with  this 
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group  of  patients.  Such  a specific  method  of  study 
was  not  possible  because,  of  lack  of  time,  financial 
resources,  and  personnel.  Therefore,  the  results  ex- 
pressed in  this  discussion  are  the  author’s  own,  based 
on  close  observation  of  each  patient  over  these  inter- 
vals of  time. 

There  are  a few  other  interesting  factors  that  ’ 
should  be  mentioned.  The  patient  may  notice  both 
objective  and  subjective  changes  in  the  state  of  his  ' 
disease  within  as  short  a period  as  four  days  after 
the  onset  of  treatment,  although  most  take  as  long 
as  a month,  particularly  before  objective  improve- 
ment is  detected.  It  also  is  true  that  the  longer  these 
drugs  are  continued,  the  more  substantial  is  the  thera- 
peutic result  derived  from  them.  Unfortunately,  it  is 
also  true  that  should  the  antimalarial  drugs  be 
stopped  for  any  reason  there  frequently  is  a recrudes- 
cence of  symptoms  within  48  to  96  hours. 

There  is  no  doubt  that  the  objective  state  of  dis- 
ease is  favorably  influenced  in  those  who  derive  a 
response  to  the  drug.  Unfortunately,  there  are  some 
instances  of  rheumatoid  arthritis  in  which  the  re- 
sponse is  unsatisfactory,  regardless  of  the  method  or 
type  of  therapy  employed. 

The  author  has  been  favorably  impressed  with  the 
use  of  antimalarial  drugs  in  the  general  treatment 
of  rheumatoid  arthritis  in  terms  of  simplicity  of 
therapy  as  well  as  effectiveness.  It  constitutes  a 
practical  means  of  maintaining  long  term  therapy 
in  individuals  who  may  not  be  available  as  often  as  : 
is  necessary  for  other  forms  of  treatment,  such  as  i 
gold  therapy. 

These  patients  have  not  been  treated  a sufficient 
length  of  time  to  permit  any  statement  about  changes  ' 
in  the  bones  or  joints  detectable  by  roentgenograms. 
The  longest  treatment  period  for  any  of  these  patients  i 
has  been  approximately  49  months.  There  is  one 
disturbing  factor — in  many  patients  who  derive  both 
subjective  and  objective  benefit  from  this  treatment, 
the  sedimentation  rate  of  the  blood  cells  may  fail  to 
return  to  normal  levels.  This  fact  strongly  suggests  ; 
that  a significant  element  of  the  disease  remains  jl 
uncontrolled.  Latex  globulin  fixation  tests  do  not  | 
become  consistently  negative  in  any  appreciable  num-  | 
bers  after  the  patients  have  been  treated  and  have  j 
achieved  what  appears  to  be  a fairly  suitable  result.  Jl 
This  too,  suggests  incomplete  control  of  the  disease.  I 
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It  IS  of  further  note  that  three  patients  in  this 
series  became  pregnant,  continued  to  take  antimal- 
arial  drugs,  and  had  full-term,  uncomplicated  preg- 
nancies and  deliveries  without  damage  to  either 
mother  or  fetus. 

Comments 

During  the  early  years  of  operation  of  the  Arthritis 
Clinic,  the  therapeutic  armamentarium  consisted  of 
gold  salts  therapy,  aspirin,  and  physical  therapy.  It 
never  has  been  general  policy  to  make  routine  use 
of  phenylbutazone,  inasmuch  as  the  toxic  effects 
were  feared.  Gold  salts  are  inadequate  largely  for 
geographic  reasons  and  inability  to  secure  full  patient 
cooperation  and  follow-up  study.  For  three  years  an 
extensive  therapeutic  program  was  conducted  using 
the  adrenal  cortical  steroids  as  the  main  drugs.  After 
observing  the  adrenal  steroid  drugs,  the  author  be- 
came convinced  that  this  class  of  drugs  was  totally 
unsuited  for  long  term  therapy. 

In  August  of  1957,  the  author  began  using  Aralen 
and  Plaquenil,  and  subsequently  these  drugs  have 
become  the  keystone  of  our  therapeutic  arch  in  the 
treatment  of  rheumatoid  arthritis.  During  four  years, 
patients  have  used  about  62,500  Aralen  tablets, 
56,500  Plaquenil  tablets,  and  12,000  Triquin  tablets. 


Conclusions 

1.  Four  years  of  uninterrupted  experience  with 
antimalarial  drugs  (Aralen,  Plaquenil,  and  Triquin) 
in  the  treatment  of  rheumatoid  arthritis  indicates  that 
these  drugs  have  a definite  anti-rheumatic  effect. 

2.  Aralen  is  the  most  effective  of  these  drugs  for 
use  in  rheumatoid  arthritis. 

3.  The  mode  of  action  of  this  class  of  drugs  in 
arthritis  remains  unknown. 

4.  The  most  serious  toxic  reactions  probably  occur 
in  the  eye. 

5.  Although  the  immediate  effect  of  Aralen, 
Plaquenil,  and  Triquin  undoubtedly  is  beneficial  to 
many  arthritic  patients,  more  complete  data  in  re- 
spect to  objective  changes,  such  as  those  detectable 
by  roentgenography,  can  be  presented  only  after 
years  of  additional  observation. 
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School  Children  Lack 
Protection  Against  TB 

The  nation’s  school  children  are  receiving  far  from  uniform  protection  against 
tuberculosis,  despite  the  availability  of  "effective  eradication  procedures”,  a survey 
by  the  American  School  Health  Association  discloses. 

Only  nine  states  provide  their  school  children  with  tuberculosis  screening 
programs  which  fully  meet  the  Association’s  standards.  They  are  Arkansas,  Georgia, 
Illinois,  Iowa,  Kansas,  Minnesota,  Missouri,  Montana,  and  North  Dakota. 

Nearly  250  children  under  14  years  of  age  were  killed  by  tuberculosis  and 
several  thousand  additionally  were  disabled  by  the  disease  in  the  United  States 
last  year.  Dr.  J.  Arthur  Myers,  chairman  of  the  tuberculosis  committee,  says. 
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Tetany  Associated  with  Simultaneous  Hypomagnesemia 
And  Hypocalcemia  In  Patient  with  Celiac  Disease 


Reports  of  six  well-documented  cases  of  human 
tetany  caused  by  hypomagnesemia  without  hypo- 
calcemia can  be  found  in  the  literature.  Miller  re- 
ported a single  case  in  1944®  and  Vallee  was  able 
to  report  five  cases  in  1960.^^  In  a study  of  calcium 
metabolism  in  children  with  tetany,  Denis  and  Talbot 
found  that  hypomagnesemia  was  present  with  hypo- 
calcemia in  a few  of  their  cases.^ 

Balint  and  Herschowitz  have  reported  four  cases  of 
hypomagnesemia  with  tetany  in  nontropical  sprue.^ 
Kruse  and  others  were  able  to  demonstrate  hypo- 
magnesemia tetany  in  animals  by  dietary  methods.'^ 
They  emphasized  that  tetany  is  not  synonymous  with 
hypocalcemia  and  cited  the  concept  of  Loeb,  "that 
irritability  depends  upon  the  various  ions,  especially 
the  metal  ions  (Na,  Ca,  K,  and  Mg),  existing  in  defi- 
nite proportions  in  the  tissues.”® 

It  is  the  purpose  of  this  report  to  present  a pa- 
tient with  celiac  disease  with  periods  of  overt  tetany 
which  could  be  ameliorated  by  magnesium  and,  para- 
doxically, aggravated  by  calcium  administration.  In 
this  patient  both  hypomagnesemia  and  hypocalcemia 
were  present,  and  since  either  of  these  alone  may  be 
responsible  for  the  state  of  tetany,  an  opportunity  was 
provided  to  study  the  effects  of  these  ions  and  their 
ratios  in  the  state  of  tetany. 

Case  Report 

A 16  year  old  white  school  girl  was  admitted  to  the 
John  Sealy  Hospital  on  March  12,  1960,  with  complaints 
of  numbness,  tingling,  and  "drawing”  of  the  hands,  and 
abdominal  swelling.  Three  weeks  prior  to  admission,  profuse 
hemorrhage  occurred  following  a tooth  extraction.  Shortly 
thereafter  she  experienced  numbness  and  "drawing”  of  the 
hands  followed  by  two  mild  convulsive  seizures.  The  intra- 
venous administration  of  calcium  gluconate  was  of  question- 
able benefit.  Forty-eight  hours  prior  to  admission  there  had 
ended  a five  day  period  of  generalized  numbness  and  ting- 
ling with  some  "drawing”  of  the  hands  for  which  no  medi- 
cal attention  was  sought. 

The  patient’s  birth  was  normal  and  she  was  breast  fed 
for  the  first  year  of  her  life.  Her  diet  for  the  next  six 
months  was  limited  mainly  to  cornbread  and  buttermilk. 
In  the  period  between  18  and  36  months  of  age  the  patient 
had  abdominal  swelling,  flamlence,  and  belching.  Through- 
out her  life  she  experienced  similar  episodes  of  abdominal 
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swelling  and  flatulence.  The  stools,  although  normal  in  ap- 
pearance, were  often  foul  smelling.  Marked  retardation  of 
growth  and  development  resulted  in  small  stature,  absence 
of  the  menarche,  and  failure  to  develop  the  secondary 
sexual  characteristics. 

The  patient’s  appearance  was  that  of  an  unusually  bright 
prepubertal  child  several  years  younger  than  her  chrono- 
logic age.  She  was  irritable  but  in  no  acute  distress.  Weight 
was  30  kg.  and  height  was  145  cm.  The  skin  appeared 
pale  and  the  abdomen  protuberant.  There  were  numerous 
carious  teeth.  The  breasts  were  undeveloped,  and  there  was 
absence  of  axillary  and  pubic  hair.  There  were  no  abnor- 
malities of  the  heart  or  lungs.  The  liver  was  palpable  2 cm. 
below  the  costal  margin  and  was  tender.  A small  external 
urethral  polyp  was  present.  There  was  minimal  clubbing 
of  the  fingers.  Although  manifest  tetany  was  absent,  the 
Chvostek’s  and  Trousseau’s  signs  could  be  elicited  easily. 

Hemoglobin  was  12.6  Gm.  per  100  cc.  Urine  specific 
gravity  was  1.010  with  acid  reaction  and  absence  of  pro- 
tein, sugar,  and  acetone.  VDRL  test  results  were  negative. 
Chemical  study  of  the  blood  disclosed  the  phosphorus  to 
be  2.4  mEq.  per  liter;  alkaline  phosphatase,  3.1  Sigma 
units*;  sodium,  144  mEq.  per  liter;  potassium,  4.5  mEq. 
per  liter;  chloride,  102  mEq.  per  liter;  CO2  combining 
capacity,  26  mEq.  per  liter;  BUN,  13  mg.  per  100  cc.; 
total  bilirubin,  0.3  mg.  per  100  cc.;  indirea  bilirubin,  0.03 
mg.  per  100  cc.;  total  serum  protein,  6.2  Gm.  per  100 
cc.;  albumin,  2.1  Gm.  per  100  cc.;  globulin,  4.1  Gm. 
per  100  cc.;  thymol  turbidity,  3.5  units;  cholesterol,  103 
mg.  per  100  cc.;  cephalin  flocculation,  1 plus  in  24  hours 
and  2 plus  in  48  hours;  prothrombin  time,  15  per  cent  of 
normal;  oral  glucose  tolerance  test,  fasting,  71  mg.  pet  100 
cc.,  30  minutes,  71  mg.  per  100  cc.,  one  hour,  90  mg.  per 
100  cc.,  three  hours,  79  mg.  per  100  cc.,  and  four  hours, 
81  mg.  per  100  cc.;  total  fasting  blood  lipids,  1.5  Gm.  per 
100  cc.  fasting  and  1.07  Gm.  per  100  cc.  4 hours  following 
a cream  meal.  The  serum  calcium  and  magnesium  values 
were  low  (Table  1).  Stool  on  microscopic  smdy  appeared 
to  show  an  excess  amount  of  neutral  fat  as  well  as  fatty 
acid  crystals.  D-xylose  urinary  excretion  was  1.8  Gm.  A 
Schilling  test  revealed  6 per  cent  urinary  excretion  of  oral- 
ly administered  Co“-labeled  cyanocobalamine  in  24  hours 
without  intrinsic  faaor,  and  3 per  cent  with  intrinsic  factor, 
which  are  abnormally  low  values.  Serum  values  for  orally 
administered  I’^-tagged  triolein  also  showed  diminished 
absorption  ( 1 per  cent  at  two  hours,  .7  per  cent  at  4 hours, 
2.7  per  cent  at  six  hours,  1.4  per  cent  at  eight  hours,  and 
1.6  per  cent  at  ten  hours).  Sweat  chlorides  were  21  mEq. 
per  liter,  which  is  within  the  normal  range.  Roentgeno- 
graphic  studies  showed  demineralization  and  retarded  bone 


* Normal  range,  using  the  Sigma  method  of  determina- 
tion, is  0.8  to  2.8  units. 

TEXAS  State  Journal  of  Medicine 


The  authors  report  successful  treatment, 
using  magnesium,  for  tetany  occurring  sim- 
ultaneously with  hypocalcemia  and  hypo- 
magnesemia in  a patient  with  celiac  disease. 
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age.  The  electrocardiogram  was  consistent  with  conditions 
of  hypocalcemia.  An  upper  gastrointestinal  series  with  a 
motor  meal  showed  segmentation  and  flocculation  of  the 
barium  in  the  jejunum. 

Persistent  manifest  tetany  appeared  spontaneously  on  the 
second  day  that  the  patient  was  hospitalized.  Intravenous 
administration  of  10  ml.  of  5 per  cent  calcium  gluconate 
gave  only  minimal  relief.  The  next  morning  there  was  a 
recurrence  of  severe  overt  tetany  which  was  somewhat  ag- 
gravated by  the  administration  of  1 Gm.  of  calcium  glu- 
conate intravenously  and  which  responded  completely  within 
90  minutes  to  1 Gm.  of  magnesium  sulfate  administered 
intramuscularly.  Recurrent  bouts  of  severe  tetany  on  the 
sixth  and  fifteenth  hospital  days  responded  in  a similar 
fashion  to  magnesium  sulfate  administration.  Oral  calcium 
gluconate,  12  Gm.  daily,  was  initiated  on  the  ninth  hospital 
day  and  continued  throughout  the  hospital  stay. 

A glutin  exclusion  diet  instituted  on  April  18  was  fol- 
lowed by  weight  gain,  growth,  maturation,  and  the  disap- 
pearance of  latent  tetany.  The  serum  calcium  and  magnes- 
ium returned  to  normal.  Three  months  after  the  beginning 
of  this  treatment  there  was  a transient  episode  of  right 
pretibial  pain,  swelling,  and  tenderness  which  could  be 
attributed  to  rapid  bone  growth  and  associated  periosteal 
reaction  as  indicated  by  the  roentgenographic  findings.  Her 
weight  by  this  time  had  increased  to  42  kg.  and  the  height 
was  149  cm.  There  were  signs  of  secondary  sexual  matura- 
tion as  evidenced  by  the  growth  of  pubic  hair  and  en- 
largement of  breast  tissue. 


Discussion 

The  mechanism  of  tetany  is  incompletely  under- 
stood. Kruse  and  others  emphasized  the  importance  of 
dismrbed  proportions  of  the  metal  cations  in  its  de- 
velopment.’’’  Vallee  concludes  that  decreased  concen- 
tration of  magnesium  enchances  irritability  through 
increases  in  nerve  conduction,  transmission  of  im- 
pulses at  the  myoneural  juncrion,  and  muscular  con- 
tractibility.^- 

It  was  suspected  that  an  abnormal  calcium/mag- 
nesium  ratio  existed  when  the  administration  of  cal- 
cium paradoxically  aggravated  the  tetany  in  this  pa- 
tient. The  calcium/magnesium  ratio  at  this  time  was 
found  to  be  7 to  1,  which  is  abnormally  high.  The  ad- 
ministration of  1 Gm.  of  magnesium  sulfate  caused 
a disappearance  of  rhe  overt  tetany  without  exerting 
any  influence  on  the  hypocalcemia.  This  administra- 
tion of  magnesium  also  produced  a fall  of  the  calcium 
magnesium  ratio  to  within  normal  limits  (Table  1). 
These  results  support  the  concept  that  the  state  of 
the  calcium/magnesium  ratio  is  an  important  factor 
in  the  production  of  tetany. 


Table  1. — Course  of  Disease,  Treatment,  and  Response. 


Date 

Overt 

Tetany 

TSP 

mEq./L. 

Ca 

mEq./L. 

Mg 

Ca:Mg 

Ratio 

Treatment  and  Response 

3-13 

Present 

5.9 

2.1 

Intravenous  calcium  gluconate;  slight  benefit. 

3-14 

Present 

2.1 

0.3 

7.0 

Intravenous  calcium  gluconate;  adverse  re- 
sponse. Intramuscular  MgSOj,  1 Gm.;  dramatic 
benefit. 

3-15 

Absent 

2.3 

0.78 

3.0 

3-18 

Present 

1.9 

0.42 

4.5 

Intramuscular  MgS04,  1 Gm.;  dramatic  benefit. 

3-21 

Absent 

6.0 

2.1 

0.90 

2.3 

Daily  oral  calcium  salts  administration  initiated 
on  this  date. 

3-24 

Absent 

3.0 

0.73 

4.1 

3-29 

Present 

6.2 

2.7 

0.52 

5.2 

Intramuscular  MgSOi,  0.25  Gm.  administration 
on  this  date;  dramatic  benefit. 

4-18 

Absent 

6.0 

3.8 

0.82 

4.6 

Gluten  free  diet  initiated  on  this  date. 

5-17 

Absent 

7.0 

4.6 

1.23 

3.7 

(Normal  values  for  serum  magnesium,  1.23  to  2.11  mEq./L.  Normal  values  for  serum  calcium, 
4.5  to  5.5  mEq./L.) 
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Since  the  bones  contain  the  major  amount  of  the 
body  calcium  and  magnesium  (97.5  per  cent  and  73 
per  cent  respectively®),  the  presence  of  marked  de- 
mineralization of  the  bones  as  shown  by  roentgeno- 
grams in  our  patient  is  evidence  for  a marked  de- 
crease in  the  body  stores.  This  is  further  substantiated 
by  the  low  values  of  both  ions  found  in  the  serum. 
Balance  studies  have  been  made  in  this  patient  and 
will  be  presented  in  a separate  communication.® 

In  view  of  the  fact  that  our  patient  excreted  large 
amounts  of  fat  in  the  stool,  one  may  speculate  that 
the  magnesium  stores  of  the  body  could  be  depleted 
by  the  fecal  excretion  of  magnesium  soaps.  In  addi- 
tion, one  could  attribute  an  additional  loss  to  abnor- 
mal appearance  of  albumin-bound  magnesium®  in 
the  gastrointestinal  tract  as  the  result  of  a protein- 
losing enteropathy  as  has  been  demonstrated  in  one 
case  of  sprue.^®  The  role  of  vitamin  D in  the  ab- 
sorption of  magnesium  from  the  gastrointestinal 
tract  has  been  obscure.  However,  low  serum  mag- 
nesium values  have  been  reported  in  rickets^^  which 
supports  the  possibility  that  hypovitaminosis-D  sec- 
ondary to  steatorrhea  might  contribute  to  negative 
magnesium  balance.  Moreover,  this  problem  is  now 
being  investigated  in  our  laboratory  where  prelimi- 
nary results  have  shown  a marked  increase  in  the 
absorption  of  magnesium  from  the  gastrointestinal 
tract  of  dogs  which  have  had  toxic  doses  of  vitamin 
D. 

Summary 

Tetany  occurring  simultaneously  with  hypocalcemia 
and  hypomagnesemia  in  a patient  with  celiac  disease 
has  been  successfully  treated  with  magnesium  admin- 
istration. Improvement  of  tetany  was  found  to  coin- 
cide with  correction  of  an  abnormal  calcium/mag- 
nesium ratio.  Possible  mechanisms  of  the  develop- 
ment of  hypomagnesemia  in  celiac  disease  that  have 
been  discussed  include  excessive  loss  of  magnesium 
salts  of  fatty  acids  into  the  stool,  fecal  excretion  of 
albumin-bound  magnesium  secondary  to  protein- 
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losing  enteropathy,  and  hypovitaminosis-D  secondary 
to  steatorrhea. 
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The  chance  of  injury  to  vehicle  occupants  from  sudden  stops,  emergency 
action,  or  impact  is  greatly  reduced  by  use  of  seat  belts.  You  need  to  keep  your 
chest  only  a half-inch  away  from  the  steering  post  to  avoid  major  injury. 
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Clinical  Spectrum 

The  Lingual  Ectopic  Thyroid 


John  E.  Johnson,  Jr.,  M.D.,  and  Douglas  E.  Johnson,  M.D. 


Where  lingual  thyroid  tissue  is  present,  hypo- 
thyroidism is  a hazard,  and  thyroid  therapy 
should  be  routine  procedure.  Conversely,  all 
patients  with  hypothyroidism  should  be  exam- 
ined carefully  for  evidence  of  lingual  thyroid 
tissue. 

The  exposed  position  of  the  line  of  embryonic 
descent  of  the  thyroid  gland  has  caused  its  anom- 
alies to  be  of  great  interest  to  the  surgeon.  Thyroid 
tissue  may  be  found  anywhere  from  the  foramen 
cecum  to  the  mediastinum,  but  the  anatomic  pro- 
clivity to  obstruct  the  pharynx  and  the  susceptibility 
of  its  vascular  surface  to  easy  trauma  have  focused 
particular  attention  on  remnants  of  thyroid  tissue  at 
the  base  of  the  tongue. 

Internists  and  pediatricians  have  become  interested 
in  this  anomaly  for  several  reasons.  The  development 
of  diagnostic  tracer  techniques  using  radioactive 
iodine  in  conjunction  with  a movable  probe  has 
increased  the  sensitivity  and  specificity  of  diagnosis. 
Radioactive  iodine  studies  in  conjunction  with  evalu- 
ation of  the  clinical  behavior  of  the  lesion  will  per- 
mit positive  diagnosis  without  surgical  tissue  section. 
The  association  of  lingual  ectopic  thyroid  tissue  with 
hypothyroidism  appearing  at  birth  or  in  early  child- 
hood has  suggested  a role  for  thyroidal  ectopia  in 
the  pathogenesis  of  congenital  cretinism.  Finally, 
the  re-introduction  of  desiccated  thyroid  as  a means 
of  shrinking  thyroid  tissue  through  suppression  of 
the  production  of  pituitary  thyrotropin  has  provided 
an  adequate  medical  therapy  for  this  condition. 

Recently,  in  a single  nine-month  period  at  the 
John  Sealy  Hospital,  the  first  four  cases  of  lingual 
ectopic  thyroid  were  recognized  in  this  nearly  70 
year  old  instimtion.  This  unusual  yield,  resulting 
from  an  enhanced  clinical  awareness  of  this  lesion, 
and  the  varied  clinical  featmres  of  these  cases 
prompted  this  report. 

Case  Reports 

Case  1 . — A.  T.  was  a seven  year  old  boy  who  was  brought 
to  the  clinic  on  Sept.  23,  1958,  because  he  had  a "knot 
in  the  throat”.  One  year  earlier,  he  had  a large,  pink,  bulg- 


ing mass  at  the  back  of  the  tongue;  it  was  accompanied  by 
a sore  throat  and  fever.  As  this  illness  subsided,  the  mass 
diminished  in  size.  Increase  of  the  swelling  recurred  in 
eight  months,  and  again  one  month  prior  to  admission. 
Whenever  the  mass  grew  larger,  the  patient  developed  a 
cough,  slept  with  his  mouth  open,  snored,  and  had  heavy, 
noisy  breathing  after  exertion.  Frequent  “colds”  with  appar- 
ent nasal  obstruction  had  occurred  during  the  preceding 
year.  The  boy  was  the  third  of  eight  children — the  product 
of  a normal  gestation  and  postnatal  period.  He  was  well 
nourished  and  apparently  healthy,  but  was  comparatively 
smaller  than  his  siblings.  In  the  second  grade,  his  perform- 
ance was  average. 

On  examination,  vital  signs  were  within  normal  limits. 
The  patient  stood  43  inches  tall  (tenth  percentile  for  5.5 
years)  and  weighed  44.5  pounds  (fifth  percentile  for  7 
years ) . A non-tender  mass  at  the  base  of  the  tongue  occu- 
pied all  of  the  posterior  pharynx.  The  surface  was  described 
as  "a  blend  of  soft  red-purple  and  shiny  membranes”,  and 
was  highly  vascular.  No  thyroid  tissue  was  palpable  in 
the  neck.  There  was  a diastasis  recti. 

Results  of  routine  laboratory  study  were  unremarkable. 
The  serum  cholesterol  was  162  mg.  per  100  cc.  Serum 
protein  bound  iodine  was  7.7  meg.  per  100  cc.  A soft-tissue 
radiograph  of  the  lateral  cervical  region  showed  a hemis- 
pheric mass  arising  from  the  base  of  the  tongue  extending 
into  the  pharynx,  displacing  the  epiglottis  posteriorly  (Fig. 
1 ) . The  24  hour  uptake  of  1“'  was  concentrated  entirely  in 


Fig.  1. 


From  the  Department  of  Medicine  and  the  Thyroid  Lab- 
oratory, University  of  Texas  Medical  Branch,  Galveston. 
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the  posterior  tongue  region  and  amounted  to  25  per  cent 
of  the  administered  dose;  the  cervical  thyroid  area  showed 
no  activity. 

A subtotal  lingual  thyroidectomy  was  performed  by  the 
oral  route,  with  removal  of  about  three-foutths  of  the  mass. 
Exploration  of  the  neck  at  the  time  of  routine  tracheotomy 
revealed  no  thyroid  tissue.  The  specimen  from  the  tongue 
was  grossly  encapsulated.  The  histologic  study  showed  thy- 
roid tissue  with  low  cuboidal  epithelium  lining  large 
colloid-filled  acinar  spaces,  but  with  patchy  variation  in 
epithelial  height  and  acinar  size  ( Fig.  2 ) . 

After  six  weeks,  the  serum  cholesterol  had  risen  to  304 
mg.  per  100  cc.,  and  the  serum  protein  bound  iodine  had 
fallen  to  2.5  meg.  per  100  cc.,  but  not  until  six  months 
after  surgery  did  clinical  evidence  of  hypothyroidism  appear. 
Small  doses  of  thyroid  (maximum  18  mg.  per  day)  were 
given  until  October,  I960.  Bone  films  were  taken  only  in 
April  and  October  of  I960,  at  which  time  bone  age  was 
estimated  at  7 years  (chronologic  age  8 and  8.5  years  re- 
spectively). In  April,  1961,  the  patient  was  considered  to 
be  euthyroid  and  had  grown  to  50  inches  in  height  (tenth 
percentile  for  9 years)  and  60.5  pounds  in  weight  (50th 
percentile  for  9 years),  which  represented  a decided  im- 
provement. 

Except  for  his  sex  (more  than  four-fifths  of  cases 
of  lingual  thyroid  have  been  reported  in  females), 
this  boy  presents  the  classic  features  of  the  patient 
with  lingual  goiter.  Although  histologic  study  of 
tissue  was  performed,  the  localization  of  radioactive 
iodine  in  the  posterior  lingual  area  aided  in  the 
diagnosis.  The  lateral  pharyngeal  radiograph  con- 
firmed the  obstructive  position  of  the  mass,  but  was 


Fig.  2. 


not  an  important  diagnostic  measure  after  thyroid 
tissue  was  identified  by  radioactive  iodine.  Despite 
the  preoperative  normal  levels  of  protein  bound 
iodine  and  radioiodine  uptake  by  the  ectopic  thyroid 
tissue,  this  child’s  small  size,  retarded  bone  age,  and 
growth  after  small  doses  of  thyroid  suggest  that  his 
lingual  goiter  was  accompanied  by  mild  or  intermit- 
tent hypothyroidism. 

Case  2. — A.R.I.,  a 35  year  old  woman,  was  admitted  to 
the  hospital  on  April  26,  1958,  for  excision  biopsy  of  a 
midline  suprahyoid  lump  on  her  neck.  She  had  had  per- 
sistent and  severe  edema  in  her  legs  since  she  was  1 8 
years  old.  When  she  was  about  22  years  old,  she  had  under- 
gone an  exploratory  operation  of  the  neck,  supposedly  in 
search  of  a cause  for  the  edema.  The  suprahyoid  nodule 
appeared  about  two  years  later.  It  never  had  been  sympto- 
matic and  had  not  increased  in  size  recently.  Hypothyroid- 
ism had  been  suspeaed  previously,  but  basal  metabolism 
and  protein  bound  iodine  test  results  were  normal.  The 
patient  denied  symptoms  of  hypothyroidism.  Investigation 
of  renal  status  and  serum  proteins  revealed  normal  findings. 
Lymphangiograms  showed  dilated  channels  extending  well 
above  the  knees.  The  patient  had  been  told  that  she  had 
several  skeletal  anomalies,  and  a spinal  fusion  had  been 
done  during  her  teens. 

Examination  revealed  a woman  of  short  stature,  with  a 
short  neck  and  prominent,  web-like  trapezius  muscles  bi- 
laterally. The  blood  pressure  was  IOO/6O  mm.  of  mercury 
and  the  pulse  rate  was  60.  The  eyes  were  prominent,  but 
an  exophthalmic  condition  did  not  exist.  The  thyroid  isth- 
mus was  thought  palpable,  and  there  was  a firm,  movable 
nodule,  about  2 cm.  in  diameter,  at  the  level  of  the  hyoid. 
It  was  tender  to  deep  pressure.  There  was  pitting  edema  of 
the  feet  and  legs.  The  preoperative  diagnosis  was  thyro- 
glossal  duct  cyst. 

At  operation,  the  nodule  was  found  to  extend  beyond  the 
hyoid  bone  into  the  muscles  above.  The  mass  was  removed 
and  the  tract  was  followed  upwards  to  the  base  of  the 
tongue,  where  it  was  cut.  When  quick  study  of  the  section 
showed  normal  thyroid  tissue  rather  than  the  expected 
cystic  structure,  the  neck  was  explored,  but  no  thyroid  tis- 
sue was  found.  Two  weeks  later,  serum  cholesterol  was  266 
mg.  per  100  cc.,  and  serum  protein  bound  iodine  was  5.6 
and  3.5  meg.  per  100  cc.  Although  the  surgeon  did  not 
believe  that  thyroid  tissue  remained  in  the  neck,  the  patient 
apparently  had  sufficient  tissue  left  to  prevent  the  develop- 
ment of  myxedema.  On  Dec.  29,  1958,  a 24  hour  uptake 
of  1“^  of  9 per  cent  was  observed  when  the  scintillation 
deteaor  was  trained  on  the  usual  thyroid  area,  but  a value 
of  20  per  cent  was  obtained  when  the  detertor  was  directed 
toward  the  posterior  lingual  region.  The  patient  was  not 
clinically  hypothyroid,  and  no  examiner  ever  saw  a lingual 
mass. 

Case  3. — ^B.B.W.,  a 70  year  old  woman,  was  admitted 
to  the  hospital  on  May  6,  1959,  with  a diagnosis  from 
the  referring  physician  of  pituitary  tumor  and  myxedema. 
In  addition  to  symptoms  of  myxedema,  the  patient  described 
recent  chest  pain,  gradually  increasing  dyspnea  on  exertion, 
and  nocturnal  leg  cramps.  In  1903,  a tumor  had  been 
removed  from  her  pharynx.  She  thought  the  tumor  was  a 
thyroglossal  duct  cyst. 

Examination  revealed  a slightly  obese,  elderly  woman 
who  had  some  memory  loss  of  recent  events.  She  spoke 
slowly.  The  blood  pressure  was  140/90  mm.  of  mercury 
and  the  pulse  rate  80.  The  skin  was  dry  and  slightly  thick- 
ened. Hair  on  the  arms  and  legs  was  sparse,  and  there 
was  thinning  of  the  outer  third  of  the  eyebrows.  There  was 
a 1 cm.,  soft,  elevated  mass  at  the  base  of  the  tongue.  No 
thyroid  tissue  was  felt  in  the  neck.  Hyporeflexia,  diastasis 
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recti,  and  evidence  of  peripheral  arteriosclerosis  were  ob- 
served. 

An  elearocardiogram  showed  complete  right  bundle 
branch  block.  A roentgenogram  of  the  chest  was  normal. 
A roentgenogram  of  the  lateral  cervical  region  showed  de- 
generative disc  disease  and  a segmentation  anomaly  of  the 
second  and  third  cervical  vertebrae,  but  a lateral  film  of 
the  pharynx  did  not  reveal  the  mass  clearly.  The  24-hour 
uptake  of  was  concentrated  primarily  in  the  region 
of  the  base  of  the  tongue,  where  the  reading  was  tenfold 
that  of  the  neck  region  and  amounted  to  9 per  cent  of 
the  ingested  tracer  dose.  The  serum  cholesterol  was  347  mg. 
per  100  cc.  The  serum  protein  bound  iodine  was  1.8  and 
2.5  meg.  per  100  cc.  Radiographs  of  the  skull  showed  a 
probably  normal  sella  turcica  of  a peculiar  circular  shape, 
and  with  a thin  floor.  Urinary  excretion  of  17-ketosteroids 
were  11  and  23  mg.  per  24  hours,  and  of  17-hydroxy- 
corticoids,  2.7  and  2.1  mg.  per  24  hours.  Urinary  follicle- 
stimulating  hormone  was  positive  at  26  mouse  units. 

In  case  2,  multiple  congenital  anomalies  were  as- 
sociated with  the  presence  of  ectopic  thyroid  tissue 
in  two  sites.  It  has  been  unusual  to  detect  a lingual 
thyroid  in  the  absence  of  a visible  mass.  A mass 
clinically  suggestive  of  a thyroglossal  duCT  cyst,  and 
lingual  thyroid  tissue  suggests  that  all  patients  pre- 
senting extralingual  ectopic  thyroid  tissue  should  be 
examined  for  a lingual  thyroid.  The  patient  in  case 
2,  as  in  case  1,  apparently  had  sufficient  thyroid  tis- 
sue to  prevent  the  appearance  of  gross  myxedema 
during  the  postoperative  period.  However,  the  late 
occurrence  of  hypothyroidism  in  case  3 arouses  grave 
doubt  as  to  the  ability  of  any  patient  with  lingual 
thyroid  to  maintain  normal  thyroid  function  indefi- 
nitely. In  addition,  such  a patient  faces  the  possibility 
of  pharyngeal  obstruction  or  hemorrhage,  if  con- 
tinued unregulated  pimitary  thyrotropin  secretion 
causes  goiter  in  the  lingual  thyroid. 

Case  4. — C.T.,  a 34  year  old  man,  was  admitted  to  the 
hospital  for  the  fourth  time  in  February,  1959.  He  had  been 
the  produCT  of  a normal  full-term  delivery  and  was  con- 
sidered normal  at  birth.  Growth  and  development  in  in- 
fancy were  normal.  A peculiar  yellow  color  of  the  skin 
was  noted  when  the  patient  was  four  or  five  years  old, 
and  he  became  obese  and  had  little  energy.  He  progressed 
to  the  third  grade,  but  remained  illiterate.  His  deciduous 
teeth  were  slow  in  appearing.  He  never  could  run  well,  and 
at  about  age  nine,  he  became  unable  to  walk  more  than  a 
short  distance  because  of  pain  in  his  legs  and  hips.  Linear 
growth  stopped  at  age  2 1 ; the  same  year  he  developed 
scant  pubic  hair. 

In  1952,  he  had  been  admitted  to  the  hospital  with  a 
fractured  right  femur.  At  that  time  general  bony  demineral- 
ization, delay  in  epiphyseal  closure,  and  narrowing  of  the 
shafts  of  the  tibias  and  femurs  were  noted.  The  patient 
was  short,  mentally  passive,  and  obese.  Pubic  hair  was 
sparse  and  the  penis  was  small.  The  skin  was  dry. 

Later  in  1952,  the  patient  had  been  treated  in  another 
hospital.  A lesion  at  the  base  of  his  tongue  was  diagnosed 
as  "ulcerated,  inflamed  hemangioendothelioma”.  The  slides 
recently  were  reviewed,  and  no  thyroid  tissue  was  seen  in 
the  sertion. 

In  March,  1954,  the  patient  was  readmitted  because  of 
massive  hemorrhage  from  the  throat.  A bulky  tumor  mass 
was  seen  arising  from  the  posterior  third  of  the  tongue. 
The  mass  had  a highly  vascular  surface  and  was  thought 
to  be  the  previously  described  hemangioendothelioma.  Ex- 
ternal radiation  therapy  was  given;  total  dose  was  3,000 


rads.  Bleeding  ceased  promptly,  and  the  mass  decreased  in 
size. 

The  following  month  the  patient  was  hospitalized  for 
endocrine  study.  Physical  findings  were  unchanged;  the 
facial  appearance  was  that  of  an  adult  cretin  ( Fig.  3 ) . The 
serum  protein  bound  iodine  was  2 meg.  per  100  cc.  Uri- 
nary excretion  of  17-ketosteroids  was  13  mg.  per  24  hours, 
and  of  follicle-stimulating  hormone,  less  than  13.2  mouse 
units  per  24  hours.  Sections  from  a testicular  biopsy  showed 
hyalinized  basement  membrane,  diminished  mitotic  activity 
of  the  seminiferous  tubules  with  only  a few  abnormal 
spermatozoa  seen,  and  no  Leydig  cells.  A radiograph  of 
the  skull  showed  a possibly  enlarged  sella  turcica.  He  was 
considered  at  that  time  to  have  pituitary  insufficiency,  and 
thyroid,  cortisone,  and  testosterone  replacement  therapy  was 
prescribed.  The  patient  was  dismissed. 


Fig.  3. 
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He  was  not  seen  again  until  February,  1959,  when  his 
father  reported  that  his  medications  had  made  him  nervous 
and  sleepless,  and  that  he  had  taken  no  medication  for 
four  years.  The  patient  now  was  extremely  obese,  and 
gross  myxedema  and  signs  of  congestive  heart  failure  were 
present.  There  had  been  a recent  single  expectoration  of 
faintly  blood-tinged  material  from  the  phatynx. 

The  patient  was  53  inches  tall;  his  span  was  55  inches; 
and  the  vortex-to-pubis/pubis-to-floor  ratio  was  31:22.  A 
pharyngeal  mass  arising  from  the  posterior  portion  of  the 
tongue  measured  4 cm.  in  diameter,  but  caused  no  symp- 
toms. Radiographic  studies  of  the  chest,  skull,  and  bones 
showed  no  change;  his  bone  age  was  estimated  to  be  be- 
tween 15  and  20  years.  Both  femoral  heads  were  frag- 
mented, and  there  was  upward  dislocation  of  the  femurs. 
The  radiologist  suggested  the  possibility  of  a defect  in 
endochondral  calcification.  Serum  cholesterol  was  399  mg. 
per  100  cc.,  and  serum  protein  bound  iodine  was  1 meg. 
per  100  cc.  There  was  a possibility  that  the  bitemporal 
visual  field  had  decreased.  The  urinary  excretion  of  17- 
ketosteroids  and  17-hydroxycorticoids  was  in  the  low  nor- 
mal range,  but  the  response  to  adrenocorticotrophin  stimu- 
lation was  normal.  The  urinary  excretion  of  follicle-sitmu- 
lating  hormone  was  less  than  6.6  mouse  units  per  24  hours. 
Radioactive  iodine  smdy  revealed  a four-fold  greater  ac- 
cumulation over  the  postetior  tongue  region  than  over  the 
cervical  thyroid  area,  although  the  maximum  uptake  at  any 
point  was  8 per  cent  in  24  hours.  There  was  no  further 
increase  in  1“^  accumulation  after  thyrotropin  stimulation. 

The  final  diagnosis  was  hypothyroidism  with  lingual 
eaopic  thyroid  tissue,  and  probable  pimitary  tumor.  The 
only  therapy  prescribed  was  liothyronine,  75  meg.  daily. 
By  May,  1960,  the  patient  appeared  to  be  clinically  euthy- 
roid, although  he  still  possessed  a cretinoid  facies.  The 
previously  visible  mass  on  the  tongue  had  disappeared,  and 
there  was  radiographic  evidence  that  all  epiphyses  had 
closed. 

Gross  myxedema  probably  occurred  in  this  patient 
at  age  4 or  5,  although  his  cretinoid  facies  may 
betray  congenital  hypothyroidism.  It  is  noteworthy 
that  in  cases  3 and  4,  radioiodine  localization  of  the 
lingual  mass  was  possible  even  though  the  amount 
of  thyroid  tissue  present  was  insufficient  to  maintain 
a clinical  state  of  euthyroidism.  The  tolerance  of 
this  patient  of  a full  maintenance  dose  of  thyroid 
substimtion  therapy,  without  any  suggestion  of 
adrenocortical  failure,  supports  the  diagnosis  of  pri- 
mary hypothyroidism  as  the  principal  endocrine  dis- 
turbance. The  disappearance  of  the  lingual  mass  un- 
der thyroid  therapy  provided  confirmation  of  the 
goitrous  nature  of  the  mass.  By  causing  disappear- 
ance of  the  myxedema,  thyroid  administration  proved 
to  be  complete  therapy  for  this  patient.  If  a heman- 
gioendothelioma originally  existed  in  this  patient,  it 
must  have  been  cured  by  the  radiotherapy.  However, 
since  this  modality  might  also  shrink  a lingual  goiter 
tissue,  it  remains  uncertain  as  to  which  lesion  pro- 
duced the  bleeding  in  1954. 

The  questionable  evidence  of  pituitary  enlargement 
in  this  patient  and  in  the  patient  in  case  3 may  be 
related  to  the  presence  of  prolonged  myxedema.  The 


failure  of  an  increase  in  radioiodine  accumulation  to 
occur  after  thyrotropin  injection  is  compatible  with 
the  hypothesis  that  this  tissue  already  had  been  under 
prolonged  maximal  endogenous  thyrotropin  stimula- 
tion. Russfield  and  others*  found  a high  incidence  of 
antecedent  thyroid  or  gonad  failure  in  a series  of 
patients  with  pituitary  tumors,  and  proposed  that 
the  resulting  endocrine  imbalance  had  an  etiologic 
relationship  to  the  pituitary  mmors.  Except  for  his 
age  at  the  time  of  observation,  the  patient  in  case 
4 bears  a resemblance  to  some  of  the  children  with 
lingual  goiter  and  hypothyroidism,  described  by  Mc- 
Girr  and  Hutchison.^  These  authors  believe  that 
cretinism  and  juvenile  myxedema  in  their  patients 
resulted  from  a dysgenesis  of  the  thyroid  gland, 
characterized  by  failure  to  descend  to  the  normal 
position  and  by  impaired  function.  They  postulated 
further  that  some  cretins  have  enough  thyroid  func- 
tion for  intrauterine,  but  not  for  postnatal  life,  and 
that  the  age  of  occurrence  of  clinical  hypothyroidism 
depends  on  the  amount  of  thyroid  tissue  present 
whether  it  is  lingual  or  elsewhere. 

Discussion 

Diagnostic  Considerations. — The  most  common 
symptoms  of  a lingual  thyroid  mass  have  been  oro- 
pharyngeal obstruction,  hemorrhage,  of  hypothyroid- 
ism. In  his  classical  review  of  lingual  thyroid  in 
1935,  Montgomery®  set  up  the  following  criteria  for 
diagnosis : ( 1 ) a mass  located  between  the  epiglottis 
and  the  circumvaUate  papillae;  (2)  histologic  dem- 
onstration of  thyroid  tissue  in  the  mass;  or  (3)  the 
occurrence  of  hypothyroidism  after  operative  remov- 
al of  the  mass. 

However,  the  extreme  vascularity  of  the  lingual 
thyroid  tissue  is  a contraindication  to  diagnostic  bi- 
opsy short  of  subtotal  resection  of  the  mass.  Radio- 
active iodine  is  reliable  in  the  detection  of  lingual 
thyroid  tissue,  even  when  the  ectopic  thyroid  is  too 
small  to  be  seen  or  cannot  maintain  normal  thyroid 
function.  In  order  to  map  out  the  location  of  ectopic 
thyroid  tissue,  the  patient  should  be  examined  24  or 
48  hpurs  after  being  given  the  tracer  dose  of 
The  detector  must  be  shielded  to  a field  diameter  of 
not  over  2 cm.,  and  then  directed  toward  the  pos- 
terior lingual  regions.  It  has  been  suggested  that  in 
hypothyroid  patients,  tracer  doses  as  large  as  50  to 
200  microcuries  should  be  used.*  In  the  only  report 
of  lingual  thyroid  carcinoma  for  which  this  diagnostic 
technique  is  described,  500  microcuries  provided  a 
satisfactory  mapping  of  the  lingual  mass.* 

Therapeutic  Considerations. — In  his  report  of  144 
patients  with  lingual  goiter,  Montgomery  found  only 
21  in  whom  hypothyroidism  was  described.®  More 
recent  experience,  since  the  availability  of  reliable 
protein  bound  iodine  and  radioactive  iodine  measure- 


( 


818 


TEXAS  State  Journal  of  Medicine 


ments,  indicates  a much  higher  incidence  of  hypo- 
thyroidism. Goetsch’^  and  others  have  suggested  that 
goiter  formation  in  a lingual  thyroid  occurs  when 
hypothyroidism  and  a low  blood  thyroxine  level 
causes  elevated,  unregulated  pimitary  thyrotropin  se- 
cretion. The  shrinkage  of  the  lingual  goiter  observed 
by  Odell  and  others,'^  and  in  our  case  4 indicates  that 
endogenous  thyrotropin  secretion  had  been  responsi- 
ble for  the  enlargement  of  the  lingual  thyroid,  and 
that  the  goiter  was  indirectly  suppressed  by  the  thyro- 
active  drug.  The  incidence  of  hypothyroidism  in 
lingual  goiter  is  emphasized  by  the  fact  that  two  of 
our  patients  were  grossly  myxedematous,  and  in  a 
third,  the  role  of  intermittent  mild  hypothyroidism 
in  producing  a growth  disturbance  is  probable.  The 
importance  of  the  ectopic  thyroid  tissue  for  body 
function  is  emphasized  by  the  fact  that  in  more  than 
two-thirds  of  the  patients  with  lingual  thyroid  there 
is  no  other  thyroid  tissue  present.  These  observations 
indicate  that  a subject  with  a lingual  thyroid  gland 
usually  suffers  from,  or  lingers  continually  under  the 
shadow  of,  hypothyroidism  because  the  amount  of 
thyroid  tissue  present  is  deficient,  defective,  or  mar- 
ginal with  respect  to  maintaining  a euthyroid  state. 
Thus  the  administration  of  desiccated  thyroid  should 
begin  when  a lingual  thyroid  gland  is  first  discov- 
ered, whether  or  not  clinical  hypothyroidism  is  pres- 
ent and  whether  or  not  surgery  proves  necessary  to  re- 
move a troublesome  goiter.  If  thyroid  administration 
is  continued  indefinitely,  subsequent  thyroid  defi- 
ciency and  symptoms  of  goiter  may  be  avoided. 

The  incidence  of  lingual  thyroid  tissue  is  un- 
known. Since  radioactive  iodine  study  may  permit 
the  detection  of  such  ectopic  thyroid  tissue  before  it 
grows  large  enough  to  cause  symptoms,  it  seems  de- 
sirable to  seek  subjects  most  likely  to  harbor  such  a 
lesion.  Kellershohn  and  Martin^  have  reported  find- 
ing 14  ectopic  thyroids,  mostly  lingual  in  location, 
in  23  consecutive  patients  with  congenital  or  juvenile 
hypothyroidism.  Only  one  of  these  manifested  symp- 
toms due  to  the  size  of  the  mass  alone.  Two  of  our 
patients  had  probable  extralingual  ectopic  thyroid 
tissue.  Thus,  children  with  hypothyroidism  and  pa- 
tients who  have  extralingual  ectopic  thyroid  tissue 
should  be  examined  for  possible  lingual  thyroid. 

The  most  common  treatment  for  lingual  goiter  in 
the  past  has  been  surgical  reseaion.  This  provided  a 
cure  for  the  obstructive  or  hemorrhagic  symptoms, 
but  usually  was  followed  by  clinical  myxedema,  if 
that  had  not  been  present  before.  Furthermore,  an 
appreciable  number  of  patients  suffered  recurrence 
of  the  lingual  tumor.  At  present,  simple  resection 
seems  indicated  only  when  emergency  reduction  in 
size  is  mandatory,  or  after  thyroid  suppressive  ther- 
apy has  proved  ineffective  in  relieving  symptoms. 
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Recently,  Swan  and  co-authors,®  and  others  have 
been  successful  in  autografting  lingual  thyroid  tissue 
by  using  slices  less  than  2 mm.  thick,  maintaining 
rigidly  aseptic  conditions,  and  grafting  at  least  two 
donor  sites.  The  grafts  may  require  several  months 
before  detectable  function  appears,  but  several  pa- 
tients have  been  maintained  in  an  apparently  euthy- 
roid state.  The  patient  of  Jones,®  when  reviewed  two 
years  postoperatively,  appeared  to  have  normal  thy- 
roid function.  However,  the  serum  cholesterol  was 
312  mg.  per  100  cc.  and  the  graft  did  not  increase 
the  protein  bound  iodine  after  thyrotropin  admin- 
istration. This  indicated  that  the  clinical  level  of 
thyroid  function  was  maintained  only  by  maximum 
endogenous  pituitary  thyrotropin  stimulation  of  the 
graft.  It  is  too  early  to  determine  what  role  thyroid 
autotransplantation  will  play  in  the  treatment  of 
lingual  thyroid. 


Summary  and  Conclusions 

The  four  patients  described  illustrate  the  variable 
clinical  features  presented  by  lingual  ectopic  thyroid 
tissue.  Radioactive  iodine  scanning  of  the  face  and 
neck  has  become  the  critical  diagnostic  procedure, 
and  its  reliability  obviates  the  need  for  hazardous 
biopsy.  The  patient  with  a lingual  thyroid  gland 
either  suffers  or  lingers  continually  under  the  shadow 
of  hypothyroidism.  Whether  or  not  excision  proves 
necessary,  and  whether  or  not  clinical  evidence  of 
hypothyroidism  is  present,  desiccated  thyroid  should 
be  given  to  all  patients  with  lingual  goiters  to  cure 
or  remove  the  hazard  of  hypothyroidism,  and  to 
remove  the  hazard  of  future  obstructive  and  hemor- 
rhagic symptoms. 

A lingual  thyroid  should  be  suspected  and  sought 
in  hypothyroid  subjects,  especially  infants  and  chil- 
dren, and  in  any  subject  with  extralingual  ectopic 
thyroid  tissue. 
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Unique  Program  Offers 
Training  in  Legal  Psychiatry 

In  most  of  the  courts  of  the  United  States  today,  there  are  hundreds  of 
unnecessary  commitments  for  observation  to  mental  hospitals,  says  the  Law- 
Medicine  Research  Institute  of  Boston  University. 

Also,  many  troubled  offenders  are  sentenced  to  correctional  institutions,  often 
beginning  the  cycle  to  hardened  criminality,  instead  of  being  placed  on  proba- 
tion under  psychiatric  treatment  aimed  at  effective  social  rehabilitation.  Juvenile 
delinquents  are  dealt  with  before  the  courts  without  the  expert  assistance  of 
specialist  psychiatrists  in  the  field. 

Tragic  incidents  such  as  these  occur  far  too  frequently  and  the  lives  of 
hundreds  are  scarred  irreparably  because  so  many  courts  are  without  adequate 
psychiatric  advice  and  facilities.  In  most  states,  there  are  no  court-attached,  trained 
legal  psychiatrists  available  to  the  legal  system.  Judges  are  forced  to  make  quick 
laymen’s  appraisals  of  complicated  psychiatric  issues. 

The  Law-Medicine  Research  Institute  of  Boston  University,  recognizing  the 
need  for  trained  legal  psychiatrists  to  work  with  the  courts,  probation  and  parole 
programs,  and  the  correctional  institutions  of  the  country,  has  initiated  a new 
postgraduate  training  program  for  psychiatrists  in  this  specialty  field,  according 
to  an  announcement  by  President  Harold  C.  Case  of  the  University. 

The  training  program  which  begins  this  fall,  is  financed  by  a grant  of 
$269,000  from  the  National  Institute  of  Mental  Health.  Also  cooperating  in  the 
new  effort  with  the  Institute  is  the  Division  of  Psychiatry  of  the  Boston  Uni- 
versity Medical  Center  and  the  Division  of  Legal  Medicine  of  the  Massachusetts 
Department  of  Mental  Health. 

Under  the  program  at  Boston  University,  curriculum  content  and  teaching 
materials  will  be  developed  for  use  in  psychiatric  residency  training  programs 
throughout  the  United  States. 
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Electrical  Impedance 
Plethysmography  or  Rheography 


George  R.  Herrmann,  M.D.;  Namik  Kemal  Uzsoy,  M.D.;  and  W.  Lamar  Harrell,  M.D. 


Rheography  offers  a simple  method  for 
recording  fluctuations  of  electrical  re- 
sistance to  induced  radio  waves  in  tis- 
sues. This  inexpensive  and  widely  adapt- 
able procedure  carries  with  it  no  danger 
or  inconvenience  to  the  patient. 

Rheography  is  a simple  method  for  recording 
fluctuations  of  electrical  resistance  to  induced 
radio  frequency  waves  in  tissues.  These  flucmations 
occur  with  arterial  pulsation,  and  are  recorded  from 
selected  segments  of  the  vascular  system.  The  basic 
principle  is  this;  in  tissues,  the  electrical  resistance 
is  the  reciprocal  of  conductance.  The  flow  of  arterial 
blood,  with  its  high  electrolyte  content,  into  a part 
increases  the  conductivity  of  that  part. 

Researchers^"'^’  have  constructed  the  rheograph 
for  study  of  electrical  impedance  in  relatively  inac- 
cessible parts  of  the  body.  Rheograms  can  show 
obstruction  in  the  blood  flow,  changes  in  the  velocity 
of  filling,  and  the  variations  in  the  blood  volume  in 
a given  part  of  the  body. 

Rheography  was  demonstrated  to  the  senior  author 
by  Captain  E.  B.  Hager  and  Lieutenant  Colonel  J.  L. 
Sherman,  Jr.^  at  an  Army  field  hospital  in  Munich, 
Germany.  All  investigators  assumed  that  fluctuations 
in  the  tissues’  electrical  resistance  or  conductivity 
were  the  result  of  fluctuations  in  the  blood  flow 
through  the  part,  with  electrical  fluctuations  follow- 
ing each  pulse  wave.  The  pulsatile  increase  in  the 
volume  of  blood  flowing  through  the  part,  with  its 
added  electrolyte  content,  decreases  the  resistance  to 
electricity,  or  increases  the  conductivity  of  the  tis- 
sues of  the  arm,  leg,  head,  neck,  and  thorax.  Record- 
ings of  changes  in  the  electrical  resistance  or  con- 
ductivity are  traced  as  a rheogram;  its  qualitative  and 
quantitative  measurements  represent  the  changes  in 
the  blood  flow  from  moment  to  moment. 

The  double  rheograph  built  by  Kaindl  consists  of 
a pair  of  modified  Wheatstone  bridges,  each  with 


two  fixed  resistors,  Ri  and  R2,  one  variable  resistor, 
R3,  and  an  open  draw,  X.  These  are  connected  with 
the  parts  of  the  patient  in  which  the  changes  in  re- 
sistance are  to  be  recorded  (Fig.  1).  A potential 
voltage  of  20  milliamperes  of  current,  on  a radio 
frequency  of  30,000  to  100,000  cycles  per  second,  is 
applied  between  points  A and  B,  and  the  variable 
resistor  is  adjusted  so  that  no  current  flows  through 
the  galvanometer.  The  only  variable  in  the  circuit  is 
the  patient’s  resistance,  X.  The  actual  resistance  of 


R ^ R 

the  patient,  X,  equals  — The  reciprocal  of 

R2 

the  resistance,  represents  the  conductivity  of 


the  tissue.  'The  fluctuation  of  tissue  conductivity  in- 
cident to  the  electrolyte  content  (of  the  part  of  the 
body  being  tested)  that  results  from  the  pulsatile 
changes  in  the  blood  flow,  are  amplified  and  con- 
ducted into  the  two  electrocardiographic  galvanom- 
eters and  recorded  (Fig.  2). 


Method  and  Material 

The  patient  to  be  studied  by  longitudinal  limb 
rheography  assumes  a supine  position  on  a firm  bed, 
and  appropriate  electrodes  made  of  soft  aluminum 
foil  bands  lined  with  electrode  jelly  are  applied  and 
clamped  at  measured  distances,  usually  25  to  30  cm. 
apart.  Two  sets  of  electrodes  usually  are  applied  to 
the  body  and  are  attached  to  the  lead  wires  of  the 
rheograph.  Standard  electrocardiograph  electrodes  are 
applied  to  the  extremities.  The  electrodes  then  are 
plugged  directly  into  channel  1 of  a multi-channel 
electrocardiographic  instrument.  The  patient’s  cables 
of  the  rheograph  lead  wires  are  connected  to  the 
banana  plugs.  The  operator  must  take  care  to  apply 
the  proximal  leads  to  the  proximal  electrodes  and 
distal  leads  to  the  distal  electrodes.  The  proximal 
electrodes  are  marked  by  red  rings,  distal  electrodes 
by  green  rings. 
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A calibrating  key  is  inserted  between  the  patient 
and  the  Wheatstone  bridges  so  that  a measureabie 
voltage  change  can  be  induced.  This  makes  possible 
the  calibrating  of  the  curves  for  possible  quantitative 
measurement  in  addition  to  the  qualitative  form 
changes  recorded  in  the  rheogram.  Electrodes  of  vari- 
ous types,  usually  bands  of  soft  lead,  zinc  plate,  alumi- 
num, or  annealed  soft  copper  are  placed  around  the 
extremities.  Aluminum  blocks  2 by  2 by  cm.,  or 
flat  sheets  of  metallic  foil  5 by  5 or  2 by  2 cm.  also 
can  be  used.  Electrode  jelly  or  paste  applied  between 
the  electrodes  and  the  skin  gives  a close  fit  with  min- 
imum compression  of  the  underlying  blood  vessels. 

The  proximal  and  distal  elearodes  are  connected 
by  cables  to  the  open  patient,  X limbs  of  the 
Wheatstone  bridges,  and  leads  from  the  C and  D 
arms  of  the  Wheatstone  bridges  are  connected  with 
the  multi-channel  viso-electrocardiograph.  The  Wheat- 
stone bridges  are  then  balanced  and  the  rheograms 
are  recorded.  Standardization  is  induced  at  every  third 
or  fourth  pulse  beat,  and  always  in  the  post-dicrotic 
phase  of  the  curves.  The  patient  should  be  instructed 
to  lie  absolutely  quiet,  take  shallow  breaths,  and  hold 
his  breath  during  the  time  that  the  tracings  are  being 
made. 

Longitudinal  rheographic  tracings  made  from  both 

From  the  Cardiovascular  Research  Laboratory  of  the 
University  of  Texas  Medical  Branch,  Galveston,  supported 
by  grants  in  aid  from  Fort  Bend  Heart  Chapter,  the  H.  H. 
Weinert  Fund,  and  the  Texas  Heart  Association. 


proximal  and  distal  electrodes  on  an  extremity  con- 
stitute a longitudinal  rheogram.  Transverse  rheograms 
are  taken  from  the  1 by  1 cm.  exploring  electrodes 
placed  at  points  over  a blood  vessel,  with  a larger, 
5 by  5 cm.  indifferent  electrode,  or  sink,  placed 
diametrically  opposite  the  1 by  1 cm.  electrodes  on 
the  other  side  of  the  limb.  The  transverse  rheogram 
is  used  to  localize  the  point  of  interruption  of  arterial 
flow.  Therefore  the  localization  of  an  occlusion  also 
may  be  accomplished  by  a longitudinal  rheogram, 
by  moving  the  proximal  circular  electrode  on  an 
extremity  from  a given  position  to  the  next  lower 
one,  until  the  wave  of  the  rheograph  decreases  sharp- 
ly in  height  or  disappears. 

We  have  studied  the  rheograms  from  140  patients. 
The  number  of  patients  studied  in  each  of  the  dif- 
ferent categories  were:  50  healthy  persons  without 
any  cardiovascular  disorders;  66  patients  with  arterio- 
sclerotic ischemic  heart  disease,  diabetes  mellitus, 
hypertension,  hypotension,  generalized  arteriosclerosis, 
or  hypercholesterolemia;  three  patients  with  aortic 
valvular  stenosis;  and  four  patients  with  aortic  insuf- 
ficiency. We  also  have  studied  the  rheograms  of  five 
patients  with  hyperthyroidism,  two  with  hypothyroid- 
ism, two  with  thromboangiitis  obliterans  (Buerger’s 
disease),  two  with  arteriovenous  fistula,  two  with 
coarctation  of  the  aorta,  two  with  aneurysm  of  the 
abdominal  aorta,  one  with  an  arterial  vascular  ring, 
and  one  with  congenital  pulmonary  stenosis. 

In  an  attempt  to  get  some  quantitative  data  we 
have  applied  various  formulas.  One  of  the  methods 
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SENSITIVITY 


METHOD  OF  MEASUREMENTS  OF  THE  RHEOGRAM; 


FLOW  INDEX  = FI  = AB  (mm)  X HEART  RATE  (per  minute  ) 
X ■ EF  (mm)/DF  (sec.)  = ASCEND  IN  mm  per  second 
Fig.  3. 

is  illustrated  in  Fig.  3.  Point  A is  the  zero  point  or 
iso-electric  line;  the  curve  then  begins  to  rise  toward 
the  steepest  point,  at  a rate  commensurate  with  the 
rapidity  of  the  drop  in  resistance,  incident  to  blood 
flow  velocity  between  the  electrodes.  Point  F is  the 
steepest  point  of  the  curve.  We  draw  a perpendicular 
line  at  point  A and  connect  F with  the  steepest  point 
of  the  dicrotic  notch  (in  case  of  absence  of  the 
dicrotic  notch,  we  use  the  lowest  point  of  the  de- 
clining portion  of  the  curve).  In  this  way  we  com- 
plete the  ABC  triangle.  Another  perpendicular  line 
from  F to  E,  and  a horizonal  line,  DF,  shows  the 
time  of  the  rise  between  A and  F. 

A flow  index  is  calculated  as  follows:  FI  = AB 
(mm.)  X heart  rate  per  minute. 

The  follow-up  blood  flow  changes  of  the  patient 
equal  the  per  cent  of  flow: 

FI  (experiment  period)  X 100 
FI  ( control  period ) 

Ascent  in  millimeters  per  second  or 
„ EF  (mm.) 

DF  (sec.) 

is  a measure  of  the  speed  of  filling  of  the  arterial  bed. 

The  amount  of  the  time  for  ascent  of  the  rheo- 
graphic  curve  from  A to  the  steepest  point  F is 
considered  to  be  directly  related  to  the  blood  flow 
velocity  and  volume  pulse. 

Characteristics  of  the  Rheogram 

In  healthy  patients,  or  patients  without  any  cardio- 
vascular disorders,  the  curve  rises  from  A to  F 
smoothly  without  delay,  then  declines  without  any 
plateau.  The  dicrotic  notch  is  more  prominent  in  the 
brachial  rheograms  than  in  those  from  the  femoral 


arteries.  We  found  some  slight  differences  between 
the  simultaneous  rheograms  from  the  right  and  the 
left  brachial  arteries  and  from  the  right  and  left 
femoral  arteries  in  20  to  30  per  cent  of  these  patients. 
These  may  be  due  to  anatomic  differences  such  as 
larger  diameter  of  arteries  in  one  extremity  than  in 
the  other.  Furthermore  the  size  of  the  branches  which 
come  out  from  the  main  artery,  the  muscular  mass, 
and  depth  of  the  vessels  in  the  tissues  may  contribute 
to  the  form  of  the  rheogram  (Fig.  4). 

In  patients  with  atherosclerotic  ischemic  heart  dis- 
ease, generalized  arteriosclerosis,  diabetes  mellitus, 
and  hypercholesterolemia, 'the  curve  rises  slowly  and 
is  delayed;  the  amplitude  of  the  curve,  EF,  is  de- 
creased, and  the  dicrotic  notch  during  declination  is 
absent  in  75  per  cent  of  the  cases. 

Obliterative  peripheral  arterial  disease,  either  seg- 
mental or  diffuse,  in  a major  peripheral  arterial  path- 
way shows  decreased  or  flat  curves  below  the  ob- 
structed area.  Further  localization  of  the  obstruction 
may  be  determined  by  taking  various  longimdinal 
rheograms  in  various  short  segments  of  the  part  in 
which  the  obstruction  is  suspected,  as  the  thigh,  knee, 
calf,  foot,  and  toes,  or  of  the  upper  arm,  elbow  re- 
gion, forearm,  hand,  and  fingers.  The  exact  localiza- 
tion of  the  obstructed  segment  may  be  d^ermined 
by  the  transverse  rheograms  (Fig.  5).  ^ 

In  patients  with  thromboangiitis  obliterans  (Buer- 
ger’s disease),  the  bilateral  rheograms  usually  show 
low  amplitude,  a blunt  dome  shaped  top,  and  absence 
of  the  dicrotic  notch.  Usually  the  rheogram  from  one 
side  is  more  abnormal  than  that  from  the  other  (Fig. 
6).  ■: 

In  the  coarctation  of  the  aorta,  the  rheograms  re- 
veal a rapid  rise  with  higher  amplimde  (EF)  in 
brachial  arteries.  This  is  caused  by  hypertension  in 
the  upper  extremities.  Rheograms  very  low  in  ampli- 
tude and  almost  iso-electric,  or  flat,  were  recorded 
from  the  femoral  distributions  (Fig.  7). 

In  patients  with  aortic  stenosis,  the  rheogram  rises 
slowly,  the  time  ( DF ) is  prolonged,  an  apical  plateau 
develops,  and  the  amplitude  (EF)  is  decreased  (Fig. 
8).  Later,  the  anacrotic  hump,  or  double  hump,  may 
develop. 

In  aortic  insufficiency,  the  curve  rises  sharply  and 
rapidly  from  A to  F and  is  peaked.  The  time  (DF) 
is  shortened.  The  amplitude  (EF)  is  high  and  de- 
clines rapidly,  and  produces  a prominent  dicrotic 
notch,  especially  in  the  tracings  from  the  upper  arm 

(Fig.  9). 

In  hyperthyroidism,  the  ascent  of  the  tracing  is 
rapid  and  peaked.  The  amplitude  (EF)  is  increased 
and  on  declination  produces  a prominent  dicrotic 
notch,  especially  in  the  rheograms  from  the  upper 
arms  (Fig.  10). 

In  patients  with  hypothyroidism,  the  rheogram 
rises  slowly;  the  time  (DF)  is  prolonged  and  devel- 
ops a plateau  type  of  top.  The  amplitude  (EF)  is 
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decreased  and  declines  to  the  baseline  slowly  (Fig. 

11). 

In  patients  with  arteriovenous  fistula,  the  curves 
slotted  below  the  fistula  show  a low  amplitude  (EF) 
and  prolonged  time  (DF).  After  the  surgical  cor- 
rection, the  amplitude  (EF)  was  increased  40  per 
cent  in  the  same  affected  vascular  bed.  The  same 
changes  have  been  found  in  the  other  extremities, 
but  to  a lesser  degree  (Fig.  12). 

Discussion 

The  carotid,  vertebral,  and  cerebral  blood  flows 


have  been  determined  on  both  sides  simultaneously, 
and  characteristic  patterns  have  been  described  for 
carotid  occlusion,  arteriovenous  aneurysms,  cerebral 
atherosclerosis,  and  the  effects  of  ganglionic  blocks. 
Patients  with  coarctation  of  the  aorta  and  with  aortic 
valvular  disease,  aortic  valvular  stenosis  and  insuffi- 
ciency, or  regurgitation  have  shown  characteristically 
abnormal  patterns  in  the  rheogram,  even  before  a 
double  hump  appeared,  or  the  anacrotic  pulse  ap- 
peared, or  the  water  hammer  or  dicrotic  pulse  became 
recognizable  clinically.  Esophageal  electrodes  have 
been  used  to  determine  the  degree  of  mitral  insuffi- 
ciency in  patients  with  mitral  stenosis.  In  other 
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valvular  lesions  an  unusual  secondary  wave  in  the 
rheogram  has  been  found  by  Heeger  and  Polzer,  and 
Hager  and  Sherman  have  analyzed  the  various  pat- 
terns of  the  hepatic  rheograms  in  various  conditions. 

Arterial  spasm,  altered  dilatation,  loss  of  medial 
elasticity  in  the  great  arteries,  and  vascular  responses 
to  drugs  often  are  demonstrable.  There  are  recogniz- 
able signs  which  indicate  the  presence  or  absence  of 
collateral  circulation  in  arteriovenous  fistulas.  The 
degree  of  arterial  spasm  in  arterial  occlusion  may  be 
differentiated  in  rheograms  taken  before  and  after 
sympathetic  block,  before  and  after  immersion  in  ice 
water  at  40  C.  or  45  C.,  elevation  of  body  temperature 
three  to  five  degrees,  or  after  the  use  of  drugs.  This 
prognostic  evidence  indicates  whether  the  treatment 
should  be  medical  or  surgical.  The  rheogram  may  be 
used  to  determine  the  efficiency  and  effectiveness  of 


the  vasodilators,  and  to  follow  the  development  of 
collaterals  after  the  ligations  of  an  artery.  The  dilated 
veins  of  arteriovenous  fistulas  produce  a conspicu- 
ous change  in  the  rheogram,  as  do  varicosities,  ven- 
ous thromboses,  or  obstructions. 

It  may  be  possible  to  determine  roughly  the  cardiac 
output  or  the  stroke  volume  of  the  beat  by  calculat- 
ing and  counting  the  squares  under  the  curve,  or  by 
using  a planimeter.  Possible  indications  of  blood 
volume  changes  may  be  recognized  and  calculated 
roughly,  but  exact  correlation  with  the  cardiac  out- 
put is  impossible  because  these  factors  are  affected 
by  many  uncontrollable  and  fluctuating  variables. 

Vasospasm  of  arterioles  on  exposure  to  cold  or 
norepinephrine  produces  more  amplitude  of  the  rheo- 
gram, and  erases  the  dicrotic  notch  and  wave.  Re- 
laxation of  the  spasm  by  the  application  of  heat 
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results  in  a slight  increase  in  the  amplitude  and 
difference  in  the  appearance  of  the  dicrotic  wave  and 
secondary  waves.  Residual  acute  arterial  occlusion 
may  produce  an  iso-electric  rheogram. 

When  necrotic  arterioles  are  present,  the  charac- 
teristic rheogram  shows  a slowed  upstroke  with  a 
round  peak  in  contrast  to  the  sharp  ohmic  peak  of 
the  normal  curve  with  the  dicrotic  notch,  and  slow 
return  to  the  baseline. 


Summary 

Rheography  offers  a simple,  practical  method  for 
the  study  of  the  blood  flow  in  the  major  arterial  path- 
ways, and  is  of  particular  value  in  peripheral  vascular 
diseases  in  the  study  of  the  peripheral  arterial  circu- 
lation, and  to  a lesser  extent  of  the  venous  circula- 
tion, especially  stasis. 

It  is  more  valuable  than  oscillography,  especially 
the  recorded  type,  because  there  are  lags  in  every 
mechanical  recorder.  The  visual  reading  and  immedi- 
ate measurement  of  the  oscillation  are  difficult  and 
tedious.  Oscillography  requires  a cuff  around  the 
extremities  which  usually  obstructs  the  return  blood 
flow. 

Arterial  catheterization  and  arteriography  are  pain- 
ful and  not  without  danger.  Rheography  records  only 
ohmic  changes  incident  to  the  flow  of  blood  into  the 
whole  arterial  bed  of  the  part.  Skin  temperamres 
measured  with  the  Dermatherm  indicate  only  the 
changes  in  the  blood  flow  in  the  superficial  vessels 
in  and  under  the  skin,  but  this  may  be  considerably 
different  from  that  in  the  deeper  tissues. 

Rheography  is  used  to  obtain  instantaneous  record- 
ings of  conductivity  changes  that  result  from  blood 
flow  in  any  part  of  the  body,  and  there  is  no  lag. 
Calculations  are  necessary  to  extrapolate  the  parallel 
impedance  information  into  the  volume  changes  by 


mathematical  formulas,  but  these  usually  are  not 
necessary  for  clinical  determination  of  vascular  ab- 
normalities because  the  qualitative  changes  in  the 
form  of  the  tracing  are  characteristic. 

The  authors  have  studied  140  patients  who  have 
had  double  rheograms  performed.  The  characteristic 
forms  of  the  rheograms  in  various  conditions  are 
described. 

The  rheographic  method  is  without  danger  or  in- 
convenience to  the  patient  and  is  widely  adaptable 
and  inexpensive. 

The  double  rheograph  that  we  used  was  made  by 
Dr.  F.  Schuhfried  of  Vienna,  Austria.  A four-channel 
Sanborn  Visocardiette  was  used  for  recording  rheo- 
grams simultaneously  with  electrocardiograms. 

Simultaneous  rheograms  and  intra-arterial  curves 
were  made  on  some  patients  in  the  Catheterization 
Unit  by  Dr.  James  Leonard  of  Galveston.  These  were 
identical  with  rheograms. 

Arteriograms  were  made  on  some  patients  by  Dr. 
R.  N.  Cooley  of  Galveston  to  confirm  that  area  of 
obstruction  previously  determined  by  the  rheograms. 

In  continuous  smdies  the  authors  hope  to  assemble 
more  comparative  data  with  radiographic  and  intra- 
arterial hemodynamic  data. 
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Surgery;  radiologic  findings  are  presented  by  Dr.  F.  W. 
Riley,  fellow  in  the  Department  of  Radiology;  clinical  dis- 
cussions are  by  Dr.  C.  R.  Baxter,  assistant  professor  in  the 
Department  of  Surgery,  and  Dr.  R.  McClelland,  instructor 
in  the  Department  of  Surgery;  and  pathologic  findings  are 
presented  by  Dr.  V.  A.  Stembridge,  professor  in  the  De- 
partment of  Pathology. 

A 50  YEAR  OLD  white  male  was  admitted  to 
the  hospital  emergency  room  shortly  after  re- 
ceiving a blast  burn.  It  was  estimated  that  second 
degree  burns  of  his  arms,  legs,  feet,  and  face  affected 
45  to  50  per  cent  of  the  body  surface.  While  in  the 
emergency  room,  he  was  cleansed  with  lodo-prep,  and 
his  arms  and  feet  were  put  in  occlusive  dressings.  He 
was  placed  on  a sterile  sheet,  given  tetanus  toxoid, 
and  prescribed  6,000,000  units  of  procaine  penicillin 
twice  daily.  Demerol  hydrochloride  was  given  for 
pain,  and  six  liters  of  Ringer’s  lactate  solution  were 
administered  during  the  first  24  hours. 

After  close  examination  it  was  concluded  that  there 
were  no  tracheal  burns.  There  was  no  respiratory 
difficulty  and  the  urine  output  for  the  first  24  hours 
was  470  cc. 

On  the  second  hospital  day  oral  feedings,  including 
clear  liquids,  were  started,  but  the  patient  became 
nauseated  and  vomited.  At  this  time,  a nasogastric 
tube  was  passed  and  was  connected  with  a Wangen- 
steen suction  mbe.  It  was  left  in  place  for  approxi- 
mately 48  hours  and  then  removed.  The  patient  was 
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again  given  food,  after  which  nausea  did  not  occur. 
The  patient  was  afebrile  until  the  second  hospital 
day,  when  he  began  to  have  a spiking  temperature 
of  102  F.  On  the  fifth  day  he  was  placed  on  Achro- 
mycin. Intravenous  Ringer’s  lactate  solution  was 
continued  until  the  fourth  day.  At  that  time  he  was 
prescribed  oral  Moyer’s  solution  because  of  excessive 
loss  of  salt  water  from  his  wounds. 

On  the  third  hospital  day,  the  dressings  of  both 
arms  and  legs  were  changed  in  the  operating  room 
with  the  patient  under  general  anesthesia.  They 
were  redressed  using  sterile  technique.  Cultures  taken 
at  this  time  revealed  Pseudomonas,  Escherichia  inter- 
medium, and  Proteus.  The  Proteus  was  sensitive  to 
penicillin,  streptomycin,  and  Chloromycetin;  the 
Pseudomonas  was  sensitive  only  to  Colimycin;  and  the 
Escherichia  intermedium  was  sensitive  only  to  Chloro- 
mycetin. Chloromycetin,  penicillin,  and  Achromycin 
were  then  prescribed.  On  his  fifth  hospital  day  the 
patient  again  had  temperature  of  102  F.,  became  dis- 
oriented, and  was  thought  at  this  time  to  have  a 
gram-negative  septicemia.  Again,  on  the  seventh  hos- 
pital day,  the  dressings  were  changed,  revealing  an 
overgrowth  of  Pseudomonas.  All  of  this  time  the 
patient  was  on  oral  fluids.  On  the  tenth  day  it  was 
thought  that  edema  was  developing,  so  he  was  digi- 
talized. The  dressings  were  changed  again,  and  an 
overgrowth  of  Pseudomonas  was  still  apparent.  Ab- 
dominal distention  recurred,  and  was  thought  to  be 
due  to  a profound  ileus.  The  temperature  was  105  F., 
although  the  patient  was  still  receiving  Chloromy- 
cetin, erythromycin,  penicillin,  and  Colimycin.  He 
remained  disoriented  and  became  tachypneic.  On  the 
11th  day  the  water  intake  was  7,300  cc.  and  the  uri- 
nary output  was  4,600  cc.  On  the  12  th  day  the 
patient  was  stiU  disoriented.  Staphcillin  was  begun 
and  Chloromycetin  was  discontinued  because  of  a 
drop  in  the  white  blood  count.  The  serum  electro- 
lytes were  within  normal  limits  with  a carbon  dioxide 
combining  power  of  30  mEq.  per  liter.  'The  hemo- 


828 


TEXAS  State  Journal  of  Medidnz 


Presented  is  a typical  case  report  of  a 50  year 
old  man  admitted  to  the  hospital  emergency 
room  with  second  degree  burns  of  the  arms, 
legs,  feet,  and  face  affecting  more  than  45 
per  cent  of  the  body  surface. 


globin  had  dropped  from  an  initial  14.6  Gm.  per  100 
cc.  down  to  9.6  Gm.  per  100  cc.  and  one  unit  of 
whole  blood  was  administered,  the  first  that  the  pa- 
tient had  received.  A second  unit  was  given  the  fol- 
lowing day. 

On  the  13  th  day,  the  urinary  output  was  4,400  cc. 
Gastric  distention  recurred,  and  a Levin’s  tube  was 
placed  in  the  stomach  and  connected  to  Wangensteen 
suction  tube.  Initially,  a small  amount  of  bright  red 
blcxxi  was  observed  in  the  gastric  secretion,  but  this 
was  cleared  following  irrigation  with  iced  saline.  A 
blood  sample  was  obtained  and  allowed  to  clot;  hemo- 
lysis was  observed.  The  patient  began  having  diffi- 
culty in  breathing.  This  was  the  first  respiratory  dif- 
ficulty noted.  A tracheostomy  was  performed  with 
minimal  difficulty.  At  that  time  the  patient’s  condi- 
tion became  critical.  He  was  thought  to  have  gram- 
negative septicemia  with  shock.  Solu-Cortef  was  ad- 
ministered intravenously  continuously,  but  the  pa- 
tient’s condition  progessively  deteriorated,  and  death 
from  shock  occurred  a few  hours  later  on  the  14th 
day  after  he  was  burned. 

Radiology  Findings 

Dr.  F.  W.  Riley:  Initial  chest  films  taken  on  the 
day  of  admission  show  no  fracture  or  other  evidence 
of  acute  trauma.  'The  left  hemithorax  is  smaller  than 
the  right,  apparently  secondary  to  pleural  thickening 
and  calcification  laterally  and  posteriorly.  The  heart 
is  normal  in  size  and  contour.  Pulmonary  vascularity 
appears  normal.  There  is  no  pulmonary  infiltrate  or 
pleural  effusion. 

Subsequent  chest  films  show  no  change  until  the 
12  th  day,  when  numerous  small  areas  of  pulmonary 
infiltrate  appear.  'These  are  predominently  peripheral 
and  are  more  obvious  in  the  right  lung.  TTie  heart 
appears  slightly  larger  than  in  earlier  studies,  but 
pulmonary  vascular  volume  is  not  significantly  in- 
creased. On  the  l4th  day,  when  the  patient  died,  the 


heart  again  appears  slightly  enlarged.  The  amount 
of  pulmonary  infiltrate  has  increased  considerably, 
with  areas  of  confluence  in  the  right  upper  lobe.  In 
addition,  there  is  right  pleural  effusion.  Most  of  the 
left  hemithorax  is  obscured  by  the  heart  shadow 
and  left  pleural  thickening  previously  noted. 

A plain  film  of  the  abdomen  obtained  on  the 
ninth  day  shows  moderate  distention  of  the  stomach 
by  gas  but  a normal  amount  of  gas  in  the  colon.  It 
also  shows  generalized  increase  in  density  of  the 
abdomen  and  there  is  poor  visualization  of  the  mar- 
gins of  the  liver,  spleen,  and  kidneys.  From  the 
position  of  the  bowel  gas  shadows  it  can  be  assumed 
that  neither  the  liver  or  spleen  is  significantly  en- 
larged. Subsequent  films  show  essentially  the  same 
findings.  There  is  increasing  intestinal  gas  in  a pat- 
tern suggesting  ileus  on  the  I4th  day,  but  there  is 
no  visible  free  peritoneal  air. 

In  conclusion,  this  patient  developed  pulmonary 
infiltrate  which  was  initially  peripheral  and  scattered 
in  distribution,  later  becoming  confluent  and  associ- 
ated with  right  pleural  effusion.  Although  the  heart 
apparently  enlarged  slightly  in  the  interim,  the 
changes  are  not  typical  for  congestive  heart  failure. 
They  suggest  bronchopneumonia  or  multiple  pul- 
monary emboli.  The  increased  density  of  the  abdomen 
and  poor  margination  of  organs  suggest  ascites,  and 
on  the  last  film  a dynamic  ileus  is  apparent. 

Clinical  Discussion 

Dr.  G.  T.  Shires:  The  patient  presented  today  is 
typical  of  the  severe  burn  population  seen  at  this 
hospital  throughout  the  year.  Our  Burn  Service  now 
averages  between  100  and  150  hospital  admissions 
each  year.  These  admissions  consist  of  patients  hav- 
ing total  body  surface  burns  greater  than  20  per  cent. 
When  one  considers  this  volume  of  severe  burn  pa- 
tients, it  is  obvious  there  needs  to  be  continuity  in 
their  care.  Consequently,  a Burn  Service  has  been 
established. 

There  was  a report  in  the  JAMA  of  I960,  of  the 
experience  at  this  institution  with  initial  treatment 
of  burns.^®  This  report  summarized  the  philosophy 
of  the  initial  local  and  systemic  care  of  the  burn  pa- 
tient. However,  the  staging  of  burns  has  changed 
somewhat  since  that  time,  and  now  particularly  the 
complications  are  probably  more  fully  recognized  and 
treated.  At  the  present  time,  we  recognize  three  stages 
in  the  care  of  the  burn.  The  initial  stage  is  shock  and 
resuscitation  lasting  from  48  hours  up  to  about  the 
third  day.  The  second  is  that  of  infection  and  granu- 
lation tissue  formation  from  the  third  day  on  to 
about  the  20th  day.  Tlie  third  stage  includes  from 
the  20th  day  on.  'This  patient  obviously  lived  through 
the  first  stage  and  died  during  the  second  or  in- 
fection and  granulation  tissue  stage. 
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In  order  to  present  an  outline  of  the  entire  ther- 
apy, we  will  review  briefly  the  first  stage,  which  was 
covered  completely  at  this  conference  some  weeks 
ago.  Local  care  was  discussed  at  the  previous  con- 
ference and  consists  primarily  of  the  open  treatment 
of  burns.  It  is  now  fairly  clear  from  accumulated 
experience  and  from  the  literature  that  the  over-all 
mortality  rate  from  burns  is  probably  not  influenced 
by  the  use  of  either  open  or  closed,  or  even  the 
combination  of  the  two  methods  of  therapy.  Conse- 
quently, at  the  present  time  the  method  we  use  pri- 
marily is  open,  with  certain  notable  exceptions  such 
as  hands,  joint  surfaces,  and  circumferential  burns  of 
extremities.  The  initial  fluid  therapy  was  covered  in 
the  article  referred  to,  and  remains  essentially  the 
same.  I will  ask  Dr.  McClelland  now  if  he  would 
briefly  review  the  concept  of  the  initial  and  the  sys- 
temic care  of  the  patient  with  a burn  of  greater  than 
20  per  cent  of  the  total  body  surface  area. 

Dr.  R.  McClelland:  Fluid  therapy  for  burn  cases  at 
this  hospital  is  still  based  on  Evans’s  original  formu- 
lation; however,  considerable  change  has  been  made 
in  the  components  of  this  formula.  The  classic  for- 
mula for  daily  requirement  follows:  percentage  of 
burned  surface  times  body  weight  in  kilograms  times 
two.  In  addition,  2,000  cc.  of  5 per  cent  dextrose  in 
water  are  given.  From  50  to  75  per  cent  of  this  total 
amount  of  fluid  is  given  as  balanced  salt  solution 
and  from  25  to  50  per  cent  as  blood  or  colloid  solu- 
tion. However,  it  has  recently  been  found  from  work 
done  here  and  in  other  burn  centers,  that  blood  or 
colloid  is  not  necessary  during  the  first  48  hours  and, 
if  given  initially,  it  may  increase  the  mortality  rate. 
Also  in  the  cases  with  no  unusual  free  water  losses, 
the  extra  2,000  cc.  of  5 per  cent  dextrose  in  water 
is  not  believed  to  be  desirable.  The  Ringer’s  lactate 
solution  which  we  have  used  for  the  balanced  salt 
solution,  contains  a fairly  large  amount  of  free  water, 
since  it  is  somewhat  hypotonic,  and  it  has  been  felt 
that  additional  water  would  lead  to  overloading  the 
patient  on  many  occasions.  Accordingly,  the  Evans’s 
formula  as  used  here  has  been  modified  in  the  fol- 
lowing manner:  percentage  of  burn  times  body 
weight  in  kilograms  times  2.5.  This  gives  an  approxi- 
mation of  the  total  amount  of  Ringer’s  lactate  solu- 
tion to  be  given  within  the  first  24  hours.  Half  of 
this  amount  is  usually  given  in  the  first  8 hours,  and 
the  remainder  in  the  next  16  hours. 

It  must  be  stressed  that  this  calculated  amount  is 
only  an  approximation  and  must  not  be  followed 
slavishly.  Instead,  fluid  therapy  must  be  guided  and 
modified  by  hour  to  hour  observations  of  the  pa- 
tient’s clinical  status,  namely  the  vital  signs,  urine 
output,  hematocrit,  pulmonary  findings,  and  general 
appearance. 

In  the  second  24-hour  period,  about  half  the 


amount  of  Ringer’s  lactate  solution  given  the  first 
day  is  usually  required.  After  the  first  48  hours,  the 
initially  high  hematocrit  and  hemoglobin  usually  be- 
gin to  fall,  and  it  is  at  this  time  that  an  amount  of 
blood  sufficient  to  correct  the  incipient  anemia  is 
indicated. 

An  exception  to  the  rule  of  not  giving  colloids  in 
the  first  48  hours  occurs  for  young  children  and  very 
old  patients  who  usually  require  the  addition  of  col- 
loid solution  with  concomitant  lesser  use  of  Ringer’s 
lactate  solution.  This  preferably  is  given  as  aged 
plasma,  if  this  is  available. 

Dr.  Shires:  So,  in  summary,  in  rhe  initial  stage  of 
the  burn,  this  patient  was  treated  by  a combination 
of  open  and  closed  local  therapy,  and  crystalloidal 
solutions  were  administered  intravenously  for  the  in- 
itial 48  hour  period  of  the  resuscitation  therapy.  Now 
let  us  go  on  to  the  second  stage  of  the  burn,  the 
stage  in  which  this  patient  died.  This  case  probably 
demonstrates  all,  or  at  least  many,  of  the  complica- 
tions occurring  in  this  stage.  By  and  large,  these  come 
under  either  metabolic  effects,  sepsis,  gastroduodenal 
ulcerations,  or  pulmonary  complications.  To  dispense 
briefly  with  the  first  of  these,  the  metabolic  effects, 
this  patient  certainly  showed  some  metabolic  ill  ef- 
fects, but  probably  did  not  succumb  as  a result  of 
them.  We  know  that  the  basal  metabolic  rate  is 
always  elevated,  and  the  nitrogen  loss  from  the  body 
is  always  extremely  high  during  this  period  of  a 
burn.  In  fact,  neither  of  these  problems  return  to 
normal  until  at  least  the  end  of  the  second  month 
following  the  initial  burn.  So  this  patient  doubtless 
had  a great  negative;  nitrogen  balance  with  remark- 
able increase  in  basal  metabolic  rate  throughout  his 
hospital  course.  Attempts  to  correct  these  have  usually 
been  futile  in  that  it  is  impossible  to  keep  up  with 
the  nitrogen  loss,  regardless  of  forced  feeding  and 
other  measures.  In  addition,  there  are  certain  hazards 
that  occur  from  attempting  to  maintain  nitrogen 
balance.  We  know  that  excessive  nitrogen  intake  may 
cause  renal  failure.  Hyperglycemia  of  the  persistent 
type  has  been  produced  by  loads  of  therapy  aimed 
at  treating  this  metabolic  defect.  Other  supplementary 
measures  such  as  the  use  of  intravenous  fats  during 
this  time  to  replace  the  negative  caloric  balance  lead 
only  to  the  complications  of  the  use  of  fats  without 
really  overcoming  the  negative  nitrogen  balance. 
Consequently,  the  treatment  of  metabolic  effeas,  as 
they  are  now  poorly  understood,  is  inadequate  at  the 
present  time. 

The  second  complication,  sepsis,  occurs  early  or 
late  depending  upon  the  individual  patient.  In  this 
patient,  it  occurred  early,  and  required  primary  con- 
sideration from  the  third  day.  The  Burn  Service, 
to  which  we  referred  earlier,  has  been  organized  and 
run  by  Dr.  Baxter,  and  I will  ask  him  now  to  discuss 
sepsis  and  some  other  complications  in  this  patient’s 
course. 
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Dr.  C.  R.  Baxter:  To  review  a few  of  the  compli- 
cations of  sepsis  in  burns,  one  must  first  realize  that 
there  has  been  a change  in  the  type  of  organisms 
producing  death.  Five  years  ago  more  than  65  per 
cent  of  the  septicemias  in  burns  were  caused  by  re- 
sistant staphylococci.  Figures  accumulated  from  most 
major  centers  during  the  last  five  years  have  shown 
that  Pseudomonas  now  is  the  cause  in  more  than 
50  per  cent  of  the  total  number  who  die  with  septi- 
cemia. Eighty-five  per  cent  of  wound  culmres  reveal 
Pseudomonas,  either  in  combination  with  Proteus 
and  staphylococci  or  in  almost  pure  culture.  Phage 
typing  has  recently  been  utilized  extensively  in  an 
attempt  to  identify  the  strains  of  Pseudomonas  hav- 
ing invasive  characteristics.  Two  things  are  evident 
from  these  studies:  first,  that  the  presence  of  bacteria 
on  the  wound  surface  has  no  correlation  with  the 
eventual  development  of  septicemia;  and  second,  that 
phage  alone  does  not  determine  virulence.  There  is 
no  correlation  between  the  type  of  organism  cultured 
and  its  invasive  characteristics. 

Qinically,  there  are  two  types  of  systemic  involve- 
ment caused  by  Pseudomonas.  One  is  the  usual  vis- 
ceral type  of  septicemia  which  occurs  with  other 
organisms;  that  is,  the  organism  invades  the  blood 
stream,  and  then  proceeds  to  form  abscesses  in  vari- 
ous organs,  especially  the  lungs  and  kidneys.  The 
liver  and  the  spleen  are  infrequently  involved.  The 
second  type  of  systemic  involvement  produced  by 
Pseudomonas  might  be  referred  to  as  either  "vascu- 
lar” or  "muscular”  infection.  The  Brooke  Hospital 
groups  has  demonstrated  this  type  in  patients  in 
whom  Pseudomonas  invades  locally  from  the  burned 
area  and  grows  in  the  walls  of  the  blood  vessels  in 
surrounding  tissues  and  muscles  in  tremendous  con- 
centration. These  are  demonstrable  most  readily  with 
special  stains  of  bacteria.  The  two  types  of  systemic 
involvement  present  similar  clinical  pictures — disori- 
entation, high  fever,  tachycardia,  tachypnea,  ileus,  oli- 
guria, and  finally  shock.  The  vascular  type  is  char- 
acterized by  negative  blood  cultures.  The  mechanism 
is  unknown,  but  it  is  probably  a "pure  endotoxemia”. 
This  fact  is  important  therapeutically,  since  it  defies 
even  the  use  of  Colimycin  which  is  rather  specific 
for  Pseudomonas.  Thus,  despite  treatment  the  pa- 
tient dies  with  a completely  clear  blood  stream  and 
without  organ  involvement.  When  isolated  post- 
mortem, these  bacteria  produce  identical  lesions  in 
laboratory  animals — that  is,  viscerally  or  arterially. 
This  is  a major  advance  in  understanding  what  goes 
on  with  burn  sepsis. 

In  addition,  there  is  recently  an  increased  recogni- 
tion of  the  early  occurrence  of  sepsis  in  burns.  It  may 
occur  as  early  as  the  second  day.  Pulaski^^  ^nd  Alte- 
meier,^  both  demonstrated  that  organisms  could  be 
cultured  from  the  regional  lymph  nodes  12  hours 
post  burn — so  one  is  dealing  with  invasive  infection 


shortly  after  the  burn  has  occurred.  It  is  well  known 
that  bacteremia — that  is,  culturable  organisms  in  the 
blood  without  the  clinical  syndrome  of  septicemia — 
occurs  throughout  the  burn  course.  The  question  in 
therapy  is:  when  does  the  bacteremia  become  a sep- 
ticemia? This  is  difficult  to  answer.  In  this  patient, 
sustained  fever,  disorientation,  and  pulmonary  in- 
volvement made  the  problem  comparatively  easy.  In 
general,  if  one  is  forced  to  use  massive  antibiotic 
therapy  this  early  in  the  course,  the  outlook  is  poor. 
When  invasion  occurs  with  Pseudomonas,  and  Coli- 
mycin is  required,  staphylococci  and/or  Proteus  will 
overgrow,  and  the  second  septicemic  phase  will  be 
due  to  one  or  both  of  these  organisms.  The  number 
of  organisms  on  the  wound  surface  may  be  reduced 
to  a negligible  number,  which  may  be  important  in 
controlling  septicemia.  Certain  of  the  phage  types  of 
Pseudomonas,  however,  may  produce  death  in  ani- 
mals in  concentrations  of  100  organisms  per  ml. 

The  clinical  problem  of  having  to  treat  the  invasive 
infection  without  knowing  the  organism  is  always 
present.  The  initial  choice  of  antibiotics  should  be 
based  upon  the  best  available  information.  Over  40 
per  cent  of  staphylococci  are  Chloromycetin-sensitive, 
whereas  all  of  the  Proteus  are,  and  about  35  per  cent 
of  the  Pseudomonas  are  sensitive.  Initial  therapy 
before  the  results  of  culture  are  known,  should  there- 
fore include  fairly  large  doses  of  Chloromycetin  along 
with  a broad  spectrum  drug.  In  addition,  large  doses 
of  Achromycin  probably  should  be  added.  If  no  re- 
sponse ensues,  the  culture  will  suggest  specific  agents. 
At  the  present  time,  drugs  of  choice  are  Staphcillin 
for  the  Staphylococcus  and  the  Colimycin  for  the 
Pseudomonas.  Again,  all  of  the  Proteus  will  be  sensi- 
tive to  massive  doses  of  Chloromycetin. 

Dr.  Shires:  In  the  discussion  it  was  mentioned  that 
part  of  the  clinical  picmre  of  sepsis  is  profound  ileus. 
As  can  be  seen  from  the  protocol,  this  patient  did 
develop  severe  ileus.  The  third  complication  men- 
tioned, that  of  gastrointestinal  ulceration,  or  Curling’s 
ulcer,  becomes  a diagnostic  problem  in  that  ileus  is 
often  the  only  sign  of  the  development  of  a Curling’s 
ulcer.  I will  ask  Dr.  Baxter  again,  if  he  would  bring 
us  up  to  date  on  Curling’s  ulcer  occurring  in  burns 
affecting  large  body  surface  areas. 

Dr.  Baxter:  It  is  fairly  well  recognized  that  Curl- 
ing’s ulcer  constitutes  a significant  complication  of 
the  second  stage  of  burns.  The  majority  of  patients 
have  gastrointestinal  symptoms  reminiscent  of  peptic 
ulcer.  Often  this  is  manifested  as  a gnawing  hunger. 
If  one  includes  these  patients,  the  incidence  of  gastro- 
intestinal manifestations  is  high.  If  one  includes  only 
those  patients  who  have  either  a demonstrable  ulcer 
on  x-ray,  hemorrhage,  obstruction,  or  perforation 
from  the  ulceration,  the  incidence  is  about  20  per 
1,000.  We  have  often  observed  patients  with  obstruc- 
tion or  perforation  of  an  ulcer  without  any  abdomi- 
nal signs  except  distention.  Since  paralytic  ileus  and 


Volume  58,  OCTOBER,  7962 


831 


SEVERE  BURN  — Shires  et  al.  — continued 


gastric  dilatation  are  so  frequent  with  sepsis,  a per- 
foration may  go  unrecognized.  However,  the  majority 
of  those  with  a Curling’s  ulcer  have  fairly  significant 
gastrointestinal  hemorrhage.  Only  a third  manifest 
themselves  as  perforation.  In  general,  the  manage- 
ment of  bleeding  Curling’s  ulcer  should  be  conserva- 
tive. If  this  is  done,  as  the  Brooke  Hospital^  series 
points  out,  about  70  per  cent  of  them  will  survive 
the  complications  of  the  ulcer.  The  uncontrollable 
or  massive  bleeder  should  have  surgical  intervention, 
although  the  mortality  rates  approach  100  per  cent. 
So,  in  general,  one  approaches  them  conservatively, 
using  sound  surgical  principles  which  are  applicable 
to  massive  or  uncontrollable  bleeding. 

Dr.  Shires:  So  this  patient,  while  possibly  having 
a Curling’s  ulcer,  at  least  did  not  present  the  indica- 
tions for  surgical  intervention,  such  as  recognizable 
massive,  continuing  hemorrhage  or  frank  perforation. 
The  occurrence  of  Curling’s  ulcer  in  burns  is  an  in- 
teresting problem,  and  has  been  the  subject  of  much 
research  lately.  There  is  at  least  one  approach  which 
now  begins  to  make  some  sense  in  differentiating 
the  Curling’s  ulcer  from  the  other  types  of  stress 
ulcer,  particularly  Cushing’s  ulcer.  Dr.  McClelland, 
would  you  tell  us  about  the  pathogenesis  of  Curling’s 
ulcer? 

Dr.  McClelland:  Dr.  Porter  and  others^®  have  done 
some  interesting  work  on  burns.  They  succeeded  in 
producing  gastric  hypersecretion  in  monkeys  through 
two  pathways.  First  of  all,  electrical  stimulation  of 
the  anterior  hypothalamus,  acting  through  the  vagus 
nerves,  produced  immediate  gastric  hypersecretion. 
Perhaps  this  is  the  pathway  through  which  Cushing’s 
ulcers  are  produced.  Secondly,  electrical  stimulation 
of  the  posterior  hypothalamus,  acting  through  the 
piaiitary-adrenal  axis,  produced  a somewhat  delayed 
hypersecretion.  In  all  likelihood,  this  is  the  pathway 
for  the  production  of  the  usual  Curling’s  ulcer  seen 
in  the  burn  patients.  These  investigators  found  that 
hypersecretion  of  the  first  type  was  blocked  by  vag- 
otomy, while  the  second  type  was  blocked  by  bilateral 
adrenalectomy.  Therefore,  clinically  it  might  be  as- 
sumed that  vagotomy  would  not  be  helpful  in  treat- 
ing Curling’s  ulcer,  since  this  apparently  is  not  the 
channel  over  which  these  ulcers  are  mediated. 

Dr.  Shires:  So  this  is  a peculiar  type  of  gastroin- 
testinal ulceration  and,  as  pointed  out,  one  does  not 
expect  the  usual  finding  of  high  gastric  acid.  This 
has  been  measured  by  the  Brooke  Hospital  group,^ 
and  since  that  time  by  Hummel  and  others.’^  No 
correlation  was  found  between  the  degree  of  gastric 
acidity  and  the  development  of  the  ulcer.  Curling’s 
ulcer  remains  a possible  complication  in  this  patient. 

The  last  major  complication  in  this  area,  as  we 
mentioned,  is  pulmonary.  This  man,  in  terms  of  his 


primary  care,  did  not  present  the  problem  of  burns 
of  the  mouth  with  the  rapidly  ensuing  edema  re- 
quiring tracheostomy.  He  did  not  present  symptoms 
of  what  was  recognizable  as  "traumatic  wet  lung’’ 
subsequent  to  major  blast  injury.  He  further  did  not 
show  early  evidence  of  inhalation  of  noxious  gases. 
However,  on  the  day  prior  to  death,  he  did  develop 
respiratory  problems  and  a tracheostomy  had  to  be 
done.  Dr.  Baxter,  would  you  like  to  comment  on  the 
pulmonary  complications? 

Dr.  Baxter:  The  pulmonary  problem  in  burns  re- 
mains unsettled,  as  was  pointed  out  by  Phillips 
and  Cope  in  the  Annals'  of  Surgery.^ ^ He  point- 
ed out  that  in  the  last  ten  years,  of  some  460  burn 
patients  at  the  Massachusetts  General  Hospital,  more 
than  60  per  cent  died  as  a direct  result  of  pulmonary 
involvement.  When  an  individual  is  burned,  there  is 
always  some  inhalation  of  irritants  or  some  blast 
injury.  This  may  take  place  even  if  the  face  and  neck 
are  not  involved  in  the  burn.  It  was  pointed  out,  in 
studies  of  the  Cocoanut  Grove  fire,  that  almost  all 
of  these  patients  had  pulmonary  findings  at  the  time 
of  admission  and  subsequently  developed  either  ate- 
lectasis or  pneumonitis  of  significant  degree.  In  all 
likelihood,  the  pathogenesis  of  the  pulmonary  in- 
volvement is  simply  that  there  are  both  damage  to 
the  bronchial  tree  and  tachypnea  from  the  outset  due 
to  shock.  Both  of  these  cause  inspissated  secretions. 
In  addition,  there  are  the  pulmonary  systemic  com- 
plications of  the  burn  which  are  poorly  understood. 
Approximately  10  per  cent  of  those  dying  in  the  early 
post  burn  phase  have  some  involvement  of  the 
bronchioles  or  the  pulmonary  vasculature — either  by 
hyaline  membrane  disease,  thrombosis  in  situ,  plate- 
let emboli  within  the  lungs,  or  various  other  rare 
conditions  affecting  the  bronchioles  or  the  pulmonary 
artery  ramifications.  From  the  beginning,  then,  one 
has  the  setting  for  massive  atelectasis  to  be  followed 
by  pneumonia.  Then,  as  the  transient  bacteremias 
arise,  organisms  are  sequestered  in  these  areas  of 
abnormal  lung.  Therefore,  multiple  small  or  micro- 
scopic abscesses  in  the  lung  are  common,  regardless 
of  the  organism  involved.  The  lungs  may  then  serve 
as  the  portal  of  entry  for  the  fatal  septicemia.  In 
this  patient,  there  is  fair  evidence  that  the  lung  may 
have  been  the  portal  of  entry  for  continued  sepsis 
and  death. 

Dr.  Shires:  There  are  several  other  complications 
we  have  not  listed.  This  patient  was  a candidate  for 
most  of  the  ones  that  have  been  discussed.  'There  are 
two  others  that  we  might  ask  Dr.  Baxter  to  mention 
in  summarizing  why  he  thinks  this  patient  died.  One 
is  the  thrombo-embolic  phenomenon  which  so  often 
kills  the  older  patient  with  a severe  burn,  and  the 
other  is  the  relative  or  absolute  adrenal  insufficiency 
produced  by  the  sepsis. 
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Dr.  Baxter:  In  regard  to  the  older  patient,  a man 
approaching  50  years  of  age  with  a 50  per  cent  burn, 
has  an  expectant  mortality  of  over  85  per  cent.  Over 
65  years  of  age,  20-30  per  cent  burns  are  practically 
100  per  cent  fatal.  In  our  experience,  more  than  75 
per  cent  die  with  thrombo-embolic  disease  of  one 
kind  or  another.  Many  who  survive  have  peripheral 
embolization.  The  figures  on  pulmonary  emboli  indi- 
cate that  they  are  a common,  less  fatal  phenomenon 
in  younger  people.  This  may  be  a contributory  factor 
in  nearly  all  burn  deaths.  We  feel  so  strongly  about 
this  that  patients  in  the  aged  group  now  receive  pro- 
phylactic doses  of  heparin  throughout  the  first  and 
second  stages.  We  do  not  have  sufficient  numbers 
to  justify  any  conclusions  at  the  present  time. 

The  problem  of  adrenocortical  insufficiency  is  dif- 
ficult to  solve  on  clinical  grounds.  There  are  reported 
cases®  in  which  a syndrome  not  unlike  adrenal  in- 
sufficiency was  presented  and  which  did  respond  to 
corticoids;  measurements  of  blood  corticoids  showed 
no  response  to  stress;  and  when  these  patients  re- 
covered, they  did  not  respond  to  ACTH  in  the  typi- 
cal manner.  These  investigators  felt  that  these  cases 
represented  a peculiar  type  of  relative  adrenal  cortical 
insufficiency.  Although  these  are  rare  cases,  at  autopsy 
hemorrhage  within  the  adrenal  glands  with  almost 
complete  adrenal  destruction  is  present  in  many  pa- 
tients. The  routine  use  of  corticoids  is  definitely  con- 
traindicated. In  this  patient,  the  marked  hyper- 
natremia is  certainly  against  the  diagnosis  of  adreno- 
cortical insufficiency  disease. 

In  summary,  I think  that  the  mechanism  of  death 
in  this  patient  is  most  certainly  due  to  Pseudomonas 
septicemia  with  massive  pneumonitis  and/or  multiple 
pulmonary  abscesses.  The  burned  surface  probably 
served  as  the  initial  portal  of  entry;  but  the  possibil- 
ity of  pulmonary  involvement  or  concealed,  undiag- 


Fig.  1.  Photomicrograph  of  skin  burn  showing  ab- 
sence of  epithelium,  coagulative  necrosis  of  super- 
ficiol  dermis,  relative  absence  of  inflammatory  reac- 
tion and'  thrombosis  of  venule  in  the  deep  dermis. 
Hematoxylin  and  eosin  stains,  (x  45) 


nosable  perforation  of  a Curling’s  ulcer  as  the  portal 
of  entry  should  not  be  overlooked. 

Pathologic  Findings 

Dr.  V.  A.  Stemhridge:  At  autopsy  this  man  had 
second  and  third  degree  thermal  burns  involving  the 
face,  upper  extremities,  and  portions  of  the  back  and 
knees.  There  was  a characteristic  yellow-green  bac- 
terial growth  over  the  surface  of  many  of  these 
burned  areas,  indicative  of  Pseudomonas  infection. 
Microscopic  sections  taken  through  the  areas  of  burn 
demonstrate  the  absence  of  an  eschar,  a prominent 
degree  of  fibroblastic  proliferation,  but  relatively 
little  in  the  way  of  proliferation  of  the  secondary 
skin  appendages.  A paucity  of  inflammatory  infiltrate 
is  observed.  On  closer  inspection  there  is  thrombosis 
of  many  of  the  vessels,  both  arterioroles  and  venules, 
which  have  a peripheral  zone  of  blue  staining  ma- 
terial (Fig.  1).  Similar  blue  staining  aggregates  are 
found  both  superficially  and  within  the  skin,  which 
represent  colonies  of  bacteria  and  with  bacterial  stains 
are  shown  to  be  gram-negative  bacilli. 

Infection  is  an  important  facet  in  the  care  of 
burned  patients  and  is  of  especial  importance  in 
deep  burns,  usually  making  its  appearance  about  the 
fifth  day.®  The  sequence  of  events  in  this  patient 
involved  a gram-negative  infection  of  the  burns,  a 
septicemia  with  the  gram-negative  organisms,  princi- 
pally Pseudomonas,  and  as  a consequence  of  the 
Pseudomonas  septicemia,  this  individual  sustained 
several  additional  insults  to  his  body.  In  recent  sur- 
veys,®’ ® of  fatal  Pseudomonas  septicemia,  many  of 
these  patients  have  been  shown  to  demonstrate  the 
following:  granulocytopenia;  a proclivity  for  the  or- 
ganisms to  produce  thrombosis,  especially  in  cutane- 
ous lesions  such  as  burns;  a tendency  to  form  pyo- 
derma gangraenosum;  septic  infarcts,  particularly 
pulmonary;  and  other  responses  thought  to  be  due 
to  the  bacterial  toxins. 

This  patient  had  pyoderma  gangraenosum.  Clus- 
tered over  the  back  and  posterior  aspect  of  the 
thighs  were  small  ulcerating  lesions  measuring  up 
to  2 cm.  in  diameter,  having  small  focal  necrotic 
centers  and  distinctly  separate  from  the  thermal 
burns.  These  present  a histologic  pattern  similar  to 
the  burns,  characterized  by  colonies  of  bacteria, 
thrombosis,  and  again  a relative  absence  of  an  inflam- 
matory infiltrate  resulting  from  the  granulocytopenia. 
The  organisms  have  a great  affinity  for  the  vessels, 
invade  them  readily  and  produce  thrombosis.  As  a 
consequence  of  infected  thrombi,  septicemia  occurs. 
Septicemia  may  result  in  the  characteristic  skin  lesion 
known  as  pyoderma  gangraenosum.  This  is  a specific 
type  of  cutaneous  ulcer  coming  about  as  the  result 
of  any  septicemia,  and  while  in  the  past  it  was  recog- 
nized as  a product  of  streptococcal  or  staphylococcal 
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septicemia,®  more  recently  it  has  been  the  sequela  of 
Pseudomonas  septicemia.® 

At  the  time  of  autopsy  this  patient  did  have  a 
positive  blood  culture  for  gram-negative  organisms. 
Examination  of  his  bone  marrow  demonstrates  a 
granulocytic  type  of  hypoplasia,  and  this  granulocyto- 
penia is  reflected  in  the  relative  absence  of  inflam- 
matory cells  in  the  skin  and  other  lesions.  Whether 
this  granulocytopenia  is  a response  to  drugs  or  pri- 
marily a response  to  toxin  is  a moot  point. 

The  next  important  pathologic  finding  is  in  the 
lungs.  The  lungs  were  heavy  and  boggy.  The  com- 
bined weight  was  1,290  Gms.  The  cut  surface  showed 
scattered  discrete  nodules,  varying  from  1 to  3 cm. 
in  diameter.  Some  of  these  nodules  were  hemorrhagic, 
but  all  were  indurated,  having  a glistening  surface 
from  which  no  purulent  material  could  be  expressed. 
The  surrounding  pulmonary  parenchyma  was  normal. 
A definite  histologic  pattern  was  encountered  in 
these  lungs.  At  the  edge  or  in  the  center  of  the 
nodules,  the  vessels  had  fine  fibrinous  thrombi,  and 
there  was  adjacent  pulmonary  edema,  fibrinous  exu- 
dation, early  coagulation  necrosis,  and  a varying 
amount  of  hemorrhage  (Fig.  2).  The  vascular  dis- 
tribution of  these  lesions  indicates  septic  infarcts. 
Bacterial  stains  show  an  abundance  of  gram-negative 
organisms  both  within  the  thrombi  and  alveoli.  There 
was  a comparative  deficiency  of  inflammatory  cells 
because  of  the  granulocytopenia,  hence  purulent  exu- 
dation did  not  occur  within  the  nodules. 

Below  the  tip  of  the  tracheostomy  tube  there  were 
multiple  small  hemorrhagic,  ulcerated  areas,  and 
these,  too,  were  associated  with  vascular  thrombosis. 
When  stained  for  bacteria,  an  abundance  of  gram- 
negative organisms  was  demonstrated. 

One  of  the  most  interesting  changes  was  found  in 
the  kidneys.  The  kidneys  weighed  210  Gm.  each.  The 


Fig.  2.  Photomicrograph  of  lung  demonstrating  sep- 
tic infarct  with  thrombosis  in  the  upper  right,  fi- 
brinous exudation,  early  necrosis  of  alveoli,  and  rela- 
tive absence  of  inflammatory  cells.  Hematoxylin  and 
eosin  stains,  (x  200) 


cortical  surfaces  were  mottled  with  tan  and  red  areas. 
They  were  soft  and  flabby,  and  grossly  had  the  ap- 
pearance of  bilateral  cortical  necrosis.  Section  re- 
vealed a tan,  coagulated-appearing  cortex,  including 
the  columns  of  Bertin;  the  cut  surfaces  of  the  kidney 
bulged.  Microscopically,  the  characteristic  feamres  of 
bilateral  cortical  necrosis  were  observed.  The  over-all 
architecmre  persists,  but  there  is  coagulative  necrosis 
in  which  the  ghost  outlines  of  the  cells  are  still  vis- 
ible (Fig.  3).  It  is  interesting  to  speculate  on  the 
exact  etiology  of  the  bilateral  cortical  necrosis  in  this 
patient.  Was  it  on  the  basis  of  the  burns  or  because 
of  bacterial  toxins?  The  clinical  course  and  histopath- 
ology  certainly  favor  the  latter.  It  has  been  shown 
that  one  of  the  pathogenetic  mechanisms  for  bilateral 
cortical  necrosis  may  be  vasospasm  of  the  renal  ves- 
sels. As  early  as  1940,'^’  vasospasm  of  the  renal  ves- 
sels was  postulated  as  the  mechanism  of  bilateral 
cortical  necrosis.  More  recently,  ThaT^  has  shown  a 
specific  bacterial  toxin  which  acts  upon  the  renal 
vessels  to  produce  vasospasm.  Perhaps  this  mech- 
anism accounts  for  the  cortical  necrosis  in  this  case. 

The  stomach  showed  multiple  superficial  acute 
ulcerations  varying  in  size  from  3 to  5 mm.  These 
lesions  are  typical  of  the  stress  ulcers,  wherein  a 
small  segment  of  the  mucosa  has  undergone  coagula- 
tion necrosis.  Within  these  erosions  there  is  mucosal 
hemorrhage  with  the  formation  of  the  brown  acid- 
hematin  (Fig.  4).  There  is  a lack  of  inflammatory 
response  about  these  ulcers.  Recent  hemorrhage  into 
the  stomach  and  duodenum  was  estimated  at  ap- 
proximately 500  cc. , 

There  was  about  750  cc.  of  fluid  within  the  peri- 
toneal cavity.  The  liver  was  slightly  enlarged,  weigh- 
ing 2,000  Gm.  and  was  pale  yellow  on  cut  surface. 
Microscopically  there  was  a small  amount  of  fatty 
metamorphosis. 

The  heart  was  enlarged  and  weighed  460  Gm. 


Fig.  3.  Photomicrograph  of  kidney  showing  cortical 
necrosis  with  extensive  coagulative  necrosis  of  both 
tubules  and  glomeruli.  Hematoxylin  and  eosin  stains, 
(x  200) 
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Fig.  4.  Photomicrograph  of  stomach  demonstrating 
necrosis  of  mucosa  and  hemorrhage  with  acid- 
hematin  change  at  the  base  of  the  mucosa,  typical 
findings  in  an  acute  stress  ulcer.  Hematoxylin  and 
eosin  stains,  (x  1 6) 


Microscopically,  focal  fibrosis  of  slight  degree  was 
found  in  the  myocardium  and  in  the  valves.  It  is  our 
interpretation  that  this  was  probably  the  result  of 
old  rheumatic  heart  disease.  In  addition,  there  was  a 
calcified  mass  involving  the  left  pleural  surface.  This 
was  the  product  of  an  old  organized  empyema. 

In  summary,  the  primary  pathologic  findings  can 
be  stated  as  follows:  (1)  second  and  third  degree 
thermal  burns  involving  50  per  cent  of  body  surface, 
( 2 ) severe  Pseudomonas  infection  of  burn  site  with 
septicemia,  (3)  granulocytic  hypoplasia  of  the  bone 
marrow,  (4)  pyoderma  gangraenosum,  (5)  septic 


pulmonary  infarcts,  (6)  acute  ulcerative  tracheitis, 
(7)  bilateral  cortical  necrosis  of  the  kidneys,  (8) 
acute  stress  ulcers  of  the  stomach,  (9)  gastrointesti- 
nal hemorrhage,  and  (10)  mild  fatty  metamorphosis 
of  the  liver. 
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Chest  Physicians  issue  Statement 
On  Cigarette  Smoking 

The  American  College  of  Chest  Physicians,  after  years  of  studying  the  effect 
of  cigarette  smoking  on  the  pulmonary  and  cardiovascular  systems,  has  announced 
that  it  is  convinced  that  sufficient  evidence  has  been  accumulated  to  issue  an 
official  statement  with  regard  to  cigarette  smoking  and  health.  Accordingly,  a 
resolution  connecting  cigarette  smoking  with  various  pulmonary  and  cardiovascular 
conditions  was  approved  by  the  Board  of  Regents  and  issued  by  the  College. 

The  resolution  stated  that  the  weight  of  scientific  evidence  distinctly  indicates 
that  cigarette  smoking  and  the  inhalation  of  other  atmospheric  pollutants  have  an 
association  relationship  which  strongly  suggests  a causal  connection  with  chronic 
bronchitis,  pulmonary  emphysema,  cor  pulmonale,  cardiovascular  diseases,  and 
cancer  of  the  lung. 

The  College  in  its  official  statement  urged  its  members  and  the  medical 
profession  in  general  to  intensify  their  educational  campaign  directed  toward  the 
public,  and  the  youth  in  particular,  relative  to  the  hazards  of  smoking. 

The  College  urges  that  efforts  to  control  atmospheric  pollution  be  encour- 
aged and  that  support  be  given  to  endeavors  in  the  field  of  research  for  additional 
scientific  information  concerning  other  etiologic  agents. 
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Dr.  George  W.  Waldron,  President  of  TMA,  meets  Miss  Karey  Patterson 
of  Houston.  Miss  Patterson  was  selected  by  the  Board  of  Trustees  as  the  sec- 
ond recipient  of  the  Harriet  Cunningham  Memorial  Fellowship  in  Medical 
Writing. 


Win  or  Lose?  Elections  Decide 
Battles,  Executive  Reports 

Physicians  who  joined  in  the  timely  and  worth- 
while legislative  mission  to  Washington  June  13-15 
were  impressed  with  the  fact  that  organized  medi- 
cine’s battles  are  won  or  lost  in  political  elections. 

Reporting  on  the  mission,  C.  Lincoln  Williston, 
Executive  Secretary  of  the  Texas  Medical  Association 
said  that  22  physicians  representing  each  congres- 
sional district  in  the  state  were  joined  by  the  offi- 
cers of  the  Association  and  representatives  of  the 
Texas  Hospital  and  Dental  Associations  and  of  the 
health  insurance  business.  As  a group,  they  visited 
with  Sen.  Ralph  Yarborough  and  two  members  of 
the  House  Ways  and  Means  Committee,  Reps.  Bruce 
Alger  and  Clark  Thompson.  Doctors  conferred  indi- 
vidually with  their  own  congressmen,  and  at  all  times, 
the  reasons  for  opposing  social  security  medicine 
were  reiterated. 

Members  of  the  delegation  were  heartened,  Willis- 
ton reported,  to  see  the  tremendous  volume  of  mail 
which  congressmen  were  receiving  from  physicians. 
Auxiliary  members,  and  the  people  back  home.  But 
even  though  the  mail  was  heavily  in  opposition  to 
social  security  medicine,  some  elected  representatives 
still  supported  the  bill. 


Miss  Karey  Patterson  Receives 
Harriet  Cunningham  Fellowship 

Miss  Karey  Patterson  of  Houston,  a 1962  grad- 
uate of  Sam  Houston  State  Teachers  College,  has 
been  named  this  year’s  recipient  of  the  Harriet 
Cunningham  Memorial  Fellowship  in  Medical 
Writing. 

The  fellowship  is  for  $250,  and  includes  an  in- 
ternship on  the  editorial  staff  of  the  Texas  State 
Journal  of  Medicine.  Miss  Patterson  entered  The 
University  of  Texas  School  of  Journalism  as  a 
graduate  student  this  fall. 

Holder  of  seven  editorships  of  publications,  she 
was  associated  with  the  News  Bureau  of  her  col- 
lege and  was  selected  by  students  and  faculty  for 
the  Gibbs  Award  for  scholastic  achievement,  spir- 
itual values,  and  participation  in  campus  activities. 

The  fellowship  in  medical  writing  was  created 
in  I960  in  memory  of  Miss  Harriet  Cunningham, 
who  was  managing  editor  of  the  Journal  for  14 
years.  It  is  awarded  each  year  to  a deserving  stu- 
dent who  desires  to  pursue  graduate  work  in 
journalism  at  The  University  with  emphasis  on 
medical  writing.  The  purpose  of  the  program  is  to 
produce  trained  medical  writers  for  lay  media  and 
scientific  publications. 


Dr.  Herman  C.  Sehested 
of  Ft.  Worth  repKjrts  on  An- 
nual Session  to  the  Execu- 
tive Board. 


C.  Lincoln  Williston  and  Dr.  Wal- 
dron before  the  Executive  Board. 
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Council,  Committee  Reports 

Legislation  Initiated  on  MAA, 
Physicians'  Liability,  Narcotics 


A resolution  to  prepare  and  sponsor  a constitu- 
tional amendment  and  such  legislation  as  is  necessary 
to  enact  the  medical  aid  to  the  aged  portion  of  the 
Kerr-Mills  Law  in  Texas  was  passed  by  the  Executive 
Board  of  the  Texas  Medical  Association  at  its  meet- 
ing Sept.  23  in  Austin. 

Proposed  by  the  Committee  on  Health  Insurance 
and  approved  by  the  Council  on  Medical  Service  and 
Insurance,  the  resolution  cited  the  need  for  medical 
aid  to  citizens  over  65  years  of  age  who  ordinarily 
can  care  for  themselves,  and  pointed  out  that  the  Old 
Age  Assistance  portion  of  the  Kerr-MiUs  Law  is 
working  well.  The  Council  on  Medical  Jurisprudence 
stood  ready  to  assist  in  this  action. 

Other  legislation  which  will  be  introduced  to  the 
Texas  Legislature  in  January  includes  a bill  which 
would  exempt  physicians  from  liability  for  releasing 
to  recognized  cancer  registries  information  on  cancer 
patients,  and  a bill  which  would  provide  financial 
immunity  to  grievance  committees,  tissue  committees, 
and  similar  groups  for  acts  performed  in  accordance 
with  their  duties. 

The  Committee  on  Cancer  recommended  the  for- 
mer legislation,  which  was  approved  by  the  Council 
on  Medical  Jurisprudence.  The  Council  initiated  the 
request  for  the  latter  legislative  bill. 

The  Executive  Board  also  approved  the  Council’s 
recommendation  that  certain  exempt  narcotics,  such 
as  paregoric,  be  placed  under  oral  prescription  of 
physicians,  and  that  necessary  legislation  should  be 
initiated. 

After  smdying  other  bills  which  are  to  be  brought 
before  the  Legislature,  the  Council  recommended 
that  the  TMA  oppose  bills  concerning  the  licensing 
of  medical  technologists,  amendments  to  the  Nurse 
Practice  Act,  and  licensure  of  geriatric  nurses  for 
convalescent  homes.  The  Council  noted  that  the 
present  registry  of  technicians  under  the  supervision 


of  the  clinical  pathologists  is  superior  to  the  pro- 
posed plan. 

The  Texas  Commission  on  Patient  Care,  reporting 
through  the  Council  on  Medical  Education  and  Hos- 
pitals, concurred  in  the  opinion  that  the  proposed 
amendments  to  the  Nurse  Practice  Act  are  not  in  the 
best  interests  of  the  patients  nor  the  nursing  and 
medical  professions  as  a whole.  Dr.  G.  V.  Brindley, 
Jr.,  chairman  of  the  Commission,  stated  that  that 
group  will  continue  to  offer  assistance  to  all  nursing 
organizations  in  an  effort  to  improve  the  quality, 
quantity,  and  welfare  of  nurses;  however,  all  meas- 
ures increasing  federal  control,  inviting  union  par- 
ticipation, and  containing  socialistic  principles  will 
be  opposed. 

Opposition  to  the  licensure  of  geriatric  nurses 
came  also  from  the  Committee  on  Aging  through 
the  Council  on  Public  Relations  and  Public  Service. 

Dr.  Sam  A.  Nixon,  Chairman  of  the  Committee 
on  Public  Health,  reported  for  that  group;  physicians 
were  urged  to  continue  to  perform  tests  on  newborn 
infants  for  phenylketonuria  as  a routine  measure. 

Since  venereal  disease  is  prevalent  in  Texas,  as  in 
most  of  the  United  States,  the  Committee  suggested 
that  county  medical  societies  could  perform  a worth- 
while public  service  by  scheduling  programs  on  this 
and  related  subjects  both  for  the  general  public  and 
for  professional  groups. 

Continued  use  of  polyvalent  influenza  vaccine  in 
high  risk  groups,  tetanus  toxoid,  and  automobile  seat 
belts  was  encouraged. 

The  Council  on  Public  Relations  and  Public  Serv- 
ice reviewed  promotional  pieces  for  the  1962  Annual 
Session,  and  discussed  press  coverage  and  local  pub- 
licity. The  importance  of  informing  a representation 
of  the  public  of  the  educational  and  scientific  aspects 
of  the  convention  at  the  civic  luncheon  was  empha- 
sized. 
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Recognizing  that  the  problem  of  election  of  Dele- 
gates to  the  American  Medical  Association  is  a real 
one,  the  Council  on  Constitution  and  By-Laws  will 
give  serious  consideration  to  several  methods  of  elec- 
tion in  the  near  future. 

The  Council  on  Scientific  Advancement  considered 
a variety  of  subjects  from  the  committees  which  re- 
port to  it.  Members  of  the  Committee  on  Mental 
Health  and  the  Committee  on  Tuberculosis  have  ac- 
cepted invitations  to  testify  before  the  State  Senate 
Committee  on  Cost  of  Government  in  Austin  on 
October  18-19. 

The  dangers  of  helmet  blocking  were  studied  by 
a special  committee,  and  the  use  of  this  procedure  in 
interscholastic  football  was  deplored;  physicians  were 
urged  to  discourage  the  practice  at  every  opportunity. 

A resolution  from  the  Committee  on  Nuclear 
Medicine  opposing  the  proposed  Federal  Drug  Ad- 
ministration regulations  in  its  present  form  as  being 
contrary  to  Congressional  intent  was  approved  by 
the  Executive  Board.  The  resolution  further  suggested 
that  the  proposed  regulations  be  submitted  to  the 
Federal  Radiation  Advisory  Board  for  consideration 
prior  to  further  action,  and  that  radioactive  drugs 
continue  to  be  exempt  from  FDA  regulation  as  now 
provided  by  Reg.  130.3  (a)  1.  The  Committee  also 
urged  opposition  to  certain  aspects  of  the  Kefauver 
Bill  which  concern  clinical  investigation  of  new 
drugs.  In  a supplementary  report  to  the  Executive 
Board,  the  Committee  approved  the  suggested  regu- 
lations for  control  of  radiation  which  are  to  be  sub- 
mitted by  the  Texas  State  Department  of  Health  to 
the  Atomic  Energy  Commission  for  appropriate  ac- 
tion to  vest  the  control  of  regulatory  authority  per- 
suant  to  PL  86-373  in  the  State  of  Texas. 

Through  the  Council  on  Medical  Service  and  In- 
surance, the  Committee  on  Association  Insurance  re- 
ported the  following  changes  in  the  Group  Disability 
Insurance  Program:  effective  Nov.  1,  1962,  the  tem- 
porary 20  per  cent  bonus  paid  on  claims  under  the 
five-year  sickness  plan  will  be  discontinued  in  favor 
of  a new  dividend  formula  which  provides  a more 
equitable  distribution  of  excess  funds  to  insured 
members.  Under  this  new  plan,  a dividend  of  $154,- 
000  soon  will  be  distributed  pro  rata  to  participating 
members.  A new  $1,000  monthly  benefit  will  also 
be  available  under  the  five-year  sickness  plan. 

The  Committee  recommended  that  the  coverage 
available  be  increased  to  $1,000  per  month,  that  the 
bonus  on  benefits  cease  in  favor  of  a higher  cash 
dividend,  and  that  the  dividend  formula  be  accepted, 
all  effective  Nov.  1,  1962.  The  Executive  Board  con- 
curred. 

Plans  for  nexr  year’s  annual  session  are  well  under 
way;  26  out  of  state  guest  speakers  have  accepted 
invitations  to  attend,  and  most  of  the  programs  have 
a fairly  definite  form,  reported  the  chairman  of  the 
Council  on  Annual  Session.  Eidophor  large-screen 


television  again  will  be  used,  and  there  are  tentative 
plans  to  initiate  a series  of  Monday  evening  scientific 
programs  in  the  form  of  round  table  discussions. 

A few  changes  will  be  made  in  the  usual  program 
format;  the  Tuesday  session  of  the  House  of  Dele- 
gates will  begin  at  8:30  a.m.  New  officers  will  be 
installed  at  the  Annual  Luncheon  on  Tuesday,  and 
the  banquet  that  evening  has  been  designated  Annual 
Dinner  Dance,  and  will  be  an  entirely  social  event. 

The  Committee  on  Scientific  Exhibits  has  changed 
the  basis  of  judging  exhibits,  revised  the  application 
form,  and  dropped  the  popularity  poU.  The  possibil- 
ity of  having  an  exhibit  section  for  the  general  pub- 
lic is  being  explored. 


Status  of  Oral  Polio  Vaccine 
Reviewed  by  Executive  Board 

That  the  Sabin  poliomyelitis  vaccine  is  safe  and 
effective  was  the  opinion  of  the  Executive  Board; 
a report  to  this  effect  was  presented  by  the  Com- 
mittee on  Public  Health,  and  the  Board  approved. 

The  Committee  commended  the  State  Depart- 
ment of  Health  and  its  Polio  Advisory  Committee, 
and  re-emphasized  their  statement  of  September 
19.  The  statement  follows: 

"Sabin  Oral  Poliomyelitis  Vaccines  Type  I 
and  II  are  licensed  and  effective  and  the  mem- 
bers of  this  group  feel  their  use  should  be  en- 
dorsed and  encouraged  on  a community  wide 
basis  at  a time  to  be  determined  by  local  medi- 
cal authorities. 

"Type  III  oral  poliomyelitis  Sabin  Vaccine 
is  also  a licensed,  effective  vaccine  and  should 
be  used  with  infants,  children,  and  the  entire 
population  when  in  the  opinion  of  local  medi- 
cal authorities  the  presence  of  Type  III  polio- 
myelitis constimtes  a threat  to  the  community.” 
The  Committee  recommended  that  those  areas 
which  have  not  done  so  schedule  community  wide 
oral  polio  vaccine  programs  during  the  fall  and 
winter  months.  The  Committee  also  recommended 
that  where  Type  III  programs  have  not  been 
started.  Type  II  programs  be  scheduled  following 
Type  1. 


New  Councilor  Named 

Dr.  Julian  M.  Key  of  Pampa  has  been  recognized 
as  the  new  Councilor  from  the  Third  District.  Two 
new  Vice  Councilors  have  been  elecred;  they  are  Drs. 
William  A.  King,  Omaha,  Fifteenth  District,  and 
Robert  A.  Daily,  Wichita  Falls,  Thirteenth  District. 
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Trustees  Appraise  Finances 

The  Trustees  of  the  Texas  Medical  Association  de- 
voted a major  portion  of  their  attention  to  the  fi- 
nancial affairs  of  the  Association.  The  fiscal  record 
will  be  written  in  black  ink  this  year,  although  the 
margin  of  revenue  over  expenditures  will  not  be  so 
great  as  it  has  been  in  the  past. 

Six  investment  representatives  met  with  the  Board 
of  Trustees  to  discuss  the  possibility  of  employing 
of  investment  counselors,  or  of  utilizing  such  serv- 
ices provided  by  a major  bank.  With  a watchful  eye 
on  the  economic  outlook  in  the  near  future,  the 
Board  voted  to  transfer  some  of  the  holdings  with 
Investors  Diversified  Securities  to  more  conservative 
securities  in  bonds  and  preferred  stocks.  Securities  of 
the  Association’s  contingency  fund  will  be  placed 
with  the  trust  department  of  the  Republic  National 
Bank  of  Dallas. 

The  Trustees  also  were  concerned  with  a substan- 
tial loss  in  advertising  revenue  in  the  Texas  State 
Journal  of  Medicine,  caused  primarily  by  congression- 
al investigations  of  the  pharmaceutical  industry  and 
legislation  involving  that  industry.  The  Journal  still 
is  a leader  among  state  medical  journals  in  the  num- 
ber of  advertising  pages  carried  each  month,  and  an 
aggressive  selling  program  at  the  state  level  is  off- 
setting to  some  extent  the  loss  in  revenue  from  na- 
tional accounts. 

Keogh  Bill  Wins  Final  Approval; 
Congress  Agrees  on  Compromise 

After  12  years  of  legislative  consideration,  the 
Keogh  bill  finally  became  law  when  President  Ken- 
nedy signed  it  Oct.  10,  just  six  hours  before  mid- 
night, when  the  measure  automatically  would  have 
become  law.  It  will  become  effective  Jan.  1,  1963. 

The  long-awaited  Keogh  bill,  which  will  give 
doctors  and  other  self-employed  persons  a tax  break 
on  their  retirement  plans,  moved  one  step  closer  to 
reality  when  final  Congressional  approval  was  given 
Sept.  28  by  a 70-8  Senate  vote.  The  House  had  given 
unanimous  approval  to  the  compromise  measure  on 
Sept.  25. 

The  bill,  as  approved  by  both  houses,  will  allow 
self-employed  persons  to  contribute  10  per  cent  of 
their  annual  earned  income,  or  a maximum  of  $2,500, 
to  a qualified  retirement  plan  or  private  pension  plan 
each  year.  However,  tax  deductions  will  be  allowed 
only  on  one-half  of  the  contribution,  or  on  a maxi- 
mum of  $1,250. 

Self-employed  persons  cannot  qualify  for  the 
new  tax  benefit  unless  they  provide  a comparable 
pension  plan  for  every  full-time  employee  with 
three  years’  service.  The  plan  must  meet  standards 
set  by  the  Internal  Revenue  Service. 


Under  previous  law,  the  self-employed  could  claim 
tax  deductions  on  their  contributions  to  employees’ 
pension  plans,  but  no  deductions  could  be  claimed  on 
their  own  behalf  unless  their  business  operated  in 
the  form  of  a corporation. 

Under  the  measure  finally  approved  by  Congress, 
beneficiaries  may  begin  drawing  on  their  pension 
funds  at  the  age  of  59V2,  and  a penalty  would  be 
imposed  on  anyone  drawing  benefits  before  that  age. 
Beneficiaries  will  be  required  to  take  payments  at 
age  701/i. 

Retirement  plans  will  need  the  specific  approval 
of  the  Treasury  Department.  The  plans  could  be 
trusteed  plans,  using  a bank  as  trustee,  annuity  plans 
with  an  insurance  company,  or  investment  plans 
which  call  for  the  purchase  of  non-transferable  face- 
value  certificates. 

In  an  article  in  Medical  World  News,  it  was 
pointed  out  that  a physician’s  benefits  through  this 
bill  could  be  substantial.  A physician  with  an  earned 
income  of  $15,000  could  put  a maximum  of  $1,500 
into  the  program  and  claim  a tax  deduction  of  $750 
per  year.  Over  a period  of  30  years,  the  total  tax 
deduction  would  be  $22,500.  'The  doctor  would  have 
the  use  of  this  money,  and  when  he  began  drawing 
on  the  retirement  fund,  the  tax  rate  on  his  income 
would  be  considerably  lower.  In  some  instances,  the 
retired  physician  might  not  have  to  pay  any  taxes. 

The  final  compromise  version  is  more  restrictive 
than  either  the  original  House  bill  or  the  recom- 
mendation of  the  Senate  Finance  Committee.  The 
House  measure  allowed  tax  deductions  on  the  full  10 
per  cent  contribution,  whereas  the  committee  recom- 
mendation called  for  a 100  per  cent  deduction  on 
the  first  $1,000  paid  into  the  plan,  and  50  per  cent 
on  the  balance. 

The  presidential  signature  brought  to  a climax  a 
12  year  effort  to  enact  the  Keogh  bill  into  law.  The 
House  had  approved  the  retirement  proposal  twice 
before  in  previous  years,  then  a third  time  early  in 
1961.  After  the  Senate  passed  its  more  restrictive 
measure  last  month,  a Senate-House  conference  com- 
mittee quickly  agreed  on  the  compromise  bill,  which 
both  houses  subsequently  passed. 

The  Treasury  Department  has  estimated  the  result- 
ing revenue  loss  at  $ 1 1 5 million. 


Low  pay  prompted  all  but  approximately  300  of 
the  3,500  physicians  of  the  Chilean  National  Health 
Service  to  quit  in  protest.  Current  base  salary  for  the 
M.D.  is  $222  a month.  Doctors  want  it  raised  to 
$360;  the  government  has  offered  $256.  The  health 
service  is  financed  by  the  government  through  pay- 
roll deductions  from  workers’  salaries. 

— AMA  News. 
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TMA's  96th  Annual  Session  Takes  Shape 


TWENTY-SIX  out-of-state  guest  speakers  have 
been  secured  for  section  and  specialty  society 
programs  for  the  96th  Annual  Session  in  Dallas 
April  28-30. 

For  the  second  consecutive  year,  Eidophor,  a closed 
circuit,  large  screen  color  television  system  developed 
by  Ciba  Pharmaceutical  Products,  Inc.,  will  be  utilized 
during  Annual  Session.  Eidophor  speakers  will  be  se- 
lected from  the  guest  speakers. 

The  Council  on  Annual  Session  has  scheduled  defi- 
nite times  for  several  events  of  the  1963  meeting. 
A major  change  involves  the  time  for  the  alumni 
banquets  which  have  been  rescheduled  for  Saturday 
evening,  April  27.  Alumni  banquets  usually  are  held 
on  Monday.  ( Baylor  will  not  have  an  alumni  banquet 
in  1963,  since  the  university  plans  an  alumni  day  in 
March.)  The  rescheduling  will  allow  time  for  the 
round-table  conferences  on  Monday,  April  29,  at  8 
p.m.  Simultaneous  round-table  informal  discussions 
on  10  topics  of  general  interest  will  be  held  in  the 
Baker  Hotel. 

In  addition  to  the  alumni  banquets,  the  Texas 
Heart  Association’s  Conference  for  the  Rehabilitation 
of  the  Cardiovascular  Patient  will  continue  Saturday 
from  9 a.m.  to  5:30  p.m.  The  conference  will  begin 
Friday,  April  26,  with  a dinner  and  speaker  at  7:30 
p.m. 

The  annual  Memorial  Services  will  be  held  in 
Embree  Hall,  First  Baptist  Church,  Ervay  Street  at 
San  Jacinto,  on  Sunday,  April  28,  from  5 to  5:30 
p.m.  The  site  is  within  walking  distance  of  the  head- 
quarters hotels,  the  Baker  and  the  Adolphus.  Also 
on  Sunday,  the  Texas  Academy  of  General  Practice 
Seminar  will  be  held  from  1:30  to  6 p.m.  with  a re- 
ception for  registrants  and  their  wives  following. 
The  Symposium  on  Nuclear  Medicine  will  meet  from 
2:30  to  4:30  p.m.  that  afternoon. 

The  local  arrangements  committee  has  organized 
a golf  tournament  for  physicians  at  the  Glen  Lakes 
Country  Club  on  Monday,  April  29,  and  it  is  con- 
sidering sponsoring  skeet  and  bowling  tournaments 
as  well.  Physicians  will  be  asked  to  register  in  ad- 
vance for  these  events. 

On  Tuesday,  April  30,  the  last  day  of  Annual  Ses- 
sion, the  House  of  Delegates  will  meet  at  8:30  a.m., 
followed  by  the  Annual  Luncheon  and  Installation  of 
Officers.  The  Tuesday  night  banquet  has  been  desig- 
nated as  the  Annual  Dinner  Dance,  and  will  be  held 
in  the  Grand  Ballroom  of  the  Statler-Hilton  Hotel. 

The  guest  speakers  include  Dr.  Harvey  Blank,  pro- 
fessor and  chairman.  Department  of  Dermatology, 
University  of  Miami  School  of  Medicine,  Miami; 
Dr.  Ralph  A.  Deterling,  Jr.,  professor  and  chairman. 
Department  of  Surgery,  Tufts  University  School  of 
Medicine,  Boston;  Dr.  David  A.  Dolowitz,  Chairman, 


Division  of  Otolaryngology,  Department  of  Surgery, 
University  of  Utah,  Salt  Lake  City;  Dr.  Isadore  Dyer, 
New  Orleans;  Dr.  James  N.  Etteldorf,  professor  of 
pediatrics.  University  of  Tennessee,  Memphis. 

Also,  Dr.  George  M.  Fister,  President,  American 
Medical  Association,  Ogden,  Utah;  Dr.  Ray  W.  Gif- 
ford, Jr.,  Department  of  Hypertension  and  Renal  Dis- 
ease, Cleveland  Clinic,  Cleveland,  Ohio;  Dr.  Joseph 
L.  Goldner,  professor  of  orthopedic  surgery,  Duke 
University  Medical  Center,  Duke,  N.  C.;  Dr.  J.  V.  D. 
Hough,  Oklahoma  City;  Dr.  Henry  D.  Janowitz, 
head,  Division  of  Gastroenterology,  Department  of 
Medicine,  Mount  Sinai,  New  York;  Dr.  William  K. 
Jordan,  Little  Rock;  Dr.  John  Harry  King,  Jr.,  as- 
sociate clinical  professor  of  ophthalmology,  George- 
town University,  Washington,  D.  C. 

Others  serving  on  the  guest  speaker  faculty  will 
be  Dr.  William  M.  M.  Kirby,  professor  of  medicine. 
University  of  Washington,  Seattle;  Dr.  Raffaele  Lat- 
tes, laboratory  of  surgical  pathology.  College  of  Physi- 
cians and  Surgeons,  New  York;  Dr.  William  P.  Long- 
mire,  Jr.,  professor  and  chairman.  Department  of 
Surgery,  School  of  Medicine,  University  of  California 
Medical  Center,  Los  Angeles;  Dr.  Gerald  M.  Mc- 
Donnell, associate  professor  of  radiology.  University 
of  California  at  Los  Angeles  Medical  Center,  Los 
Angeles;  Dr.  Meyer  A.  Peristein,  professor  of  pedi- 
atrics, Cook  County  Postgraduate  School  of  Medicine, 
Chicago;  Dr.  Hans  Popper,  pathologist-in-chief, 
Mount  Sinai,  New  Yotk. 

Also,  Dr.  Richard  C.  Proctor,  chairman.  Depart- 
ment of  Psychiatry,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem,  N.  C.;  Dr.  C.  Wilbur  Rucker, 
senior  consultant,  section  of  ophthalmology,  Mayo 
Clinic,  Rochester,  Minn.;  Dr.  Richard  C.  Schneider, 
professor  of  neurosurgery.  University  of  Michigan 
Medical  School  and  Hospital,  Ann  Arbor,  Mich.;  Dr. 
Wendell  G.  Scott,  professor  of  clinical  radiology, 
Washington  University  School  of  Medicine,  St.  Louis; 
Dr.  Philip  Thorek,  clinical  associate  professor  of  sur- 
gery, University  of  Illinois  College  of  Medicine,  Chi- 
cago; Dr.  William  D.  Wylie,  consultant  anesthetist. 
Department  of  Anaesthetics,  St.  Thomas’  Hospital, 
London,  England;  and  Dr.  Franklin  D.  Yoder,  state 
director  of  public  health,  Springfield,  111. 

First  class  accommodations  may  be  secured  at  the 
following  hotels  and  motels: 

Baker  Hotel,  1400  Commerce;  Adolphus  Hotel, 
1321  Commerce;  Statler-Hilton  Hotel,  1914  Com- 
merce; Holiday  Inn  of  Dallas-Central,  4070  North 
Central  Expressway;  Marriott  Motor  Hotel,  2101 
Stemmons  Freeway;  and  the  Executive  Inn,  3232 
West  Mockingbird  Lane. 
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Personals 


Rockdale  Observes  Appreciation  Day  for  Dr.  Thomas  Sessions  Barkley 


Milam  County  Medical  Society  members  and  other 
friends  honored  Dr.  T.  S.  Barkley  on  Sept.  11  at  a 
reception  held  in  the  Rockdale  school  cafetorium. 
Dr.  Barkley  recently  celebrated  his  50th  anniversary 
as  a Rockdale  physician.  He  is  77  years  old  and  still 
sees  patients  four  hours  a day  in  the  same  office  he 
has  used  since  he  opened  his  practice  there  in  1912. 
Rockdale’s  mayor  proclaimed  Sept.  11  as  "Dr.  T.  S. 
Barkley  Appreciation  Day’’. 

-o- 

Dr.  Joseph  R.  Shaeffer  was  recently  picked  by  the 
San  Antonio  Council  of  Presidents  as  the  commun- 
ity’s "Outstanding  Citizen”. 

-o- 

New  officers  of  the  Texas  Society  of  Plastic  Sur- 
geons for  1962-1963  are  Dr.  Bromley  S.  Freeman, 
Houston,  president;  Dr.  Stephen  R.  Lewis,  Galveston, 
vice  president;  and  Dr.  Willard  C.  Sellman,  ]r.,  Dal- 
las, secretary-treasurer. 

-o- 

Dr.  William  O.  Russell,  Houston,  has  been  elected 
vice  president  of  the  American  Society  of  Clinical 
Pathologists. 

-o  — 

Dr.  Ridings  E.  Lee,  who  recently  retired  as  medical 
director  of  Caruth  Memorial  Rehabilitation  Center, 
Dallas,  has  received  the  Distinguished  Service  Cita- 
tion of  the  Dallas  Rehabilitation  Institute. 

Speaking  on  what  x-ray  can  show  in  the  injured 
person  will  be  Dr.  J.  E.  Miller,  chief  of  Radiology, 
Baylor  University  Medical  Center,  Dallas,  at  an  insti- 
tute of  the  Southwestern  Legal  Foundation  to  be  held 
in  Dallas,  Nov.  29-Dec.  1.  Dr.  Edward  M.  Krusen, 
director  of  Physical  Medicine  and  Rehabilitation, 
Baylor  University  Medical  Center,  will  speak  on 
electrical  tests  which  determine  the  degree  of  dis- 
ability of  the  injured  person.  Acting  as  medical  wit- 
nesses in  a trial  designed  to  demonstrate  various 
techniques  will  be  Dr.  C.  F.  Gregory,  professor  of 
orthopedic  surgery,  and  Dr.  A.  O.  Loiselle,  assistant 
clinical  professor  of  orthopedic  surgery,  both  from 
the  University  of  Texas  Southwestern  Medical  School, 
-o- 

Dr.  George  W . Dana,  director  of  medical  research 
of  the  Republic  National  Life  Insurance  Company  of 
Dallas,  has  been  named  vice  president  in  charge  of 
medical  affairs  and  will  now  direct  all  of  the  com- 
pany’s medical  activities. 

-o- 

Dr.  Donald  D.  Van  Fossan  of  Galveston  has  been 
named  recipient  of  a fellowship  initiated  this  year 
by  the  American  Society  of  Clinical  Pathologists  and 
Warner-Chilcott  Laboratories.  Purpose  of  the  fellow- 


ship and  its  $1,000  award  is  to  foster  high  standards 
in  clinical  pathology  and  to  encourage  outstanding 
medical  students  with  potential  teaching  ability  to 
enter  the  field. 

-o- 

Dr.  William  A.  Spencer  has  been  appointed  as 
recorder  for  the  Section  on  Research  of  the  Stroke 
Rehabilitation  Conference  to  be  held  in  February, 
1963.  The  conference  will  be  sponsored  by  the 
American  Medical  Association,  Office  of  Vocational 
Rehabilitation  Heart  Disease  Control  Program,  and 
the  American  Heart  Association. 

-o- 

Dr.  Walter  W.  Sale  of  Victoria,  who  received  his 
doctor  of  medicine  degree  in  1912,  is  one  of  33 
physicians  honored  by  the  University  of  Tennessee 
Medical  Units  at  commencement  exercises  Sept.  23. 
He  is  recognized  for  the  services  he  has  rendered  his 
community  during  the  half  century  since  his  gradua- 
tion. 

-o- 

Dr.  Morris  Fishhein  of  Chicago,  noted  medical 
writer  and  speaker,  was  in  Tyler  for  a one-day  sym- 
posium for  East  Texas  physicians  sponsored  by  the 
Gregg  and  Smith  County  Medical  Societies  on  Sept. 
12. 

-o- 

Dr.  G.  L.  Gray,  Llano,  has  retired  from  practice 
after  more  than  50  years  of  service  in  Llano  County 
and  Central  Texas. 

-o- 

Dr.  J.  R.  Max  field,  Jr.,  was  a participant  in  the 
Speidel  Memorial  Lecture  panel  on  chemotherapy  for 
cancer  at  the  13th  biennial  congress  of  the  Interna- 
tional College  of  Surgeons  in  New  York  Sept.  9-13. 

Texas  Diplomates  Named 
By  Obstetrics,  Gynecology  Board 

Texas  doctors  recently  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  include  the  fol- 
lowing, in  addition  to  those  whose  names  were  pub- 
lished in  the  August,  1962,  issue  of  Texas  State 
Journal  of  Medicine-. 

Edward  H.  Boice,  Houston;  William  M.  Brantley, 
Odessa;  and  Robert  B.  Brunken,  Dallas. 

Eighth  District  Officers 

New  officers  for  the  Eighth  District  Medical  So- 
ciety are  Dr.  Henry  K.  May,  Lake  Jackson,  president; 
Dr.  Harry  K.  Davis,  vice  president,  Galveston;  and 
Dr.  Weldon  G.  Kolb,  secretary,  La  Marque. 
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Texas  doctors  gather  for  a one-day  meeting 
in  Austin  Sept.  22  at  the  Texas  Medical  Asso- 
ciation Headquarters  Building.  Shown  above 
registering  for  the  meeting,  doctors  had  an  op- 


portunity to  hear  five  special  speakers,  to  meet 
with  committees,  and  to  attend  the  Texas- 
Oregon  game.  Of  537  registrants,  137  partici- 
pated in  the  Orientation  Program. 


537  Attend 
Annual  PR  Meeting 


To  DEVELOP  a de- 
sirable public  image, 


physicians  must  make  a 
greater  effort  toward 
exerting  a positive  in- 
fluence in  community 
affairs. 

This  theme  was  em- 
phasized repeatedly 
throughout  the  eighth 
annual  Public  Relations 
Conference  held  at  the  Texas  Medical  Association 
Headquarters  Building  in  Austin  Saturday,  Sept.  22. 

Included  in  the  537  registration  total  were  137 
physicians  who  participated  in  the  orientation  pro- 
gram held  simultaneously  with  the  Conference.  Nine 
of  the  16  living  past  presidents  of  the  Texas  Medical 
Association  attended  the  meeting. 

Dr.  George  Waldron,  Houston,  current  President, 
opened  the  conference  Saturday  morning,  following 
a coffee  and  registration.  Other  features  of  the  day 
included  two  panel  sessions,  five  guest  speakers,  com- 


mittee and  council  meetings,  a hospitality  hour  and 
buffet,  and  the  Texas-Oregon  football  game. 

Both  panel  sessions,  "Who  Will  Be  Your  Replace- 
ment, Doctor?”  and  "The  County  Society’s  Role  in 
Community  Affairs”  drew  sizable  audiences. 

Principal  speakers  included  Melvin  T.  Munn, 
Pampa,  public  relations  consultant;  Allan  Shivers, 
Austin,  former  Texas  governor;  Dr.  Leonard  W. 
Larson,  Bismarck,  N.D.,  immediate  Past  President 
of  the  American  Medical  Association;  Thomas  R. 
Reid,  Dearborn,  Mich.,  Ford  Motor  Company;  and 
John  H.  Furbay,  Ph.D.,  New  York,  lecturer  and 
author  on  international  affairs.  They  addressed  a 
combined  audience  of  orientees  and  registrants. 

The  Charles  O.  Finley  Company  sponsored  the  hos- 
pitality hour  and  buffet  which  followed  the  Confer- 
ence, and  provided  chartered  buses  to  the  football 
game. 


Munn;  "Public  Relations  with  a Purpose" 

"Public  Relations  is  doing  something  worthwhile 
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Dr.  Leonard  W.  Larson,  Past  Presi- 
dent of  the  American  Medical  Associ- 
ation. 


Dr.  Harvey  Renger  of  Hallettsville,  Past  President  of 
Medical  Association,  talks  with  former  Texas  Governor 
Shivers  who  in  a major  address  of  the  day  challenged  a 
of  pro-Administration  contentions  as  having  the  earma 
mythology. 

and  then  getting  credit  for  it”,  Pampa  Public  Rela- 
tions consultant,  Mr.  Melvin  T.  Munn  told  his  PR 
audience. 

Applying  some  public  relations  concepts  to  the 
physicians’  work,  he  declared  that  doctors  are  in  the 
"people  business”,  their  "market”  is  universal,  and 
their  "image”  is  good  but  not  as  good  as  they  think. 

The  public,  he  said,  has  a confused  image  of  the 
doctor.  It  believes  that  physicians  are  not  quite  as 
accessible  as  they  could  be  although  it  recognizes  that 
better  care  usually  is  available  in  clinics. 

People  try  to  manage  affairs  of  orhers,  he  said,  but 
they  find  the  doctor’s  work  is  mystifying  and  they 
show  faith  to  their  fellow  man  here  as  in  no  other 
place. 

Doctors,  he  said,  need  an  interest  in  something 
other  than  the  medical  profession.  As  far  as  the 
public  is  concerned,  physicians’  recent  opposition  to 
the  medical  care  for  the  aged  program  was  done  for 
themselves  and  not  for  the  public,  he  said. 

To  prevent  leaving  such  an  image,  he  advised 
physicians  to  let  their  positions  be  known  locally — 
a person  in  an  honorable  position  on  a public  issue 
"cannot  lose”,  he  said. 


Texas 
Allan 
series 
ks  of 


A buffet  for  members  and  their  guests  was 
served  at  the  Driskill  Hotel  just  prior  to  the 
football  game.  Host  wos  the  Charles  O.  Finley 
Company. 


Reminding  his  physician-audience  that,  as  indi- 
viduals, they  were  human  persons — free  and  inde- 
pendent— before  they  were  physicians,  he  noted  that 
they  should  get  involved  in  things  as  much  as  they 
could  spare  the  time.  Dentists  and  doctors,  he  said, 
were  once  known  as  the  slowest  groups  in  town  to 
help  alleviate  problems. 

He  advocated  that  they  get  involved  in  church 
work,  united  campaigns,  and  civic  groups. 

"You  are  going  to  be  criticized  no  matter  what 
you  do,”  he  warned  but  added  that  the  public,  which 
is  grateful  now  will  be  more  grateful  "if  you  stand 
up  like  citizens  as  well  as  doctors.” 
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Doctors  and  their  wives  board  a special  bus  downtown 
to  carry  them  to  Memorial  Stadium  and  the  Texas- 
Oregon  game. 


Shivers:  "Ancient  Truths  and 
Modern  Myths" 

Former  Texas  Governor  Allan  Shivers,  now  presi- 
dent of  Western  Pipe  Line,  Inc.,  suggested  to  his 
physician-audience  that  "we  have  a new  shift  of 
myth-makers  working  overtime  today  on  the  Po- 
tomac”. 

Whereas  "the  truth  is  a pretty  hard  thing  to  evade 
or  skirt  around,”  he  said,  "no  matter  how  hard  we 
try  to  make  it  look  like  something  else,  it  still  stands 
there  'conforming  to  fact  or  reality’.  ...  A myth  is  a 
more  tractable,  convenient  sort  of  thing.  You  can 
shop  around  and  find  a myth  to  fit  nearly  any  situa- 
tion. If  you  can’t  find  an  old  one,  you  can  always 
make  up  a new  one.” 

He  challenged  a series  of  pro-Administration  con- 
tentions as  having  the  earmarks  of  mythology. 

Government  deficits  are  not  necessarily  inflation- 
ary. 

(Shivers:  If  there  is  any  truth  in  our  basic  con- 
cepts of  economics,  we  have  to  say  that  government 
borrowing — ^which  is  another  way  of  describing  a 
"budget  deficit” — in  effect  creates  "new  money”,  and 
that  when  you  force  seven  or  eight  billion  dollars 
into  the  economic  bloodstream  without  offsetting 
production,  you  are  cheapening  your  currency  to  that 
extent  and  inviting — if  not  insisting  upon — higher 
prices,  and  that  is  inflation.) 

The  budget  ought  to  be  modernized. 

(Shivers:  The  hard  truth  is  that  the  government’s 
books,  like  our  own,  cannot  be  juggled  indefinitely. 
We  cannot  spend  our  way  to  prosperity.  We  can- 
not borrow  ourselves  out  of  debt.  Our  nation  can 
prosper  only  in  a free  economy  which  creates  jobs.) 

The  President  needs  vast  netv  powers. 

(Shivers:  The  myth  of  immediacy  must  not  be 
allowed  to  obscure  the  ancient  truth  of  America,  that 
our  system  is  one  of  carefully  divided  powers  and 
nor  of  personal  government — and  that  this  system 


is  the  source  and  sustainer  of  our  greatness.  It  is  still 
the  best  system  ever  devised  for  those  who  want  to 
keep  their  liberty.) 

I am  for  federal  aid  to  education,  without  federal 
control. 

(Shivers:  It  is  contrary  to  the  bureaucratic  nature 
and,  for  that  matter,  to  the  principles  of  good  stew- 
ardship, to  spread  federal  funds  willy-nilly  over  the 
countryside  without  strings  attached.  The  threat  to 
local  control  of  education  is  intrinsic  in  federal  aid, 
and  the  end  result  is  predictable  and  inevitable.) 

1 am  for  human  rights  over  property  rights. 

(Shivers:  The  myth  exists  that  human  and  prop- 
erty rights  can  be  separated  under  our  system.  As  a 
matter  of  fact,  our  liberties  are  not  divisible — our 
political  and  economic  systems  are  inseparable.  A 
bankrupt  government  cannot  serve  its  people  any 
more  than  a bankrupt  business  can  pay  taxes  or  a 
bankrupt  person  care  for  the  needs  of  his  family. 

Again,  consider  the  myth  that  there  is  something 
destructive  of  "human  rights”  in  an  economic  system 
based  on  the  "profit  system”.  'The  truth  is  that  ours  is 
actually  a profit-and-loss  system.  The  greatest  bene- 
ficiary from  business  profits  is  the  government. 

And  finally,  the  myth  that  "human  rights”  are 
moral  issues  and  "property  rights”  are  political  is- 
sues must  be  noted.  The  truth  is  that  each  one  is 
both.  The  moral  and  ethical  concepts  involved  in  the 
material  side  of  our  lives  are  too  obvious  to  be  de- 
batable. ) 

The  former  governor  pointed  also  to  other  efforts 
at  myth-making,  specifically  citing  the  proposed 
medical  care  for  the  aged  programs  under  the  social 
security  system. 

"The  truth  is  that  'medicare’  under  social  security 
is  not  so  much  a scientific  or  humanitarian  cause  as 
it  is  a political  cause,”  he  said.  "It  is  less  for  the 
medical  care  of  ailing  American  citizens  and  more 
for  the  aid  of  ambitious  American  politicians.” 

He  further  added,  however,  that  in  "this  important 
fight  against  the  myth-makers  of  the  Potomac,  the 
medical  profession  will  not  be  able  to  call  the  battle 
won  until  it  has  led  the  way  to  a really  sound,  work- 
able, and  reasonable  program  of  medical  care  for 
the  aged.  We  all  know  this  to  be  true,  regardless  of 
personal  views.  I know,  too,  that  that  is  your  inten- 
tion.” 

"The  point  is,”  he  declared,  "that  the  ancient 
truths  do  not  always  prevail  against  modern  myths. 
They  have  to  be  told  and  re-told;  they  have  to  be 
defended;  they  have  to  be  explained,  and  they  have 
to  be  maintained  and  sustained.” 

Larson:  "Where  Do  We  Go  From  Here?" 

The  immediate  Past  President  of  the  American 
Medical  Association,  Dr.  Leonard  W.  Larson,  told 
his  PR  Conference  audience  that  medicine  has  tem- 
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Conversation  over  coffee  was  a popular  pastime 
between  Conference  sessions.  Pictured  left.  Dr.  How- 
ard 0.  Smith  of  Marlin,  past  president  of  TAAA,  ques- 
tions Melvin  T.  Munn,  left,  public  relations  consultant 


of  Pampa  and  first  speaker  on  the  morning  program. 
On  the  right,  T.  R.  Reid,  Dearborn,  Mich.,  afternoon 
speaker  representing  Ford  Motor  Comp>any,  talks  with 
Dr.  Max  E.  Johnson  of  San  Antonio. 


porarily  achieved  a victory  in  Washington,  but  "with 
Congressional  elections  only  a few  weeks  away  this  is 
no  time  for  us  to  be  counting  our  past  victories  and 
to  be  basking  in  the  warming  glory  of  these  achieve- 
ments”. 

The  "general  of  the  opposing  forces”,  he  noted, 
"has  demanded  that  his  forces  get  him  enough  votes 
to  besiege  the  Congressional  halls  of  the  Capitol  once 
again.  He  has  demanded  that  he  be  given  the  power, 
through  these  elected  Senators  and  Congressmen,  to 
legislate  the  people,  the  taxpayers,  the  medical  pro- 
fession, and  the  health  team  into  a compulsory  medi- 
cal system.” 

Further,  he  said,  "the  cry  of  certain  Administra- 
tion personnel  is:  Damn  the  AMA,  deplore  the 
Kerr-Mills  medical  assistance  to  the  aged  law,  down- 
grade the  voluntary  health  insurance  system  for  the 
elderly,  and  defeat  the  men  who  opposed  the  tactics 
and  the  proposed  legislation.” 

Injecting  a word  of  caution.  Dr.  Larson  warned  his 
colleagues:  "We  in  medicine  face  the  grave  possi- 
bility of  being  legislated  into  this  scheme  unless  the 
voters  know  the  facts  and  vote  in  November  for 
those  candidates  who  will  oppose  a compulsory  sys- 
tem of  medical  care — whether  it  be  for  one  segment 
of  the  population  or  the  entire  nation  ....  It  is 
certainly  our  obligation  and  duty  to  fight  it  with  all 
our  means  and  all  our  strength,  whether  it  be  a quiet 
chat  with  a friend  or  with  the  full  force  of  political 
action.  To  do  less  would  be  to  capitulate  to  the  pow- 
er tactics  of  Washington  and  Detroit.  To  do  less 
would  be  to  renounce  the  fundamental  belief  that 
power  resides  with  the  people  of  this  state  and  every 
other  state.” 

"Having  come  so  far  in  our  fight  against  govern- 
ment intervention  into  our  profession  and  for  the 
freedoms  of  individuals  and  physicians,”  Dr.  Larson 
said,  "it  would  be  tragic  indeed  to  lose  now.  We 


have  fought  so  well  for  so  long  for  so  many  that  we 
must  not  quit  now.” 

He  advised  physicians  and  their  wives  and  allies 
to  continue  their  fight  against  the  administration- 
proposed  medical  care  for  the  aged  program  which, 
he  said,  "as  it  is  being  put  forward  in  this  campaign, 
is  a hoax — a cruel  and  vicious  fraud.  The  immediate 
objective  of  the  Administration  proposal  is  not  to 
assist  older  people  who  need  help.  Rather  it  is  to 
substitute  compulsion  for  free  choice  in  financing 
medical  care.” 

Pointing  to  the  progress  of  the  Kerr-Mills  program 
and  the  voluntary  health  insurance  programs;  the 
unfairness  of  forcing  millions  of  Americans  to  pay 
for  medical  care  for  the  elderly  regardless  of  need; 
and  the  possible  interference  between  the  normal 
doctor -patient  relationship,  he  stressed  that  facts  and 
reason  are  on  the  physicians’  side  and  that  it  is  their 
"responsibility  to  present  these  facts  simply  and  rea- 
sonably to  as  many  persons  as  possible”. 

T.  R.  Reid:  "You  Are  in  Politics! 

Why  Not  Be  Effective?" 

The  civic  and  governmental  affairs  manager  of 
Ford  Motor  Company,  Mr.  T.  R.  Reid  of  Dearborn, 
Mich.,  suggested  to  physicians  attending  the  Public 
Relations  Conference  that  they  and  their  colleagues 
were  suffering  from  a common,  if  not  epidemic,  ail- 
ment. 

Termed  "public  affairs  apathy”,  its  commonest 
symptoms,  he  said,  are  evident  in  such  statements 
as  "Politics  is  none  of  my  business!”  and  "You’ll 
never  catch  me  having  anything  to  do  with  politics 
or  politicians!  That’s  the  last  thing  in  the  world  I 
want  to  get  into!” 

"The  line  always  gives  me  a big  laugh,”  he  said, 
"because  citizenship  is  not  an  option.  ...  If  you  are 
born  in  this  country,  you  are  a citizen.  It’s  automatic. 
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And  being  a citizen,  you  are  in  politics  because 
politics  is  nothing  more  than  the  present  tense  of 
history.” 

Furthermore,  he  declared,  "the  question  is  not 
whether  you  are  in  or  out  of  politics.  The  only  ques- 
tion is  whether  you  are  going  to  be  effective  as  a 
citizen,  or  whether  you  are  going  to  give  up  and 
take  what  others  want  to  hand  you  because  they  are 
effective  citizens  and  you  are  not.” 

He  invited  physicians  to  learn  what  he  said  busi- 
nessmen had  learned — the  hard  way — "the  lesson 
that  in  our  society  politics  is  not  just  their  business. 
It  is  their  salvation.  They  are  beginning  not  only  to 
become  aware  of  politics  and  to  step  up  to  their 
responsibilities  in  it,  but  also  to  be  active  in  many 
ways  in  civic  and  public  life  all  over  the  country. 

"So  today  we  businessmen  urge  you  to  come  on 
in  and  join  us  in  political  activity  and  public  affairs,” 
he  challenged.  "Having  had  a little  taste  of  being 
effective  citizens  instead  of  being  do-nothing  gripers 
about  government,  we  find  the  experience  exhilarat- 
ing and  rewarding — even  fun.  We  think  you  will, 
too.  Furthermore,  we  think  you  have  problems  that 
require  your  vigilance,  interest,  and  attention.” 

Citing  the  great  volume  of  legislation  each  year 
which  may  affect  business,  Mr.  Reid  reported  that 
Ford  officials,  along  with  a growing  number  of  other 
companies,  "decided  it  was  foolish  to  put  our  heads 
in  the  sand  and  pretend  that  government  didn’t 
exist”.  Instead  they  determined  to  maintain  a vigilant 
and  active  interest  in  governmental  affairs. 

In  addition,  he  noted  that  his  and  other  companies 
are  also  encouraging  their  employees  to  participate, 
as  private  citizens,  directly  in  the  political  life  of 
the  community,  state,  and  nation. 

Doctors,  he  noted,  have  much  to  contribute  to 
politics. 

"According  to  one  study  made  some  years  ago,  only 
three  out  of  ten  of  our  professional  people  can  be 
classified  as  politically  'very  active’.  Clearly,  large 
numbers  of  professional  people  do  not  yet  realize 
the  tremendous  stake  that  they  have  in  government — 
as  citizens  and  certainly  as  private  individuals.  The 
teacher,  for  example,  is  directly  employed  by  gov- 
ernment. Legislation,  old  and  new,  is  the  lawyer’s 
stock  in  trade.  And  who  is  better  qualified  than 
doctors  to  deal  with  questions  of  public  health? 

"The  failure  of  so  many  professional  people  to 
play  active  roles  in  politics  and  public  affairs  gen- 
erally, is  the  more  regrettable  because  they  are  ad- 
mirably qualified  to  take  on  such  roles,”  he  said. 

He  advised  physicians  to  give  their  approval  to 
their  colleagues  who  take  part  in  public  life,  to  ex- 
pect their  approval  in  turn — and  not  to  fear  the 
risks  that  their  activities  might  be  labeled  as  advertis- 
ing or  that  they  might  lose  the  approval  of  their 
patients. 

He  acknowledged  that  the  main  reason  physicians 


don’t  participate  in  politics  is  that  their  profession  is 
exacting  and  demanding,  but  he  also  noted  that  every 
doctor  has  great  potential  for  making  himself  a 
highly  beneficial  force  in  politics  and  public  affairs 
because  of  his  technical  background  and  competence 
to  understand  the  difficult  and  complex  problems 
being  generated  in  our  highly  scientific  age. 

Furbay:  "Countdown  for  Tomorrow" 

Dynamically  closing  the  1962  Public  Relations 
Conference  with  his  descriptions  of  the  giant  strides 
made  by  more  than  two-thirds  of  the  world’s  popula- 
tion during  this  century,  John  H.  Furbay,  Ph.D., 
emphasized  the  need  for  continuing  education  to 
keep  up  with  these  strides. 

Made  vivid  by  his  own  experience  in  regular  travel 
to  26  countries  ("his  beat”).  Dr.  Furbay ’s  portraiture 
of  these  individual  peoples  and  their  lands  pin- 
pointed also  our  need  to  apply  good  public  relations 
to  the  international  area. 

The  noted  lecturer  and  author,  who  is  international 
education  director  for  Trans  World  Airlines,  at- 
tributed the  rapid  emergence  of  peoples  from  isola- 
tion into  civilization  to  the  rapid  exchanges  of  ideas 
possible  in  the  modern  world  via  airplane  and  radio. 
He  cited  the  discovery  of  riches  in  Africa  and  the 
Middle  East,  noting  the  great  advances  in  those 
areas  in  recent  years;  he  pointed  to  the  development 
of  the  common  market  in  Europe  as  the  biggest  thing 
for  that  continent  in  2,000  years;  and  he  defined 
Israel  as  the  world’s  most  fabulous  refugee  camp — 
a great  experiment  of  the  20th  century.  He  also 
praised  advances  in  Japan,  Australia,  and  South 
America. 

We  must  move  over  and  make  room  for  these 
people,  he  declared.  Russia,  he  said,  has  recognized 
the  value  of  public  relations  among  these  peoples 
and  has  done  a better  public  relations  job  inter- 
nationally than  has  the  United  States,  which  should 
put  its  best  merchandise  in  the  window,  not  its 
worst.  As  an  aside,  he  reported  that  he  had  seen 
many  more  modern,  beautiful  cities  on  the  continent 
of  Africa  than  in  Russia.  The  belief  that  Russia  is 
ahead  of  the  United  States,  he  said,  is  the  "biggest 
hoax”  of  the  20th  century.  Russia  has  merely  done 
a better  selling  job  among  the  world’s  emerging  peo- 
ple. 

We  must  educate  for  change — ideas  can  become 
obsolete  faster  than  ever  before,  the  noted  lecturer 
declared.  Reporting  that  a recent  survey  revealed 
that  58  per  cent  of  the  people  industrially  employed 
in  our  country  are  making  their  living  at  jobs  which 
did  not  exist  50  years  ago,  he  forecast  more  change 
during  the  next  50  years.  One  generation,  he  de- 
clared, is  all  that  it  takes  to  civilize  an  individual 
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today  since  changes  happen  in  proportion  to  the 
rates  at  which  ideas  are  exchanged.  As  an  example, 
he  pointed  to  development  of  a ten  year,  100  per 
cent  safety  record  of  a regional  airline  by  Ethiopians 
who  were  first  generation  "out  of  the  bush".  With 
the  training  assistance  of  TWA,  he  said,  the  young 
men  have  learned  to  fly  over  the  most  rugged  moun- 
tainous terrain  that  exists  anywhere  in  the  world 
outside  of  the  Himalayan  Mountains.  In  addition, 
they  maintain  and  repair  the  complicated,  modern 
planes  they  fly.  In  these  activities,  he  said,  decision- 
making ("a  matter  of  intelligence”)  is  necessary. 
The  African,  too,  he  added,  is  losing  his  inferiority 
complex  about  his  skin  color  and  is  beginning  to  be 
able  to  make  jokes.  Adding  a sober  note,  he  stressed 
that  white  people  must  realize  that  they  are  a 
minority — most  of  the  world’s  peoples  are  colored. 

Panel:  "Who  Will  Be  Your 
Replacement,  Doctor?" 

Moderator  for  the  morning  panel.  Dr.  A.  Fletcher 
Clark  of  San  Antonio,  introduced  the  four  panelists 
and  supplemented  their  remarks  with  advice  for  par- 
ents in  guiding  their  child’s  career  choices,  a check- 


list of  qualifications  for  students  planning  to  enter 
medicine,  information  concerning  existing  financial 
aid  for  medical  students,  and  a list  of  source  materials 
for  such  financial  assistance.  He  concluded  the  panel, 
and  the  discussion  period  which  followed,  with  the 
suggestion  that  each  county  medical  society  organize 
an  active  medical  careers  committee. 

The  four  panelists  were  E.  L.  Miller,  Ph.D.,  Nacog- 
doches; Dr.  A.  J.  Gill,  Dallas;  Dr.  Peter  B.  Kamin, 
San  Antonio;  and  Dr.  Albert  McCulloh,  Jr.,  Brady. 

Audience  participation  in  the  discussion  period  fol- 
lowing the  panel  presented  several  points  of  interest 
for  the  group.  Dr.  Joseph  C.  Magliolo  of  Dickinson 
emphatically  pointed  out  that  doctors  often  overlook 
a potential  physician  within  their  own  families,  and 
added  that  it  would  be  a step  forward  if  doctors 
would  develop  loyalty  toward  the  medical  school 
which  they  attended  and  encourage  others  to  attend 
the  same  one.  Dr.  Van  D.  Goodall  of  Clifton  men- 
tioned the  possibility  of  contacting  young  patients  in 
the  recruitment  program,  stating  that  most  of  the 
physicians  in  attendance  at  the  panel  studied  medi- 
cine because  of  the  love  and  respect  they  held  for 
some  doctor  in  their  past. 

Dr.  E.  L.  Clark  of  Cleburne  asked  about  the  re- 
sponsibility of  the  physician  to  the  student  who  is 
not  accepted  into  medical  school  and  was  answered 


John  H.  Furboy,  Ph.D.,  of  New  York,  left,  and  Dr.  "Countdown  for  Tomorrow",  which  wos  presented  in 

Fronklin  Yeager  of  Corpus  Christi,  post  president  of  the  afternoon  session.  Dr.  Furboy  is  a lecturer  ond 

TMA,  examine  a recording  of  Dr.  Furboy's  speech,  outhor  on  interfrational  affairs. 


by  the  panelist  Dr.  Clark,  who  said  that  this  was 
primarily  a problem  of  college  counseling  and  al- 
ternative suggestions.  Dr.  John  D.  Truslow,  executive 
dean  and  director  of  the  University  of  Texas  Medical 
Branch  in  Galveston,  requested  that  doctors  be  spe- 
cific when  writing  a letter  of  reference  for  an  appli- 
cant. He  further  requested  that  doctors  include  some 
helpful  bit  of  personal  knowledge  about  the  appli- 
cant’s intelligence,  capacity  for  work,  or  any  personal 
qualifications  which  would  aid  the  selection  commit- 
tee. 

Written  questions  submitted  to  the  panel  were 
concerned  with  the  average  expense  entailed  in  one 
year  of  medical  school  ($1,100-1,200  minimum), 
with  the  possibility  of  shortening  the  traditional 
four  years  of  medical  school,  and  with  the  antici- 
pated impact  of  threatened  government  medicine  on 
medical  careers.  Answers  were  that  medical  school 
may  be  completed  in  three  years  of  continuous 
schooling  if  this  is  the  student’s  own  choice  and  if 
he  is  capable,  and  that  students  interested  in  medi- 
cine are  generally  determined  to  keep  the  individual- 
ity of  medicine  as  opposed  to  government  medicine. 

Miller:  "The  Physician  and  the  Premedical 
Student — What  the  Student  Needs  From  You!" 

"You  could  bring  premedical  days  so  much  closer 
to  college  students  if,  through  your  organizations, 
you  could  attack  this  problem  of  recruitment  at  the 
college  level  where  so  many  career  choices  are  made,” 
advised  the  premedical  advisor  and  chairman  of  the 
Department  of  Biology  at  Stephen  F.  Austin  College, 
Dr.  E.  L.  Miller. 

Emphasizing  the  need  for  active  participation  by 
physicians  in  the  recruitment  of  college  premedical 
students,  he  noted  that,  unfortunately,  vital  relations 
between  the  medical  profession  and  this  age  student 
have  been  neglected  in  recent  years.  Whereas  many 
career  choices  and  decisions  are  made  in  the  first 
two  years  of  college,  he  pointed  out  that  this  is  also 
the  time  that  50  per  cent  of  the  smdents  give  up 
their  plans  for  medical  careers.  To  avoid  the  feeling 
of  detachment  from  the  realities  of  medical  studies 
and  the  practice  of  medicine  which  discourages  these 
students,  it  would  be  helpful  for  physicians  to  ex- 
hibit a personal  interest  in  premedical  students,  who 
need  a closer  contact  with  medicine  than  the  pre- 
medical advisor. 

Cooperation  between  the  physician,  the  college 
premedical  advisor,  and  the  medical  schools  is  vital  to 
the  problem  of  recruitment.  Dr.  Miller  said.  Some 
of  the  suggestions  he  offered  for  cooperation  between 
local  physicians  and  the  local  premedical  group  were 

( 1 ) to  arrange  student  visits  to  medical  centers, 

(2)  to  arrange  for  medical  school  speakers  to  visit 
the  campus,  (3)  to  organize  an  annual  dinner  meet- 
ing of  the  county  medical  society  and  invite  the 

348 


Assembled  for  the  morning  panel  are;  standing,  left 
to  right,  E.  L.  Miller,  Ph.D.,  Nacogdoches;  Drs.  A.  J. 
Gill,  Dallas;  and  A.  Fletcher  Clark,  San  Antonio,  mod- 
erator; and  seated,  left  to  right,  Drs.  Peter  B.  Kamin, 
San  Antonio,  and  Albert  McCulloh,  Jr.,  Brady. 


Panelists  for  the  afternoon  panel  were:  standing, 
left  to  right,  Drs.  Foy  H.  Moody,  Corpus  Christi,  mod- 
erator; Harry  A.  Tubbs,  Post;  F.  Scott  Glover,  Hous- 
ton; and  seated,  left  to  right.  Rev.  Paul  B.  McCleave, 
Chicago;  and  Mr.  Bob  Reid,  El  Paso. 

students,  (4)  to  establish  local  loan  funds,  (5)  to 
show  challenging  movies  at  regular  meetings  of  the  ; 
student  group,  and  (6)  to  organize  an  annual  pro-  j 
gram  with  an  outstanding  local  physician  as  speaker. 

Gill:  "Today's  Medical  Students — 

Qualifications  and  Quality" 

With  specific  facts  and  figures.  Dr.  Gill,  dean  of 
the  Southwestern  Medical  School  in  Dallas,  substanti- 
ated his  statement  that  "there  is  understandable  con-  ■ 
cern  over  the  declining  number  of  eligible  applicants  ; 
to  medical  schools”.  Pointing  to  the  peak  year  of 
1948-49,  when  there  were  24,242  applicants  with 
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6,973  accepted  and  enrolled,  Dr.  GiU  then  illustrated 
the  decrease  in  applicants  by  quoting  1960-61  fig- 
ures of  14,397  applicants  and  8,560  acceptances.  He 
explained  that  the  number  of  acceptances  has  in- 
creased with  more  space  made  available  by  the  ex- 
pansion of  older  medical  schools  and  the  establish- 
ment of  new  ones.  Actually,  the  number  of  appli- 
cants was  lower  than  the  figures  indicate,  since  each 
applicant  normally  submits  four  applications. 

Noting  that  the  academic  level  of  students  ac- 
cepted in  I960  was  lower  than  those  of  1950,  Dr. 
Gill  emphasized  the  need  for  attracting  students 
capable  of  doing  high  caliber  work  and  at  the  same 
time,  capable  of  possessing  those  "intangible  personal 
qualities  which  make  a good  physician”. 

An  organized  effort  to  strengthen  the  image  of 
medicine  as  a career  is  vital  to  the  recruitment  pro- 
gram. "Medicine  as  a profession  may  not  be  in  a 
favored  position  of  choice  in  coming  years.  Many  of 
the  more  capable  students  are  going  to  select  engi- 
neering, physics,  or  other  disciplines  other  than  medi- 
cine,” warned  Dr.  Gill. 

Concluding  on  an  encouraging  note,  the  speaker 
added  that  there  had  been  a 40  per  cent  increase  in 
applications  this  year  at  Southwestern,  and  "certainly, 
there  should  be  an  upturn  elsewhere  as  well.” 

Kamin:  "Building  a Medical  Careers 
Program  in  a Large  County  Society" 

Methods  of  developing  and  expanding  the  large 
county’s  medical  careers  program  were  discussed  by 
Dr.  Kamin,  chairman  of  the  Bexar  County  Medical 
Careers  Committee,  in  his  part  of  the  panel.  He 
noted  that  the  decision  to  participate  actively  in  the 
fifth  annual  Science  Fair  highlighted  the  year’s  pro- 
gram in  Bexar  County.  The  exhibit,  "Medicine  as  a 
Career”,  was  recognized  as  the  outstanding  profes- 
sional exhibit  at  the  fair.  It  contrasted  the  old  and 
the  new  in  medicine,  presented  career  information, 
and  displayed  a collection  of  medical  art. 

The  year’s  medical  careers  program  also  included 
sponsoring  premedical  clubs  at  both  Trinity  Uni- 
versity and  St.  Mary’s  University  in  San  Antonio, 
establishing  a library  of  reference  material  available 
to  high  school  and  college  students,  providing  coun- 
seling sessions  at  the  library,  and  filling  speaking 
engagements  aimed  at  medical  recruitment. 

Obtaining  physicians  to  participate  in  the  program 
has  been  easy  and  gratifying,  said  Dr.  Kamin.  He 
also  emphasized  that  contact  between  the  physicians, 
smdents,  and  students’  parents  was  an  important  part 
of  the  program. 

"If  we  do  this  ourselves,”  he  said  in  reference  to 
recruitment  of  medical  students,  "it  will  never  be 
necessary  for  anyone  or  any  group  to  do  this  for 
us.” 


McCulloh:  "A  Small  County  Society  Can 
Have  a Medical  Careers  Program,  Too" 

"It  lends  dignity  to  the  practice  of  medicine  to 
know  that  the  physicians  are  promoting  the  cause 
of  education  and  good  grades  for  the  high  school 
student,”  Dr.  McCulloh  asserted.  In  the  smaller 
towns,  most  recruitment  is  carried  on  at  the  high 
school  level;  therefore,  emphasis  on  good  scholarship 
at  this  time  enhances  the  physician’s  position  and 
encourages  better  students  to  enter  medicine  as  a 
profession. 

Dr.  McCulloh  suggested  that  small  county  societies 
consider  (1)  offering  guidance  and  career  material 
to  high  school  counselors  for  use  in  recruitment, 

(2)  holding  a meeting  for  all  students  interested  in 
medicine  and  readily  answering  any  of  their  ques- 
tions about  qualifications,  grades,  and  expenses,  and 

(3)  inviting  the  students  to  a dinner  meeting  with 
the  county  society.  In  conclusion,  he  pointed  out  that 
recruitment  can  be  a relatively  simple  affair,  with 
no  great  drain  on  time  or  money. 

Panel:  "The  County  Society's  Role  in 
Community  Affairs" 

Dr.  Foy  H.  Moody  of  Corpus  Christi  moderated 
the  afternoon  panel  discussion  on  responsibilities  of 
the  physician  and  the  county  society  toward  the  com- 
munity. Panelists  included  Paul  B.  McCleave,  D.D., 
Chicago;  Bob  Reid,  El  Paso;  Dr.  Harry  A.  Tubbs, 
Post;  and  Dr.  F.  Scott  Glover,  Houston.  In  addition. 
Dr.  Sam  Nixon  of  Nixon,  Dr.  James  E.  Peavy  of 
Austin,  and  Dr.  E.  L.  Slataper  of  Houston  each  par- 
ticipated briefly  in  a discussion  of  mass  polio  im- 
munization. 


McCleave:  "Establishing  Liaison  Between 
Medicine  and  Religion" 

In  describing  the  purpose  of  the  Department  of 
Medicine  and  Religion  established  a year  ago  by  the 
American  Medical  Association,  the  Rev.  McCleave, 
director  of  the  department,  stated  that  it  is  "to  create 
an  intercourse  of  communication  between  physicians 
and  clergymen  relative  to  the  care  of  the  whole 
man”.  Placing  emphasis  upon  treatment  of  the  whole 
man,  the  speaker  asserted  that  it  is  necessary  that  the 
art  of  healing  be  practiced  as  well  as  the  science  of 
healing,  and  added  that  the  church  can  be  of  no 
assistance  to  medicine  without  the  understanding  of 
medicine  itself. 

He  explained  the  pilot  program  of  the  department 
which  is  currently  in  operation  in  nine  states,  includ- 
ing Texas.  Through  work  with  three  county  soci- 
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eties  in  each  state  ( in  Texas,  the  county  societies  are 
Top-o’-Texas,  Dallas,  and  Taylor-Jones),  the  depart- 
ment will  attempt  to  more  closely  correlate  the 
clergy  and  the  physicians.  Pastoral  clinical  training 
centers,  hospital  chaplains,  dissemination  of  informa- 
tion about  other  religions  to  students  training  in 
medicine  will  all  be  handled  through  the  new  de- 
partment. 

"The  result  and  action  of  the  future  will  be  de- 
pendent upon  the  individual  physician  as  he  deals 
with  a particular  clergyman  regarding  a patient,” 
Rev.  McCleave  said. 


B.  Reid:  "Handling  Difficult  Press  Problems" 

Stressing  the  importance  of  developing  and  main- 
taining good  relations  between  the  physician  and  the 
press,  Mr.  Bob  Reid,  of  Mott,  Reid,  and  McFall 
Public  Relations  in  El  Paso,  showed  how  quick  action 
helped  to  remedy  a bad  press  situation. 

When  an  Ei  Paso  newspaper  ran  a story  and  head- 
line ("Doctors  Not  On  Cali — Child  Dies”)  which 
mistakenly  gave  the  impression  that  Ei  Paso  doctors 
were  involved,  the  county  medical  society  and  Reid 
moved  quickly  to  correct  the  situation.  A correction 
story  was  run  the  next  day,  but  realizing  that  many 
readers  would  overlook  the  shorter  story,  the  society 
requested  a reporter  to  cover  their  emergency  call  set 
up  and  to  explain  the  procedure  to  the  public.  In 
addition,  a representative  of  the  medical  society 
wrote  an  article  explaining  the  procedure  from  the 
physician’s  standpoint. 

Further  moves  were  taken  to  prevent  the  recur- 
rence of  such  a situation.  The  society  distributed  to 
all  area  motels  and  hotels  printed  slips  showing  the 
telephone  number  for  emergency  calls,  and  arranged 
for  the  same  slips  to  be  distributed  through  the 
Welcome  Wagon  organization  to  all  new  families 
in  the  area.  Newspaper  ads  bearing  the  emergency 
number  were  run  continuously,  and  a letter  from 
the  society  advocating  the  use  of  the  system  was 
sent  to  each  physician. 

"Fast  action  is  imperative,”  said  Reid.  "When  you 
help  the  reporters  to  get  facts  fast,  you  beat  rumor 
with  fact.” 


Tubbs:  "Implementing  an  Emergency 
Medical  Training  Program" 

The  Medical  Self  Help  Training  Program  as  it 
was  conducted  in  Post  and  Garza  County  was  anal- 
yzed by  Dr.  Tubbs  in  his  address  to  the  panel.  Al- 
though the  idea  for  this  program  was  developed  and 
sponsored  by  the  Department  of  Defense,  the  Amer- 
ican Medical  Association,  and  the  Public  Health 
Service,  the  speaker  emphasized  that  it  was  primarily 


a doctor’s  program,  not  a civil  defense  program. 

The  35  doctors  who  participated  in  the  program 
saw  this  as  an  opportunity  to  improve  the  public 
image  of  the  physician  by  training  at  least  one  mem- 
ber in  each  family  on  what  to  do  in  case  a doctor  will 
not  be  available. 

Dr.  Tubbs  mentioned  several  points  which  he  con- 
sidered vital  to  the  success  of  the  program  as  it  was 
conducted  in  Post  and  Garza  County.  Publicity  was 
easy  to  obtain  and  effective  in  presentation;  a class 
was  taught  in  Spanish;  a class  for  Negroes  was  held 
and  conducted  by  a Negro;  classes  were  scheduled 
both  morning  and  evening  to  accommodate  working 
hours;  and  all  program  chairmen  had  the  same 
amount  of  training,  so  none  was  less  qualified  than 
others. 

In  the  evaluation  meeting,  group  chairmen  sug- 
gested the  use  of  group  psychology  for  those  under 
stress  and  shelter  conditions,  and  pre-conditioning  in 
coping  with  hysterical  and  mentally  deranged  per- 
sons. They  also  offered  suggestions  that  the  disposal 
of  dead  bodies,  methods  of  external  cardiac  massage 
and  simple  tracheostomy,  and  instructions  in  the 
emergency  use  of  antibiotics  and  tranquilizers  be 
included  in  the  program. 

Glover:  "Building  Community  Relations 
With  a Science  Fair" 

To  dispense  medical  information  in  an  informa- 
tive and  ethical  manner,  inspire  young  people  into 
careers  in  medicine  or  allied  health  fields,  and  at- 
tract persons  into  employment  in  fields  of  medicine, 
health,  or  science  were  the  three  purposes  of  the 
1962  Health  Fair  in  Harris  County,  as  outlined  by 
the  chairman  of  the  fair.  Dr.  Glover. 


Charm  Sale  Will  Benefit  AMA-ERF 

A charm  displaying  the 
official  seal  of  the  Wom- 
an’s Auxiliary  to  the  Texas 
Medical  Association  is  be- 
ing offered  for  sale  by  the 
Auxiliary  with  proceeds 
going  to  the  American 
Medical  Association  Edu- 
cation and  Research  Foundation. 

Three  styles  of  charms  are  available,  including 
a 14  carat  yellow  gold  one  for  $25.20;  a gold-filled 
one  for  $8.69,  and  a sterling  silver  model  for 
$6.16.  Orders  should  be  directed  to  the  Auxiliary 
Office,  Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin.  Checks  should  be  made 
payable  to  AMA-ERF. 
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"Exhibits  should  be  designed  as  much  as  possible 
so  that  people  can  touch  or  work  some  gadget  of 
the  exhibit,  or  so  that  motion  is  involved  to  attract 
their  attention,”  he  explained.  Otherwise,  some  of 
the  most  expensive  and  informative  exhibits  will  be 
ignored. 

The  1962  fair  featured  highly  technical  films 
(cardiac  surgery  and  gastric  resection)  on  an  experi- 
mental basis.  Surprisingly,  these  were  the  most  popu- 
lar exhibits  in  the  fair.  "People  would  literally  sit 
for  hours  looking  at  a succession  of  such  films,  leav- 
ing the  balance  of  the  fair  unattended,  until  we 
began  rerunning  films  to  move  the  audience  out 
and  permit  others  to  see  them,”  he  continued. 

School  tours  were  arranged,  and  physicians  were 
in  attendance  at  all  times  to  explain  exhibits  to  the 
public.  Exhibits  were  carefully  screened,  and  time 
was  schedued  in  detail.  No  admission  was  charged, 
nor  were  exhibitors  charged  for  space. 

In  conclusion,  before  showing  a film  of  the  fair, 
Dr.  Glover  emphasized  that  the  medical  society  must 
keep  firm  control  over  all  phases  of  the  fair  at  all 
times;  otherwise,  control  may  slip  into  the  hands  of 
those  more  interested  in  their  own  welfare. 


Texas  Delegates  Help  Mold 
AMA  Policy  on  King-Anderson  Bill 

Texas  Delegates  were  active  in  formulating  AMA 
policy  in  opposition  to  the  King-Anderson  BiU  and 
social  security  retirement  coverage  for  physicians  at 
the  1962  meeting  in  Chicago,  and  resolutions  on 
these  subjects  were  adopted.  Another  resolution,  ask- 
ing for  support  of  the  Liberty  Amendment,  was  re- 
ferred for  further  consideration. 

Next  year,  the  Texas  Delegation  will  nominate  Dr. 
Milford  O.  Rouse,  Dallas,  for  Speaker  of  the  AMA 
House  of  Delegates.  If  elected,  he  will  be  the  first 
Texan  to  hold  that  position. 


Woman's  Auxiliary  Meeting 
Draws  Attendance  of  100 

Approximately  100  persons  attended  the  Woman’s 
Auxiliary  1962-1963  Fall  Executive  Board  Meeting 
on  Sept.  20  and  the  School  of  Instruction  the  follow- 
ing day  at  Texas  Medical  Association’s  headquarters 
building  in  Austin.  "Seek  To  Serve”  was  the  theme 
of  the  meeting. 

Mrs.  R.  C.  L.  Robertson,  Houston,  president,  was 
in  charge  of  the  meeting  of  the  Executive  Board  on 
Thursday,  Sept.  20.  Dr.  Thomas  J.  Vanzant,  Houston, 
chairman  of  the  TMA  Advisory  Committee  to  the 
Woman’s  Auxiliary,  gave  an  address  entitled  "To 
Assist  the  Medical  Profession”.  Mrs.  Hamilton  Ford, 
La  Marque,  president-elect  of  the  Woman’s  Auxiliary, 
reported  on  the  AMA  Auxiliary  meeting  held  in 
Chicago  this  past  summer. 

Mrs.  Robertson  was  hostess  for  a get-acquainted 
hour  at  the  Driskill  Hotel  on  'Thursday  evening. 
Dinner  was  served  in  the  Maximilian  Room  immedi- 
ately following.  Members  attending  heard  Mrs. 
Homer  Garrison  of  Austin  review  a book  entitled 
"The  Snake  Has  All  the  Lines”  by  Jean  Kerr. 

Mrs.  R.  Marion  Johnson,  Houston,  presided  over 
the  School  of  Instruction  on  Friday.  Co-cbairman  was 
Mrs.  John  R.  Rainey,  Jr.,  Austin.  The  theme  of  this 
meeting  was  "Telstar  Over  Texas”.  Some  of  the  high- 
lights of  the  program  included  greetings  from  Dr. 
George  W.  Waldron,  Houston,  President  of  the 
Texas  Medical  Association;  an  address  by  Mr.  C. 
Lincoln  Williston,  Austin,  Executive  Secretary  of  the 
Texas  Medical  Association;  and  a talk  On  world 
travels  by  John  H.  Furbay,  Ph.D.,  New  York,  lec- 
turer and  author  on  international  affairs. 

Committee  chairmen  and  officers  making  special 
presentations  were  as  follows;  "Why  Not  All  of 
Us?”,  Mrs.  Van  Doren  Goodall  of  Clifton,  first  vice 
president;  "How  Do  We  Proceed?”,  Mrs.  Vanzant, 
program  chairman;  "What  Can  We  Do  Now?”, 
Mrs.  William  W.  McKinney  of  Fort  Worth,  legisla- 
tion chairman;  "How  Do  We  Look?”  Mrs.  James  C. 
Price  of  Gonzales,  public  relations  chairman;  "Medi- 
cal Careers”,  Mrs.  H.  K.  May  of  Lake  Jackson,  re- 
cruitment chairman;  and,  "Vital  Statistics”,  Mrs. 
G.  G.  Zedler,  Austin,  immediate  past  president  and 
chairman  of  the  Auxiliary  Advisory  Committee. 

The  film,  "Safety  Through  Seat  Belts”  was  shown 
to  the  entire  group  and  commented  on  by  Mrs.  T.  P. 
Shearer,  Houston,  safety  chairman. 


The  Christmas  card  at  left  is  being  sold  for  the 
benefit  of  the  American  Medical  Association-Educa- 
tion and  Research  Foundation  by  the  Woman's  Aux- 
iliary to  the  Texas  Medical  Association.  Orders  may 
be  placed  with  the  Auxiliary  Office,  1801  N.  Lamar 
Blyd.,  Austin.  A box  of  25  cards  sells  for  $2.50. 
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Medicolegal  Notes 


Releasing  Information  From  Patient  Record 
For  Use  of  Insurance  Companies 


The  law  Department  of  the  American  Medical 
Association  in  its  Sept.  14,  1962,  publication  re- 
ports a disturbing  decision  in  a New  Jersey  case 
wherein  a suit  against  a physician  for  disclosing 
information  about  a patient  to  an  insurance  company 
without  consent  was  dismissed.  This  was  done  prop- 
erly so,  said  the  New  Jersey  Supreme  Court.  The  facts 
of  the  case  are  substantially  as  follows: 

After  the  death  of  a baby  girl,  the  father  filed  a 
claim  under  a life  insurance  policy  which  he  had 
previously  purchased  on  the  girl’s  life.  The  insurance 
company  inquired  of  the  little  girl’s  pediatrician, 
and  the  pediatrician  informed  the  representative  for 
the  insurance  company  that  the  child  had  suffered 
heart  trouble  since  birth.  This  information  was  given 
without  the  consent  of  the  parents  who  also  claimed 
that  the  pediatrician  had  not  advised  them  of  the 
child’s  illness. 

The  court  pointed  out  that  a limited  right  of  extra 
judicial  nondisclosure  has  been  recognized  in  Ne- 
braska, New  York,  Utah,  and  Washington,  but  ob- 
served that  these  states  are  among  those  which  have 
established  by  statute  a physician-patient  privilege 
with  respect  to  testimony  in  a judicial  proceeding. 
New  Jersey  has  no  such  physician-patient  privilege 
statute.  (Neither  does  such  a physician-patient  privi- 
lege prevail  in  Texas — either  by  statute  or  substantive 
judicial  interpretation.)  In  fact,  the  court  said  that 
public  policy  in  New  Jersey  requires  full  testimonial 
disclosure  of  relevant  medical  information. 

Reflecting  on  the  physician-patient  relationship  in 
New  Jersey,  the  court  noted: 

"Ordinarily,  a physician  receives  information  relating  to 
a patient’s  health  in  a confidential  capacity  and  should 
not  disclose  such  information  without  the  patient’s  con- 
sent, except  where  the  public  interest  or  the  private  inter- 
est of  the  patient  so  demands.  Without  delineating  the 
precise  outer  contours  of  the  exceptions,  it  may  generally 
be  said  that  disclosure  may,  under  such  compelling  cir- 
cumstances, be  made  to  a person  with  a legitimate  inter- 
est in  the  patient’s  health.  . . . One  of  these  exceptions 
arises  where,  as  here,  the  physical  condition  of  the  patient 
is  made  an  element  of  a claim.”  [Emphasis  added.} 
Disclosure  of  items  from  a patient  record  to  in- 
surance companies  without  a properly  authorized  con- 
sent, in  Texas,  may  very  well  be  an  invasion  of  the 
right  of  privacy  of  that  patient.  For  this  reason  it 
is  the  position  of  the  General  Counsel  of  Texas 
Medical  Association  that  consent  from  the  patient  is 
required  before  information  from  the  patient  record 
is  made  available  to  a third  party.  To  do  otherwise 
does  severe  and  permanent  damage  to  the  physician- 


patient  relationship.  Although  the  New  Jersey  Court 
appears  to  enunciate  an  acceptable  rule  when  it 
comments  as  it  has  in  the  italicized  portion,  it 
departs  from  that  rule  when  it  says,  "One  of  these 
exceptions  arises  where,  as  'here,  the  physical  condi- 
tion of  the  patient  is  made  an  element  of  a claim”. 
This  departure  appears  alarming.  Who,  more  than 
the  patient  himself  or  the  survivors  of  the  patient, 
has  a more  intense  and  long-'recognized  paramount 
interest?  To  our  way  of  thinking,  certainly  a third 
party  does  not,  and  it  matters  not  whether  an  insur- 
ance claim  on  the  patient  is  the  reason  for  the  in- 
quiry. To  conclude  otherwise  is  to  elevate  an  interest 
of  a third  party  to  the  same  level  as  that  of  the 
patient  himself. 

It  has  been  our  consistent  position  that  before 
third  parties,  (that  is,  insurance  companies)  are 
given  access  to  patient  records  and  information  with 
respect  to  patients,  properly  authorized  consents  from 
the  patient  should  be  obtained  first.  The  only  excep- 
tion recognized  in  Texas  is  when  the  request  is  made 
by  a workmen’s  compensation  carrier.  In  those  cases, 
because  of  the  structure  of  the  Workmen’s  Compen- 
sation Law  in  Texas,  the  position  has  been  taken  that 
consent  is  implied.  This  does  not  mean,  however,  that 
the  patient  may  not  even  in  workmen’s  compensation 
cases,  instruct  his  physician  not  to  make  the  informa- 
tion with  respect  to  his  physical  condition  available 
to  the  compensation  carrier.  This  certainly  can  be 
done.  By  the  same  token,  should  the  patient  decline 
to  make  the  information  available  to  the  compensa- 
tion carrier,  the  carrier  is  under  no  obligation  to  pay 
for  the  physical  examination  of  the  patient.  The 
physician  then  would  be  obliged  to  look  to  the 
patient  for  the  payment  of  his  bill. 

We  feel  that  we  should  likewise  comment  on  the 
Code  for  Physicians  and  Attorneys  of  Texas  which 
has  been  approved  by  the  House  of  Delegates  of  the 
Texas  Medical  Association  and  the  Board  of  Directors 
of  the  State  Bar  of  Texas.  With  respect  to  medical 
reports,  the  Code  reads  as  follows: 

"Medical  Reports.  The  physician,  upon  proper  authoriza- 
tion by  the  patient  or  duly  aurhorized  representative, 
should  promptly  furnish  the  attorney  with  a complete 
medical  report,  and  should  realize  that  delays  in  provid- 
ing medical  information  may  affea  the  opportunity  of 
the  patient  either  to  settle  his  claim  or  suit,  delay  the 
trial  of  a case,  cause  additional  expense,  or  the  loss  of 
important  testimony. 

Nothing  in  the  above  shall  be  construed  as  requiring  the 
patient’s  consent  for  the  physician  to  render  medical  re- 
ports concerning  a patient  treated  or  examined  to  the 
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party  paying  for  such  examination  or  treatment,  pro- 
vided that  the  patient  or  his  representative  shall  be  fur- 
nished a copy  of  the  report  upon  written  request. 

The  attorney  should  give  the  physician  reasonable  notice 
of  the  need  for  a report  and  clearly  specify  the  medical 
information  which  he  seeks.” 

The  second  paragraph  just  quoted  has  caused  some 
misunderstanding.  Some  have  interpreted  the  para- 
graph to  be  in  conflict  with  what  we  have  previously 
said  in  this  article.  However,  the  phrase  ".  . . pro- 
vided that  the  patient  or  his  representative  shall  be 
furnished  a copy  of  the  report  upon  written  request” 
usually  takes  the  situation  with  which  we  have  been 
presented  out  of  the  scope  of  the  Code.  On  many 
occasions  the  insurance  companies  have  requested 
that  no  copies  of  the  patient’s  report  be  furnished 
to  the  patient  or  his  representative.  In  circumstances 
such  as  these  the  physician  has  no  choice  but  to 
require  a consent  from  the  patient  prior  to  making 
the  patient  record  available  to  the  third  party.  Like- 
wise nothing  in  the  Code  precludes  a patient  from 
requesting  that  his  physician  not  make  the  report  on 
his  physical  well-being  available  to  third  parties. 

The  underlying  philosophy  of  the  law  in  Texas 
with  respect  to  disclosure  of  information  from  the 
patient  record  is  that  the  relationship  between  a 
physician  and  his  patient  is  one  containing  the  high- 
est confidentiality.  Though  not  recognized  by  statute 
in  Texas  as  a "privileged  communication”  as  between 
a physician  and  a third  party  the  physician  should 
be  guided  by  the  wishes  of  his  patient  when  con- 
sidering whether  to  make  the  information  from  that 
patient  record  available.  This  should,  and  must  be, 
the  physician’s  first  duty.  This  is  so,  regardless  of 
how  the  expenses  of  a patient’s  case  are  to  be  paid. 

— Philip  R.  Overton,  LL.B. 

AHA  Members  Hear  Plan 
For  "Industrial  Medicare" 

Members  of  the  American  Hospital  Association 
meeting  in  Chicago,  Sept.  17-20,  heard  a leading 
businessman  call  upon  all  major  U.  S.  companies  to 
provide  "industrial  medicare”  programs  for  retired 
employees. 

John  T.  Connor,  president  of  Merck  & Co.,  Inc., 
said  that  company-sponsored  health  insurance  during 
retirement  offers  "exciting  possibilities”  of  progress 
in  the  over-all  problem  of  helping  elderly  persons 
meet  medical  costs.  He  told  members  of  the 
Association  that  such  plans  are  not  a complete  solu- 
tion, but  that  if  they  were  adopted  across  the  coun- 
try "the  namre  of  the  national  problem  which  we 
face  together  might  be  totally  changed”.  Citing  the 
example  of  his  own  company,  he  said  Merck  has 
provided  retired  employees  and  their  dependents 
with  hospital  and  surgical  insurance  for  the  past  four 
years. 


Panhandle  Society  Names 
Dr.  Bronwell  President 

Dr.  A.  W.  Bronwell,  Lubbock,  was  elected  presi- 
dent of  the  Panhandle  District  Medical  Society  at 
the  annual  meeting  in  Pampa  Sept.  15. 

Other  new  officers  of  the  Third  District  include 
Dr.  H.  Fred  Johnson,  Amarillo,  president-elect;  Dr. 
John  Locke,  Slaton,  first  vice  president;  Dr.  Walter 
Brooks,  Quanah,  second  vice  president;  and  Dr.  E.  K. 
Jones,  AmariUo,  secretary. 

Out-of-state  guest  speakers  for  the  meeting  were 
Dr.  Paul  D.  Bruns,  Dr.  Oscar  Creech,  Jr.,  Dr.  W.  T. 
McCollum,  and  Dr.  H.  V.  L.  Sapper. 

Dr.  Bruns,  professor  in  the  Department  of  Ob- 
stetrics and  Gynecology  at  the  University  of  Colorado 
Medical  Center  in  Denver,  spoke  on  "Resuscitation  of 
the  Newborn”.  Dr.  Creech,  professor  and  chairman 
of  the  Department  of  Surgery  at  Tulane  University 
School  of  Medicine  in  New  Orleans,  discussed  "Di- 
agnosis and  Management  of  Acute  Abdominal  In- 
juries”. 

Both  Dr.  McCollum  and  Dr.  Sapper  are  from  the 
University  of  Oklahoma  School  of  Medicine.  Dr.  Mc- 
Collum, associate  professor  of  internal  medicine  and 
a diplomate  of  the  American  Board  of  Internal  Medi- 
cine in  Cardiovascular  Diseases  and  Internal  Medi- 
cine, presented  a discussion  of  "The  Use  of  Anti- 
coagulants in  the  Various  Types  of  Coronary  Heart 
Disease”.  Dr.  Sapper,  associate  professor  of  clinical 
pediatrics,  spoke  on  "The  Management  of  the  Jaun- 
diced Newborn”. 

Special  guests  at  the  meeting  were  Dr.  George  W. 
Waldron,  President  of  the  Texas  Medical  Association, 
and  C.  Lincoln  Williston,  Executive  Secretary  of  the 
Association. 

The  next  meeting  of  the  Third  District  Society 
will  be  Sept.  21,  1963,  in  Lubbock. 

Dr.  Copeland  on  Program 
Of  American  Cancer  Society 

The  scientific  session  of  the  annual  meeting  of  the 
American  Cancer  Society,  Inc.,  will  include  an  ad- 
dress by  a Texas  physician.  Dr.  Murray  M.  Copeland 
of  M.  D.  Anderson  Hospital  and  Tumor  Instimte, 
Houston. 

The  meeting  which  is  to  be  at  the  Biltmore  Hotel, 
New  York  City,  is  scheduled  for  Oct.  21-27  with  the 
scientific  session  entitled  "The  Clinical  Impact  of 
A Quarter  Century  of  Cancer  Research”  set  for  Oct. 

22  and  23. 

Dr.  Copeland’s  address  will  be  a part  of  the  Oct. 

23  morning  session  on  detection,  diagnosis,  and  treat- 
ment of  cancer.  His  topic  is  "Progress  and  Prospeas 
in  Cancer  Staging”. 
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DRUG  NOTES 


Inhibitors  of  Cholesterol  Biosynthesis 


Bloch  AND  Cornforth^  have  made  a comprehen- 
sive smdy  of  the  biochemical  reactions  leading  to 
the  production  of  cholesterol  in  higher  mammalian 
organisms.  These  studies  revealed  that  acetate  (via 
acetyl-coenzyme-A ) could  be  incorporated  into  the 
cholesterol  molecule;  acetoacetate  (via  aceto-acetyl- 
coenzyme-A)  also  may  be  converted  to  cholesterol 
by  a pathway  which  does  not  involve  prior  cleavage 
to  a 2-carbon  unit.  It  also  has  been  observed  that 
isovaleric  acid  is  utilized  with  greater  efficiency  for 
cholesterol  biosynthesis.  Consequently,  structural  re- 
lationships among  four  compounds  (acetic  acid, 
aceto-acetic  acid,  valeric  acid,  and  isoprene)  strength- 
en the  presumption  that  a 4-carbon  intermediate 
would  undergo  a series  of  multiple  condensations 
leading  to  polymerizations  yielding  a high  molecular 
weight  chain  built  of  "isoprene  units”.  Squalene  was 
then  considered  a plausible  intermediate  polyiso- 
prenoid  metabolite.  Squalene  occurs  in  the  liver  of 
mammals,  and  is  known  to  be  convertible  to  choles- 
terol in  vivo.  Some  of  the  steps  intermediate  between 
acetate  and  squalene  have  been  elucidated,  and  the 
cyclization  of  squalene  to  form  cholesterol  proceeds 
via  lanosterol  and  ultimately  desmosterol.  The  posm- 
lated  sequence  of  biochemical  reactions  leading  to 
the  synthesis  of  cholesterol  may  be  summarized: 
acetyl-coenzyme-A  — > acetoacetyl-coenzyme-A  — > 
hydroxy-/3-methyl-glutaryl-coenzyme-A  mevalonic 
acid  — ^ mevalonic  acid  pyrophosphate  — > isopen- 
tenyl  pyrophosphate  ^ farnesyl  pyrophosphate  ^ 
squalene  — > lanosterol  — > l4-norlanosterol  ^ 
8:24-4,  4-dimethyl  cholestadiene-3-one  ^ A 8:24-4- 
a-methyl-cholestadiene-3-one  ^ zymosterol  — > des- 
mosterol — » cholesterol. 


Esters  and  Ethers  of 

Dimethyl-  and  Diethyl-aminoethanol 

Some  of  these  compounds  block  the  formation  of 
cholesterol  at  stages  between  the  biosynthesis  of 
mevalonic  acid  and  squalene,  whereas  others  ( for 
example,  triparanoH ) interfere  with  the  synthesis  of 
cholesterol  at  points  beyond  squalene;  triparanol  af- 
fects the  transformation  of  desmosterol  to  cholesterol. 

Dr.  W.  L.  Holmes,  of  Smith  Kline  & French  Lab- 
oratories, has  studied  the  mode  and  site  of  action  of 
some  of  these  new  compounds.  Two  of  the  most 
active  are  /3-diethylaminoethyl  diphenylpropyl  acetate 

* Triparanol  has  been  withdrawn  from  the  market  be- 
cause of  certain  undesirable  side  effects. 


(SKF-525)  and  2,  2-diphenyl-l-(;8-dimethyl-ethyl- 
aminoethoxy) -pentane  (SKF-3301).  According  to 
Dr.  Holmes,^  though  some  of  the  SKF  compounds 
are  significantly  active  as  cholesterol-biosynthesis  in- 
hibitors, they  have  shown  side  effects.  Nevertheless, 
these  experimental  compounds  are  considered  good 
research  leads  that  may  ultimately  lead  to  better 
drugs  for  lowering  body  cholesterol  levels. 

On  the  basis  of  the  previously  mentioned  postu- 
lated scheme  on  the  biosynthesis  of  cholesterol,  for- 
mation of  cholesterol  may  be  decreased  by  interfering 
with  any  reaction  in  the  metabolic  pathway.  Blocking 
cholesterol  formation  before  the  mevalonic  acid  stage 
is  not  desirable  because  mevalonic  acid  precursors 
perform  other  important  metabolic  functions.  Fur- 
thermore, blocking  the  synthesis  after  the  formation 
of  squalene  might  result  in  accumulation  of  sterols 
other  than  cholesterol,  for  example,  desmosterol, 
zymosterol,  or  lanosterol.  Dr.  Holmes  notes  that 
sterols  other  than  cholesterol  may  be  implicated  in 
atherosclerosis. 

More  recently,  Drs.  Hughes  and  Figdor  of  Chas. 
Pfizer  & Co.,  Inc.,®  reported  the  hypocholesterolemic 
action  of  certain  dialkyl  amino  alkyl  ethers  of  estro- 
gens: most  active  is  the  diethylaminoethyl  ether  of 
chlorinated  ethylcyanostilbene  (P3429).  Experi- 
mentation has  revealed  that  P3429  in  rats  is  more 
than  six  times  as  active  as  triparanol.*  Pfizer  does 
not  plan  to  market  its  new  compounds  now,  since 
the  more  active  ones  have  some  side  effects,  but 
these  experimental  drugs  are  interesting  enough  to 
warrant  further  studies  which  could  lead  to  useful 
hypocholesterolemic  drugs.  These  investigators  have 
made  experimental  observations  that  ultimately  will 
lead  to  the  revelation  of  major  structure-activity  re- 
lations among  these  compounds.  The  Pfizer  research- 
ers found  large  concentrations  of  desmosterol,  not 
normally  present,  in  hepatic  tissue  of  rats  treated 
with  the  estrogen  ethers.  This  observation  indicates 
that  these  compounds  inhibit  the  conversion  of  des- 
mosterol to  cholesterol.  According  to  Dr.  Figdor,  the 
in  vivo  studies  show  the  bisether  (bisalkyl  ether 
cyanostilbene ) to  be  more  active  than  the  ethyl 
cyanostilbene,  but  neither  compound  is  as  active  as 
triparanol  in  this  test.  On  the  other  hand,  in  vitro 
studies  indicate  that  cyano  ethyl  stilbene  is  more 
active  than  the  bis  compound.  According  to  this  test 
triparanol  activity  resided  between  the  two  Pfizer 
compounds.  A third  comparative  evaluation,  a time 
course  study,  has  revealed  that  all  three  compounds 
are  almost  equally  active  in  vivo,  but  the  cyanostil- 
benes  are  longer  acting.  The  cyanoethylstilbene  hits 
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peak  activity  in  two  hours  and  maintains  it  for  an 
additional  ten  hours,  whereas  triparanol  hits  peak 
activity  in  six  hours  and  its  activity  decreases  rela- 
tively quickly. 

From  a theoretical  viewpoint,  it  is  of  interest  to 
review  the  premise  that  led  to  the  study  of  these 
compounds  as  cholesterol  biosynthesis  inhibitors.  It 
was  noted  that  premenopausal  women  were  relatively 
immune  to  atherosclerosis  and  this  led  investigtors 
to  think  that  the  estrogenic  metabolites  somehow  de- 
crease cholesterol  levels  in  the  bloodstream.  Estro- 
gens do  decrease  serum  cholesterol,  but  exert  a simul- 
taneous feminizing  effect.  Consequently,  research  has 
been  directed  toward  finding  estrogenically  related 
agents  that  might  possess  more  selective  and  specific 
hypocholesterolemic  properties  and  minimal  feminiz- 
ing activity.  Pfizer  chemists  studied  the  chemical 
structure  of  triparanol  and  decided  that  the  diethyl 
aminoethyl  group  is  the  structural  feature  that  con- 
tributes the  unique  biological  activity  since  the  cor- 
responding phenol  and  methyl  ether  of  triparanol 
are  relatively  inactive.  Dr.  Hughes’  team  noted  that 
the  diethylaminoethyl  ether  of  4-stilbeneol  decreases 
blood  cholesterol  levels;  the  same  activity  was  seen 
with  diethylaminoethyl  ethers  of  estradiol,  stilbes- 
terol,  and  hexasterol.  Consequently,  these  studies  were 
extended  to  the  bisalkyl  ether  cyanostilbene  and  eth- 
ylcyanostilbene  series. 

Diazasteroids 

At  the  1962  medicinal  chemistry  symposium  of 
the  American  Chemical  Society,  Dr.  R.  E.  Counsell  of 
the  G.  D.  Searle  & Co.^  reported  the  synthesis  and 
hypocholesterolemic  activity  of  some  diazasteroids 
which  are  analogous  to  cholesterol.  Counsell  and  his 
collaborators,  Dr.  Klimstra  and  R.  Ranney,  employed 
a biochemically  sound  approach  in  designing  a mole- 
cule with  specific  biological  activity.  Their  design  of 
cholesterol  analogs  as  cholesterol  biosynthesis  inhibi- 
tors was  based  on  the  current  knowledge  about  the 
biochemical  reactions  that  lead  to  the  formation  of 
cholesterol,  and  a hypothesis  about  its  control  by  a 
negative  feed-back  mechanism.  Most  of  the  21  bio- 
chemical reactions  are  reversible  steps  of  biosyn- 
thetic cycles  that  include  end  products  other  than 
cholesterol.  At  the  mevalonic  acid  stage  the  reactions 
become  irreversible  and,  except  for  the  synthesis  of 
coenzyme-Q,  appear  to  be  specific  to  the  biosynthesis 
of  cholesterol.  It  is  at  such  a stage  that  feed-back 
inhibition  characteristically  operates;  the  first  enzyme 
in  a pathway  appears  to  be  the  one  inhibited  by 
the  product.  According  to  Drs.  Siperstein  and  Guess 
of  the  University  of  Texas  it  may  be  hypothesized 
that  cholesterol  inhibits  the  reduction  of  hydroxy- 
methyl-glutaryl-coenzyme-A.  The  Searle  chemists  saw 
an  opportunity  to  design  a molecule  to  mimic  the 


action  of  cholesterol  but  perform  the  inhibition  more 
effeaively.  They  visualized  cholesterol  as  being 
bound  reversibly  to  the  surface  of  the  feed-back 
inhibited  enzyme,  thus  decreasing  the  availability  of 
some  enzyme  molecules.  They  further  reasoned  that 
a molecule  analogous  to  cholesterol,  but  with  struc- 
tural features  that  provide  stronger  binding  sites, 
would  lead  to  more  effective  feed-back  inhibition. 
Consequently,  Counsell  and  others  selected  the  diaza- 
steroids, nitrogen  isosteres  of  cholesterol,  wherein  2 
carbon  atoms  are  replaced  by  nitrogens  without  al- 
tering the  geometry  of  the  molecule,  on  the  assump- 
tion that  the  nitrogen  functions  would  provide  the 
more  reactive  binding  sites.  Biological  data  now  re- 
veals that  Counsell’s  idea  worked  since  one  of  the 
diazasteroids  (20,  25-diaza-cholesterol  dihydrochlor- 
ide) is  significantly  active  as  hypocholesterolemic 
agent.  Furthermore,  tracer  studies  indicate  that  these 
steroids  may  have  their  primary  biochemical  action 
as  hydroxymethyl-glutaryl-coenzyme-A  reductase  in- 
hibitors. This  diazasteroid  appears  to  be  about  15 
times  as  effective  as  triparanol,  and  preliminary  ani- 
mal experimentations  reveal  a low  level  of  undesir- 
able side  effects. 

This  review  should  bring  up-to-date  a previous 
article  that  appeared  in  this  Journal.^ 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 

University  of  Texas  College  of  Pharmacy. 
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Neurologists,  Psychiatrists  to  Meet 

The  Second  National  Congress  of  Neurological 
and  Psychiatric  Sciences  of  the  Mexican  Society  of 
Neurology  and  Psychiatry  will  be  held  in  Mexico 
City  Nov.  9-10. 

Information  concerning  reservations  and  program 
of  the  Congress  can  be  obtained  from  Dr.  Julio  Her- 
nandez-Peniche,  Durango  50  Bis,  50  Piso,  Mexico  7, 
D.  F. 
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Postgraduate  Courses 

Pediatrics,  Houston,  Nov.  15-17,  1962. — The  De- 
partment of  Pediatrics  of  Baylor  University  College 
of  Medicine,  in  conjunction  with  the  Maternal  and 
Child  Health  Division,  Texas  State  Department  of 
Health,  will  sponsor  a pediatric  postgraduate  sym- 
posium. The  guest  speakers  and  their  topics  are  as 
follows: 

Dr.  Frederick  C.  Robbins,  professor  of  pediatrics. 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  “Pathogenesis  of  Measles  and  Its  Compli- 
cations with  Clinical  Correlation”  and  "Response  of 
Newborn  Infants  to  Live  Polio  Virus  Vaccine”;  Dr. 
John  M.  Craig,  professor  of  pathology.  Harvard 
University  School  of  Medicine,  Boston,  "Differential 
Diagnosis  of  Obstructive  Jaundice  in  the  First  Four 
Months”  and  “What  the  Placenta  Tells  the  Pediatri- 
cian”; Dr.  L.  Stanley  James,  assistant  professor  of 
pediatrics,  Columbia  University  College  of  Physicians 
and  Surgeons,  New  York  City,  "Immediate  Care  of 
the  Newborn”  and  "The  Effect  of  Altered  Acid-Base 
Balance  on  Homeostasis  of  the  Newborn”; 

Dr.  Ralph  J.  Wedgwood,  associate  professor  of 
pediatrics,  University  of  Washington  School  of  Medi- 
cine, Seattle,  “Rheumatoid  Arthritis  in  Children” 
and  "The  Development  of  Immunity  in  Early  Life”; 
and  Dr.  Gilbert  B.  Forbes,  professor  of  pediatrics. 
University  of  Rochester  School  of  Medicine,  Roches- 
ter, N.  Y.,  "The  Radioactive  Fall-out  Problem”  and 
"Is  the  Modern  Child  Overnourished?”. 

Obstetrics  and  Gynecology,  Houston,  spring,  1963. 
— Board  Preparatory  Course  in  obstetric  and  gyne- 
cologic pathology,  endocrinology,  and  radio-therapy 
is  offered.  Tuition  is  $100. 

Additional  information  may  be  obtained  by  writ- 
ing to  the  Department  of  Obstetrics  and  Gynecology, 
Baylor  University  College  of  Medicine,  Houston. 

Fetal  and  Infant  Liver  Function  and  Structure, 
New  York,  Nov.  7-10,  1962. — To  be  held  at  the 
Henry  Hudson  Hotel  under  the  auspices  of  the  New 
York  Academy  of  Sciences.  Invitations  may  be  ob- 
tained from  Mrs.  E.  T.  Minor,  executive  secretary  of 
the  New  York  Academy  of  Sciences,  2 East  63rd  St., 
New  York  21. 


National  Disaster  Conference 
To  Be  Held  in  November 

"Survival  in  the  Sixties”  will  be  the  theme  of  the 
13th  County  Medical  Societies  Conference  on  Dis- 
aster Medical  Care  in  Chicago  Nov.  3-4. 

To  be  held  at  the  Palmer  House,  the  two-day 
meeting  is  sponsored  by  the  American  Medical  As- 
sociation’s Council  on  National  Security. 

The  question  of  survival  in  the  sixties  will  be 


explored  by  means  of  six  symposia.  They  are  "Sur- 
vival in  the  Western  World”,  "The  American  Com- 
munity Looks  at  Civil  Defense”,  "Fallout  and  New 
Shelter  Program”,  "Natural  Disasters  and  Commun- 
ity Hospitals:  Are  They  Prepared?”,  "National  Self- 
Help  Program  and  Austere  Medical  Care”,  and 
"What’s  New  in  Mass  Casualty  Care”. 

The  symposium  on  "Survival  in  the  Western 
World”  will  review  medical  preparedness  in  the 
United  States,  Canada,  and  Europe.  Speakers  include 
Dr.  James  K.  Shafer,  health  advisor.  Office  of  Emer- 
gency Planning,  Washington,  D.  C.;  Dr.  A.  C.  Hard- 
man, chief.  Emergency  Health  Services,  Department 
of  National  Health  and  Welfare,  Ottawa,  Ontario, 
Canada;  Dr.  Daniel  Thomson,  Ministry  of  Health, 
London,  W.  L,  England,  and  Dr.  Christian  Toftemark, 
chairman,  NATO  Medical  Committee,  Copenhagen, 
Denmark. 

Luncheon  speakers  will  be  Drs.  J.  P.  Culpepper, 
Jr.,  Hattiesburg,  Miss.,  AMA  vice  president,  and 
Dennis  E.  Welch  of  the  Hermann  Hospital,  Houston. 

Advance  registration  and  additional  information 
may  be  obtained  by  writing  to  Mr.  Frank  W.  Barton, 
secretary.  Council  on  National  Security,  American 
Medical  Association,  535  North  Dearborn,  Chicago 
10. 


Urogenital  System  Topic 
Of  Pediatric  Colloquy 

Texas  physicians  in  the  fields  of  pediatrics,  general 
practice,  and  urology  are  being  invited  to  a symposi- 
um on  "Problems  of  the  Urogenital  System”.  This 
will  be  the  Fourth  Annual  Pediatric  CoUoquy  of  the 
Hillcrest  Medical  Center  and  Tulsa  Psychiatric  Foun- 
dation, Tulsa. 

Date  of  the  colloquy  is  Nov.  16-17,  and  further 
information  may  be  obtained  by  writing  Dr.  Leon- 
ard L.  Kishner,  chairman.  Fourth  Annual  Pediatric 
Colloquy,  Hillcrest  Medical  Center,  Utica  on  the 
Park,  Tulsa  4. 


Texos  Rheumatism  Association 
To  Meet  Nov.  30  in  Galveston 

The  Texas  Rheumatism  Association  will  meet  Nov. 
30  in  the  Galvez  Hotel  in  Galveston. 

Dr.  James  Willard  Kemper,  Houston,  secretary  of 
the  association,  has  announced  that  the  president  of 
the  American  Rheumatism  Association,  Dr.  Ephraim 
P.  Engleman  of  San  Mateo,  Calif.,  will  be  the  princi- 
pal speaker  for  the  occasion.  Dr.  Engleman,  a profes- 
sor at  the  University  of  California,  School  of  Medi- 
cine and  Hospitals,  San  Francisco,  will  give  two 
papers. 
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12,000  Expected  in  Los  Angeles  For  AMA  Clinical  Meeting 


The  1962  clinical  meeting  of  the  American  Medi- 
cal Association  will  be  held  Nov.  25-28  at  Los 
Angeles. 

An  attendance  of  12,000  persons  is  anticipated. 
Half  wiU  be  physicians.  AU  delegates  and  alternate 
delegates  from  Texas  are  expected  to  attend  as  well 
as  Dr.  George  W.  Waldron,  President,  and  Dr.  R. 
Mayo  Tenery,  President-Elect,  of  Texas  Medical  As- 
sociation. 

The  four-day  meeting  will  open  at  noon  Sunday, 
Nov.  25,  and  wiU  conclude  at  5:30  p.m.  Wednesday, 
Nov.  28.  House  of  Delegates  headquarters  will  be 
in  the  Biltmore  Hotel. 

Scientific  sessions,  general  registration,  and  scien- 
tific and  industrial  exhibits  will  be  in  the  Shrine 
Auditorium. 

A Sunday  afternoon  scientific  session  is  scheduled 
at  2 p.m.  in  lieu  of  the  customary  Thursday  morn- 
ing session  held  at  past  clinical  meetings. 

More  than  100  papers  wiU  be  presented  on  the 
scientific  program  and  more  than  200  industrial  and 
scientific  exhibits  will  be  displayed  at  the  Shrine 
Auditorium. 

The  program  on  viral  hepatitis  wiU  present  the 
most  recent  findings  in  studies  of  the  only  infectious 
disease  which  has  shown  an  increase  in  the  United 
States  in  recent  years.  Among  those  reading  papers 
wiU  be  Dr.  Joseph  D.  Boggs  of  Northwestern  Uni- 
versity Medical  School.  Dr.  Boggs  gave  a short  paper 
in  June,  1961,  at  the  AMA’s  annual  meeting  in  New 
York  City,  reporting  on  studies  that  indicated  an 
approach  to  developing  a hepatitis  vaccine. 

The  aerospace  medicine  program  wiU  feature  pa- 
pers by  several  physicians  who  have  a leading  part 
in  the  astronaut  program,  and  also  will  include  pres- 
entations by  medical  directors  of  an  airline  and  an 
aircraft  manufacturer  regarding  medical  problems 
encountered  in  commercial  aviation. 

Air  poUution,  the  rapidly  growing  health  problem 
of  urban  areas  that  is  providing  many  puzzling  ques- 
tions for  the  physician  in  practice,  wiU  be  a dis- 
cussion highlight  of  the  meeting.  In  an  unprecedented 
Sunday  afternoon  scientific  session  on  the  opening 
day  of  the  clinical  meeting,  top  authorities  in  various 
aspects  of  air  poUution  will  present  papers  giving 
the  latest  findings  in  this  area. 

Two  complete  units  of  the  meeting  will  be  devoted 
to  various  aspects  of  cancer,  one  on  the  etiology  and 
pathogenesis  of  the  disease  and  another  on  chemo- 
therapy. Also  there  are  papers  on  cancer  in  the  pro- 
grams of  at  least  six  other  areas  of  the  meeting,  deal- 
ing with  a wide  variety  of  aspects  of  the  disease. 

The  program  on  etiology  will  include  five  papers, 
dealing  with  radiation  as  a carcinogenic  agent,  the 
search  for  human  tumor  viruses,  chemical  carcino- 


genesis, tolerance  and  immunity  of  leukemia,  and 
environmental  carcinogenesis. 

Under  the  section  on  chemotherapy  the  topics  wiU 
include  the  national  cancer  chemotherapy  program, 
isolation  perfusion  therapy  of  cancer,  continuous  in- 
fusion therapy  of  cancer,  results  of  chemotherapy  of 
choriocarcinoma  and  simultaneous  surgical  and  per- 
fusion therapy  for  operable  malignancies. 

Radioisotopes  as  tools  in  the  diagnosis  and  treat- 
ment of  disease  will  be  the  subject  of  a half-day 
scientific  session.  Eight  radiation  specialists  are  sched- 
uled to  take  part  in  the  program. 

Highlights  of  the  four-day  program  are  as  follows: 

Sunday  afternoon — Air  poUution  and  pulmonary 
disease. 

Monday  morning — Viral  hepatitis;  cineradiogra- 
phy; general  surgery;  clinical  nuclear  medicine. 

Monday  afternoon — New  approaches  to  depression 
and  suicide;  anesthesiology;  thoracic  surgery;  disturb- 
ances of  growth  in  children. 

Tuesday  morning — Etiology  and  pathogenesis  of 
cancer;  forensic  medicine  in  clinical  practice;  urology. 

Tuesday  afternoon — Chemotherapy  of  cancer;  neu- 
rosurgical program;  gynecological  and  obstetrical  pro- 
gram. 

Wednesday  morning — Medical  management  of 
cardiovascular  disease;  symposium  on  dermatologic 
surgery;  viruses. 

Wednesday  afternoon — Aerospace  medicine;  ortho- 
pedics; ear,  nose  and  throat. 

Medical  Aspects  of  Sports 
Conference  Set  for  Nov.  25 

The  Fourth  National  Conference  on  the  Medical 
Aspects  of  Sports  sponsored  by  the  American  Medi- 
cal Association,  under  the  auspices  of  the  AMA  Com- 
mittee on  the  Medical  Aspects  of  Sports,  wiU  be  held 
in  Los  Angeles,  at  the  Statler  Hilton  Hotel  on  Nov. 
25.  The  conference  wiU  be  held  in  conjunction  with 
the  Clinical  Meeting  of  the  American  Medical  As- 
sociation, Nov.  25-28. 

As  was  true  of  the  previous  conferences  on  this 
subject  held  in  Denver,  Washington,  D.C.,  and  Dal- 
las, the  fourth  conference  wiU  cover  a wide  range  of 
subjects.  Included  will  be  papers,  panels,  and  discus- 
sions relating  to  training  and  conditioning,  preven- 
tion of  injuries,  recognition,  referral,  and  treatment 
of  injuries,  the  physiology  of  sports  participation,  and 
other  subjects. 

Those  interested  in  receiving  announcements  con- 
cerning the  conference  should  address  the  Secretary, 
Committee  on  the  Medical  Aspects  of  Sports,  Amer- 
ican Medical  Association,  535  North  Dearborn 
Street,  Chicago  10. 
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Texas  Academy  of  General  Practice  to  Hold 
Annual  Scientific  Assembly  in  Fort  Worth 


Members  of  the  Texas  Academy  of  General  Prac- 
tice will  gather  at  the  Texas  Hotel  in  Fort  Worth 
Sunday  through  Wednesday,  Oct.  21-24,  for  their 
annual  scientific  assembly. 

The  two  and  one-half  day  scientific  program  will 
open  Monday  morning,  Oct.  22.  Earlier,  on  Sunday, 
Oct.  21,  the  Holland  T.  Jackson  Memorial  Seminar 
has  been  scheduled,  the  subject  this  year  being  radi- 
ology and  urinary  infections. 

The  program  chairman.  Dr.  Drue  Ware  of  Fort 
Worth,  has  announced  that  the  following  speakers 
and  topics  will  make  up  the  scientific  program  which 
is  accredited  for  12  Category  I hours: 

Dr.  Willis  Brown,  head  of  the  Department  of  Ob- 
stetrics and  Gynecology,  University  of  Arkansas  Col- 
lege of  Medicine,  Little  Rock,  "Chronic  Cervicitis — 
New  Method  of  Cervical  Cauterization”  and  "Man- 
agement of  Prolonged  Labor”;  Dr.  Samuel  C.  Bukantz, 
director  of  research,  Jewish  National  Home  for 
Asthmatic  Children,  Denver,  "Mechanism  and  Man- 
agement of  Stams  Asthmaticus”  and  "Principles  of 
Long  Term  Corticosteroid  Therapy  in  Children  and 
Its  Effects  on  Growth”. 

Also,  Dr.  William  H.  Gordon,  internal  medicine, 
Lubbock,  "Popular  Use  of  Digitalis  in  the  Care  of 
Heart  Patients’’  and  "Management  of  the  Coronary 
Prone  Individual”;  Dr.  Robert  B.  Greenblatt,  profes- 
sor of  endocrinology.  Medical  College  of  Georgia, 
Augusta,  "Inhibition  of  Ovulation”  and  "Stimulation 
of  Ovulation”. 

Also,  Dr.  James  D.  Hardy,  professor  and  chairman. 
Department  of  Surgery,  University  of  Mississippi 
Medical  Center,  Jackson,  "Problems  of  Gastric  Re- 
section” and  "Surgical  Complications  of  Arterio- 
sclerosis”; Dr.  James  K.  Peden,  Jr.,  psychiatry  and 
neurology,  Dallas,  "Idleness  and  Compulsive  Be- 
havior” and  '"The  Use  and  Abuse  of  Psychotherapy”. 

Also,  Dr.  C.  Thorpe  Ray,  head  of  the  Department 
of  Internal  Medicine,  University  of  Missouri  Medical 
Center,  Columbia,  "Bed  Rest  in  Heart  Disease”  and 
"Clinical  Management  of  Uremia”;  Dr.  Marcus  J. 
Stewart,  orthopedic  surgery,  Campbell  Clinic,  Mem- 
phis, Tenn.,  "Bursitis  and  Tenditis — Diagnosis  and 
Treatment”  and  "Athletic  Injuries — Diagnosis  and 
Treatment”. 

Also,  Dr.  Philip  Thorek,  professor  of  surgery. 
Cook  County  Graduate  School  of  Medicine,  Chicago, 
"Carcinoma — ^A  Physician’s  Dilemma”  ( two  lec- 
tures); and  Dr.  William  Thurman,  head  of  the  De- 
partment of  Pediatrics,  Emory  University  College  of 
Medicine,  Altanta,  "Hyperbilirubinemia  of  the  New- 
born” and  "What  to  Do  with  a 'Bleeder’.” 

The  Sunday  seminar  offers  a program  acceptable 
for  six  hours  of  Category  I credit  and  includes  the 


following  topics  and  speakers,  all  from  the  University  ‘ 

of  Texas  Southwestern  Medical  School,  Dallas:  i 

Dr.  Coleman  Jacobson,  clinical  instruaor  in  der- 
matology,  "Hereditary  Skin  Diseases”  and  "Common  j 

Virus  Diseases”;  Dr.  J.  E.  Miller,  clinical  professor  j 

of  radiology,  "Basic  Concepts  of  the  Use  of  X-rays”  * 

and  "Common  Sense  in  the  Diagnostic  Use  of  X-ray”; 
and  Dr.  Harry  Spence,  clinical  professor  and  chair- 
man of  the  Division  of  Urology,  "Urinary  Tract  In- 
fections” and  "What  One  Can  Learn  from  an  I.V.P.”. 


Texas  Society  on  Aging 
To  Meet  Nov.  11-14 

The  annual  meeting  of  the  Texas  Society  on  Aging 
will  take  place  Nov.  11-14  in  Dallas.  Dr.  Leo  Sim- 
mons, anthropologist  and  authority  on  the  aging,  will 
be  the  featured  speaker  at  the  evening  general  ses- 
sion on  Monday,  Nov.  12,  at  8 p.m.  His  address  is 
entitled  "Change  in  the  Aged  and  Aging”. 

The  board  of  directors  of  the  society  will  meet  at 
11  a.m.  Sunday,  Nov.  11,  and  a joint  session  with 
Texas  Association  of  Homes  for  the  Aged  is  set  for 
2-4  p.m.  that  day.  The  topic  of  the  joint  session  is 
"The  Texas  Vendor  Medical  Payment  Program”  and 
the  coordinator  of  the  session  will  be  Dr.  Joseph 
Gerber,  Chief  Medical  Assistance  Standards  Branch, 
Bureau  Family  Services,  Department  of  Health,  Edu- 
cation and  Welfare. 

"Social  Research  on  Aging  in  Texas  ” will  be  the 
theme  of  the  luncheon  meeting  on  Nov.  12  with 
Dr.  Robert  Sutherland  as  chairman. 

Two  sessions  on  Monday  and  Tuesday  afternoon, 
Nov.  12  and  13,  will  concern  the  subject  "Resources 
for  Programs  for  the  Aging”.  'The  annual  business 
meeting  and  elections  will  be  Tuesday  evening,  Nov. 
13. 

For  further  information,  persons  interested  may 
write  to  Herbert  Shore,  2525  Centerville  Road,  Dal- 
las. 


Tom  Green  Eight  Hears  Dr.  Owen 

The  Tom  Green  Eight  Counties  Medical  Society, 
following  dinner  recently  at  the  Baptist  Memorial 
Geriatrics  Hospital,  San  Angelo,  met  with  the  hos- 
pital staff  and  was  given  the  opportunity  to  see  the 
new  $475,000  addition  to  the  hospital. 

Guest  speaker  for  the  meeting  was  Dr.  May  Owen 
of  Fort  Worth,  Past  President  of  Texas  Medical  As- 
sociation. 
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Miami  Beach's  Hotel  Fontainebleau 
Setting  of  Southern  Medical  Meeting 


The  56th  annual  meeting  of  the  Southern  Medical 
Association  will  be  held  Nov.  12-15  at  Miami  Beach. 
To  take  place  at  the  Hotel  Fontainebleau,  the  con- 
vention is  predicted  to  be  the  largest  in  six  years  with 
a record  attendance  of  some  7,000  expected. 

The  scientific  sessions  will  cover  a wider  than  ever 
range  of  topics,  in  addition  to  expanded  scientific 
closed-circuit  television  programs  emanating  from 
Miami’s  Jackson  Memorial  Hospital,  public  telecasts 
for  the  benefit  of  the  nation’s  health  services,  and 
three  symposiums  geared  to  the  rapidly  changing 
problems  of  modern  medicine. 

A symposium  on  astromedicine  will  be  conducted 
by  physicians,  scientists,  and  members  of  the  armed 
services  who  are  playing  vital  roles  in  space  develop- 
ments, according  to  Dr.  J.  Garber  Galbraith,  chair- 
man of  the  SMA  Council.  "These  men  have  been  in- 
timately connected  with  the  Cape  Canaveral  project 
in  its  every  aspect,  including  the  seleaion  of  the  na- 
tion’s astronauts.  What  they  have  to  say  will  be  of 
prime  significance,”  he  said. 

Another  symposium  presented  will  be  on  endoc- 
rinology, and  a third  will  be  on  modern  office  prac- 
tices for  physicians. 

The  21  scientific  section  programs  will  have  as 
guest  speakers  internationally  known  heads  of  de- 
partments in  leading  medical  schools,  outstanding 
professors  of  medicine,  and  veteran  practitioners  in 
various  fields. 

A featured  speaker  at  the  President’s  Luncheon,  to 
be  held  Tuesday,  Nov.  13,  is  Dr.  Edward  Annis, 
president-elect  of  the  American  Medical  Association. 

A half-hour  telecast  on  the  growing  problem  of 
accident  prevention  for  the  aging  in  the  home,  a 
major  concern  of  physicians  and  health  officials,  will 
be  presented.  It  is  entitled  "A  Matter  of  Seconds”, 
and  is  the  fifth  in  a series  presented  annually  by 
SMA.  It  was  produced  in  cooperation  with  Merck, 
Sharp  & Dohme,  with  the  assistance  of  the  National 
Safety  Council  and  the  Council  on  Aging. 

Senior  medical  students  from  21  southern  schools 
of  medicine,  selected  by  their  classmates,  will  attend 
the  sessions.  The  medical  student  representative  pro- 
gram was  begun  some  five  years  ago  and  has  grown 
rapidly.  Representatives  from  aU  medical  schools  in 
the  South  will  be  included  in  1963. 

Groups  representing  several  of  the  medical  spe- 
cialties will  meet  conjointly  with  Southern  Medical 
Association,  participating  in  SMA’s  section  programs 
as  well  as  their  own  meetings.  Conjoint  societies  are 
American  College  of  Chest  Physicians,  Southern 
Chapter;  the  College  of  American  Pathologists,  Gulf 
and  Southeastern  Regions;  the  Radiological  Society  of 


North  America;  and  the  Southern  Gynecological  and 
Obstetrical  Society. 

Fifteen  medical  schools  have  arranged  to  hold 
alumni  reunions  during  the  four-day  sessions,  with 
a number  of  social  functions  planned.  Social  activities 
also  include  a senior  and  junior  golf  tournament, 
president’s  luncheon,  president’s  night  dinner-dance, 
and  the  woman’s  auxiliary  doctor’s  day  luncheon, 
tours  of  the  area,  and  other  informal  affairs. 

More  than  65  scientific  exhibits  have  been  planned, 
and  some  100  pharmaceutical  houses  and  suppliers 
of  services  to  physicians  will  hold  exhibits  during 
the  meeting. 

Dr.  A.  Clayton  McCarty,  Louisville,  is  president 
of  the  15,000-member  Southern  Medical  Association. 


Chest  Physicians'  Southern  Chapter 
To  Meet  Conjointly  with  SMA 

The  Southern  Chapter  of  the  American  College  of 
Chest  Physicians  will  hold  its  annual  meeting  on 
Nov.  11  and  12  at  the  Hotel  Fontainebleau,  Miami 
Beach,  in  conjunction  with  the  annual  meeting  of 
the  Southern  Medical  Association,  Nov.  12-15.  The 
Southern  Chapter  covers  16  southern  states  and  tne 
District  of  Columbia.  President  is  Dr.  Henry  R.  Hos- 
kins, San  Antonio,  and  chairman  of  the  program 
committee  is  Dr.  Milton  V.  Davis  of  Dallas. 

For  the  first  time,  the  Southern  Medical  Associa- 
tion and  the  Southern  Chapter  of  the  American  Col- 
lege of  Chest  Physicians  will  cosponsor  fireside  con- 
ferences. These  will  be  held  on  Monday,  Nov.  12,  at 
8:15  p.m.  The  fireside  conferences,  presented  with 
outstanding  success  by  the  American  Medical  As- 
sociation and  the  College,  are  informal  discussions, 
each  led  by  a panel  of  experts.  The  conferences  are 
held  at  individual  tables  and  the  physicians  attend- 
ing are  encouraged  to  ask  questions,  express  their 
own  opinions,  and  enter  freely  into  the  open  discus- 
sions. They  may  move  from  one  table  to  another,  if 
and  when  they  choose. 

Among  the  discussion  leaders  and  moderators  for 
the  fireside  conferences  are  the  following  Texas 
physicians:  James  E.  Dailey,  Houston;  Milton  V. 
Davis,  Dallas;  Bernard  T.  Eein,  San  Antonio;  Gun- 
yon  M.  Harrison,  Houston;  Nicholas  C.  Hightower, 
Temple;  Henry  R.  Hoskins,  San  Antonio;  Daniel  E. 
Jenkins,  Houston;  John  P.  McGovern,  Houston; 
Charles  T.  Meadows,  Abilene;  Robert  B.  Morrison, 
Austin;  and  Paul  L.  Richburg,  Dallas. 

The  chapter  meeting  will  open  on  Sunday,  Nov. 
11,  at  1:30  p.m.,  and  the  afternoon  will  be  devoted 
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to  formal  papers  presented  by  leading  chest  special- 
ists. At  3 p.m.,  Dr.  Norman  J.  Wilson,  Overholt 
Thoracic  Clinic,  Boston,  will  present  the  Ninth  Paul 
Turner  Memorial  Lecture  and  will  speak  on  "Surgery 
for  Salvage  Cases  with  Tuberculosis”.  The  chapter 
will  have  a business  meeting  and  an  election  of  offi- 
cers at  4 p.m.,  with  a cocktail  party  at  7 p.m. 

The  session  on  Monday,  Nov.  12,  will  begin  at 
10  a.m.  Round  table  luncheon  discussions  will  be 
presented  on  open  heart  surgery,  bronchitis  and 
bronchiectasis,  and  definitive  therapy  in  bronchogenic 
carcinoma.  One  of  the  panelists  discussing  open  heart 
surgery  will  be  Dr.  George  W.  Iwen  of  El  Paso. 
Dr.  Donald  L.  Paulson  of  Dallas  will  be  one  of  those 
discussing  definitive  therapy  in  bronchogenic  carci- 
noma. 

Obstetricians  and  Gynecologists 
To  Meet  in  Dallas  Oct.  25-27 

The  Central  Association  of  Obstetricians  and  Gyne- 
cologists will  hold  its  annual  meeting  in  Dallas  at 
the  Sheraton-Dallas  Hotel,  Oct.  25-27. 

A scientific  program  will  be  presented  on  each 
morning  of  these  dates,  and  on  the  afternoon  of  Oct. 
26  the  Dallas-Fort  Worth  Obstetrical  and  Gyneco- 
logical Society  will  present  a special  scientific  pro- 
gram. 

Members  of  Texas  Medical  Association  and  all 
residents  and  interns  are  invited  to  attend  this  meet- 
ing and  will  not  be  asked  to  pay  a registration  fee. 

Further  information  may  be  obtained  by  writing 
the  secretary,  Dr.  Herman  L.  Gardner,  6436  Fannin 
Street,  Room  201,  Houston  25. 

Annual  Radiological  Society 
Meeting  Set  for  Nov.  25-30 

The  48th  annual  meeting  of  the  Radiological  So- 
ciety of  North  America  will  be  held  at  the  Palmer 
House,  Chicago,  Nov.  25-30. 

A number  of  Texans  are  listed  among  those  giving 
refresher  courses  at  the  meeting.  Dr.  Felix  Rutledge, 
Houston,  will  be  one  member  of  a panel  discussing 
"Radiation  Therapy  for  Cancer  of  the  Cervix”  on 
Nov.  25.  On  Nov.  26,  Dr.  Gilbert  H.  Fletcher,  Hous- 
ton, will  discuss  "Cancer  of  the  Larynx”.  On  Nov. 
27,  Dr.  Vincent  P.  Collins,  Houston,  will  moderate 
a panel  on  "The  Radiologist  Examines  and  Evaluates 
His  Equipment”  and  on  Nov.  29  he  will  present  a 
course  entitled  "The  Radiologist  and  the  Law”.  J.  S. 
Krohmer,  Ph.D.,  of  Dallas  will  be  a member  of  a 
panel  Nov.  29-30  on  "Diagnostic  Applications  of 
Radioactive  Isotopes”. 


There  would  be  fewer  motorist  patients  in  the 
hospitals  if  there  were  more  patient  motorists  on 
the'  highways. 


Ophthalmology,  Otolaryngology 
Meeting  Set  for  Las  Vegas,  Nev. 

The  67  th  annual  meeting  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology  will  be 
held  Nov.  4-9  at  Convention  Center,  Las  Vegas,  and 
will  include  several  Texans  on  the  program. 

Among  recipients  of  honor  awards  for  1962  will 
be  Dr.  Donald  A.  Corgill  of  Dallas  and  Dr.  Ered- 
erick  R.  Guilford  of  Houston  who  wiU  be  recognized 
at  a joint  session  of  scientific  sections  on  Nov.  5. 

Dr.  Corgill  will  present  a preliminary  report  en- 
titled "Intra-arterial  Hydrogen’  Peroxide  and  Irradia- 
tion for  Tumors  of  the  Head  and  Neck”  before  the 
section  on  otolaryngology  on  Nov.  6. 

Dr.  Guilford  will  moderate  a panel  discussion  of 
the  problems  involved  in  the  care  of  the  patient  with 
cholesteatoma  before  the  section  on  otolaryngology 
on  Nov.  8. 

"Transplantation  of  the  Parotid  Dua  in  Total 
Xerophthalmia”  (a  motion  picture),  by  Dr.  M.  Allen 
Chamberlain  and  Dr.  Mary  C.  Fletcher  of  Houston, 
will  be  presented  to  the  section  on  ophthalmology  on 
Nov.  8. 

Dr.  John  T.  Mallams  of  Dallas  will  present  "Perox- 
ide Infusion  for  Head  and  Neck  Cancer  Treatment” 
in  a special  scientific  program  for  the  committee  on 
head  and  neck  surgery  Nov.  4. 

Scientific  exhibits  to  be  shown  by  Texas  doctors 
include  "Conjunaival  Reinforcement  for  (1)  Cystic 
Filtering  Bleb  and  ( 2 ) Burch’s  Evisceration”  by  Drs. 
Everett  R.  Veirs  and  Jerry  C.  McGrew,  Scott  and 
White  Clinic,  Temple;  and  "Oncology  of  the  Head 
and  Neck”  by  Drs.  Corgill  and  B.  L.  YoUick,  G.  W. 
Hahn,  D.D.S.,  and  M.  H.  Ditto,  Veterans  Adminis- 
tration Hospital  and  University  of  Texas  Southwest- 
ern Medical  School,  Dallas. 

Stethoscope  Remains  Good  Diagnostic  Tool 

In  diagnosing  heart  ailments,  advanced  laboratory 
techniques  still  have  not  outmoded  the  old  reliable 
stethoscope.  Dr.  W.  Proctor  Harvey,  a Washington, 
D.C.,  cardiologist,  told  a postgraduate  meeting  spon- 
sored by  the  American  College  of  Physicians  in  New 
Orleans. 

"Accurate  diagnosis,  or  the  first  clue  to  the  pres- 
ence of  cardiovascular  lesions,  is  frequently  possible 
by  clinical  auscultation,”  Dr.  Harvey  said.  The  speak- 
er also  noted  that  accurate  cardiac  diagnosis  has 
become  even  more  important  because  advances  in 
surgery  have  made  possible  treatment  of  lesions 
which  formerly  could  not  be  dealt  with.  A report  of 
the  physician’s  talk  appeared  in  a recent  issue  of 
Medical  World  News. 
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Physician  Claims 
Smoking  Not  Sinful — 

Just  Physiologic  Folly 

A Mayo  physician,  writing  in  the  September  issue 
of  The  New  Physician,  the  official  journal  of  the 
Student  American  Medical  Association,  said  "smoking 
is  a hazard  to  health”  and  urged  all  doctors  to  protect 
the  public. 

"Smoking,”  said  Dr.  David  T.  Carr,  of  Rochester, 
Minn.,  "is  not  immoral  or  sinful.  It  is  a physiological 
folly  that  results  in  a marked  increase  in  certain 
diseases.” 

He  listed  those  diseases  as  coronary  heart  disease, 
peptic  ulcer,  chronic  bronchitis  and  emphysema,  and 
various  forms  of  cancer. 

"A  person  who  smokes,”  Dr.  Carr  said,  "is  playing 
respiratory  roulette.” 

"I  believe  the  physician  is  obligated  to  discuss  the 
medical  aspects  of  smoking  with  aU  his  patients,  just 
as  he  would  any  other  medical  problem.  The  patient 
is  entitled  to  the  facts  and  to  the  physician’s  opinion 
and  advice.  Only  then  can  the  patient  make  a wise 
decision  about  his  own  smoking  habits.  And  I be- 
lieve that  he  must  make  the  final  decision  himself. 
The  physician  can  give  him  the  information  and 
advise  him  what  to  do  but  cannot  compel  him  to 
do  it.  After  all,  the  word  doctor  means  teacher,  not 
policeman.  I believe  this  philosophy  also  holds  for 
most  of  those  patients  who  already  have  disease  due 
to  smoking.  If  we  exclude  those  who  are  moribund 
with  cancer,  many  of  these  patients  will  be  bene- 
fited by  discontinuing  the  use  of  tobacco.  They  need 
to  understand  why  they  must  make  the  great  effort 
to  break  the  habit  of  smoking,  and  the  physician  is 
obligated  to  try  to  give  them  that  understanding 
rather  than  to  simply  tell  them  to  quit.” 

State  Pharmacy  Board  to  Meet 

The  Texas  State  Board  of  Pharmacy  will  hold  its 
next  meeting  in  the  Silver  Room,  Statler-Hilton  Ho- 
tel, Dallas,  at  8:30  a.m.  on  Nov.  10,  1962. 

This  meeting  wiU  be  devoted  primarily  to  hearing 
reciprocity  applicants. 


Last  year,  the  Muscular  Dystrophy  Associa- 
tions of  America,  Inc.  allocated  over  a million 
dollars  to  research  on  the  disease,  according  to 
Patterns  of  Disease,  a Parke,  Davis  & Company 
publication  for  the  medical  profession.  The  Na- 
tional Institutes  of  Health  will  grant  an  esti- 
mated more  than  $3  million  for  research  in 
muscular  and  neuromuscular  diseases  this  year. 
Last  year  it  devoted  more  than  half  a million 
dollars  to  research  in  its  own  laboratories. 


American  Academy  of  Pediatrics 
Announces  Meeting  Program 

Eight  Texas  doctors  will  participate  in  the  31st 
annual  meeting  of  the  American  Academy  of  Pedi- 
atrics scheduled  for  Oct.  27  to  Nov.  1 at  the  Palmer 
House  in  Chicago. 

An  attendance  of  2,000  physicians  and  wives  is 
anticipated  for  the  six  day  meeting  which  wiU  allow 
two  days  for  section  meetings  and  seminars  to  pre- 
cede the  general  session. 

Four  physicians  from  Dallas,  three  from  Houston, 
and  one  from  San  Antonio  comprise  the  Texas  speak- 
ers. The  Dallas  physicians  will  include  Dr.  Jo  Anne 
Whitaker,  who  will  address  the  Oct.  29  general  ses- 
sion on  "The  Rapid  Identification  of  Antigens”,  and 
Dr.  William  Sellars,  Dr.  Salmon  R.  Halpern,  and  Dr. 
Armond  S.  Goldman,  who  will  join  in  the  presenta- 
tion to  the  section  meeting  on  allergy  Oct.  28.  Their 
topic  is  "Collaborative  Study  on  Milk  Allergy — Pre- 
liminary Results  of  Oral  Challenge,  Skin  Testing, 
and  Serological  Studies  with  Isolated  Milk  Products”. 

One  Houston  physician.  Dr.  Luke  W.  Able,  will 
preside  over  the  open  meeting  of  the  section  on 
surgery  Oct.  28;  while  two  other  Houston  men  will 
address  different  groups.  Dr.  John  P.  McGovern  will 
contribute  a discussion  of  "Pediatric  Allergy”  to  the 
Oct.  30-31  round  table;  and  Dr.  Lee  E.  Farr  has 
chosen  "A  Pediatrician  Looks  at  Fall-Out”  as  his  topic 
for  the  general  assembly  symposium  on  nuclear  medi- 
cine Oct.  30. 

The  section  on  military  pediatrics  Oct.  30  will  hear 
Lt.  Col.  Bedford  H.  Berrey,  San  Antonio,  present  his 
topic,  "Art  of  Medicine”. 

Further  information  may  be  obtained  by  writing  to 
Dr.  E.  H.  Christopherson,  American  Academy  of 
Pediatrics,  1801  Hinman  Ave.,  Evanston,  111. 

Chest  Physicians  to  Hold 
Interim  Session  in  Los  Angeles 

The  American  College  of  Chest  Physicians  wUl 
hold  its  annual  Interim  Session  at  the  Ambassador 
Hotel  in  Los  Angeles  Nov.  24-25.  This  is  just  prior 
to  the  American  Medical  Association  Clinical  Meet- 
ing there. 

Full  day  scientific  sessions  will  be  held  on  Satur- 
day and  Sunday,  Nov.  24  and  25.  Administrative 
sessions  will  be  held  Monday,  Nov.  26. 

A program  may  be  obtained  by  writing  Mr.  Mur- 
ray Kornfeld,  Executive  Director  of  the  College,  at 
112  East  Chestnut  Street,  Chicago  11. 
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TAAA  General  Counsel  Emphasizes  Physicians'  Responsibility 
In  Certifying  Sick,  Disabled  Electors  for  Absentee  Voting 


With  the  general  elections  imminent,  it  is  of  in- 
creasing importance  that  certain  items  of  the  Election 
Code  be  called  to  the  attention  of  the  physicians 
and  surgeons  in  the  state  of  Texas,  says  Philip  R. 
Overton,  General  Counsel  for  Texas  Medical  Associa- 
tion. This  is  of  additional  importance  in  light  of  a 
recent  Court  of  Civil  Appeals  decision  from  the 
Second  Supreme  Judicial  District  of  Texas,  to-wit: 
McGee  vs.  Grissom,  which  was  brought  before  the 
Court  of  Civil  Appeals  from  the  District  Court  of 
Wise  County,  Tex.,  he  points  out. 

In  1959,  the  provisions  for  absentee  voting  in 
Texas  were  amended.  Prior  to  that  time  the  courts 
had  held  that  "these  requirements  were  merely  di- 
rectory” as  opposed  to  being  mandatory.  The  amend- 
ment, however,  with  respect  to  the  role  of  the  physi- 
cian in  absentee  voting  provided  that  if  the  ground 
of  the  application  for  an  absentee  ballot  was  sickness 
or  physical  disability  by  reason  of  which  the  elector 
could  not  appear  at  the  polling  place  on  election  day, 
a certificate  of  a duly  licensed  physician  or  accredited 
Christian  Science  practitioner  was  necessary  to  ac- 
company the  application.  The  certificate  was  required 
to  contain  substantially  the  following: 

"This  is  to  certify  that  I have  personal  knowledge  of 

the  physical  condition  of , 

and  that  because  of  sickness  and  physical  disability  he 
is  unable  to  appear  at  the  polling  place  for  an  election 

to  be  held  on  the day  , 196 ” 

In  the  foregoing  captioned  litigation,  an  election 
contest  was  filed  and  it  was  developed  before  the 
trial  court  and  affirmed  by  the  Court  of  Civil  Ap- 
peals that  21  absentee  votes  should  be  voided  for 
the  reason  that 

( 1 ) the  applications  with  the  blank  medical  cer- 
tificates attached  thereto  were  brought  to  the 
certifying  physician  by  appellant  and  his  wife; 

( 2 ) the  physician  at  the  request  and  in  the  pres- 
ence of  appellant  or  his  wife  executed  these  cer- 
tificates and  delivered  all  of  them  to  appellant  or 
his  wife; 

( 3 ) the  physician  is  77  years  of  age  and  had  been 
retired  for  about  three  years; 

(4)  she  (the  physician)  had  not  made  any  calls 
or  received  any  patients  for  more  than  three  years; 

(5)  she  (the  physician)  was  not  the  family  physi- 
cian of  any  of  said  voters,  and  had  never  at  any 
time  been  the  doctor  for  some  of  them; 

(6)  she  had  treated  some  of  them  "years  ago”  but 
was  not  able  while  testifying  to  remember  the 
persons  she  had  treated; 

(7)  she  had  not  seen  any  of  said  voters  in  over 
three  years,  and  did  not  see  or  examine  any  of 
them  when  she  executed  these  certificates  and  did 


not  know  of  the  disability  or  the  specific  reason 
why  the  medical  certificates  were  executed; 

(8)  and  she  did  not  have  personal  knowledge  of 
the  physical  condition  of  any  of  said  voters. 

Thus  this  case  establishes  that  the  requirements 
for  absentee  voting,  with  respect  to  a physician’s 
certification  as  to  the  physical  condition  of  the  voter 
is  a mandatory  requirement.  -If  the  physician  conse- 
quently is  unable  to  properly  sign  a certificate  such 
as  is  required,  and  which  has  been  described,  then 
the  absentee  ballot  to  which  the  certificate  is  at- 
tached is  a void  ballot. 

Mr.  Overton  emphasizes  that  not  counting  the 
vote  is  not  the  most  stringent  part  of  the  amend- 
ment, however.  The  amendment  provides  further: 
"Any  person  who  requests  a physician  to  execute  a 
certificate  for  another  person  without  having  been  di- 
rected by  such  other  person  to  do  so,  and  any  physician 
who  knowingly  executes  a certificate  except  upon  the 
request  of  the  voter  named  therein  or  upon  the  request 
of  someone  at  the  voter’s  direction,  and  any  physician 
who  knowingly  delivers  a certificate  except  by  delivering 
it  to  the  voter  in  person  or  by  mailing  it  to  the  voter 
at  his  permanent  residence  address  or  the  address  at 
which  he  is  temporarily  living,  shall  be  guilty  of  a mis- 
demeanor and  upon  conviaion  shall  be  fined  not  more 
than  Five  Hundred  Dollars  ($500)  or  imprisoned  in 
the  county  jail  for  not  more  than  thirty  (30)  days,  or 
both  so  fined  and  imprisoned.” 

"Voiding  an  absentee  ballot  with  an  incorrect  cer- 
tificate from  a physician  in  a crucial  election  is  a 
highly  stringent  penalty  for  not  complying  with  the 
amendment.  Imposing  criminal  sanctions  on  the  phy- 
sician for  violating  the  amendment  is  reason  enough 
for  all  concerned  to  take  immediate  notice,”  he  said. 


“It’s  a new  technique  we  use  for  split 
personalities.’’ 
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External  Heart  Massage 
Possibly  Dangerous 
In  Untrained  Hands 

Possible  dangers  in  rhe  indiscriminate  use  of  the 
closed  chest  method  of  cardiopulmonary  resuscitation 
have  prompted  the  issuance  of  a joint  statement  by 
the  Industrial  Medical  Association,  the  American 
Heart  Association,  and  the  American  National  Red 
Cross  as  a guide  to  the  public  regarding  this  new 
first  aid  technique  which  makes  it  possible  to  con- 
tinue blood  circulation  without  opening  the  chest. 

While  acknowledging  the  usefulness  of  the  closed 
chest  method  as  a temporary  medical  procedure  in 
certain  cases  of  stoppage  or  disruption  of  heart  beat, 
the  statement  stresses  the  importance  of  its  applica- 
tion only  in  the  hands  of  carefully  trained  personnel. 
The  use  of  this  method  in  untrained  hands  has  been 
reported  responsible  for  a variety  of  injuries  ro  pa- 
tients, including  damage  to  the  heart  and  liver,  in- 
ternal bleeding,  multiple  rib  fractures,  and  puncture 
of  the  lungs. 

The  sponsoring  organizations  urge  that  emphasis 
be  placed  in  training  physicians,  nurses,  and  specially 
qualified  emergency  rescue  personnel  so  that  the  pro- 
cedure may  become  more  widely  available. 

Anson  Jones  Award  Deadline  Nears 

Dec.  10  is  the  deadline  for  all  entries  in  the 
seventh  annual  competition  for  the  Anson  Jones 
Award,  presented  by  the  Texas  Medical  Association 
for  excellence  in  reporting  health  information  to  the 
public. 

The  award  consists  of  a bronze  plaque  which  is 
presented  to  the  winning  publication,  and  a cash 
award  and  certificate,  which  go  to  the  individual 
journalist.  The  cash  award  is  $230  for  Category  I, 
and  $100  for  all  other  categories. 

One  first  place  award  is  presented  in  each  of  the 
four  categories:  daily  newspapers  in  cities  of  250,000 
or  more  population;  daily  newspapers  in  cities  with 
less  than  250,000  population;  weekly,  bi-weekly,  and 
semi-weekly  newspapers;  and  magazines  and  trade 
journals  in  non-health  fields.  Any  Texas  publication 
is  eligible  for  competition. 

Entries  may  be  a single  news  story  or  feature,  a 
column,  or  a collection  of  articles.  Work  submitted 
must  have  been  published  between  Nov.  30,  1961, 
and  Dec.  1,  1962.  Any  number  of  reporters  from  a 
single  publication  may  enter. 

All  entries  must  first  be  submitted  to  the  local 
county  medical  society,  which  must  forward  the  en- 
tries to  TMA  headquarters  in  Austin  by  Dec.  10. 

Representatives  of  the  medical  profession,  a jour- 


nalism professor,  and  a writer  will  judge  entries  on 
the  basis  of  accuracy,  style,  selection  of  subject  mat- 
ter, and  reader  interest. 

The  award  is  named  in  honor  of  Dr.  Anson  Jones, 
last  president  of  the  Republic  of  Texas,  who  peti- 
tioned for  medical  legislation  throughout  his  career 
and  who  was  one  of  the  first  men  to  advocate  the 
founding  of  an  organization  such  as  TMA. 

Intended  to  encourage  more  publications  and  indi- 
vidual writers  to  develop  regular  coverage  of  medical 
subjects,  the  Anson  Jones  Award  is  an  opportunity 
for  physicians  to  show  appreciation  for  accurate,  well- 
written  communication  of  medical  information. 

"Valid"  Vaccination 
Moy  Not  Protect 

A "valid”  vaccination  in  possession  of  a traveler 
from  another  country  is  not  always  a guarantee  of 
protection  against  smallpox,  warns  Dr.  C.  C.  Dauer 
of  the  U.  S.  Public  Health  Service  in  the  current  issue 
of  Patterns  of  Disease,  a Parke,  Davis  & Company 
publication  for  physicians. 

Dr.  Dauer  cites  recent  localized  outbreaks  in  sev- 
eral European  nations.  A traveler  to  Germany  in  late 
December,  1961,  developed  mild  smallpox,  although 
he  had  been  vaccinated  in  1959-  The  disease  was 
transmitted  to  his  wife  and  family,  and  a nurse  who 
attended  them  was  infected  and  died.  "Numerous 
secondary  cases,”  Dr.  Dauer  says,  "some  of  them  fatal, 
were  traced  to  this  source.” 

When  the  disease  is  introduced  into  a community 
that  is  usually  free  of  it,  the  community’s  immunity 
may  not  be  adequate  to  prevent  "secondary  infec- 
rion”.  "More  frequent  revaccination  of  all  persons, 
particularly  of  those  who  have  contact  with  travelers 
or  who  may  care  for  them  when  they  are  ill,  would 
help  prevent  secondary  infection,”  he  advises. 


“I’m  worried;  I just  heard  that  pointed 
ears  are  associated  with  con|;enital 
kidney  abnormalities.’’ 
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With  Bibliography  on  Influenza 


Vaccination  of  Susceptible  Population  Urged 


The  Surgeon  General  of  the  Public  Health  Service, 
U.  S.  Department  of  Health,  Education,  and  Welfare, 
upon  the  recommendation  of  the  Advisory  Commit- 
tee on  Influenza,  has  urged  that  persons  susceptible 
to  influenza  be  vaccinated  against  it  this  fall.  As  in 
previous  years,  the  susceptible  population  includes 
the  aged,  the  chronically  ill,  and  pregnant  women; 
and  this  year,  the  susceptible  population  has  been 
expanded  to  include  those  over  45  years  of  age. 

While  accurate  predictions  of  influenza  occurrence 
are  difficult,  indications  are  that  influenza  A2  ( Asian 
strain)  is  due  in  the  United  States  this  fall  and  win- 
ter. This  prediction  is  based  on  recent  and  past  pat- 
terns of  this  strain.  The  Committee  believes  that  out- 
breaks of  influenza  B will  be  infrequent  this  year. 

A bibliography  on  influenza  follows: 
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Hamerton,  J.  L.:  Chromosomes  in  Medicine,  London, 
William  Heinemann  Medical  Books,  1962. 

Harvey,  W.  P.,  ed.:  Year  Book  of  Cardiovascular  and 
Renal  Diseases,  1961-1962,  Chicago,  Year  Book  Medical 
Publishers,  1962. 

Kline,  N.  S.,  and  Lehmann,  H.:  Handbook  of  Psychiatric 
Treatment  in  Medical  Practice,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1962. 

Mead  Johnson  Laboratories:  Your  Physician  Is  Many 
Things  To  Many  People,  Evansville,  Mead  Johnson  Lab- 
oratories, 1962. 

Novak,  E.  R.:  Gynecologic  and  Obstetric  Pathology,  5th 
ed.,  Philadelphia,  W.  B.  Saunders  Co.,  1962. 

Olender,  J.  H. : The  Legal  Rights  of  Persons  with  Epi- 
lepsy, Washington,  D.  C.,  The  Epilepsy  Foundation,  1962. 

Schmidt,  J.  E. : Attorneys’  Dictionary  of  Medicine,  Al- 
bany, N.  Y.,  Matthew  Bender,  1962. 

USAF  Aerospace  Medical  Division,  School  of  Aerospace 
Medicine;  Lectures  in  Aerospace  Medicine,  8-12  January 
1962,  Brooks  AFB,  Tex.,  USAF  Aerospace  Medical  Divi- 
sion, School  of  Aerospace  Medicine,  1962. 
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Consultants,  Vol.  1,  Washington,  Office  of  the  Surgeon 
General,  1962. 

U.  S.  Army.  Medical  Department:  Wound  Ballistics, 
Washington,  Office  of  the  Surgeon  General,  1962. 

Wilson,  M.  G. : Advances  in  Rheumatic  Fever  1940- 
1961,  New  York,  Hoeber  Medical  Division,  Harper  & 
Bros.  Publishers,  1961. 


Book  Notes 

Textbook  of  Endocrinology.  Robert  H.  Williams,  M.D. 
Ed.  3rd  ed.  1204  pp.  Philadelphia,  W.  B.  Saunders  Co., 
1962.  $12. 

Since  the  appearance  of  the  first  edition  in  1950, 
Williams’  Textbook  of  Endocrinology  has  bid  fare 
to  be  the  standard  American  single  volume  reference 
in  this  field.  The  third  edition  maintains  this  tradi- 
tion, contains  nine  more  chapters,  428  more  pages,  a 
larger  page  size,  and  several  more  topics  than  does 
the  second  edition  published  seven  years  ago.  It  has 
thus  reached  about  the  maximum  practical  size  and 
weight  for  a monograph. 

In  general,  a high  level  of  medical  writing  is 
maintained  by  contributors.  There  is  an  excellent 
balance  between  basic  science  coverage  and  clinical 
considerations  so  that  the  clinician  may  readily  find 
answers  to  his  problems. 

— John  E.  Johnson,  Jr.,  M.D.,  Galveston. 


Drugs  in  Current  Use — ^1961.  Walter  Modell,  M.D., 
F.A.C.P.  Ed.  154  pp.  New  York  City,  Springer  Publish- 
ing Company,  Inc.  1961.  $2.25. 


Drugs  in  Current  Use — 1962.  Walter  Modell,  M.D., 
F.A.C.P.,  Ed.  152  pp.  New  York,  Springer  Publishing 
Co.,  Inc,  1962.  $2.25. 


Diseases  of  the  Newborn.  Alexander  J.  Schaffer,  M.D. 

878  pp.  Philadelphia,  W.  B.  Saunders  Co.,  I960.  $20. 

T HIS  TREATISE  on  clinical  "neonatology”  designates 
the  art  and  science  of  diagnosis  and  treatment  of 
diseases  and  disorders  of  the  newborn. 

Normal  and  abnormal  newborns  are  evaluated  and 
the  causes  of  abnormalities  are  discussed.  Disorders 
and  diseases  of  the  various  organ  systems  are  dealt 
with,  and  there  is  an  exceptionally  good  section  on 
jaundice  in  the  newborn.  Incidence,  pathology,  diag- 
nosis, and  treatment  of  each  specific  disorder  is  in- 
cluded. A table  of  drugs,  with  dosages  and  special 
precautions,  is  appended.  The  book  also  contains 
many  illustrations,  some  of  which  are  in  color. 

This  book  will  be  an  invaluable  addition  for  the 
pediatrician,  general  practitioner,  or  any  physician 
who  deals  with  newborns. 

— ^William  J.  Halden,  M.D.,  Austin. 


Shock,  Pathogenesis  and  Therapy.  K.  O.  Bock,  Ed. 

387  pp.  Berlin,  Gottingen,  Heidelberg,  Springer-Verlag, 

1962. 

This  international  symposium  held  in  Stock- 
holm June  27-30,  1961,  sponsored  by  Ciba,  deals 
with  many  aspects  of  the  pathogenesis  and  treatment 
of  hypotension  of  varied  etiologies.  There  are  31 
presentations  by  leading  investigators  in  each  phase 
of  this  problem  from  institutions  the  world  over. 
Chairman  of  the  symposium  was  U.  S.  von  Euler  of 
Stockholm. 

Each  paper  deals  with  the  investigative  back- 
ground pertaining  to  the  problem  at  hand.  The  basic 
core  of  each  is  the  investigative  work  from  the 
author’s  laboratory,  but  a summary  of  work  of  others 
is  given  when  pertinent.  Adequate  references  follow 
each  paper. 

A transcript  of  the  discussion  held  after  each  one 
to  three  papers  is  included.  These  bring  up  points 
often  not  included  in  the  presentation,  and  in  many 
instances  observations  from  the  laboratory  of  a dis- 
cussant are  given. 

Each  paper  is  concise  and  accompanied  by  ample 
graphs,  photographs,  and  photomicrographs.  Though 
the  approach  is  investigative,  there  is  much  practical 
interest  in  each  paper.  'This  symposium  will  be  of 
great  interest  to  all  physicians  in  clinical  practice 
who  deal  with  any  form  of  hypotension.  It  is  an 
important  reference  work  for  investigators  of  cardio- 
vascular problems,  endocrine  dismrbances,  infectious 
diseases,  or  for  those  dealing  with  anesthesia  and 
surgery. 

— E.  W.  Dennis,  M.D.,  Houston. 


Volume  58,  OCTOBER,  1962 


865 


Modern  Concepts  of  Hospital  Administration.  Jo- 
seph Karlton  Owen,  Ph.D.,  Ed.  823  pp.  Philadelphia, 
W.  B.  Saunders  Co.,  1962.  $16. 

The  objective  of  this  book  is  to  provide  the  ad- 
ministrator with  a wide  range  of  hospital  information 
and  new  ideas  for  advancing  his  hospital  in  a pro- 
gressive manner.  The  symposium  approach  is  used, 
giving  multiple  viewpoints,  some  of  which  are  some- 
what contradictory.  Some  chapters  are  written  by 
comparative  newcomers  whereas  other  writers  are 
veterans  and  are  leaders  in  the  fields  of  hospitals, 
nursing,  and  medicine.  The  work  is  divided  into 
11  parts,  each  named  and  categorized  to  point  out 
to  the  reader  that  the  contents  are  intended  to  be 
patient-centered. 

The  principles  and  concepts  herein  discussed  make 
this  an  excellent  reference  volume  for  hospital  ad- 
ministrators and  department  heads  seeking  to  under- 
stand the  related  operations  of  departments  that  are 
vital  to  a progressive  hospital. 

— Noel  Woodley,  Austin. 

The  Dynasty.  Charles  H.  Knickerbocker,  M.D.  4l6  pp. 
Garden  City,  N.Y.,  Doubleday  & Co.,  Inc.,  1962.  $4.50. 

Dr.  Knickerbocker,  an  internist  in  Maine,  is  the 
author  of  many  professional  and  lay  articles.  The 
story  explores  the  tensions  and  conflicts  of  the  medi- 
cal profession.  The  author  has  woven  rime,  places, 
and  characters  he  has  known  into  an  interesting  and 
readable  medical  novel. 
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Carcinoma  of  the  Cervix.  John  B.  Graham,  M.D.; 
Luciano  S.  J.  Sotto,  M.D.;  and  Frank  P.  Paloucek,  M.D. 
487  pp.  Philadelphia,  W.  B.  Saunders  Co.,  1962.  $15. 

This  book  on  the  problem  of  gynecologic  malig- 
nancies is  filled  with  interest-provoking  bits  of  in- 
formation that  make  one  read  further  into  the  chap- 
ters. Among  such  items  is  an  excellent  discussion  on 
"populations  with  a low  incidence”.  In  the  same 
chapter,  the  too  brief  presentation  of  unhappiness  as 
an  etiologic  factor  is  provocative. 

The  book  is  simply  written  and  illustrated  with  an 
abundance  of  tables  and  pictures.  In  addition  to  the 
usual  discussion  of  items  such  as  frequency,  etiology, 
diagnosis,  and  treatment,  there  are  detailed  directions 
for  making  cervical  cytologic  smears,  for  punch  bi- 
opsies, including  formulas  for  various  iodine  prep- 
arations for  Schiller’s  test,  and  for  cold  knife  coniza- 
tions. The  author  also  discussed  colposcopy  and 
colpomicroscopy  as  diagnostic  aids;  yet  failed  to  men- 
tion the  A-O  Fluorescent  staining  technique  for 
screening  of  cervical  cytology.  There  also  is  included 
such  information  as  the  management  of  postcolos- 
tomy patients  with  detailed  descriptions  of  various 
equipment  for  their  care. 

The  chapter  on  radiation  physics  is  particularly 
good;  it  makes  this  subject  easily  understood  by  per- 
sons who  have  had  little  to  do  with  physics  since 
college  days.  The  chapter  on  radiotherapy  gives  an 
understanding  of  the  philosophy  and  development 
of  the  art  of  radium  therapy.  In  it  are  discussions  of 
the  technique  of  the  Radiumhemmet  in  Sweden,  the 
Paris  technique,  and  the  Manchester  technique,  as 
well  as  the  technique  used  at  Roswell  Park  Memorial 
Institution. 

— Andrew  O.  Jensen,  M.D.,  Denison. 

CLINICC  PATHOLOGICAL  CONFERENCES  OF  THE  MASSA- 
CHUSETTS General  Hospital.  Benjamin  Castleman, 
M.D.,  and  H.  Robert  Dudley,  Jr.,  M.D.  289  pp.  Boston, 
Little,  Brown  and  Co.,  I960.  $12.50. 

Fifty  case  histories  and  physicals  are  worked  up 
and  the  well-ordered  and  thought-out  clinical  dis- 
cussions reflect  a tradition  of  scholarly  artainment 
that  is  a part  of  New  England  medicine. 

The  order  in  which  each  case  is  discussed  merits 
mention.  First  is  the  presentation  of  the  case  and 
then  the  differential  diagnosis,  the  clinical  diagnosis, 
the  principal  physician’s  diagnosis,  the  pathologic 
discussion  and  finally  the  anatomical  diagnosis  with 
any  addendums  that  may  pertain  to  the  case.  The 
photographs  of  gross  and  microscopic  sections,  repro- 
ductions of  radiographs,  electrocardiographic  tracings 
and  other  visual  aids  are  helpful. 

— Joe  C.  Rude,  M.D.,  Austin. 
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Atlas  of  Clinical  Endocrinology.  H.  Lisser,  A.B., 

M.D.,  and  Roberto  F.  Escamilla,  A.B.,  M.D.  ed.  2.  489 

pp.  St.  Louis,  C.  V.  Mosby  Co.,  1962.  $23 

T HE  OLD  ADAGE  "one  picture  is  worth  a thousand 
words”  aptly  describes  the  contents  of  this  well-writ- 
ten and  illustrated  atlas  of  endocrine  disease.  For  the 
busy  practitioner  and  clinician,  it  provides  an  excel- 
lent reference  work  in  the  broad  and  complex  field 
of  endocrinology.  The  authors  have  stressed  the  pic- 
torial aspects  of  endocrine  disease,  drawing  from 
many  years’  experience,  a vast  amount  of  factual  data, 
and  numerous  endocrine  portraits  showing  the  vari- 
ous stages  and  manifestations  of  each  disease. 

Abnormalities  of  the  pituitary,  hypothalamus,  thy- 
roid, parathyroids,  adrenals,  pancreas,  testes,  and  ov- 
aries are  presented  clearly  and  concisely.  Included  are 
sections  on  the  ovotestis,  multiglandular  syndrome, 
and  syndromes  simulating  endocrinopathies.  A brief 
definition  of  each  disease  entity  is  followed  by  symp- 
toms, physical  signs,  laboratory  findings,  differential 
diagnosis,  and  treatment. 

Illustrations  are  excellent,  the  majority  of  which 
will  be  new  to  the  reader,  although  a few  reproduc- 
tions from  other  works  have  been  used.  Examples 
picturing  patients  prior  to  onset  of  their  illnesses, 
during  the  active  phase  of  disease,  and  after  treat- 
ment add  interest,  as  do  gross  and  microscopic  speci- 
mens where  applicable. 

In  this  second  edition  the  authors  have  added  sev- 
eral syndromes,  the  newer  laboratory  aids  and  forms 
of  treatment,  as  well  as  a section  entitled  "highlights 
of  hormonal  therapy”. 

Presentation  of  the  subject  matter  is  brief,  and  em- 
phasises placed  on  the  pictorial  approach.  Certainly 
other  texts  of  endocrinology  furnish  much  more  de- 
tailed information  concerning  physiologic  and  chemi- 
cal backgrounds  of  endocrine  disease,  but  this  atlas  is 
a valuable  addition  to  the  library  of  the  physician 
interested  primarily  in  the  clinical  phase  of  the  study 
of  endocrinologic  problems. 

— Julia  Van  Burkleo,  M.D.,  Longview. 


Internal  Medicine  in  World  War  II.  Volume  I.  Ac- 
tivities OF  Medical  Consultants.  Colonel  John  Boyd 
Coates,  Jr.,  MC,  and  W.  Paul  Havens,  Jr.,  M.D.,  Eds. 
880  pp.  Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1961. 

T HIS  VOLUME  describes  the  responsibilities,  duties, 
and  many  contributions  made  by  outstanding  men 
in  every  specialty  of  medicine  in  the  service.  It  points 
up  the  necessity  of  developing  hospital  groups  with 
each  individual  hospital  devoted  to  a specific  special- 
ty. This  concentrates  talented  groups  to  handle  such 
specialized  areas  as  neurosurgery,  orthopedics,  cardio- 
vascular surgery,  chest  diseases  and  others.  The  maxi- 
mum utilization  of  specialized  skiUs  and  techniques 


of  the  various  segments  of  the  medical  profession  is 
made  to  handle  a vast  number  of  cases. 

Through  foresight  of  men  in  the  regular  services, 
the  importance  of  gathering  specific  and  detailed 
information  that  is  set  forth  in  these  17  volumes  con- 
stitutes the  largest  undertaking  in  past  or  present 
medical  history  of  which  the  reviewer  is  aware.  It 
involves  a great  number  of  medical  specialists  and 
an  even  great  amount  of  organizational  skill.  It  could 
have  been  accomplished  only  by  those  with  an  in- 
sight into  the  global  problems  of  medicine  and  it  will 
rank  high  in  the  annals  of  medical  history. 

— -Joe  C.  Rude,  M.D.,  Austin. 


“We’ll  have  a playback  right  after  surgery  so 
we  can  go  over  our  mistakes.’’ 


Rheoencephalography,  a Method  for  the  Contin- 
uous Registration  of  Cerebrovascular  Changes. 
Fritz  L.  Jenkner,  M.D.  Edited  by  Charles  D.  Aring,  M.D. 
81  pp.  Springfield,  111.,  Charles  C Thomas,  1962.  $5. 

Rheoencephalography  is  an  indirect  method 
allowing  continuous  observation  of  changes  in  cere- 
bral circulation.  It  is  a technique  developed  by  the 
author  and  is  intended  as  a supplement  to  clinical 
study  of  cerebral  hemodynamics.  He  feels  that  many 
neurologic  diagnoses  will  be  clarified  by  the  exploita- 
tion of  REG.  It  is  a simple  method  and  readily  ap- 
plied to  patients  who  cannot  tolerate  discomfort  or 
stress. 


Practical  Management  of  the  Obese  Patient.  Frank 
L.  Bigsby,  M.D.,  and  Cayetano  Muniz,  M.D.  151  pp. 
New  York,  Intercontinental  Medical  Book  Corp.,  1962. 
$4. 


Finger  Prints,  Palms  and  Soles:  An  Introduction 
TO  Dermatoglyphics.  Harold  Cummins,  Ph.D.,  and 
Charles  Midlo,  M.D.  319  pp.  New  York  City,  Dover 
Publications,  Inc.,  1961.  $1.95. 
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Strong  Medicine.  Blake  F.  Donaldson,  M.D.  245  pp. 

Garden  City,  N.  Y.,  Doubleday  & Co.,  Inc.,  1962.  $3.95. 

NOTED  AUTHORITY  On  the  problems  of  obesity 
and  allergy,  Dr.  Donaldson  presents  his  strong,  simple 
solution  to  these  two  medical  problems.  Fresh  fat 
meat  and  water,  with  exercise,  are  basic  in  the  treat- 
ment which  the  author  has  reported  since  1944.  In 
his  preface.  Dr.  Charles  G.  Heyd  states  that  the  book 
is  interesting,  informative,  humorous,  and  highly 
controversial. 


Pharmacology  and  Therapeutics.  Arthur  Grollman, 
Ph.D.,  M.D.  5th  ed.  1131  pp.  Philadelphia,  Lea  & 
Febiger,  1962.  $12.50. 

Both  of  us,  a doctor  and  his  medical  student  son, 
agree  that  the  book  is  well  written  and  well  illus- 
trated. Franklin,  the  student,  feels  that  it  needs  en- 
larging in  the  areas  of  anesthesia,  antibiotics,  and  in 
the  field  of  autonomic  drugs.  It  is  vastly  improved 
over  what  I had  in  medical  school  and  thus  it  seems 
adequate  to  me.  He  considers  it  a good  book  to 
review  for  examinations,  and  he  feels  that  there  is 
enough  experimental  evidence  presented  to  lend  in- 
sight into  the  actions  of  drugs  and  their  uses  but  not 
enough  to  confuse  the  reader. 

The  introduction  is  expertly  done.  The  book  in- 
cludes history,  relation  to  other  medical  sciences, 
theories  of  pharmacologic  action,  chemical  action, 
conditions  modifying  the  effects  of  drugs,  synergism, 
allergy  idiosyncrasy,  toxicity,  dose  effect,  termination 
of  drug  action,  methods  of  administration,  biologic 
assay,  and  many  other  factors.  These  give  the  medi- 
cal student,  for  which  the  text  is  intended,  a solid 
basis  on  which  to  increase  his  knowledge  of  the 
action  and  proper  usage  of  drugs  either  singly  or 
in  combination  with  others.  The  discussion  of  the 
action  of  drugs  by  systems  gives  the  medical  student 
orientation,  organization,  and  a good  basis  for  com- 
prehension. 

— Joe  C.  Rude,  M.D.,  and  Franklin  J.  Rude,  Austin 


The  Molecular  Basis  of  Neoplasia.  University  of  Tex- 
as M.  D.  Anderson  Hospital  and  Tumor  Institute.  6l4 
pp.  Austin,  University  of  Texas  Press,  1962.  $10.50. 

T HIS  GROUP  of  papers,  presented  at  the  Fifteenth 
Annual  Symposium  on  Fundamental  Cancer  Research 
in  1961,  explores  the  molecular  basis  of  neoplasia 
through  the  approaches  of  nucleic  acid  structure, 
function  and  control,  molar  base  ratio  studies,  pro- 
tein structure  and  enzyme  synthesis,  analysis  tech- 
niques, and  viral  etiology.  The  current  trends  in  basic 
research  in  cellular  biochemistry  and  physiology  are 
reflected  in  these  comprehensive,  well-documented, 
and  well-illustrated  papers. 


Between  Us  Women:  A Woman  Doctor’s  Handbook 
ON  Pregnancy  and  Birth.  Dr.  Laura  E.  Weber.  153 
pp.  Garden  City,  N.Y.,  Doubleday  and  Co.,  Inc.,  1962. 
$1.95. 


Tumour  Viruses  of  Murine  Origin:  Ciba  Founda- 
tion Symposium.  G.  E.  W.  Wolstenholme,  O.B.E., 
M.A.,  M.D.,  M.R.C.P.,  and  Maeve  O’Connor,  B.A.,  Eds. 
441  pp.  Boston,  Little,  Brown  and  Co.,  1962.  $10.75. 

T HIS  SYMPOSIUM  celebrated  the  Centenary  of  the 
Chair  of  Morbid  Anatomy  at  Perugia  University.  Pa- 
pers were  presented  by  27  eminent  scientists,  among 
whom  were  11  Americans. 

Most  interesting  is  the  group  discussion  "Adden- 
dum on  Cancer  Causation”. 


Hypertension,  Recent  Advances.  Albert  N.  Brest,  M.D., 
and  John  H.  Moyer,  M.D.,  Eds.  660  pp.  Philadelphia, 
Lea  & Febiger,  1961. 

T HIS  EXCELLENT  colloquy  has  brought  together  the 
recognized  authorities  of  this  field  who  have  pre- 
sented an  enlarged  point  of  view  from  the  previous 
conference  held  two  and  one-half  years  ago.  The  con- 
solidation of  the  present  information  on  this  subject 
has  been  thorough  and  the  available  facts  have  been 
fully  documented;  thus  the  book  is  impressive  in  its 
scope.  It  is  a storehouse  of  the  present  knowledge  of 
hypertension.  The  panel  discussions  are  somewhat 
disappointing  and  add  little  to  the  continuity  of  the 
book,  but  occasionally  penetrating  and  pertinent  re- 
marks are  made.  Included  is  an  up-to-date  suxnmary 
of  the  status  of  catecholamine  metabolism  and  further 
exploration  and  understanding  of  the  complex  inter- 
relationships between  arteriosclerosis  and  hyperten- 
sion. This  is  a weU-presented  review,  but  those  hop- 
ing for  the  ultimate  answer  as  to  the  treatment  of 
this  condition  still  will  not  find  the  answer. 

— John  M.  Church,  M.D.,  Fort  Worth. 


Complications  in  Surgery  and  Their  Management. 
Curtis  P.  Artz,  M.D.,  F.A.C.S.,  and  James  D.  Hardy, 
M.D.,  F.A.C.S.,  Eds.  1075  pp.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1960.  $23. 

T O QUOTE  the  authors,  "Complications  are  the  'dan- 
gerous reefs  and  sunken  ledges’  in  surgery  . . . The 
objective  of  the  volume  is  to  assist  in  two  important 
phases  of  care  of  surgical  patients:  (a)  to  warn 
against  complications  and  suggest  methods  of  pre- 
vention and  (b)  to  provide  the  best  available  infor- 
mation on  therapy  for  various  complications  should 
they  arise”.  The  value  of  the  book  lies  in  the  experi- 
ence and  ability  of  its  69  contributors  who  cooperated 
in  making  their  knowledge  available. 
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New  and  Nonofficial  Drugs  1962.  Council  on  Drugs 
of  the  American  Medical  Association.  900  pp.  Phila- 
delphia, J.  B.  Lippincott  Co.,  1962. 

T HIS  IS  AN  annual  compilation  of  available  infor- 


mation on  drugs,  including  their  therapeutic,  pro- 
phylactic, and  diagnostic  status. 

The  Art  of  Thinking.  Dagobert  D.  Runes.  90  pp.  New 
York,  Philosophical  Library,  1961. 


DR.  W.  D.  OLIVER 

Dr.  William  Douglas  Oliver,  general  practitioner 
and  a specialist  in  rectal  and  colon  diseases,  died  of 
a ruptured  aorta  May  2,  1962,  in  Galena  Park.  He 
was  76  years  old  and  had  practiced  medicine  for  50 
years,  21  years  in  Galena  Park. 

The  son  of  W.  E.  and  Lillie  (Crosland)  Oliver, 
he  was  born  in  Screven  County,  Ga.,  near  Augusta 
on  Sept.  21,  1885.  He  attended  the  public  schools 
in  Aiken,  S.  C.  He  was  graduated  from  Atlanta  Col- 
lege of  Physicians  and  Surgeons,  now  Emory  Uni- 
versity School  of  Medicine,  in  1912. 

The  former  Miss  Annie  S.  Townsend  and  Dr. 
Oliver  were  married  at  the  bride’s  home  in  Clinton, 
La.,  on  March  26,  1911. 

Dr.  Oliver  practiced  in  several  places  before  mov- 
ing to  Galena  Park  in  1939,  including  Brinson,  Ga., 
1912-1916;  Boswell,  Okla.,  1916-1923;  Erick,  Okla., 
1923-1934;  and  Mangum,  Okla.,  1934-1939. 

Dr.  Oliver  during  his  period  of  residence  in  Okla- 
homa was  active  in  various  medical  organizations 
there  and  was  once  president  of  the  Beckham  Coun- 
ty (Okla.)  Medical  Society.  In  Texas  he  was  a mem- 
ber of  the  Harris  County  Medical  Society  and  was 
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elected  to  inactive  membership  in  the  Texas  Medical 
Association  in  1959. 

During  World  War  I he  was  a captain  in  the 
National  Guard  and  was  stationed  at  Camp  Beaure- 
gard, La.  After  the  war  was  over  he  remained  for  a 
time  in  the  reserve. 

Dr.  Oliver  was  a Mason  and  a Shriner.  He  was  a 
member  of  the  Galena  Park  Methodist  Church. 

His  interests  included  trading  on  the  New  York 
Stock  Exchange  and  fishing. 

In  addition  to  his  wife,  he  is  survived  by  two 
daughters,  Mrs.  Henry  C.  Wedemeyer  of  Longview 
and  Mrs.  E.  F.  Carlson  of  Gravais  Mills,  Mo. 

DR.  C.  A.  SELBY 

Dr.  Qaude  Allen  Selby,  73,  director  of  the  San 
Patricio  County  Health  Unit,  died  at  his  home  in 
Sinton  on  June  16,  1962,  after  a lengthy  illness. 

Dr.  Selby  had  been  director  of  the  health  unit 
since  it  was  created  in  1949.  Before  coming  to  Sin- 
ton,  he  had  served  as  director  of  the  Nebraska  State 
Health  Department  from  1942  to  1945,  and  from 
1945  through  1948  he  was  in  Dallas  with  the 
United  States  Public  Health  Service. 
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Prior  to  specializing  in  public  health,  Dr.  Selby 
was  in  general  practice  in  Chicago  from  1916  through 
1917  and  in  North  Platte,  Neb.,  from  1919  to  1942. 

He  was  born  Aug.  25,  1888,  in  Petersburg,  Ind. 
His  parents  were  Isaac  and  Martha  Isabelle  (Adams) 
Selby.  He  was  educated  in  the  public  schools  of 
North  Platte.  He  attended  the  University  of  Illinois 
and  received  his  M.D.  degree  at  Stritch  School  of 
Medicine  of  Loyola  University,  Chicago,  in  1915. 
He  interned  at  Saint  Elizabeth  Hospital  in  Chicago 
in  1915. 

He  was  city  physician  of  North  Platte,  Neb.,  from 
1922  to  1926,  a member  of  the  Board  of  Education 
there  from  1926  to  1934,  district  surgeon  for  the 
Union  Pacific  Railroad  from  1924  to  1942,  and  was 
chief  of  staff  at  St.  Mary  Hospital,  North  Platte,  in 
1936.  He  was  a captain  in  the  42nd  Rainbow  Divi- 
sion during  World  War  I and  served  in  Germany 
in  the  Army  of  Occupation  after  the  war. 

He  was  a member  of  the  Catholic  church,  the 
American  Legion,  the  Veterans  of  Foreign  Wars, 
and  Rotary  Club. 

Medical  organizations  to  which  he  belonged  in- 
clude the  American  Medical  Association,  Texas  Med- 
ical Association,  San  Patricio-Aransas-Refugio  Coun- 
ties Medical  Society,  American  Public  Health  Asso- 
ciation, Texas  Public  Health  Association,  Alpha  Kap- 
pa Kappa  medical  fraternity,  and  American  Associa- 
tion of  Public  Health  Physicians.  He  had  been  vice 
president  of  the  Texas  Tuberculosis  Association  and 
the  Coastal  Bend  Tuberculosis  Association  and  was 
on  the  board  of  directors  of  both  groups  at  the  time 
of  his  death. 

He  was  a former  president  of  his  county  medical 
society  and  had  been  a delegate  to  the  House  of 
Delegates  of  the  Texas  Medical  Association  from 
1955  through  1961.  He  was  president  of  the  Nebras- 
ka State  Medical  Association  for  the  term  of  1935-36, 
a trustee  of  that  association  from  1937  to  1940,  and 
one  of  its  councilors  from  1921  to  1933. 

He  is  survived  by  his  wife,  the  former  Mary  M. 
Carroll  of  Creston,  Iowa,  whom  he  married  May  17, 
1946,  in  Kansas  City,  Kan.  Other  survivors  include 
three  daughters,  Mrs.  D.  H.  Tremmel,  Denver,  Mrs. 
E.  C.  Ryder,  Colorado  Springs,  Colo.,  and  Mrs.  W.  J. 
Sorgel,  Milwaukee;  a son,  Bruce  Allen  Selby,  San 
Jose,  Calif.;  two  sisters,  Mrs.  Henry  Thorne  Clark, 
Sherman  Oaks,  Calif.,  and  Miss  Lola  G.  Selby,  Los 
Angeles;  and  ten  grandchildren. 


DR.  J.  M.  WHITE,  SR. 

Dr.  John  Milton  White,  Sr.,  of  Port  Arthur,  died 
at  his  home  on  July  16,  1962.  The  74  year  old  physi- 
cian had  been  ill  for  two  months. 

On  May  23,  1961,  he  had  been  inducted  into  Van- 


derbilt University’s  exclusive  "Quinq”  society,  an  or- 
ganization of  50-year  graduates  of  the  university 
located  at  Nashville,  Tenn.  Following  his  graduation 
from  Vanderbilt  in  1911,  Dr.  White  was  the  first 
man  to  serve  an  internship  in  the  Vanderbilt  hos- 
pital which  had  just  opened. 

He  entered  general  praaice  in  Guyden,  La.,  having 
spent  some  time  prior  to  this  at  the  Cottonbelt  hos- 
pital in  Texarkana.  In  1922  Dr.  White  joined  his 
brother,  the  late  Dr.  H.  B.  White,  in  Lake  Charles 
to  practice  a year  there  before  moving  to  Port  Ar- 
thur in  1923. 

Dr.  White  was  county  medical  officer  for  Port 
Arthur  for  I6  years.  He  was  an  honorary  member 
of  St.  Mary’s  medical  staff  and  served  one  year  as  its 
president.  He  also  served  on  the  staff  of  Park  Place 
hospital  and  was  on  the  draft  board  during  World 
War  11.  He  was  a member  of  the  Masonic  Lodge,  St. 
Mark’s  Methodist  Church,  and  Phi  Beta  Pi  medical 
fraternity. 

He  belonged  to  the  American  Medical  Association. 
In  1959,  he  was  elected  to  inactive  membership  in 
the  Texas  Medical  Association  which  he  had  served 
through  the  Jefferson  County  Medical  Society. 

Born  in  Abbeville,  La.,  on  July  15,  1888,  Dr. 
White  was  the  youngest  of  the  14  children  of  Dr. 
William  Dee  White,  captain  in  the  Confederate 
Army,  and  Lucinda  Lyons  White. 

He  married  Chloe  Dalrymple  of  Port  Arthur  on 
July  30,  1936. 

Survivors  include  his  wife;  two  daughters,  Mrs. 
Leon  Smith  and  Mrs.  Ivan  H.  Schwing,  Jr.,  both  of 
Port  Arthur;  four  sons.  Dr.  J.  Milton  White,  Jr.,  and 
George  H.  White,  both  of  Port  Arthur,  William  D. 
White  of  Beaumont,  and  Chief  Warrant  Officer 
T.  R.  White  of  Okinawa;  two  sisters,  Mrs.  T.  W.  R. 
Sampson  and  Mrs.  Oscar  Pipes,  both  of  Vidor;  and 
nine  grandchildren. 


DR.  B.  H.  PASSMORE 

Dr.  Ben  Hill  Passmore  died  Aug.  3,  1962,  in  San 
Antonio  of  cerebral  vascular  accident.  He  had  been 
a physician  for  56  years.  For  the  past  34  years  he 
had  specialized  in  obstetrics  and  gynecology  in  San 
Antonio.  Before  that  time  he  was  in  general  prac- 
tice in  El  Campo  and  Corpus  Christi. 

He  was  elected  to  honorary  membership  in  the 
Texas  Medical  Association  through  the  Bexar  Coun- 
ty Medical  Society  in  1961.  He  was  a member  of 
the  American  Medical  Association,  a diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology, 
past  president  and  honorary  member  of  the  Texas 
Association  of  Obstetricians  and  Gynecologists,  an 
honorary  member  of  the  Arkansas  Association  of 
Obstetricians  and  Gynecologists,  for  many  years  chief 
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of  the  obstetrical  staff  at  Robert  B.  Green  Hospital, 
a member  of  the  Nix  Hospital  staff,  a past  member 
of  the  City  Board  of  Health,  and  for  20  years  chair- 
man of  the  medical  board  of  the  Planned  Parenthood 
Association. 

Dr.  Passmore  was  born  on  Dec.  8,  1882,  in  Gon- 
zales, Tex.,  the  fourth  child  of  a Methodist  minister 
and  his  wife,  Ben  Hill  and  Anna  Elizabeth  ( Grubbs ) 
Passmore,  who  had  come  to  Texas  after  the  Civil 
War.  His  mother,  who  had  attended  the  College  for 
Young  Ladies  at  Macon,  Ga.,  tutored  her  son.  He 
earned  a Texas  teaching  certificate  at  the  age  of  18. 
He  taught  school  for  two  years  and  studied  and 
earned  a pharmacist’s  certificate. 

In  1902  he  took  the  examinations  for  entrance  to 
the  University  of  Texas  Medical  Branch  at  Galveston, 
was  accepted,  and  was  graduated  in  1906  at  the  age 
of  24. 

He  practiced  "horse  and  buggy  doctoring’’  in  El 
Campo  where  he  opened  and  operated  a hospital. 
In  1916  he  moved  to  Corpus  Christ!  where  he  was 
in  general  practice  until  1927.  He  then  undertook 
further  smdy  at  Tulane  University  School  of  Medi- 
cine. He  moved  to  San  Antonio  in  1928,  passed 
the  American  Board  of  Obstetrics  and  Gynecology 
examination,  and  entered  specialty  practice. 

He  was  a Unitarian  and  a Democrat. 

He  was  married  first  to  Helen  Peck  of  Goliad. 
He  is  survived  by  his  second  wife,  Florence  Muesser 
Passmore  of  San  Antonio;  four  sons,  Ben  Barton 
Passmore  of  Dallas,  Dr.  Glen  Gorman  Passmore,  Ben 
Hill  Passmore,  Jr.,  and  Jon  Michael  Passmore,  all 
of  San  Antonio;  a daughter,  Mrs.  Helen  Fay  Smylie, 
San  Antonio;  a sister,  Mrs.  Susan  P.  Butler,  Robs- 
town;  seven  grandchildren;  and  two  great-grand- 
children. 


DR.  J.  W.  HERBERT 


DR.  JOSEPH  W.  HERBERT 


Dr.  Joseph  W.  Herbert,  42,  died  in  the  Veteran’s 
Hospital  in  Temple  on  July  2,  1962.  He  had  been 
hospitalized  for  astrocytoma  of  the  cervical  cord 
and  died  of  the  sequelae. 

Dr.  Herbert  was  born  May  5,  1920,  in  Houston, 
the  son  of  William  and  Helen  (Curlette)  Herbert. 
He  attended  Houston  schools  and  later,  in  1942, 
graduated  from  the  University  of  Texas  with  a 
Bachelor  of  Arts  degree.  His  medical  training  was 
obtained  first  at  the  Southwestern  Medical  School 
in  ITallas  where  he  was  affiliated  with  Phi  Rho 
Sigma  fraternity.  He  received  his  M.D.  degree  in 
1945.  He  then  interned  at  the  Jefferson  Davis  Hos- 
pital in  Houston.  From  1946  to  1948  he  was  on 
active  duty  in  the  Army  Medical  Corps.  He  resigned 
with  the  rank  of  captain.  Following  this  he  obtained 
his  residency  training  in  obstetrics  and  gynecology 
at  the  Maumee  Valley  Hospital,  Toledo,  Ohio,  and 
at  the  Jefferson  Davis  Hospital  in  Houston. 

Dr.  Herbert  was  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists, 
member  of  the  American  Medical  Association,  the 
Utah  State  Medical  Society  and  the  Carbon  County 
(Utah)  Medical  Society,  former  member  of  the  Texas 
Medical  Association  and  the  Bell  County  Medical 
Society. 

Prior  to  his  moving  to  Utah,  Dr.  Herbert  prac- 
ticed his  specialty  in  Temple  where  he  again  made 
his  home  after  his  illness  began.  He  was  a member 
of  the  Immanuel  Lutheran  Church  of  Temple. 

He  was  married  to  Mary  Nye  Shively  in  Shreve- 
port on  July  18,  1955.  Surviving  him  are  his  wife 
of  Temple;  a stepson,  Scott  Shively  of  Houston;  his 
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father,  William  Herbert,  and  stepmother,  Ellen  Her- 
bert, both  of  Houston. 

DR.  W.  H.  HARGIS,  SR. 

Dr.  William  Huard  Hargis,  San  Antonio  doctor 
and  community  leader,  died  in  KerrviUe  July  31, 
1962.  Cause  of  death  was  encephalopathy  due  to 
arteriosclerosis  resulting  from  arteriosclerotic  heart 
disease. 

Dr.  Hargis,  80,  was  one  of  the  founders  of  the 
Medical  and  Surgical  Hospital,  now  Baptist  Memorial 
Hospital,  in  San  Antonio  and  was  also  the  first  chief 
of  staff  of  the  Robert  B.  Green  Hospital  there.  He 
had  practiced  medicine  in  San  Antonio  for  53  years 
and  had  served  as  president  of  the  Bexar  County 
Medical  Society.  He  was  for  many  years  on  the  medi- 
cal staff  of  the  Missouri,  Kansas  and  Texas  Railroad. 

He  was  president  of  the  board  of  education  of  the 
San  Antonio  Independent  School  District  from  1922 
until  1926  and  was  school  physician  for  the  district 
for  26  years. 

A native  of  Kyle,  Tex.,  he  attended  San  Antonio 
public  schools  and  was  graduated  from  Hospital  Col- 
lege of  Medicine,  (now  University  of  Louisville 
School  of  Medicine),  Louisville,  Ky.,  in  1907. 

Dr.  Hargis  saw  active  duty  in  World  Wars  I and 
11.  After  World  War  I,  he  became  a member  of  the 
36th  Division,  Texas  National  Guard.  Recalled  to 
active  duty  in  1940,  he  held  the  rank  of  colonel  at 
the  time  of  his  discharge  in  1946. 

He  was  the  first  commander  of  the  Business  and 
Professional  Men’s  Post  No.  10  of  the  American 
Legion. 
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He  was  a member  of  the  Central  Christian  Church, 
a Mason  and  a Shriner,  and  belonged  to  the  San 
Antonio  Conopus  and  Thirty-Two  Clubs. 

He  was  elected  to  honorary  membership  in  the 
Texas  Medical  Association  in  I960. 

His  wife,  who  survives,  is  the  former  Ruth  Gay 
whom  he  married  Jan.  31,  1946,  in  Tyler,  Tex. 

Other  survivors  include  a son,  Norton  Hargis  of 
San  Antonio;  two  daughters,  Mrs.  Bernice  Eldridge, 
San  Antonio,  and  Mrs.  Gene  Aubrey  Briscoe,  Devine; 
a sister,  Mrs.  James  O.  Sullivan,  San  Antonio;  and 
15  grandchildren. 

DR.  J.  T.  GOETZ 

Dr.  Joseph  T.  Goetz  of  Seguin  died  in  a San 
Antonio  hospital  Feb.  12,  1962,  of  cirrhosis  of  the 
liver. 

He  was  a native  of  Seguin  having  been  born  there 
on  June  25,  1909,  the  son  of  Paul  C.  and  Mary 
(Nitsche)  Goetz.  He  attended  the  local  schools  and 
completed  three  years  of  college  work  at  St.  Edward’s 
University,  Austin.  While  at  St.  Edward’s  he  was 
elected  a member  of  the  Scholarship  Societies  of  the 
South. 

He  received  his  M.D.  degree  from  St.  Louis  Uni- 
versity School  of  Medicine  in  1937  and  returned  to 
Texas  to  intern  at  the  Santa  Rosa  Hospital  in  San 
Antonio  the  next  year.  In  San  Antonio  he  began  his 
medical  practice  which  was  soon  interrupted  by 
World  War  11. 

In  January,  1942,  he  volunteered  his  services  in 
the  U.  S.  Navy  and  received  his  commission  on  Feb. 
5,  1942.  He  served  overseas  in  the  Pacific  theatre  and 


DR.  JOSEPH  T.  GOETZ 


872 


TEXAS  State  Journal  of  Medicine 


was  discharged  in  1946  with  the  rank  of  lieutenant 
commander. 

He  married  the  former  Ann  McGoohan  of  San 
Antonio  on  July  14,  1944. 

After  the  war,  Dr.  Goetz  set  up  practice  in  Seguin 
where  he  was  a member  of  the  Elks  Lodge,  the 
American  Legion,  and  the  Knights  of  Columbus.  He 
was  interested  in  fishing  and  travel,  and  he  was  the 
author  of  several  medical  papers. 

Chief  surgeon  for  the  railroad  at  Seguin,  he  was 
a member  of  the  American  Medical  Association  and 
the  Texas  Medical  Association  through  the  Guada- 
lupe County  Medical  Society  of  which  he  had  been 
president  and  secretary. 

He  was  a Roman  Catholic. 

Dr.  Goetz  is  survived  by  his  wife;  two  sons, 
Joseph,  Jr.,  and  Robert;  five  daughters,  Mary  Louise, 
Ann,  Joan,  Kathleen,  and  Margaret,  all  of  Seguin; 
and  five  sisters,  Mrs.  Ed  L.  Etlinger,  Miss  Paula 
Goetz,  Mrs.  Madeline  Hays,  and  Mrs.  R.  E.  Schroe- 
der,  all  of  Seguin,  and  Mrs.  D.  E.  Barr  of  San  An- 
tonio. 


DR.  H.  S.  HALL 

Dr.  Henry  Stephenson  Hall,  83,  died  at  his  home 
in  Newton,  Tex.,  on  Aug.  8.  He  had  been  ill  for 
two  years. 

Dr.  Hall  was  born  in  the  Spears  Chapel  commun- 
ity near  Burkeville  on  Jan.  25,  1879,  one  of  the 
seven  children  of  William  M.  and  Hester  Ann  (Mc- 
Mahon) Hall. 

He  was  educated  in  the  common  schools  of  East 
Texas  and  received  his  M.D.  degree  from  Memphis 
Hospital  Medical  College,  now  University  of  Ten- 
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nessee  College  of  Medicine,  Memphis,  Term.,  in 
1904.  In  1918  he  did  postgraduate  work  at  Tulane 
University  School  of  Medicine  in  New  Orleans. 

He  began  the  practice  of  medicine  at  Woodville, 
Okla.,  in  1904,  going  from  there  to  Burkeville,  Tex., 
and  on  to  West  Louisiana  before  coming  to  Newton 
in  1905. 

Dr.  HaU  engaged  in  a number  of  business  activities 
outside  his  profession.  Among  these  were  ownership 
of  drug  stores  and  a general  merchandise  store,  bank- 
ing, and  real  estate. 

He  was  city  health  officer  for  25  years  and  physi- 
cian for  the  selective  service  board  in  World  Wars 
I and  11. 

He  was  a member  of  the  Masonic  Lodge  and  of 
the  Woodmen  of  the  World.  His  hobbies  were  fish- 
ing and  hunting. 

He  was  a member  of  the  American  Medical  As- 
sociation and  was  elected  to  honorary  membership 
in  the  Texas  Medical  Association  in  1957  through 
the  Jasper-Newton  Counties  Medical  Society. 

His  wife  died  in  1955.  She  was  the  former  Mary 
Davison,  and  they  had  married  on  Aug.  28,  1901. 

He  is  survived  by  one  son.  Dr.  B.  H.  Hall  of 
Nederland;  two  brothers,  Harrison  Hall  of  Burke- 
ville and  Robert  M.  Hall  of  Newton;  four  sisters, 
Mrs.  Fannie  H.  MiUer,  Miss  Ina  HaU,  Mrs.  James  B. 
Kerr,  and  Mrs.  Lunetta  Marshall,  all  of  Newton; 
one  grandson,  B.  H.  Hall,  Jr.,  of  Newton;  and  one 
great-grandchild. 

DR.  J.  E.  GOODPASTURE 

Dr.  John  E.  Goodpasture  died  in  San  Antonio 
Aug.  11  of  myocardial  infarction  due  to  arterio- 
cardiovascular  disease.  He  had  been  in  general  prac- 
tice there  for  16  years. 

Dr.  Goodpasture  was  born  May  3,  1910,  in  DaUas. 
His  parents  were  Albert  Virgil  and  Annie  L.  Good- 
pasture.  He  obtained  his  early  education  at  Pauls 
VaUey,  Okla.,  elementary  and  high  schools  and  re- 
ceived his  premedical  training  at  the  University  of 
Oklahoma,  Norman.  He  was  graduated  in  medicine 
from  Northwestern  University  Medical  School,  Chi- 
cago, in  1936. 

He  interned  at  Baltimore  City  Hospital  and  served 
as  a resident  in  medicine  and  as  an  assistant  in  sur- 
gery at  Maryland  Tuberculosis  Sanatorium  and  State 
Sanatorium  from  1936  to  1941. 

Other  hospital  appointments  included  assistant 
health  officer  of  Annapolis,  Md.,  and  Anne  County, 
Md.,  January  to  March,  1941;  health  officer  of  How- 
ard County,  Md.,  March,  1941,  to  April,  1942;  and 
assistant  surgeon,  U.  S.  Public  Health  Service,  April, 
1942,  to  February,  1945,  with  assignments  at  the 
U.S.P.H.S.  Hospitals  in  Boston,  and  Staten  Island, 
N.Y.,  and  as  Henry  County  health  officer  stationed 
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in  Paris,  Tenn.  During  World  War  II  Dr.  Goodpas- 
ture was  on  active  duty  with  the  Coast  Guard  serv- 
ing as  medical  officer  aboard  the  USS  Cobb.  At  the 
time  of  his  death  he  was  on  the  staff  of  the  Baptist 
Memorial  Hospital  in  San  Antonio. 

He  was  a member  of  the  American  Medical  As- 
sociation and  of  the  Texas  Medical  Association 
through  the  Bexar  County  Medical  Society. 

Dr.  Goodpasture  and  Mrs.  Goodpasture,  the  former 
Jenevieve  Elliott  of  Chattanooga,  Tenn.,  were  mar- 
ried in  Chattanooga  on  May  17,  1943. 

A member  of  the  First  Baptist  Church  of  San 
Antonio,  he  also  held  a membership  in  the  Pauls 
Valley  Lodge  No.  6,  AF&AM,  Pauls  Valley,  Okla.  He 
was  a Phi  Beta  Kappa  at  Northwestern  University 
and  had  served  14  years  on  the  civilian  medical  staff 
in  the  Dermatology  Clinic  at  Lackland  Air  Force 
Base  in  San  Antonio. 

Survivors  include  his  widow  of  San  Antonio;  two 
sons,  John  E.  Goodpasture,  Jr.,  and  James  E.  Good- 
pasmre,  both  of  San  Antonio;  a brother,  A.  V.  Good- 
pasture,  Jr.,  of  Enid,  Okla.;  and  a sister,  Mrs.  Charles 
S.  King,  La  Puente,  Calif. 


DR.  J.  L.  CRAWFORD 

Dr.  James  Lacy  Crawford,  Laredo  physician,  died 
there  July  21,  1962,  of  a heart  attack.  He  had  served 
for  16  years,  until  his  retirement  in  1955,  as  medical 
officer  in  charge  of  the  U.  S.  Public  Health  Service 
at  the  Port  of  Laredo. 

Elected  to  honorary  membership  in  the  Texas 
Medical  Association  in  1956,  he  had  served  the  state 
organization  through  membership  in  the  Webb- 
Zapata-Jim  Hogg  Counties  Medical  Society  since 


1919  and  before  that  in  the  Milam  County  Medical 
Society  and  the  Bell  County  Medical  Society. 

The  78  year  old  physician  was  born  at  Troy,  Tex., 
on  Oct.  18,  1883.  His  parents  were  James  T.  and 
Minnie  A.  ( Lott ) Crawford.  He  was  graduated  from 
the  Troy  high  school  and  attended  Vanderbilt  Uni- 
versity, Nashville,  from  which  he  received  his  degree 
in  medicine  in  1909-  He  interned  at  Bellevue  Hos- 
pital in  New  York. 

In  1911,  Dr.  Crawford  opened  his  office  in  Tem- 
ple. He  was  on  the  staff  of  King’s  Daughters  Clinic 
and  Hospital  there  and  was  city  chemist.  He  also 
practiced  in  Burlington,  Tex. 

The  former  Miss  Beuna  B.  Perry  and  Dr.  Craw- 
ford were  married  on  Jan.  15,  1913,  at  Temple. 

In  1917  he  entered  the  U.  S.  Army  Medical  Corps 
and  served  a year  with  the  36th  Division  in  France. 
After  his  discharge  from  the  regular  army  he  re- 
mained in  the  reserve  with  the  rank  of  colonel. 

After  the  war.  Dr.  Crawford  moved  to  Laredo  to 
practice.  He  was  active  in  the  county  medical  society 
there  and  served  as  secretary  and  president  for  two 
terms. 

He  was  a member  of  the  Methodist  church  and 
the  Masonic  Lodge. 

He  is  survived  by  his  wife  of  Laredo  and  two 
daughters,  Mrs.  Frances  Brundall  of  Denver,  and 
Mrs.  Mary  Louise  Christiansen  of  Cincinnati. 


DR.  C.  L.  NEWBURN 

Dr.  Columbus  L.  Newburn,  retired  Jacksonville 
physician,  died  there  on  Aug.  3,  1962.  He  was  83 
years  old. 

Born  in  Beach  Springs,  Miss.,  on  Feb.  4,  1879,  he 
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moved  to  Neches  at  the  age  of  nine  with  his  parents, 
the  Rev.  and  Mrs.  Jack  Newburn.  He  taughr  school 
in  Anderson  and  Cherokee  counties  and  served  as  a 
rural  mail  carrier,  delivering  the  mail  by  horseback 
in  order  to  attend  medical  school. 

He  completed  Barnes  Medical  College,  St.  Louis, 
Mo.,  in  1910,  and  did  postgraduate  work  at  Tulane 
University  School  of  Medicine  in  New  Orleans  in 

1919. 

He  practiced  in  Navarro  County,  Tex.,  from  1910 
to  1917  at  which  time  he  moved  to  Jacksonville  and 
founded  what  is  now  Newburn  Memorial  Hospiral. 

He  was  a member  of  the  Cherokee  County  Medi- 
cal Society,  Texas  Medical  Association  (elected  to 
inactive  membership  in  1962),  and  American  Medi- 
cal Association.  He  was  a Shriner  and  a member  of 
the  First  Baptist  Church  of  Jacksonville. 

Surviving  is  his  wife  whom  he  married  in  Jackson- 
ville on  Oct.  28,  1937.  She  is  the  former  Jewell 
Massey.  Other  survivors  include  one  son,  C.  L.  New- 
burn, Jr.,  of  Jacksonville;  one  daughter,  Mrs.  R.  E. 
Dublin  of  Odessa;  and  five  grandchildren. 


DR.  COLUMBUS  L.  NEWBURN 


Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Los  Angeles.  Nov. 
25-28,  1962.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10. 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 


October 

American  Academy  of  Pediatrics.  Chicago,  Oa.  27-Nov.  1,  1962. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec. 
Dir. 

American  Association  of  Plastic  Surgeons.  Washington,  D.  C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd.,  Roch- 
ester. N.  Y.,  Sec. 

American  Cancer  Society,  New  York,  Oa.  22-26,  1962.  Mr.  G. 

Whittlesey.  521  W.  57th.  New  York  19.  Sec. 

American  College  of  Gastroenterology,  Chicago,  Oa.  28-31.  1962. 

Mr.  D.  Weiss,  33  W.  60th.  New  York  23,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  Atlantic  City, 
Oa.  15-19,  1962.  Dr.  W.  E.  Adams.  40  East  Erie,  Chicago.  Sec. 
American  Heart  Association,  Cleveland,  Oa.  26-28,  1962.  Mr.  Rome 
A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Public  Health  Association,  Inc.,  Miami  Beach,  Oa.  15-19. 
1962.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19.  Exec. 
Sec. 

American  Sociay  of  Anesthesiologists.  New  York,  Oa.  21-26,  1962. 

Mr.  J.  W.  Andes.  515  Busse  Highway,  Park  Ridge,  III.,  Exec.  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago,  Oa. 
11-13,  1962.  Mr.  H.  E.  Northam,  185  N.  Wabash.  Chicago  1, 
Exec.  Dir. 

Southern  Psychiatric  Association,  Galveston,  Oa.  7-9.  1962.  Dr. 

Sullivan  Bedell.  1103  Barrs  St.,  Jacksonville,  Fla., 

Southwestern  Medical  Association,  Albuquerque,  Oa.  18-20,  1962. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Texas  Academy  of  General  Practice,  Fort  Worth,  Oa.  21-24,  1962. 

Mr.  D.  C.  Jackson.  1905  N.  Lamar.  Austin,  Exec.  Sec. 

Texas  Association  for  Mental  Health,  San  Antonio,  Oa.  10-12,  1962. 
Mr.  F.  L.  Clements,  2410  San  Antonio.  Austin. 


Texas  Surgical  Society,  Austin,  Sept.  30.  Oa.  1-2,  1962.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  29-31,  1962. 
Miss  Alma  F.  ODonnell,  503  Medical  Arts  Bldg.,  Oklahoma  City 
2.  Exec.  Sec. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  7,  1962. 

Tony  W.  Halbert,  905  5th  Avenue,  Fort  Worth,  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Oct.  15-16, 
1962.  Mrs.  Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin, 
Exec.  Sec. 


November 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Las  Vegas, 
Nov.  4-9,  196^  Dr.  W.  L.  Ben^ia,  15  2nd  St.,  S.W.,  Roches- 
ter, Minn.,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 
Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Texas  Neuropsychiatric  Association,  Mexico  City,  Nov.  9-10,  1962. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30,  1962.  Dr.  J. 

Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Seaion,  Dallas,  Nov.  11, 

1962.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  Montreal,  March  12-14,  1963.  Mr. 

J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5, 

1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21, 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists.  Dr.  C.  L. 
Randall,  100  Meadow  Road,  Buffalo  16,  Sec. 
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Americao  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  College  of  Allergists,  New  York,  March  17-22,  1963.  Mr. 

E.  Bauers,  2160  Rand  Tower,  Minneapolis,  Exec.  Vice-Pres. 
American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17, 
1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists.  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Chicago.  Feb.  6-9,  1963.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas. 

Dr.  Glenn  Gullickson,  30  N.  Michigan,  Chicago  2,  Exec.  Dir. 
American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  New  Orleans,  May  13-15,  1963. 

Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

American  Surgical  Association,  Phoenix,  April.  3-5,  1963.  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  W.  F.  James, 
1540  N.  State  Parkway,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico,  Tucson,  Dec.  5-7,  1962. 
Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L R. 

Guy.  Ph.D.,  2927  Maple.  Dallas  4.  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building.  San  Antonio  6, 
Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr.. 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress,  Mexico  City,  April  22-25,  1963.  Dr. 

R.  B.  Howard,  544  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 
Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr..  940  Margaret 
Place.  Shreveport,  Sec. 


State 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett,  Jr..  2609  19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller, 
Box  1338,  Waco,  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists.  San  Antonio, 
March  1.  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April,  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 

1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter.  American  College  of  Chest  Physicians,  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Dermatological  Society.  Dr.  M.  A.  Forbes,  607  W.  14th  Street, 
Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society.  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3.  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy.  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197.  Houston,  Sec. 
Texas  Ophthalmological  Association,  Dallas,  April  28-30.  1963.  Dr. 

Harold  Hunt.  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas.  April  29.  1963.  Dr.  Margaret 
Watkins.  3503  Fairmount,  Dallas.  Sec. 


Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran.  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society.  Houston,  Sept.  12-14,  1963.  I>r.  C.  E. 

Gilmore,  811  Bonham.  Paris,  ^c. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30.  1963.  Dr.  D.  Hoehn,  Doaor's  Bldg.,  Fort  Worth,  Sec. 
Texas  Proctologic  Society.  Dr.  T.  Melton.  636  Hermann  Professional 
Bldg.,  Houston.  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31.  Sec. 

Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  San  Antonio,  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin.  Sec. 
Texas  Society  of  Pathologists,  Inc.,  Austin,  Jan,,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Am  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Medical  Examiners.  Dr.  M.  H.  Crabb,  1714 
Medical  Am  Bldg.,  Fort  Worth,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas.  April  28,  1963.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association.  Miss  Pansy  Nichols,  2106  Manor 
Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society.  Lubbock,  Jan.,  1963.  Dr.  N.  F.  McDonald, 
915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 


District 

First  Distria  Society.  Dr.  G.  L.  Black,  1501  Arizona,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi.  July,  1963.  Dr. 
S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sw. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S.  Oak. 
La  Marque,  Sec. 

Ninth  District  Society. 

Tenth  Distria  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  Distria  Society,  Waco,  January,  1963.  Dr.  Walker  Lea. 
Scott  and  White  Qinic,  Temple,  Sec. 

Thirteenth  Distria  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Society.  Dr.  J.  S.  Lceves,  Naples.  Sec. 

Clinics 

Blackford  Memorial  Cancer  Leaures.  Dr.  A.  O.  Jensen,  Suite  N-l, 
Medical  Center.  Denison.  Chm. 

Dallas  Southern  Clinical  Society  Conference.  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Am  Bldg.,  DaUas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas.  San  Antonio, 
Jan.  28-30.  1963.  S.  E.  Cockrell.  Jr..  202  W.  French  Place.  San 
Antonio.  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Qinical  Conference.  Dr.  F.  J. 
Lee.  1300  8th,  Wichita  Falls,  Chm. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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VOLUME  58 


Medical  Preparedness 
For  Nuclear  Disaster 

Marshal  Foch  once  said,  "No  study  is  possible  on 
the  battlefield;  one  does  there  simply  what  one  can  in 
order  to  apply  what  one  knows.  Therefore,  in  order  to 
do  even  a little,  one  already  has  to  know  a great  deal, 
and  to  know  it  well.” 

The  next  great  battlefield  may  well  be  our  cities 
and  countryside,  and  to  a great  extent  the  survival  and 
recovery  of  our  nation  will  depend  upon  the  medical 
profession’s  preparations  to  meet  and  cope  with  the 
disaster. 

Faced  with  destruction  of  almost  unimaginable  pro- 
portions, the  average  physician  tends  to  resign  himself 
to  his  fate,  and  do  nothing.  This  he  must  not  do.  Not- 
ing Foch’s  admonition,  he  should  familiarize  himself 
with  the  effect  of  nuclear  weapons  and  make  his  plans 
for  action  long  before  the  attack  occurs. 

Here  are  a few  suggestions. 

First,  learn  as  much  as  you  can  about  thermo- 
nuclear effects — means  of  protection  and  means  of 
treatment. 

Second,  take  steps  to  protect  yourself  and  your 
family;  this  will  involve  planning,  provision  or  desig- 
nation of  a shelter,  stockpiling  of  food,  medicines,  and 
other  supplies.  For  a physician  to  be  able  to  care  for 
the  casualties,  he  himself  must  first  survive  the  initial 
attack. 

Third,  you  and  your  fellow  physicians  should  join 
with  hospitals,  dentists,  nurses,  pharmacists,  and  other 
medical  groups  in  formulating  plans  for  group  action 
in  the  care  of  casualties. 

Finally,  as  a citizen  of  your  community,  you  should 
see  that  the  community  takes  steps  to  prepare  itself 
for  these  eventualities. 
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Much  has  been  written.  The  information  is 
available.  Time  is  limited.  Prompt  action  is 
needed. 

— Ben  a.  Merrick,  M.D.,  Dallas,  Chairman, 

Committee  on  Emergency  Medical  Services. 

(Editor’s  Note:  Lines  of  communication  and 
authority,  names  of  district  emergency  medical  direc- 
tors, and  other  civil  defense  topics  are  presented  be- 
ginning on  page  943  of  this  Journal.) 

Can  “Review 
Committees”  Check 
Over-Utilization? 

The  need  to  stop  abuse  of  hospitalization 
insurance  is  great.  Most  doctors  agree  that  to 
prevent  socialization  of  medical  practice  we 
must  have  broad,  workable  insurance  available 
to  patients  at  a cost  all  can  afford.  Insurance 
costs  are  rising  because  of  a great  deal  of  over- 
utilization, or  more  bluntly  stated,  abuse. 

What  are  some  of  the  abuses  that  conse- 
quently make  the  policy  prices  go  up  and  up? 

1.  Admitting  a patient  for  diagnostic  work- 
up because  he  has  an  insurance  policy — then 
trying  to  justify  same  to  the  insurance  com- 
pany. 

2.  Keeping  patients  longer  than  necessary, 
for  convenience  of  the  family,  because  the  pa- 
tient has  insurance. 

3.  Ordering  unnecessary  tests. 

4.  Hiking  fees  when  the  patient  is  known 
to  have  coverage. 

5.  Excessive  treatments  beyond  normal 
needs. 

In  considering  these  abuses,  and  how  to  pre- 
vent them,  many  thoughtful  physicians  have 
devoted  study  to  the  selection  of  the  best  or- 
ganizational mechanism  in  county  medical  so- 
cieties. Possibilities  include  the  public  griev- 
ance committee  and  the  establishment  of  spe- 
cial review  committees.  The  latter  appear  to 
offer  greater  potential. 


The  public  grievance  committee  is  not  an 
ideal  mechanism  because  it  only  covers  the  mat- 
ter of  excessive  charges  or  dissatisfaaion  of 
the  involved  parties.  With  the  just  listed 
abuses,  the  patient  and  doctor  usually  are  happy 
with  the  situation.  Insurance  companies  usual- 
ly are  not,  but  they  may  hesitate  to  accuse  the 
doctor  of  abuses,  because  they  are  not  profes- 
sionally qualified  to  do  so.  (Some  insurance 
companies  do  have  medical  directors  who  are 
fully  qualified  to  raise  questions  of  abuse.) 

Review  committees  prevent  abuses  whereas 
grievance  committees  correct  only  prior  aas. 
If  doctors  know  their  patients’  charts  are  going 
to  be  reviewed  for  possible  abuse  in  hospitali- 
zation insurance  matters,  they  will  cooperate 
with  the  intent  and  purpose  of  insurance.  Cer- 
tainly tissue  review  committees  have  greatly 
reduced  unnecessary  surgery. 

Who  makes  up  the  review  committee?  Usu- 
ally only  fellow  doctors.  They  review  short-stay 
(48  hour)  cases,  long-stay  cases,  and  spot 
check  other  charts.  Excessive  charges  and  com- 
plaints by  doctors  or  hospitals  usually  should 
be  adjudicated  by  the  grievance  committee. 

In  several  states,  these  review  committees 
have  proven  their  worth  over  and  over.  Un- 
fortunately there  is  always  a small  percentage 
of  any  group  who  abuse  privilege  and  make  it 
necessary  to  have  control  bodies  established  to 
guide  their  conduct.  We  need  to  awaken  to 
this  need  in  our  state  promptly.  We  must  all 
learn  to  use  and  not  abuse  insurance. 

— M.  C.  SCHLECTE,  M.D.,  Plainview, 

Chairman,  Committee  on  Health  Insurance. 


Colonel  John  P.  Stapp  of  the  Air  Force  Aero- 
Medical  Field  Laboratory,  made  a crash  stop  from 
632  miles  per  hour  to  zero  in  1.4  seconds  and 
lived  to  tell  the  tale.  How?  He  packaged  himself 
in  his  seat  safely  with  a seat  belt. 
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TB  Still  Presents 
Public  Health  Problem 

There  are  324  members  of  the  Texas  Medi- 
cal Association  who  participate  actively  in  the 
work  of  the  voluntary  mberculosis  associations 
in  this  state. 

Motivated  by  their  concern  for  adequate 
services  for  mberculosis  patients  and  their  fam- 
ilies, for  public  health  education,  for  profes- 
sional education,  for  research,  and  for  public 
policy  that  determines  the  aims  and  objectives 
of  government  agencies,  these  doctors  collec- 
tively donate  thousands  of  hours  annually  to 
community  services  for  the  prevention  and  con- 
trol of  mberculosis.  These  services  include  case 
finding,  staffing  mberculosis  clinics,  and  serv- 
ing as  speakers  at  public  meetings. 

A committee  of  physicians  from  the  board 
of  the  Texas  Tuberculosis  Association  makes 
periodic  visits  to  the  state  mberculosis  hos- 
pitals and  reports  on  the  status  of  patient  care 
in  those  instimtions  to  the  Board  for  Texas 
State  Hospitals  and  Special  Schools  and  to  com- 
mittees of  the  Texas  Legislamre.  This  commit- 
tee and  the  TTA  committee  on  legislation  co- 
operate closely  with  appropriate  committees  of 
the  Texas  Medical  Association,  and  through 
the  years  the  joint  efforts  of  the  TMA  and  the 
TTA  have  resulted  in  important  legislation  for 
the  control  of  mberculosis  in  this  state. 

Much  has  been  done,  but  a great  deal  more 
needs  to  be  done  if  we  are  to  see  the  end  of 
mberculosis  as  a public  health  problem.  As 
anyone  who  analyzes  the  facts  will  find,  the 
disease  is  not  under  control  at  present. 

The  fight  against  mberculosis  was  the  first 
of  the  nationwide  cmsades  against  death  and 
disability,  and  the  voluntary  tuberculosis  asso- 
ciations expect  to  continue  that  cmsade  until 
their  goal  of  eradicating  the  disease  is  reached. 

— Henry  R.  Hoskins,  M.D.,  San  Antonio. 


Industry  Needs 
Our  Active  Interest 

Most  physicians  who  have  a part-time  asso- 
ciation with  industry  function  only  when  re- 
quested to  handle  a specific  problem.  This  may 
have  been  adequate  in  a previous  generation, 
but  the  complexity  of  today’s  industry  is  such 
that  we  dare  not  limit  our  activities  to  putting 
out  fires  already  started. 

Perhaps  the  greatest  responsibility  of  the 
physician  is  to  protect  the  worker  and  manage- 
ment from  unrecognized  health  hazards.  An 
occupational  disability  caused  by  a preventable, 
but  unknown,  hazard  discredits  someone’s  alert- 
ness. Let  it  not  be  the  doctor’s! 

Industry  has  a right  to  expea  of  its  physi- 
cian that  he  have  some  understanding  of,  and 
willingness  to  learn  more  about,  the  health 
problems  peculiar  to  it,  and  to  keep  informed 
of  any  new  developments  in  industrial  health 
by  reading  texts  and  periodicals  and  by  attend- 
ing meetings  devoted  to  the  subjea. 

Full  justice  can  seldom  be  done  to  industrial 
health  work  without  spending  regular  hours  at 
the  plant,  seeing  employees  who  are  seeking 
advice  and  service,  inspecting  work  places  peri- 
odically, and  watching  for  potential  hazards  in 
new  materials  and  procedures. 

The  physician’s  place  in  industry  is  quite  dif- 
ferent from  that  to  which  he  has  become  ac- 
customed in  private  practice.  He  is  not  "top 
man”  as  he  is  in  the  hospital  or  his  own  office. 
His  services  are  ancillary  to  the  main  purpose 
of  the  industry — production  at  a profit.  He 
must  prove  the  value,  probable  results,  and  costs 
of  his  recommendations. 

The  physician  who  serves  industry  has  an 
obligation  to  that  industry  which  is  not  met  if 
he  merely  treats  injured  employees  and  answers 
questions!  He  must  maintain  an  active  interest 
in  and  knowledge  of,  the  employee’s  environ- 
ment, both  at  home  and  on  the  job,  as  it  re- 
lates to  his  health.  He  must  be  ever  alert  to 
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potential  hazards,  and  must  be  prepared  to 
make  and  fight  for  his  recommendations,  both 
as  a physician  and  as  a businessman. 

— J.  G.  Burdick,  M.D.,  Pasadena,  President, 
Texas  Industrial  Medical  Association. 

Interprofessional 
Doctor-Lawyer  Code 

Doctors  of  medicine  have  an  obligation  to 
themselves,  to  their  profession,  and  to  the  pub- 
lic to  cooperate  with  the  legal  profession  in 
providing  sound  impartial  testimony. 

The  need  for  an  interprofessional  code  has 
long  been  recognized.  At  the  present  time  ap- 
proximately 70  per  cent  of  trials  involve  medi- 
cal testimony.  A code  has  been  prepared  by 
the  State  Bar  Association's  Committee  on  Co- 
ordination with  the  Medical  Profession  and  the 
Texas  Medical  Association’s  Committee  on  Li- 
aison with  the  State  Bar  of  Texas.  The  code  is 
designed  "as  a guide  for  physicians  and  attor- 
neys in  their  interprofessional  relations’’,  and 
as  a means  of  achieving  better  relations  be- 
tween the  professions.  It  is  not  a law. 

The  code  was  approved  by  the  Board  of  Di- 
rectors of  the  State  Bar  of  Texas  and  the  House 
of  Delegates  of  the  Texas  Medical  Association 
in  the  spring  of  1959. 

The  code  outlines  the  general  relations  of 
physicians  and  attorneys.  It  stresses  the  im- 
portance of  prompt  and  complete  reports  by 
physicians.  Conferences  between  attorneys  and 
physicians  are  encouraged  in  order  that  the 
cause  of  justice  may  best  be  served.  Principles 
that  should  guide  the  physician  when  he  is  a 
witness  are  set  forth.  The  mutual  relations  of 
attorneys  and  physicians  in  court  are  discussed 
and  the  basic  considerations  of  the  physician’s 
fee  are  stated. 

Complaints  by  members  of  either  profession 
should  be  referred  to  the  appropriate  commit- 
tee of  the  other  organization  for  prompt  action. 


If  the  code  is  to  serve  its  intended  purpose 
it  must  be  implemented  at  local  levels.  The 
House  of  Delegates  at  its  1962  meeting  re- 
iterated this  by  adopting  a recommendation  of 
the  Committee  that  "where  feasible,  joint  com- 
mittees be  created  between  the  local  medical 
societies  and  bar  associations  and  that  when 
problems  arise  within  regional  areas,  that  they 
be  discussed  by  these  joint  committees  with  ac- 
tion recommended  to  the  respeaive  groups”. 

The  House  of  Delegates  also  approved  a 
recommendation  that  reasonably  complete  ab- 
stracts of  any  disputes  be  forwarded  to  the 
Committee  in  order  that  a file  of  decisions  be 
accumulated  for  future  guidance. 

Another  recommendation  of  the  Committee, 
approved  by  the  House  of  Delegates,  was  "that 
steps  be  taken  to  initiate  a system  by  which  lo- 
cal committees  refer  unresolved  problems  to 
a joint  meeting  of  the  Committee  and  its  coun- 
terpart in  the  State  Bar  of  Texas  for  final  ad- 
judication”. 

There  are  problems  between  the  medical  and 
legal  professions.  Sources  of  irritation  exist.  Ef- 
forts to  overcome  these  difficulties  are  being 
made,  notably  in  the  Medicolegal  Symposiums 
sponsored  by  the  American  Medical  Associa- 
tion. 

If  interprofessional  esteem  and  mutual  re- 
spect improve,  the  aims  of  the  professions, 
which  are  so  similar,  will  be  more  readily  and 
completely  attained. 

— David  W.  Carter,  Jr.,  M.D.,  Dallas, 
Chairman,  Committee  on  Liaison  with 
State  Bar  of  Texas. 
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The  New  Keogh  Act 

What  It  Means  to  the  Medical  Profession 


ON  JAN.  1,  1963,  the  new  Self-Employed  Indi- 
viduals Tax  Retirement  Act  (commonly  re- 
ferred to  as  the  Keogh  Law)  will  go  into  effect.  This 
is  a complicated  law.  Furthermore,  there  are  a num- 
ber of  areas  in  the  law  which  need  interpretation 
"by  the  Secretary  or  his  delegate”  through  regula- 
tions which  should  be  issued  before  the  first  of  the 
year.  However,  it  is  possible  at  this  time  to  discuss 
the  terms  of  this  act  in  general  with  some  degree  of 
certainty. 

While  numerous  classes  of  self-employed  people 
are  covered  under  this  act,  it  is  the  intention  of  this 
article  to  confine  the  discussion  to  the  effect  it 
will  have  on  the  members  of  the  medical  profession. 

The  Sole  Practitioner 

A doctor  practicing  alone  is  deemed  to  be  a self- 
employed  individual  and,  for  purposes  of  the  act,  is 
treated  as  if  he  were  his  own  employee.  As  such, 
he  can  become  a participant  in  a qualified  retire- 
ment plan. 

Contribution. — ^The  self-employed  practitioner  can 
make  contributions  to  such  a plan  up  to  10  per 
cent  of  his  earned  income,  with  a ceiling  of  $2,500. 
Thus,  a doctor  whose  income  was  $40,000  would  be 
limited  to  $2,500  as  a contribution.  The  doctor 
whose  income  was  $20,000  would  be  limited  to 
$2,000  (10  per  cent  of  earned  income)  as  a maxi- 
mum contribution.  One-half  of  the  contributed 
amount  may  be  deducted  for  income  tax  purposes. 
Thus,  the  practitioner  who  contributes  the  maximum 
$2,500  can  deduct  $1,250.  The  practitioner  who 
contributes  $2,000  could  deduct  $1,000  for  income 
tax  purposes. 

Incidentally,  it  should  be  noted  that  these  limita- 
tions and  deductions  apply  against  "earned  income”, 
which  is  defined  as  professional  fees  and  compensa- 
tion received  for  personal  services.  It  does  not  in- 
clude income  from  investments  or  other  sources  not 
stemming  from  personal  services. 


Employees. — If  the  sole  practitioner  wishes  to 
establish  a plan  for  his  own  benefit,  he  is  required  to 
include  aU  his  full-time  employees  who  have  been 
with  him  for  three  years  or  more.  Thus,  the  sole  prac- 
titioner who  has  had  a receptionist  working  for  him 
for  three  years  or  more  would  be  required  to  include 
her  in  the  same  plan  which  he  sets  up  for  himself. 
Presumably  (and  this  is  one  of  the  areas  where  the 
law  is  vague),  he  would  be  required  to  set  aside  for 
her  the  same  percentage  he  adopts  for  himself.  There 
is  no  ceiling  on  the  amounts  of  money  that  can  be 
paid  in  for  such  employees,  and  the  amounts  paid 
on  behalf  of  such  employees  are  jully  deductible  by 
the  practitioner.  Also,  it  should  be  noted  that  con- 
tributions made  for  employees  are  immediately 
vested.  Thus,  upon  termination  of  employment,  the 
employee  is  entitled  to  the  full  amount  of  the  bal- 
ance to  his  or  her  credit  in  the  fund. 

Investment. — ^There  are  four  areas  open  to  the 
sole  practitioner  for  investment  of  the  funds  which 
he  contributes: 

1.  A Trust  Fund  Operated  By  a Bank. — Under 
this  method  of  funding,  contributions  would  be 
made  to  a bank  trust  department  of  the  practi- 
tioner’s choice  and  the  bank  would  invest  it  in 
securities,  probably  in  a common  fund  designed 
for  this  purpose.  (Note:  Some  banks  already  have 
a common  fund  for  qualified  retirement  plans. 
Those  banks  that  do  not  have  such  a common 
fund  and  who  intend  to  provide  this  investment 
service  probably  will  install  one.)  Income  from 
the  fund  (which  is  income  tax  exempt)  will  be 
added  to  principal  and  reinvested  during  the  term 
of  the  trust. 

2.  Mutual  Investment  Funds.  The  sole  practi- 
tioner may  decide  to  use  a mutual  fund  of  his 
choice  as  his  medium  of  investment.  In  the  event 
this  investment  route  is  followed,  he  will  make 
payments  periodically  to  the  mutual  fund  which 
will  issue  stock  in  his  name  but  will  send  the 
stock  to  a bank  of  the  practitioner’s  choice  to 
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be  held  in  custody  for  the  practitioner  (and  his 
employees,  as  the  case  may  be ) . This  is  a require- 
ment of  the  law  and  presumably  is  intended  to 
prevent  the  ready  transferability  of  such  shares 
by  the  practitioner.  The  bank  would  act  merely 
as  a passive  stakeholder  and  would  deliver  the 
mutual  fund  securities  to  the  practitioner  or  his 
beneficiary,  as  the  case  may  be,  upon  termination 
of  his  plan.  All  income  produced  by  the  mutual 
fund  (again,  free  of  income  tax)  would  be  re- 
invested in  new  shares,  which  would  be  delivered 
to  the  bank  as  custodian. 

3.  Life  Insurance,  Annuity,  or  Endowment  Poli- 
cies.— If  the  practitioner  decides  to  use  this  medi- 
um for  investment  of  his  funds,  he  could  purchase 
an  ordinary  life  insurance  policy  with  a level 
premium  and  deduct  one-half  of  10  per  cent  of 
his  earned  income  in  the  year  he  makes  the  pre- 
mium payment.  It  will  readily  be  noted  that,  since 
a doctor’s  income  is  subject  to  variations  from 
year  to  year,  the  amounts  deductible  on  payments 
of  premium  (which  will  remain  the  same  amount 
each  year)  will  vary.  In  the  same  way,  the  practi- 
tioner can  invest  in  an  annuity  policy  or  an  en- 
dowment insurance  policy,  again  with  deductibil- 
ity of  premiums  varying,  depending  on  the  earned 
income  of  the  practitioner  in  the  particular  year 
he  makes  the  payment.  It  would  appear  from  the 
Act  that  these  policies  should  be  nontransferable 
and  that  no  loan  from  any  source  could  be  made 
against  the  cash  value  of  such  a policy;  however, 
this  may  conflict  with  Texas  insurance  laws.  If 
there  is  such  a conflict,  it  can  be  readily  assumed 
that  the  insurance  industry  will  find  an  acceptable 
method  of  resolving  it. 

4.  Special  Government  Bonds. — The  Treasury 
Department  soon  will  be  issuing  a special  series 
of  "Retirement  Bonds”.  These  special  bonds  will 
provide  for  payment  of  interest  only  upon  re- 
demption; be  issued  only  in  the  names  of  indi- 
viduals; be  redeemed  only  upon  the  death  of  the 
individual,  his  disability,  or  attainment  of  age 
59^2;  and  be  nontransferable. 

Over  Funding. — ^A  practitioner  who  pays  in  more 
than  the  ten  per  cent  limitation  on  his  earnings  will 
receive  a notice  from  the  Comxnissioner  of  Internal 
Revenue  upon  audit  of  his  tax  return  to  recover  the 
excess  amount  from  the  retirement  fund  within  six 
months  of  such  notice.  If  he  does  not  do  this,  he 
will  be  penalized  by  not  being  permitted  to  take  any 
more  deductions  for  later  years  until  the  excess  con- 
tribution has  been  recovered.  For  example.  Dr.  Smith 
has  an  earned  income  of  $20,000  for  the  year.  Under 
a mistaken  assumption,  he  makes  a $2,500  contribu- 
tion for  himself  and  deducts  one-half  of  it.  After  the 
audit,  the  Commissioner  notifies  Dr.  Smith  that  his 
contribution  is  excessive.  He  then  has  six  months  to 
recover  the  $500  excessive  contribution,  which  will 


be  subject  to  income  tax  in  the  year  recovered.  It 
should  be  noted  in  this  connection  that,  if  the  Com- 
missioner can  prove  that  Dr.  Smith  made  the  excess 
contribution  willfully,  the  penalty  is  much  more 
severe.  Dr.  Smith  will  lose  his  tax  exemption  for 
his  fund  for  five  years  and,  under  some  conditions, 
might  be  required  to  withdraw  his  entire  interest 
with  attendant  tax  penalties,  as  discussed  later. 

The  only  exception  to  this  is  the  investment  in 
level  premium  life  insurance,  annuity,  or  endowment 
contracts,  where  the  practitioner  might  have  a low 
income  year  and  could  not  adjust  his  policy  pre- 
mium, which  in  such  year  could  be  in  excess  of  10 
per  cent  of  his  earned  income.  Likewise,  there  is  no 
penalty  for  "excess  funding”  on  the  doctor  who  uses 
the  government  Retirement  Bond  medium  of  invest- 
ment, since  these  bonds  will  be  discount  bonds  open 
to  purchase  by  anyone,  whether  self-employed  or  not. 

Withdrawals  from  the  Fund. — ^Withdrawals  may 
be  made  under  the  following  conditions: 

1.  Retirement:  Withdrawals  from  the  fund  can 
be  made  after  age  59V^  (and  must  begin  at  age 
lOVz)  by  the  practitioner,  either  in  the  form  of 
an  annuity  or  lump  sum  distribution. 

2.  Death:  If  the  practitioner  died  before  he 
had  withdrawn  the  fund  through  retirement,  the 
accumulations  in  the  fund  could  be  paid  in  a lump 
sum  to  his  beneficiary  or  used  to  buy  an  annuity 
for  such  beneficiary. 

3.  Disability:  Upon  proof  of  disability,  the 
practitioner  would  be  deemed  to  have  reached 
retirement  age,  even  though  he  was  less  than  age 
59V^,  and  could  take  a lump  sum  payment  or 
annuity  without  penalty. 

4.  Withdrawals  before  age  59V^:  The  practi- 
tioner would  be  allowed  to  withdraw  funds  which 
he  previously  had  contributed,  but  would  do  so 
only  with  a tax  penalty  which  could  considerably 
exceed  the  tax  benefit  which  he  had  received  dur- 
ing the  years  he  had  deducted  for  contributions. 

Medical  Partnership 

A medical  partnership,  as  such,  can  set  up  a quali- 
fied retirement  plan,  which  also  must  cover  its  em- 
ployees who  have  been  employed  for  three  years  or 
more.  Here  the  rules  are  a little  different,  because 
one  partner  cannot,  exclusive  of  his  other  partners, 
set  up  an  individual  plan  for  himself.  In  cases  of 
partnerships,  the  entire  partnership  is  deemed  to  be 
the  employer  and  each  partner  is  an  employee  of  the 
partnership.  The  nomenclature  is  a little  different, 
too;  that  is,  any  partner  who  owns  more  than  a 
10  per  cent  interest  in  the  profits  of  the  partnership, 
or  the  income  of  the  partnership,  is  called  an  "owner- 
employee”  instead  of  a "self-employed  individual”  as 
the  sole  practitioner  is  designated. 
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The  same  investment  media  are  open  to  the  part- 
nership as  are  open  to  the  self-employed  individual. 

The  same  provisions  for  withdrawal  of  funds 
would  apply  to  an  individual  partner  as  would  apply 
ro  a self-employed  individual  at  retirement,  disabil- 
ity, or  dearh,  but  it  is  not  at  all  certain  whether  an 
individual  partner  can  withdraw  (with  the  attendant 
tax  penalty)  prior  to  retirement  or  disability.  There 
are  other  fact  situations  about  which  the  new  act  is 
silent.  For  example,  the  question  is  not  resolved  as 
to  whether,  if  one  partner  absrains  from  entering 
into  the  agreement,  the  rest  of  the  partners  can  still 
set  up  a plan  for  themselves  and  their  employees. 
Likewise,  if  a partner  leaves  to  go  into  independent 
practice  by  himself,  or  to  join  another  partnership, 
it  is  not  clear  what  happens  to  his  account  balances 
under  rhe  former  partnership  plan.  Presumably,  they 
would  be  left  dormant  and  he  would  be  in  a posi- 
tion to  start  a new  plan.  However,  this  is  a question 
for  which  rhere  is  no  definite  answer  as  yer. 

Estate  Taxation 

In  the  event  of  the  death  of  a self-employed  indi- 
vidual who  has  established  a plan,  or  of  a partner 
under  a partnership  plan,  payment  would  be  made 
to  his  designated  beneficiaries.  This  amount  would 
be  fully  subject  to  estate  tax.  Payments  on  account 
of  death  to  beneficiaries  of  employees  of  a partner- 
ship or  of  a self-employed  individual  apparently 
would  not  be  subject  to  estate  taxes  under  present 
law. 

Professional  Corporations 

Before  concluding  this  discussion,  it  should  be 
pointed  out  that  there  is  another  area  for  potential 
retirement  plan  benefits.  This  is  where  medical  part- 
nerships may  be  able  to  form  associations  taxable 
as  corporations  and  secure  pension  or  profit  sharing 
benefits  with  permissible  income  tax  deductions 
which  far  exceed  the  limitations  of  the  Keogh  Act. 
A number  of  states  have  passed  enabling  legislation 
which  will  permit  medical  groups  to  form  such 
associations  and  still  remain  within  the  limitations 
of  state  law  regarding  incorporation  by  medical 
praaitioners.  It  is  possible  that,  in  the  forthcoming 
Texas  legislature,  such  a permissive  law  will  be 
passed  in  Texas.  If  so,  it  is  entirely  possible  that 
many  medical  partnerships  will  wish  to  consider  this 
route  rather  than  meet  the  conditions  required  to 
set  up  a retirement  plan  under  the  Keogh  Act. 

Conclusion 

The  intent  of  this  article  is  to  point  out  some  of 
the  general  applications  of  the  Keogh  Act  as  it  ap- 


plies to  self-employed  practitioners  or  to  medical 
partnerships.  An  attempt  has  been  made  to  avoid 
technical  discussion  wherever  possible.  As  stared 
earlier,  rhe  law  is  extremely  complicated  and  is  be- 
ing studied  by  attorneys,  accountants,  trust  officers, 
insurance  executives,  and  others  who  may  be  called 
upon  to  administer  such  plans  or  advise  and  counsel 
in  this  field. 

In  any  event,  whatever  the  method  that  is  used, 
the  self-employed  practitioner  or  medical  partner 
finally  has  become  entitled  to  some  of  the  retirement 
tax  benefits  that  were  formerly  available  only  to 
corporation  employees. 

— Robert  R.  Ferguson, 

Vice  President  and  Senior  Trusr  Officer, 
Republic  National  Bank,  Dallas. 

The  Editor  s Mail 

Registry  of  Medical  Technologists 
Box  5263,  Fairlawn  Station 
Akron  13,  Ohio 

Editor 

Texas  State  Journal  of  Medicine 
1801  North  Lamar  Blvd. 

Austin,  Texas 

Dear  Sir: 

The  Texas  State  Journal  of  Medicine  in  March, 
1962,  published  an  article  titled  "The  Approved 
Registered  Laboratory  Technologist”,  by  John  V. 
Denko,  M.D.,  Amarillo.  It  was  critical  of  the  Amer- 
ican Medical  Technologists  Registry,  and  of  the 
medical  technologists  registered  with  them.  There 
are  two  sides  to  every  story,  and  I felt  that  I should 
present  certain  facts. 

The  American  Medical  Technologists  was  incorpo- 
rated as  a non-profit  organization  in  New  Jersey  in 
1939.  Members  of  A.M.T.  show  rheir  membership 
by  using  the  initials  "M.T.”  after  their  names.  There 
are  over  11,000  members  in  our  organization.  Our 
organizational  independence  is  a principle  in  which 
the  A.M.T.  registrants  take  justifiable  pride.  A 
working  identificarion  with  the  medical  profession 
is,  of  course,  inherent  in  the  field  of  medical  tech- 
nology. We  support  a code  of  ethics  consistent  with 
that  of  the  medical  profession,  and  we  have  the 
highest  respect  for  this  working  relationship. 

If  the  11,000  members  of  A.M.T.  are  nor  ap- 
proved, where  are  they  employed?  Many  hold  promi- 
nent positions  in  hospitals,  clinics,  private  labora- 
tories, public  health  laboratories,  and  medical  re- 
search laboratories.  Could  this  then  mean  that  while 
physicians  publicly  do  not  approve  them,  privately 
they  do  approve  and  employ  members  of  A.M.T.? 


Vo/ume  58,  NOVEMBER,  1962 


883 


In  almost  every  organization  which  emphasizes 
"degrees”,  there  eventually  crops  up  a person  whose 
credentials  are  fraudulent.  Neither  the  A.M.A.  nor 
the  A.S.CP.  condone  such  deceit,  and  when  it  is 
brought  to  their  attention  they  take  appropriate  ac- 
tion. You  can  rest  assured  that  the  A.M.T.  is  doing 
the  same. 

Is  not  education  the  sum  total  of  learning — from 
school,  libraries,  attending  seminars,  reading  scien- 
tific periodicals,  working  with  people  on  aU  levels? 
Since  when  did  a degree  make  a man — is  it  not  the 
man  that  makes  the  degree? 

For  the  good  of  medical  technology,  people  who 
have  the  talent  and  knowledge  are  willing  to  share 
it  with  others.  In  many  instances  pathologists,  re- 
search workers,  public  health  officials,  and  hospital 
administrators  have  appeared  on  our  scientific  semi- 
nars. On  occasion,  A.S.C.P.  members  have  refused 
to  share  their  knowledge  or  help  to  increase  ours 
simply  because  we  were  the  A.M.T.  Formnately, 
highly  educated  men  and  women  do  not  deal  in 
personalities  or  organizations.  They  deal  in  ideas  and 
education,  and  find  reward  in  the  knowledge  that 
what  they  know  can  be  shared  with  those  who  are 
willing  to  listen  and  profit  from  it.  To  these  men 
and  women,  the  A.M.T.  is  most  grateful.  Our  mem- 
bers are  always  eager  to  increase  their  knowledge  so 


that  they  can  best  serve  the  interest  of  the  medical 
profession. 

While  you  denounce  the  training  of  medical  tech- 
nologists in  private  schools,  is  the  training  that  all 
M.T.  (A.S.CP.)  technicians  receive  consistent  with 
their  standards?  How  much  time  does  a pathologist 
or  medical  technologist  in  a busy  hospital  laboratory 
have  to  train  technicians?  There  is  a shortage  of 
technologists  and  pathologists;  many  of  them  are 
assigned  to  two  or  three  hospitals. 

I feel  that  criticism,  if  constructive,  would  do 
much  to  help  medical  technology.  I think  that  the 
goal  of  both  the  A.M.T.  and  the  A.S.C.P.  is  to  raise 
the  standards  of  medical  technology  for  the  good  of 
the  medical  profession. 

I also  believe  that  articles  such  as  the  one  you 
printed,  leveled  at  one  particular  group,  only  add 
confusion  in  the  minds  of  the  layman.  I also  believe 
the  hospital  administrators,  pathologists,  doctors,  and 
laboratory  supervisors  do  a good  job  of  evaluating 
their  employees  on  the  basis  of  performance,  sin- 
cerity, and  education,  so  that  they  can  screen  out  the 
bad  in  each  group. 

Sincerely, 

(signed) 

Chester  B.  Dziekonski,  Executive  Secretary 
American  Medical  Technologists 


Texas  Medical  Association's 

19@3  Legislative  Conference 

• Symposium  on  Legislation  • Orientation  Program 

• Conference  for  County  Medical  Society  Officials 

• Seven  Guest  Speakers  • Woman's  Auxiliary  Program 

Jan.  18-20,  1963  — Headquarters  Building  — Austin 

Plan  Now  To  Attend 
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Our  Problems 


The  Executive  Vice-President  of  the  AMA,  Dr.  F.  J.  L.  Blasingame, 
in  his  recent  address  to  the  1962  AMA  Institute,  brought  up 
several  problems  which  merit  special  attention.  Since  each 
medical  society  and  each  physician  shares  the  responsibility 
for  the  practice  of  medicine,  it  seems  worthwhile  to  summarize 
his  points  for  you: 

There  is  a struggle  between  certain  groups  of  physicians.  Sur- 
geons oppose  surgeons  in  an  effort  to  obtain  recognition  for  a 
board  of  abdominal  surgery.  The  American  College  of  Surgeons 
and  the  American  Academy  of  General  Practice  disagree  over  the 
qualifications  of  those  who  are  allowed  to  perform  surgery.  Dif- 
ferences between  academicians  and  practicing  physicians  vary  in 
severity  from  place  to  place,  but  exist  in  some  measure  in  every 
locality  where  a medical  school  is  situated.  Dr.  Blasingame  be- 
lieves that  the  AMA  should  be  in  charge  of  the  establishment  of 
new  specialty  boards  and  the  formulation  of  ethical  standards. 
In  addition,  there  is  an  urgent  need  for  closer  alliance  of  the 
medical  profession  with  related  professional,  scientific,  and 
service  personnel.  Work  in  the  areas  of  scientific  programing 
and  educational  requirements  could  implement  this. 

Dr.  Blasingame  brings  up  the  problems  of  insurance  and  the  high 
cost  of  living.  He  says  that  medical  insurance  has  been  one  of 
the  main  reasons  that  socialized  medicine  has  been  avoided  so 
far  in  this  country,  and  that  there  is  a need  for  insurance  that 
will  provide  satisfactory  long-range  medical  care  in  a climate 
of  personal  freedom.  The  dramatic  rise  of  hospital  costs  in  the 
past  few  years  reveals  that  hospitals  are  feeling  the  pinch  of 
increased  costs.  Physicians  can  help  by  keeping  in  mind  the  cost 
of  everything  they  order,  and  by  the  prudent  use  of  hospital  fa- 
cilities and  services.  The  upgrading  of  services  available  in 
nursing  homes  would  relieve  some  of  the  burden  on  hospitals  and 
would  reduce  expenditures  by  the  patient  and  his  family. 

In  referring  to  political  action.  Dr.  Blasingame 
reminds  us:  "The  freedom  which  we  enjoy  is  still  in 
jeopardy,  and  we  must  exercise  eternal  vigilance 
and  be  willing  to  give  of  our  thoughts,  energies, 
and  means  to  defend  our  freedom  for  years  to  come." 

The  citation  of  these  issues  is  timely.  The  proce- 
dures by  which  such  ills  can  be  cured  are  open  to 
debate.  It  is  up  to  all  of  us  to  see  that  these 
problems  are  satisfactorily  solved. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


The  Value  of  Hyposensitization  Therapy 
For  Allergic  Disease  in  Children 


SOON  AFTER  entering  practice,  many  pediatri- 
cians learn  that  allergic  disease  in  children  is 
very  common.  In  fact,  they  find  that  after  infectious 
disease  and  perhaps  psychologic  problems,  allergic 
disorders  (either  major  or  minor  allergic  syndromes) 
appear  in  almost  half  of  their  patients.  About  40  per 
cent  of  children  have  minor  allergies  such  as  urticaria, 
contact  dermatitis,  canker  sores,  allergic  enteritis, 
allergic  cephalalgia,  or  minor  degrees  of  allergic  rhin- 
itis. About  10  per  cent  of  the  15  million  American 
children  are  said  to  be  suffering  from  bronchial 
asthma  or  pollenosis.  Appel,  Szanton,  and  Rapaport^ 
surveyed  3,906  children  in  the  New  Haven,  Conn., 
area  and  found  that  one  child  in  five  had  a major 
allergy  such  as  asthma,  pollenosis,  atopic  eczema,  or 
perennial  allergic  rhinitis.  Eighty  per  cent  of  these 
children  had  the  onset  of  their  allergic  symptoms  be- 
tween the  first  and  fourteenth  months  of  life.  Only 
one  in  three  of  these  children,  however,  was  receiving 
hyposensitization  treatment  for  his  allergic  condition. 
These  incidence  figures  are  borne  out  in  a survey 
made  during  1957-1958  by  the  U.  S.  Public  Health 
Service.  In  this  study  it  was  estimated  that  2.1  mil- 
lion American  children  under  15  years  of  age  had  hay 
fever  or  asthma.  During  that  year  36  million  re- 
stricted activity  days  were  reported  for  hay  fever 
or  asthma  by  children  kept  away  from  school  or 
play.  This  survey  was  based  on  a sampling  of  115,000 
children.  Such  figures  point  out  the  magnitude  of 
the  problem. 

A majority  of  the  children  coming  to  our  pediatric 
allergy  clinic  have  been  treated  previously  only  with 
symptomatic  medications  such  as  antibiotics,  anti- 
histamines, or  cough  mixtures.  This  treatment  often 
did  not  seem  to  influence  the  natural  history  of  their 
disease  or  lessen  the  need  for  more  symptomatic 
medication.  In  addition,  about  10  per  cent  of  the 
parents  of  these  children  stated  either  that  they 
never  knew  that  asthma  was  an  allergic  condition  or 
that  they  had  been  told  by  their  physician  that  noth- 
ing could  be  done  about  it. 
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Part  of  the  problem  stems  from  the  reluctance  on 
the  part  of  physicians  to  diagnose  the  problems  as 
allergic  ones.  Part  of  it  is  the  general  disrepute  in 
which  the  relatively  new  clinical  discipline  of  allergy 
is  held.  Many  physicians  and  patients  quote  instances 
of  individuals  who  have  taken  "allergy  injections” 
and  appeared  to  have  persisted  in  having  their  symp- 
toms. 

Ten  years  ago  a series  of  studies  was  started  in 
the  Strong  Memorial  Hospital  Pediatric  Allergy  Qin- 
ic  to  test  the  value  of  hyposensitization  therapy  in 
asthma  and  pollenosis  in  children.  One  of  the  most 
striking  clinical  faas  at  that  time  was  that  88  per 
cent  of  the  children  seen  had  had  pollen  hay  fever 
before  they  developed  asthma.  Consequently,  we 
decided  to  test  first  the  value  of  hyposensitization 
therapy^  in  pollenosis,  or  hay  fever.  Our  experimental 
design  follows. 

We  started  with  the  premise  that  hyposensitization 
therapy  for  ragweed  hay  fever  was  of  NO  value. 
The  object  of  the  study  was  to  determine  whether 
we  could  find  data  to  support  this  thesis  or  to  gain- 
say it.  Of  about  150  children  starred  on  the  program, 
adequate  follow-up  information  was  available  on  112. 
As  each  new  patient  was  referred  from  the  general 
pediatric  clinic,  his  allergy  history  was  reviewed, 
after  which  routine  scratch  and  intradermal  skin  tests 
with  pollens,  molds,  epidermoids,  and  foods  were 
performed.  Each  child  had  a history  suggesting  that 
he  had  classical  pollenosis  symptoms  during  the  rag- 
weed season.  The  mother  of  each  child  was  told  to 
which  allergens  her  child  reacted,  and  was  instructed 
in  the  avoidance  of  these  things  and  in  the  use  of 
such  symptomatic  medications  as  antihistamines, 
cough  mixtures,  nose  drops,  and  aminophyllin  sup- 
positories. She  was  asked  to  also  keep  a diary-like 
record  of  the  severity  of  symptoms,  the  amounts  of 
medication  required,  and  an  overall  subjective  evalu- 
ation of  how  well  her  child  did  during  each  ragweed 
season.  Only  children  with  pollenosis  during  the  rag- 
weed season  were  to  be  in  the  study,  since  it  is 
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Original  research  by  the  author  indicates 
that  hyposensitization  therapy,  although 
not  completely  successful,  is  a worth- 
while and  effective  measure  when  aller- 
gic disease  is  present. 


known  that  ragweed  pollen  in  our  area  is  responsible 
for  much  pollenosis  and  that  its  pollenating  season 
is  fairly  definite  from  about  Aug.  15  to  the  first 
frost.  Each  mother  also  was  asked  to  report  any 
episodes  of  coughing  and  to  bring  her  child  to  the 
clinic  or  hospital  emergency  room  if  she  suspected 
he  had  asthmatic  wheezing. 


First  Study 

The  first  study  began  in  1952.  It  was  decided  ar- 
bitrarily that  each  child  would  be  re-evaluated  dur- 
ing the  1956  ragweed  season. 

At  the  completion  of  each  child’s  allergic  study 
he  was  placed  in  one  of  two  treatment  groups  on 
the  basis  of  flipping  a coin.  One  group  was  the 
treated  group.  Treatment  in  this  group  was  begun 
with  a relatively  small  dose  of  ragweed  pollen,  aver- 
aging 0.10  ml.  of  a 1:500,000  dilution  (weight  by 
volume)  of  defatted  short  ragweed  pollen  in  buffered 
saline.  This  is  equivalent  to  2 Noon  pollen  units  of 
ragweed  extract.  This  dose  was  increased  gradually 
at  weekly  intervals  until  an  average  injection  dose  of 
0.50  ml.  of  1:200  weight  by  volume  (2,500  Noon 
pollen  units)  was  reached.  If  a child  showed  signs 
of  constitutional  reaction  or  had  a large  local  wheal, 
the  dose  was  reduced  arbitrarily  by  0.15  ml.  and  this 
dose  was  then  kept  constant  and  given  every  28  days. 
During  the  ragweed  season  the  same  dose  usually 
was  given  weekly.  The  second  group  received  weekly 
injections  of  a placebo  solution  consisting  of  a phos- 
phate-buffered saline  solution  labeled  "pollen  mix- 
ture-EF  1/20,000.”  A dosage  schedule  similar  to 
that  of  the  treated  group  was  set  up.  The  true 
identity  of  this  mixture  as  well  as  that  given  to  the 
treated  group  was  not  known  to  the  physicians  in 
the  clinic  giving  the  injections  or  to  another  group 
of  physicians  evaluating  how  well  the  children  fared 
when  the  final  data  was  collected  in  1956.  At  no 
time  during  the  study  could  either  of  these  groups 
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identify  from  anything  in  a child’s  record  which 
child  was  getting  a placebo  injection. 

As  it  turned  out,  1956  was  a mild  pollen  year 
( Table  1 ) . Nevertheless,  it  was  felt  that  if  this  fact 
tended  to  minimize  symptoms  in  the  treated  group, 
it  also  meant  that  any  increase  in  symptoms  in  the 
control  group  would  be  all  the  more  significant. 


Table  1. — Relative  Air  Ragweed  Counts  in  Rochester, 
N.  Y.,  in  1955  and  1956. 


Number  of  Days  During  Ragweed  Pollenation 

Season  When  Pollen  Count  Exceeded: 

100  granules 

200  granules 

300  granules 

per  cu.  yd. 

per  cu.  yd. 

per  cu.  yd. 

Year 

of  air 

of  air 

of  air 

1955 

27 

14 

12 

1956 

12 

1 

0 

Table  2 summarizes  the  subjective  evaluation  by 
the  patients’  mothers  of  the  relative  severity  of  the 
hay  fever  symptoms  during  pollen  seasons  both  be- 
fore and  after  treatment.  These  data  were  not  sub- 
jected to  statistical  analysis  because  of  their  sub- 
jective nature.  However,  one  got  the  impression  that 
more  of  the  treated  group  seemed  improved;  only 
one-seventh  as  many  of  the  treated  group  were 
thought  to  be  worse  than  before  the  study  began. 

Table  3 summarizes  the  influence  of  hyposensiti- 
zation on  the  amelioration  or  prevention  of  pollen 
asthma.  Whereas  50  per  cent  of  the  children  in  the 
control  group  developed  asthma  during  the  ragweed 
pollen  season  of  1956,  not  a single  child  in  the 
treated  group  developed  asthma  that  year.  Of  chil- 
dren in  both  groups  who  had  had  pollen  asthma  as 


Table  2. — Subjective  Evaluation  by  Parents  of  the 
Relative  Severity  of  Hay  Fever  Symptoms  Compared 
with  Pretreatment  Pollen  Season. 


Total 

Number  of  patients 

who  were 

number 

said  after  treatment  to  be: 

Group 

in  group 

Same  Worse 

Better 

Treated 

55 

30  2 

23 

Controls 

57 

29  14 

14 
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well  as  hay  fever  before  the  study  began,  65  per  cent 
of  patients  in  the  treated  group  had  no  asthma  in 
1956;  14  per  cent  of  patients  in  the  control  group 
had  no  asthma  in  1956.  Statistical  analysis  of  these 
data  suggests  that  the  chance  of  these  results  being 
coincidental  is  less  than  1 in  1,000.  The  data  offers 
strong  arguments  in  favor  of  hyposensitization  ther- 
apy regardless  of  the  degree  of  improvement  in  the 
hay  fever  symptoms  after  such  treatment.  Of  children 
who  had  pollen  asthma  as  well  as  pollenosis  at  the 
beginning  of  the  study,  the  percentage  of  those  who 
had  no  asthma  after  treatment  was  4.6  times  greater 
in  those  receiving  hyposensitization  therapy  than  in 
the  control  group. 

It  is  possible  that  the  children  in  the  treated  group 
would  have  fared  even  better  if  we  had  included 
other  pollens  and  mold  extracts  such  as  alternaria  and 
hormodendrum  in  the  injection  materials.  Also,  it 


Table  3. — The  Influence  of  Type  of  Treatment  on  the 

Prevention  or  Amelioration  of  Pollen  Asthma. 

Children  with  pollen 

Children  with  pollenosis 

asthma  before 

without  asthma 

treatment 

before  treatment 

% who  had 

% developed  pollen 

no  asthma 

asthma  in  spite 

Group 

after  treatment 

of  treatment 

Treated 

65 

0 

Controls 

14 

50 

should  be  remembered  that  the  treatment  of  pol- 
lenosis may  require  different  dosage  schedules. 
Levin*  has  pointed  out  that  higher  doses  of  pollen 
in  treating  hay  fever  are  required  in  the  Midwest 
than  are  required  on  the  East  Coast  of  this  country. 

In  any  evaluation  of  this  study  one  also  might 
ponder  the  psychologic  effect  of  the  injection  itself, 
since  14  per  cent  of  the  control  group  patients  lost 
their  asthma.  The  mothers  of  these  children  were  sure 
that  such  improvement  was  the  result  of  injections! 

The  biggest  problem  in  evaluating  the  data  was 
the  subjective  bias  on  the  part  of  some  mothers. 
They  appeared  to  color  information  about  their 
child’s  progress  either  to  make  things  appear  better 
than  they  were  (in  order  to  please  the  clinic  doctor) 
or  to  give  the  impression  that  their  child  was  doing 
worse  than  he  actually  was  (in  order  to  give  vent 
to  disapproval  of  the  doctor  or  of  the  whole  clinic 
routine  in  general).  However,  it  is  assumed  that 
both  these  factors  will  operate  approximately  equally 
in  both  the  treated  and  control  groups  if  one  has 
selected  patients  at  random  without  bias  for  each 
group.  It  also  should  be  noted  that  the  relatively 
high  incidence  of  pollen  asthma  at  the  beginning  of 
the  study  in  both  groups  exceeds  that  likely  to  be 
found  in  the  general  pediatric  population. 


Second  Study 

Our  second  project^  in  the  study  of  the  value  of 
hyposensitization  therapy  began  in  1955.  The  pur- 
pose of  this  study  was  to  evaluate  the  efficacy  of 
bacterial  vaccines  as  adjuvants  in  the  therapy  of 
allergic  children  who  have  episodes  of  wheezing  with 
respiratory  infections  at  periods  other  than  during 
pollen  seasons. 

Many  children  who  have  asthmatic  attacks  with 
infections  of  the  upper  or  lower  respiratory  tract 
seem  to  display  an  increase  in  allergic  symptoms, 
such  as  wheezing  and  coughing,  roughly  proportional 
to  the  amount  and  severity -of  the  infections.  Parents 
of  children  brought  to  the  Strong  Memorial  Hospital 
Pediatric  Allergy  Clinic  often  state  that  they  are  sure 
the  child  is  allergic  to  infections.  "The  only  time  he 
wheezes  is  when  he  gets  a cold  with  an  infection.” 
The  use  of  bacterial  vaccines  in  the  treatment  of 
children  subject  to  recurrent  episodes  of  wheezing 
and  coughing  with  respiratory  infections  has  long 
been  recommended  by  allergists,  although  their  opin- 
ions as  to  its  value  vary.  Many  pediatricians  treat 
these  children  by  giving  injections  of  a mixed  respir- 
atory bacterial  vaccine  or  a mixture  of  it  with  ex- 
tract of  house  dust  on  the  theory  that  these  children 
are  allergic  to  their  own  bacteria.  Part  of  the  dis- 
agreement of  the  value  of  this  therapy  concerns  the 
basic  role  of  infection  in  the  pathogenesis  of  an 
asthmatic  attack.  Important  questions  in  this  debate 
are:  Does  coexistence  of  allergy  and  infection  neces- 
sarily mean  bacterial  sensitization?  Does  bacterial 
sensitization  have  any  direct  correlation  with  clinical 
symptoms? 

The  plan  of  this  study  was  essentially  the  same  as 
that  of  the  preceding  study  with  one  exception.  Ap- 
proximately 40  per  cent  of  the  patients  were  clinic 
patients  and  60  per  cent  were  from  the  author’s 
private  practice.  As  a result,  there  existed  the  pos- 
sibility of  prejudice,  since  at  all  times  the  author 
knew  (in  the  case  of  private  patients)  whether  a 
particular  child  was  in  the  treated  or  control  group. 
There  is  no  reason,  however,  why  valuable  experi- 
mental data  cannot  come  from  research  done  in  a 
private  practice.  Notwithstanding  this  fact,  before 
the  study  began  the  details  of  it  were  discussed  with 
our  statistician.  The  criteria  for  admission  to  the 
study  were  the  same  for  both  the  treated  and  control 
groups: 

1.  A history  of  at  least  three  episodes  of  wheezing 
and  coughing  associated  with  infections  or  colds  in 
a 12  month  period. 

2.  A positive  family  history  of  major  allergies,  or 
a history  of  other  major  allergic  conditions  in  the 
patient. 

Each  child  was  first  seen  by  another  pediatrician 
for  a history,  physical  examination,  and  certain  rou- 
tine laboratory  procedures.  An  allergy  history  was 
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obtained,  after  which  routine  scratch  and  intradermal 
skin  tests  were  performed  for  common  foods,  pollens, 
epidermoids,  molds,  bacterial  vaccines,  and  miscel- 
laneous inhalant  allergens. 

The  bacterial  vaccines  used  in  testing  were; 

1.  Squibb’s  staphylococcus  ambotoxoid,  a dual  anti- 
gen incorporating  the  detoxified  exotoxin  of  staphy- 
lococcus and  the  endotoxin  principles  of  the  organ- 
isms themselves.  Each  milliliter  contains  the  toxoid 
derived  from  1,000  necrotizing  doses  of  toxin  to- 
gether with  two  billion  lysed  staphylococci. 

2.  Stock  vaccine,  consisting  of  a mixture  of  equal 
parts  of  pooled  autogenous  vaccines  prepared  from 
organisms  grown  from  nose,  throat,  and  sinus  cul- 
tures of  children  with  repeated  respiratory  infections. 
This  mixed  vaccine  was  combined  with  equal  parts 
of  Hollister-Stier’s  mixed  respiratory  vaccine,  con- 
taining two  billion  organisms  per  milliliter. 

3.  Individual  autogenous  vaccines  prepared  with 
organisms  isolated  from  the  nose,  throat,  and  bron- 
chial secretions  of  14  children  in  this  study. 

After  skin  tests  were  made  on  a child,  his  mother 
was  given  instructions  on  the  avoidance  of  the  aller- 
gens to  which  he  had  reacted.  She  also  was  instructed 
in  the  use  of  symptomatic  medication.  The  mothers 
were  urged  to  report  any  febrile  illness.  They  also 
were  asked  to  keep  a diary-like  record  of  the  number 
of  episodes  of  asthma  per  year,  the  total  number  of 
days  of  wheezing  per  year,  and  the  number  of  days 
of  school  missed  because  of  wheezing  episodes.  Data 
about  symptoms  during  grass  and  weed  pollen  sea- 
sons were  excluded. 

By  flipping  a coin,  each  child,  both  in  private 
practice  and  in  the  clinic,  was  assigned  to  one  of  two 
treatment  groups.  Each  member  of  the  control  group 
received  hyposensitization  injections  of  extracts  of 
all  the  inhalant  allergens  to  which  he  reacted  on 
skin  testing.  However,  none  in  this  group  received 
bacterial  vaccines,  whether  or  not  they  had  reacted 
to  them  on  skin  testing.  Children  in  the  other  group, 
known  as  the  vaccine-treated  group,  were  given  bac- 
terial vaccines  along  with  injections  of  extracts  of 


the  other  inhalant  allergens  to  which  they  had  re- 
acted on  skin  testing.  Every  child  in  the  vaccine- 
treated  group  received  stock  vaccine  as  defined  above. 
In  addition,  16  of  them  received  staphylococcus  am- 
botoxoid. Fourteen  in  this  group  received  stock  vac- 
cine, staphylococcus  ambotoxoid,  plus  an  autogenous 
vaccine  prepared  from  cultures  of  their  noses,  throats, 
or  sinuses,  taken  when  the  child  was  having  a febrile 
bacterial  infection  associated  with  wheezing.  AH  chil- 
dren in  the  study  who  were  clinic  patients  were 
evaluated  by  a pediatric  allergist  other  than  the  au- 
thor. He  did  not  know  to  which  group  a child  be- 
longed. The  remainder  were  re-evaluated  by  the  au- 
thor. All  were  re-evaluated  three  years  after  the 
study  began.  Of  160  children  started  in  the  study, 
adequate  follow-up  was  obtained  on  118.  A compari- 
son of  the  frequency  distribution  of  numbers  of 
asthmatic  episodes,  days  of  wheezing,  and  school  days 
lost  per  year  before  the  study  for  both  groups  showed 
that  the  two  groups  were  quite  comparable. 

Results, — Review  of  the  data  showed  that  80  per 
cent  of  the  vaccine-treated  group  had  fewer  asthmatic 
episodes  in  the  last  year  of  the  study  than  in  the  year 
preceding  the  study.  For  the  control  group  the  figure 
was  91  per  cent.  Positive  skin  tests  to  staphylococcus 
ambotoxoid,  both  of  the  immediate  erythema  and 
wheal  and  delayed  type  were  found  in  77  per  cent  of 
the  vaccine-treated  group  and  in  72  per  cent  of  the 
control  group.  Similarly,  there  was  no  difference  in 
the  two  groups  in  their  skin  test  reactions  to  stock 
vaccine  or  HoUister-Stier  mixed  respiratory  vaccine. 
Table  4 breaks  down  the  relative  degree  of  improve- 
ment in  each  group.  It  also  compares  the  importance 
of  fever  with  asthmatic  attacks  before  the  study  and 
the  relative  degree  of  improvement  in  the  two 
groups.  The  overall  differences  between  the  two 
groups  were  not  significant.  Also,  no  correlation  be- 
tween adherence  to  dust-proofing  advice  and  degree 
of  improvement  at  the  end  of  the  study  could  be  sub- 
stantiated statistically.  There  occurred  a remarkable 
similarity  of  age  distribution  in  the  random  selection 
of  patients  in  the  two  groups.  Overall,  there  was  no 


Table  4. — Relationship  Between  Degree  of  Improvement  in  Asthma  at  Bnd  of  Study  and  Presence  of  Fever  During 

Episodes,  and  Adherence  to  Advice  on  Dust-Proofing. 

— 

Percentage  of  children  with  indicated  degree 

Degree  of  improvement  <per  cent  Humber  of  improvement  who  have: 

reduction  in  numbet  of  asthmatic  in  Fever  with  Followed  dust- 

episodes  per  year)  group  episodes*  proofing  advicef 


Vaccine  Vaccine  Vaccine 

Group  Controls  Group  Controls  Group  Controls 


Excellent  {100%  reduction) 

25 

31 

76 

53 

88 

68 

Good  (50-100%  reduction) 

20 

20 

56 

60 

80 

70 

Poor  (0-30%  reduction) 

15 

7: 

66 

57 

73 

100 

Totals 

60 

58 

72 

57 

82  : 

72 

•Children  in  whom  every  episode  of  asthma  was  associated  with  fever  before  the  study  began. 

•fChildren  whose  mothers  reported  that  they  had  followed  advice  on  dust-proofing  designed  to  reduce  exposure 
to  airborne  household  inhalable  allergens. 


Vo/ome  58,  NOVEMBER,  1962 


889 


HYPOSENSITIZATION  THERAPY  — Johnstone  — continued 

statistically  significant  difference  between  the  two 
groups  at  the  various  age  groups  studied. 

Nelson’s®  text  on  pediatrics  states  that  the  fre- 
quency with  which  respiratory  infection  precedes  the 
asthmatic  attack  has  led  many  workers  to  consider 
bacterial  sensitization  the  most  important  cause  of 
asthma  in  children.  The  author  goes  on  to  state,  how- 
ever, that  there  is  little  evidence  to  support  this. 
Experience  gained  in  this  smdy  would  tend  to  sup- 
port what  Feingold®  pointed  out  years  ago:  "When 
his  allergy  is  controlled,  a child  may  then  have  an 
upper  respiratory  infection  which  is  not  accompanied 
by  symptoms  of  allergy.  The  co-existence  of  allergy 
and  infection  does  not  necessarily  mean  bacterial 
sensitization.”  It  would  appear  that  in  untreated 
asthmatic  children  receiving  no  hyposensitization 
therapy,  bacterial  infection  appears  to  be  a common 
triggering  mechanism  in  our  part  of  the  country  in 
the  winter.  However,  when  these  children  receive 
hyposensitization  injections  of  extracts  of  the  com- 
mon inhalable  allergens  to  which  they  react  on  skin 
testing,  wi(h  or  without  bacterial  vaccines,  infection 
then  seems  to  play  a relatively  minor  role. 

The  parents  of  both  groups  reported  a striking 
reduction  in  amounts  of  antibiotics  needed  in  the 
last  year  of  the  smdy.  This  may  have  been  partly 
because  the  parents  were  educated  to  more  conserva- 
tive use  of  antibiotics  and  more  liberal  and  prompt 
use  of  other  symptomatic  medications.  It  appeared 
that  far  more  important  than  the  use  of  vaccines  of 
any  type  was  the  overall  careful  attention  to  details 
of  general  pediatric  and  allergic  management  of  the 
child.  With  the  criteria  for  comparison  used  in  this 
study,  the  results  obtained  provide  no  evidence  for 
any  difference  in  the  response  to  the  two  types  of 
treatment. 

The  most  serious  difficulty  in  interpreting  the 
results  of  this  study  unambiguously  arises  because  the 
investigator  would  not  avoid  knowing  to  which 
group  each  child  belonged.  This  state  of  affairs  ad- 
mittedly presents  the  oppormnity  for  subjective  per- 
sonal bias  to  intmde.  This  difficulty  is  lessened  by 


the  fact  that  all  of  the  first  observations  were  made 
before  the  child  was  assigned  to  one  of  the  treatment 
groups.  In  no  case  did  the  individual  furnishing 
the  information  know  to  which  group  the  child  was 
assigned.  In  the  final  analysis,  however,  the  validity 
of  the  results  rests  on  the  assumption  that  the  in- 
vestigator’s attempt  to  elicit  and  record  the  necessary 
information  in  an  unprejudiced  way  was  successful. 

Third  Study 

The  third  smdy®  in  this  series  was  completed  in 
1959.  It  was  intended  to  smdy  the  value  of  hypo- 
sensitization therapy  for  perennial  bronchial  asthma 
in  children.  The  design  of  the  smdy  was  similar  to 
the  first  one.  TTie  experimental  group  consisted  of 
every  child  with  perennial  bronchial  asthma  referred 
to  the  Pediatric  Allergy  Clinic  of  the  Strong  Me- 
morial Hospital  over  an  18  month  period.  There  were 
200  such  children,  and  adequate  follow-up  on  173 
was  available  at  the  end  of  the  study.  'These  children 
were  all  first  seen  in  the  general  pediatric  clinic  for 
routine  history,  physical  examination,  and  laboratory 
procedures.  Each  child  then  was  referred  to  the 
Pediatric  Allergy  Clinic  where  routine  skin  testing 
to  foods  and  inhalant  allergens  was  done.  Each  moth- 
er was  told  the  results  of  the  testing  and  instmcted 
in  avoidance  of  offending  allergens  and  in  the  use 
of  symptomatic  medications. 

There  were  four  experimental  groups.  The  control 
group  received  injections  of  buffered  saline. 

The  second  group,  known  as  the  1/10  million 
group,  received  a 1:10,000,000,  weight  by  volume, 
dilution  of  extracts  of  all  the  inhalable  allergens  to 
which  a child  reacted  on  skin  testing.  Treatment 
began  with  0.10  ml.  of  this  concentration  once  week- 
ly until  a maximum  dose  was  given  every  28  days 
for  four  years. 

The  third  group  was  called  the  1/5,000  group. 
This  group  began  injections  with  0.10  ml.  of  a 
1:500,000  dilution  of  antigens.  'This  dose  gradually 
was  increased  until  an  arbitrary  top  dose  of  0.50  ml. 


Table  5. — Incidence  of  New  Allergies  and  Wheezing  with  Exertion  or  with  Upper  Respiratory  Illness  at  the  End 

of  the  Study. 


Treatment  group 

Number 

in 

group 

•WT  1 r -1  1 

Wheezing 
on  exertion 

Number  or  Cnildren 
Wheezing  with 
upper  respiratory 
illness 

Developing  new 
allergies  during 
study 

Control  group 

42 

27 

31 

11* 

1/10  million  group 

49 

22 

27 

lit 

1/5,000  group 

39 

12 

4 

0 

Highest  tolerated  dose  group 

43 

4 

4 

0 

*Five  developed  pollenosis,  five  perennial  allergic  rhinitis,  and  one  developed  both  pollenosis  and  perennial  al- 
lergic rhinitis. 

fThree  developed  pollenosis,  four  perennial  allergic  rhinitis,  and  four  developed  both  pollenosis  and  perennial 
allergic  rhinitis. 
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of  a 1:5,000  dilution  of  antigens  was  reached.  This 
dose  was  then  given  every  28  days  for  four  years. 

The  fourth  group,  known  as  the  highest  tolerated 
dose  group,  began  treatment  with  0.10  ml.  of  a 
1:500,000  dilution  of  antigens  to  which  the  child 
reaaed  on  skin  testing.  The  dose  schedule  was  the 
same  as  that  in  the  1/5,000  group  except  that  the 
concentration  of  antigens  was  increased  up  to  a 
maximum  of  1:250,  weight  by  volume.  This  top 
dose  was  then  given  every  28  days. 

The  injections  were  given  by  the  house  staff  who, 
during  the  first  three  years  of  the  study,  did  not 
know  to  which  group  any  child  belonged.  Each  moth- 
er was  asked  to  keep  a diary-like  record  of  asthmatic 
episodes,  number  of  days  of  wheezing,  school  days 
missed  because  of  asthma,  and  the  occurrence  of  new 
allergic  syndromes  during  the  course  of  the  study. 
At  the  end  of  the  study  each  mother  was  interviewed 
by  a clinical  clerk  who  did  not  know  to  which  group 
a child  belonged.  The  data  on  symptoms  was  recorded 
during  the  non-poUen  season  of  the  fourth  year  of 
treatment.  The  age  distribution  of  children  in  the 
four  groups  was  not  significantly  different,  and  at- 
tested to  the  fact  that  the  selection  of  patients  in  each 
group  was  quite  random. 

The  results  of  the  study  are  shown  in  Tables  5 
and  6.  Table  5 gives  the  incidence  of  new  allergies 
and  wheezing  with  exertion  or  with  upper  respiratory 
febrile  illnesses  at  the  end  of  the  smdy.  Whereas  ap- 
proximately a fourth  of  the  children  in  the  control 
and  1/10  million  groups  developed  new  allergic  syn- 
dromes during  the  study,  none  in  the  other  two 
groups  did  so.  Approximately  one-half  of  the  children 
in  the  control  and  1/10  million  groups  reported  hav- 
ing wheezing  on  exertion  or  with  respiratory  infec- 


tions. Only  one  in  ten  of  the  highest  tolerated  dose 
group  did  so. 

Table  5 summarizes  the  information  on  the  num- 
ber of  days  wheezing  per  year  during  the  last  year 
of  the  study  relative  to  the  severity  of  the  asthma  and 
the  number  of  days  wheezing  before  the  study.  These 
data  suggest  that  the  degree  of  improvement  steadily 
increases  with  increasing  dosage  of  the  antigen.  A 
modified  chi-square  test  suggested  by  Bartholomew^ 
is  appropriate  for  the  statistical  analysis  of  these  data. 
Using  this  test,  it  was  found  that  the  probability  of 
obtaining  results,  as  inconsistent  with  the  hypoth- 
esis of  no  effect,  and  at  the  same  time  as  consistent 
with  the  hypothesis  that  favorable  response  rate  in- 
creases with  increasing  dose  of  antigen,  by  chance,  is 
less  than  0.01.  It  seems  fair  to  conclude  that  the 
apparent  pattern  is  not  a sampling  accident.  Im- 
provement measured  in  the  present  fashion  does  not 
appear  to  depend  strongly  upon  initial  severity  of 
asthma.  The  conclusion  that  the  treatment  schedule 
described  as  highest  tolerated  dose  is  effeaive  and 
substantially  better  than  either  the  control  or  the 
1/10  million  group  schedule  in  the  treatment  of 
perennial  bronchial  asthma  seems  warranted.  A simi- 
lar statement  can  be  made  about  the  1/5,000  sched- 
ule of  treatment. 

Some  children  in  the  control  and  1/10  million 
groups  appeared  to  lose  their  asthma.  It  is  possible 
that  the  power  of  suggestion  played  a role  in  the 
improvement  in  some  of  these  children.  Kamin,  et 
al.,^  in  their  double-blind  evaluation  of  Anergex  (an 
allergenic  extract  of  Toxicodendron  quercifolia ) com- 
mented on  the  apparent  healing  powers  inherent  in 
the  positive  attitude  of  the  doctor  treating  allergy, 
above  and  beyond  the  mode  of  treatment  being  used. 


Table  6. — Summary  of  Number  of  Days  Wheezing  During  the  Last  Year  of  the  Study  Relative  to  the  Severity  of 
Asthma  and  Number  of  Days  Wheezing  Per  Year  Before  the  Study. 


Group 

Severity  of 
asthma  be- 
fore study* 

Number 
in  group 

Per  cent  with  at 
least  as  many  days 
wheezing  during 
last  year  of  study 
as  year  preceding 
study 

Per  cent  having 
less  than  half  as 
many  days  wheezing 
during  last  year  of 
study  as  in  year 
preceding  study 

Per  cent  having  no 
days  wheezing 
during  last  year 
of  smdy 

Control  group 

Severe 

6 

84 

16 

0 

Moderate 

23 

48 

35 

9 

Mild 

13 

38 

46 

38 

1/10  million  group 

Severe 

6 

50 

32 

32 

Moderate 

21 

48 

24 

14 

Mild 

22 

59 

41 

36 

1/5,000  group 

Severe 

5 

0 

100 

100 

Moderate 

25 

16 

84 

48 

Mild 

9 

22 

78 

55 

Highest  tolerated 

Severe 

4 

0 

100 

100 

dose  group 

Moderate 

27 

0 

93 

76 

Mild 

12 

0 

92 

84 

*The  children  in  each  group  were  classified  on  the  basis  of  the  number  of  days  wheezing  during  the  year  pre- 
ceding the  study  as  follows: 

Severe — ^More  than  70  days.  Moderate — 11-70  days.  Mild — 10  days  or  less  per  year. 
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Mortality  Statistics  for  First  Half  of  1962 

Mortality  among  America’s  wage-earners  and  their  families  was  slightly 
higher  in  the  first  half  of  1962  than  in  the  corresponding  periods  of  1961  and 
i960,  it  is  reported  by  statisticians  of  Metropolitan  Life  Insurance  Company. 

This  conclusion  is  based  on  the  experience  of  Metropolitan’s  millions  of 
industrial  policyholders,  who  compose  a broad  section  of  the  working  population 
of  the  United  States  and  Canada. 

During  the  first  half  of  this  year,  the  mortality  rate  for  aU  ages  combined 
was  7.3  per  1,000,  compared  with  7.2  for  each  of  the  preceding  two  years. 

Mortality  from  pneumonia  and  influenza  increased  about  10  per  cent  over 
that  for  the  first  half  of  last  year,  but  was  about  20  per  cent  below  the  rate  of  28.3 
per  100,000  recorded  in  the  first  half  of  I960. 

Little  change  occurred  since  last  year  in  the  death  rate  from  the  cardio- 
vascular-renal diseases,  which  account  for  more  than  half  of  the  total  deaths.  There 
was  an  increase  of  about  1 per  cent  in  the  mortality  from  cancer,  while  the 
death  rate  from  respiratory  cancer  rose  4 per  cent.  Respiratory  cancer  now  ac- 
counts for  about  one-sixth  of  all  deaths  attributed  to  cancer. 

Poliomyelitis  accounted  for  only  four  deaths  among  Metropolitan’s  industrial 
policyholders.  During  the  period,  only  202  cases  of  the  disease  were  reported  in 
the  general  population  of  the  United  States,  or  15  per  cent  fewer  than  a year  ago. 

Progress  continues  to  be  made  in  the  control  of  tuberculosis.  The  death 
rate  from  the  disease  established  a new  low  of  5.2  per  100,000;  it  was  5.6  in  the 
corresponding  period  of  1961  and  6.2  two  years  ago. 

Accidental  deaths  increased  slightly  to  32.6  per  100,000,  but  there  was  a 
slight  decrease  in  mortality  from  motor  vehicle  accidents. 
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Relationship  of  Phenolic  Acid  Excretion 
To  Tumors  of  Neural  Crest  Origin 

Norman  H.  Jacob,  Jr.,  M.D. 


UNTIL  RECENTLY,  reports  concerning  neuro- 
blastoma have  concerned  the  morphology,  clin- 
ical course,  and  mode  of  treatment  of  this  tumor. 
Spontaneous  cures  have  occurred  and  some  patients 
have  survived  for  periods  longer  than  would  be  indi- 
cated by  the  extent  and  histologic  appearance  of  the 
lesion.  During  the  past  decade,  aggressive  attack  by 
the  combined  use  of  surgery,  roentgen  ray,  and  chem- 
otherapy has  shown  improvement  in  end  results.® 
Not  until  recently  has  it  been  suspected  that  this 
tumor  was  capable  of  humoral  activity.  Such  a case 
was  reported  by  Mason  et  al.,®  wherein  a large,  intra- 
thoracic,  malignant  neuroblastoma  was  associated 
with  paroxysmal  hypertension.  Hypertension  was  re- 
lieved following  removal  of  the  tumor.  Green,  et  al.,® 
reported  three  cases  which  lend  supportive  evidence 
of  secretory  activity  of  these  tumors.  In  each  case, 
the  presenting  symptoms  were  chronic  diarrhea,  ab- 
dominal distention,  and  muscle  wasting.  There  was 
symptomatic  amelioration  following  removal  of  a 
ganglioneuroblastoma  and/or  ganglioneuroma.  Two 
of  these  patients  had  elevated  blood  pressure.  Wil- 
kins,^® Greenberg  and  Gardner,'^  and  Stickler,  Hallen- 
beck  and  Flock^^  have  added  additional  cases,  all 
lending  clinical  evidence  of  the  presence  of  humoral 
activity  and  stimulating  interest  in  the  metabolic 
properties  of  these  tumors.  Prior  to  these  reports, 
Armstrong  and  McMillan®  demonstrated  that  3- 
methoxy-4-hydroxymandelic  acid  (VMA)  was  a 
major  metabolite  of  norepinephrine.  Axelrod®  showed 
that  enzymatic  o-methylation  occurs  in  the  liver  of 
the  rat  through  the  activity  of  catechol-o-methyltrans- 
ferase.  Sjersdma^®  demonstrated  the  existence  of  3- 
methoxy  analogue  in  a large  pheochromocytoma  of 
man.  The  existence  of  a metabolic  pathway  capable 
of  explaining  the  excretion  of  VMA  in  the  urine  of 
man  seemed  likely.  Voorhess  and  Gardner,^^  utilizing 
this  information,  suggested  that  there  might  be  an 
increase  of  VMA  in  the  urine  of  patients  suffering 
from  neuroblastoma;  they  reported  six  such  cases. 

This  projea  is  supported  in  part  by  a grant  from  U.S. 
Department  of  Health,  Education,  and  Welfare.  (CS-9818) 


Since  that  time.  Bell  and  Stewart^  have  added  three 
additional  cases  and  von  Studnitz^®  called  attention  to 
25.  In  all  but  one  of  von  Studnitz’s  cases,  there  was 
an  elevation  of  VMA  in  the  urine,  and  in  all  but 
eight,  there  was  an  increased  excretion  of  homo- 
vanilic  acid,  a metabolite  of  dopa. 

This  paper  directs  attention  to  the  potential  clin- 
ical value  of  measuring  the  content  of  VMA  in  the 
urine  in  patients  who  have  neural  crest  tumors.  Four 
additional  cases  are  reported. 


Materials  and  Methods 

Four  cases  of  neuroblastoma  were  seen  by  the 
author  during  a nine-month  period.  These  cases 
are  reported  herein.  After  random  samples  showed 
elevation  of  VMA  in  the  patients’  urine,  24  hour 
collections  of  urine  were  made.  VMA  content  was 
estimated  using  the  method  of  Armstrong.^ 

Case  1. — F.J.,  a 24  year  old  white  woman,  was  hos- 
pitalized March  24,  1961.  She  had  pain  in  the  back  and 
paralysis  of  both  legs.  The  back  pain  occurred  suddenly 
four  months  prior  to  admission,  and  became  progressively 
worse.  Bladder  function  became  impaired,  and  paralysis  of 
the  legs  ensued.  There  was  tenderness  in  the  lumbar  spine 
area,  bilateral  weakness  of  the  ankles,  bilateral  absence  of 
the  deep  tendon  reflexes,  and  complete  paralysis  of  the 
legs.  The  complete  blood  count  was  normal  as  were  the 
urinalysis  and  serologic  study.  Roentgenograms  of  the 
pelvis,  sacrum,  and  chest  were  normal,  but  there  was  de- 
struction and  marked  compression  of  L2  with  obliteration  of 
the  shadow  of  the  left  psoas  muscle.  A laminectomy  dis- 
closed the  presence  of  a reddish-gray  tumor  involving  Li, 
L2,  para-spinal  muscles,  and  adjacent  structures.  The  re- 
moved tissue  weighed  13  Gm.,  and  consisted  of  soft,  gray- 
pink  and  reddish-brown  material.  Histologic  study  revealed 


Estimation  of  elevations  of  VMA  and  HVA  in 
the  urine  appears  to  be  a useful  diagnostic  tool 
in  dealing  with  tumors  of  neural  crest  origin. 
Further  morphologic  and  clinical  correlation 
will  test  the  value  of  this  tool. 
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a pattern  of  closely  packed,  small,  round  cells  with  hyper- 
chromatic  nuclei  and  poorly  defined  cytoplasm.  Other  areas 
showed  more  differentiation  with  cells  having  larger,  more 
vesicular  nuclei,  a prominent  nucleolus,  and  larger  quanti- 
ties of  eosinophilic  hyalin  cytoplasm.  Both  skeletal  muscle 
and  bone  were  involved,  and  in  areas  of  muscle  and  bone 
invasion,  there  were  spindle  cells  separated  by  fine  neuro- 
fibrillary stroma.  Fat,  PTAH,  trichrome,  and  reticulin  stains 
were  nondiagnostic.  The  diagnosis  was  neuroblastoma. 

Blood  pressure  was  normal  during  the  entire  hospital 
course.  Urinary  VMA  excretion,  immediately  following  sur- 
gery, was  38,250  meg.  per  24  hours.  Two  weeks  later,  the 
patient  was  given  an  x-ray  treatment  of  approximately 
2,500  rads.  This  was  well  tolerated  and  relieved  her  of 
pain.  VMA  excretion  following  irradiation  dropped  to 
1,870  meg.  per  24  hours.  Excretory  urography,  performed 
14  days  after  surgery,  gave  negative  results.  Osteolytic 
lesions  were  noted  in  the  head  of  the  left  femur.  After  28 
days,  there  was  some  return  of  muscle  function  in  the  legs, 
and  the  VMA  output  was  1,078  meg.  per  24  hours.  Short- 
ly thereafter,  pain  began  to  recur  in  the  lumbar  area,  and 
on  the  37th  postoperative  day,  roentgenograms  disclosed  a 
pleural  effusion  on  the  right,  with  additional  osteolytic 
lesions  in  the  bony  pelvis.  The  VMA  output  increased  to 
14,784  meg.  per  24  hours.  Three  liters  of  bloody  fluid 
were  withdrawn  from  the  right  pleural  space.  Tumor  cells 
were  seen  and  typical  neuroblasts  grew  on  tissue  culture. 
Urinary  VMA  excretion  increased  to  18,480  meg.  per  24 
hours,  but  no  VMA  could  be  detected  in  the  pleural  fluid. 
The  patient  died  on  the  44th  day  after  surgery.  No  autop- 
sy was  obtained. 

Case  2. — J.R.,  a 20  pound,  1 1 month  old  Latin-Ameri- 
can  boy  was  hospitalized  March  6,  1961,  because  of  a large 
abdominal  mass.  He  had  lost  three  pounds  in  one  week, 
and  his  mother  said  that  he  had  difficulty  sleeping  in  both 
prone  and  supine  positions.  The  child  had  moist  rales  in 
both  lung  fields,  dullness  to  percussion  in  the  right  lung 
base,  diminished  breath  sounds,  and  a firm,  palpable  mass 
in  the  right  upper  quadrant.  Serologic  study  showed  hemo- 
globin, 6.7  Gm.;  hematocrit,  25;  white  blood  count,  12,500 
per  high  power  field,  with  63  polymorphonuclear  leuko- 
cytes and  37  lymphocytes;  and  6 nucleated  red  cells  per 
100  white  cells  counted.  Urine  tests  gave  negative  results. 
Chest  roentgenograms  disclosed  a right  pleural  effusion 
with  a mediastinal  shift  to  the  left.  The  left  lung  was  well 
aerated.  Roentgenograms  of  the  abdomen  revealed  a ho- 
mogeneous density  occupying  the  right  half  of  the  abdomen, 
and  excretory  urography  showed  a downward  and  anterior 
displacement  of  the  right  kidney.  Long  bone  surveys  showed 
osteoblastic  and  osteolytic  lesions.  Following  thoracentesis, 
patchy  densities  could  be  visualized  in  the  right  lung,  and 
the  upper  mediastinum  was  definitely  widened.  Two  days 
later,  pleural  effusion  recurred  and  tumor  cells  were  found. 
Urinary  VMA  output  was  23,450  meg.  per  24  hours.  X-ray 
therapy  was  begun;  however,  the  child  died  on  March  14. 

The  autopsy  disclosed  a large  mass  occupying  the  right 
retroperitoneal  area,  displacing  the  liver  anteriorly  and  the 
right  kidney  inferiorly.  The  mass  weighed  approximately 
700  Gm.;  it  was  irregularly  ovoid,  gray-red,  irregularly 
soft,  necrotic,  and  mushy.  The  right  kidney  was  surrounded 
and  partially  invaded.  There  were  metastases  in  the  left 
kidney,  pancreas,  abdominal  lymph  nodes,  both  lungs,  and 
skull  bones.  The  right  adrenal  gland  was  completely  de- 
stroyed and  submerged  in  the  mass  ( Fig.  1 ) . Sections  of 
the  tumor  revealed  numerous  small,  hyperchromatic  cells 
with  scanty  cytoplasm,  abortive  rosette  formation,  occasional 
large,  irregular  cells,  and  much  necrosis.  Sections  of  tumor 
in  different  organs  were  essentially  similar.  Because  of 


Fig.  1.  Shown  is  the  right  kidney  with  the  upper 
pole  partly  replaced  by  hemorrhagic  and  necrotic 
tumor.  It  extends  around  the  aorta  and  into  the  ad- 
jacent kidney  tissue. 


roentgen  ray,  much  of  the  tumor  was  necrotic,  but  in  the 
better  preserved  areas,  the  representative  morphology  could 
be  distinguished;  the  diagnosis  was  neuroblastoma  (Fig.  2). 

Case  3- — E.  J.,  a 31  pound,  5 year  old  girl  was  admitted 
to  the  hospital  on  Sept.  21,  1961,  because  of  an  enlarged 
abdomen,  5 pound  weight  loss,  anorexia,  pallor,  abdominal 
pain,  and  intermittent  painful  limp.  The  chronically  ill  and 
acutely  distressed  child  had  a normal  blood  pressure.  Veins 
were  prominent  over  the  anterior  chest  and  upper  abdomen. 


Fig.  2.  Magnified  section  of  the  tumor  shows  hyper- 
chromatic cells,  cytoplasmic  swelling,  separation  of 
cells,  and  evidence  of  necrosis  (effects  of  radiation), 
(x  285) 
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There  was  a large,  tender,  palpable  mass  in  the  upper 
abdomen.  Liver,  spleen,  and  kidneys  were  not  palpable  and 
rotation  of  the  right  hip  caused  pain.  The  complete  blood 
count  and  urinalysis  were  negative.  Excretory  urography 
revealed  a laterally  and  inferiorly  displaced  right  kidney 
and  an  inferiorly  displaced  and  slightly  rotated  left  kidney, 
together  with  a uniform  density  overlying  the  midline.  An 
upper  gastrointestinal  series  disclosed  anterior  displacement 
of  the  stomach  and  duodenum.  Exploratory  surgery  of  the 
abdomen  revealed  a large  retroperitoneal  mass  extending  to 
the  diaphragm,  encircling  the  inferior  vena  cava,  aorta,  and 
pancreas,  and  filling  the  lesser  peritoneal  sac.  Inferiorly,  it 
extended  into  the  cavity  of  the  sacrum  on  both  sides.  The 
liver  and  spleen  were  uninvolved.  Histologic  smdy  revealed 
a crowded  pattern  of  small  hyperchromatic  cells  occurring 
in  broad  sheets,  with  definite  rosette  formation  and  con- 
siderable hemorrhage  with  necrosis.  Here  and  there,  inter- 
vening areas  of  neurofibrillary  stroma  were  observed.  A 
diagnosis  of  neuroblastoma  was  made.  Urinary  VMA,  im- 
mediately after  operation,  was  24,350  meg.  per  24  hours. 
Following  surgery,  the  patient  received  radiotherapy  2,500 
rads  to  the  abdominal  mass.  Three  months  later,  the  child 
was  hospitalized,  and  the  VMA  was  18,120  meg.  per  24 
hours.  The  patient  died  on  Dec.  18,  1961. 

Autopsy  showed  an  abdominal  mass  extending  from  the 
pelvis  to  the  diaphragm.  There  were  metastases  to  the  lung, 
skull,  mediastinum,  and  all  the  retroperitoneal  lymph  nodes. 
No  mmor  was  seen  in  the  liver.  Histologic  study  of  sections 
confirmed  the  surgical  diagnosis. 

Case  4. — P.M.,  a 35  pound,  3 year  old  white  girl  was 
hospitalized  Dec.  18,  1961,  because  of  fever  which  had 
been  present  intermittently  for  six  weeks  prior  to  admission. 
The  patient  was  well  developed,  well  nourished,  and  in  no 
acute  distress,  but  there  was  pallor  of  the  conjunctiva,  mu- 
cous membranes,  and  nail  beds.  The  physical  examination 
was  otherwise  unremarkable.  Hemoglobin  was  7.3  Gm.; 
hematocrit,  24;  white  blood  count  was  8,600  per  high 
power  field,  and  51  polymorphonuclear  leukocytes,  48 
lymphocytes,  and  1 monocyte.  Urinalysis  was  negative. 
Roentgenograms  of  the  chest  disclosed  a lesion  in  the  left 
supraclavicular  region.  A bone  marrow  aspiration  was  done 
and  pathologic  examination  disclosed  small  neoplastic  cells 
which  were  compatible  with  neuroblastoma.  Urinary  VMA 
was  33,545  meg.  per  24  hours,  and  homovanilic  acid 
(HVA)  39,060  meg.  per  24  hours.  A thoracotomy  disclosed 
a subpleural  lobulated  mass  partially  encircling  the  sub- 
clavian artery  and  extending  medially  behind  the  trachea. 
The  mass  was  removed.  It  was  moderately  firm  with  light 
tan,  reddish,  and  gray  foci  of  discoloration.  The  histologic 
study  showed  areas  of  poor  differentiation  in  which  the  cells 
were  small,  hyperchromatic,  closely  packed,  and  separated 
by  zones  of  loosely  arranged  neurofibrillary  stroma.  There 
were  areas  in  which  the  cells  seemed  larger,  and  contained 
more  abundant  pink  cy'toplasm  and  large  vesicular  nuclei 
with  a prominent  nucleolus.  A diagnosis  of  ganglioneuro- 
blastoma  was  made.  Postoperative  bone  surveys  disclosed 
osteolytic  lesions  in  the  left  ischium,  suggestive  changes  of 
radiolucency  in  both  iliac  bones,  a radiolucent  defect  in  the 
surgical  neck  of  the  left  humerus,  and  cortical  irregularity 
of  the  lower  lumbar  and  sacral  vertebra.  The  child’s  recov- 
ery was  uneventful,  and  she  was  given  Cytoxin,  10  mg. 
per  Kg.  of  body  weight,  for  four  consecutive  days.  Shortly 
after  therapy  began,  the  patient’s  urine  contained  VMA 
(32,450  meg.  per  24  hours)  and  HVA  (31,680  meg.  per 
24  hours ) . Four  and  one  half  months  after  surgery,  VMA 
(23,215  meg.  per  24  hours)  and  HVA  (32,445  meg.  per 
24  hours ) , together  with  bone  surveys,  suggested  no  remis- 
sion despite  obvious  clinical  well  being.  On  Nov.  1,  1962, 
the  patient  was  still  living,  but  was  considered  to  be  in  a 
terminal  state. 


Discussion 

Mounting  evidence  supports  the  usefulness  of 
VMA  and  HVA  estimations  in  diagnosing  tumors 
of  neural  crest  origin.  Thus  far,  there  is  little  evi- 
dence that  VMA  and  HVA  are  elevated  in  non- 
neural  crest  tumors.  Exceptions  are  the  carcinoids, 
reported  by  von  Studnitz,^^  and  a carotid  body  type 
tumor  reported  by  Glenner.®  That  certain  metabolic 
differences  exist  seems  likely  in  view  of  reports  by 
Voorhess  and  Gardner,^  ^ Bell  and  Steward,^  and  von 
Smdnitz.^®  These  authors  have  demonstrated  variable 
excretion  patterns.  Dopa,  norepinephrine,  epineph- 
rine, VMA,  and  HVA  all  may  be  elevated  or  absent. 
Any  one  or  several  of  the  VMA  precursors  may  be 
elevated  while  VMA  may  be  within  normal  range. 
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As  suggested  by  these  authors,  as  many  pressor 
amines  as  possible  should  be  estimated  in  a given 
case,  especially  where  VMA  is  absent.  Such  variances 
may  reflect  differences  in  clinical  behavior,  and  at- 
tempts to  formulate  a biologic  classification  are 
merited.  In  the  author’s  cases  the  morphologic  studies 
suggested  no  predictable  excretion  pattern.  Thus  far, 
there  is  little  information  in  regard  to  relationship 
between  total  tumor  mass  and  catecholamine  excre- 
tion. 

How  large  must  the  neoplasm  be?  The  author’s 
cases  were  widespread  and  had  massive  involvement 
at  the  time  of  initial  study.  Although  von  Studnitz^- 
has  studied  diurinal  excretion  of  VMA,  there  is  little 
information  regarding  the  manner  in  which  VMA  is 
handled  by  the  kidneys.  Recently  our  attention  was 
called  to  this  aspect  in  a case  involving  crush  injury. 
A few  cc.  of  urine  were  obtained  from  the  bladder 
prior  to  dialysis.  Oliguria  progressed  to  anuria,  and 
following  dialysis,  the  patient  died. 

Urine  was  unobtainable  during  or  after  dialysis. 
Based  on  creatinine  values,  VMA  as  well  as  other 
phenolic  acids  were  present  in  normal  ranges  in  the 
urine  before  dialysis.  Autopsy  showed  that  the  right 
kidney  was  infarcted  and  the  left  kidney  showed 
severe  hydropic  tubular  degeneration.  Some  of  the 
phenolic  acids  occur  widely  in  the  plant  kingdom, 
and  caution  should  be  exercised  to  exclude  exogenous 
sources.  Although  3-methoxy  analogue  has  been  dem- 
onstrated in  a pheochromocytoma  in  man,  we  were 
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unable  to  demonstrate  VMA  in  the  pleural  fluid  in 
Case  1 where  neuroblasts  had  been  cultured.  Catechol- 
o-methyl-transferase,  as  well  as  other  related  enzyme 
systems,  remains  to  be  demonstrated  in  the  neuro- 
blasts themselves. 


Summary 

Four  cases  of  malignant  tumor  of  neural  crest 
origin  are  presented.  Three  patients  died  during  the 
period  of  study.  One  remains  alive,  but  in  a terminal 
state,  at  ten  months.  VMA  was  elevated  in  all  four 
instances,  and  HVA  was  increased  in  two.  The  esti- 
mation of  these  substances  appears  to  be  useful  in 
diagnosis  and  clinical  follow-up.  The  value  of  such 
estimation  will  be  enhanced  by  further  morphologic 
and  clinical  correlation. 
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Simple,  Accurate,  Early  Determining 
Pregnancy  Test  Announced 

A new  test  to  determine  pregnancy  as  early  as  the  third  week  was  confirmed 
as  accurate  and  valuable  in  a three  month  pilot  study  conducted  in  Kansas  City, 
Mo.,  reported  Dr.  Charles  T.  Smbblefield  at  the  tenth  annual  meeting  of  District 
VII  of  the  American  College  of  Obstetricians  and  Gynecologists  in  Little  Rock. 

"The  new  A.P.G.L.  (alkaline  phosphatase  activity  in  granular  leukocytes) 
test  is  indeed  accurate  in  the  early  detection  of  pregnancy,”  said  Dr.  Stubblefield, 
resident  in  the  Department  of  Obstetrics  and  Gynecology  at  Kansas  City  General 
Hospital  and  Medical  Center.  "It  stays  positive  during  the  entire  pregnancy,”  he 
added. 

"In  the  series  of  81  patients  smdied,  the  A.P.G.L.  test  was  accurate  in  100 
per  cent  of  the  cases,  and  the  frog  test  was  accurate  in  only  65  per  cent  of  the 
cases,”  he  noted. 

The  A.P.G.L.  test,  according  to  Dr.  Stubblefield,  is  easy  to  obtain  and  handle. 
Smears  can  be  properly  stained  and  counted  in  less  than  one  hour.  Because  the 
only  requirements  are  a small  amount  of  laboratory  space,  the  stains,  and  a 
microscope,  "it  is  truly  practical  and  economical  for  use  in  offices  and  small 
hospitals,”  he  concluded. 
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Varicella  Encephalitis 

Complicated  By 

Pulmonary  Hyaline  Membrane  Disease 

Enid  F.  Gilbert,  M.D.;  Dan  M.  Queen,  M.D.;  and  A.  Quadros  Da  Silva,  M.D. 


Encephalitis  occurring  as  a complication  of 
varicella  is  not  uncommon  but  rarely  is  fatal,  and 
few  histologic  reports  of  such  cases  are  available.  As- 
sociation of  this  condition  with  pulmonary  hyaline 
membrane  disease  hithertofore  has  not  been  re- 
corded. Therefore,  the  purpose  of  this  paper  is  to 
present  a fatal  case  of  varicella  encephalitis  associ- 
ated with  pulmonary  hyaline  membrane  disease  to- 
gether with  autopsy  examination,  and  to  review  vari- 
ous possible  factors  which  may  contribute  to  the 
formation  of  pulmonary  hyaline  membranes  which 
are  exemplified  by  this  case. 


Clinical  Data 

A four  year  old  white  girl  was  admitted  to  the  hospital 
after  vomiting  for  24  hours  and  being  in  a stupor  for  ap- 
proximately four  hours.  Four  days  prior  to  admission,  the 
child  had  developed  a widespread  vesicular  cutaneous  ex- 
anthem which  was  diagnosed  as  chickenpox.  The  infection 
appeared  to  be  mild  and  there  was  no  significant  fever. 
The  day  before  admission  she  began  to  vomit,  and  on  the 
day  of  admission  she  became  less  responsive,  and  then 
comatose.  The  past  history  and  family  history  were  non- 
contributory. 

At  the  time  of  admission  the  patient  was  cyanotic,  coma- 
tose, and  breathing  deeply  and  rapidly.  The  rectal  tempera- 
ture was  102  F.;  the  pulse  was  200  per  minute;  the  res- 
pirations were  60  per  minute  and  stertorous.  The  blood 
pressure  was  60/30  mm.  of  mercury.  There  were  scattered 
healing  crusted  vesicular  lesions  typical  of  varicella,  and 
the  skin  turgor  was  good.  There  was  a moderate  to  severe 
conjunctivitis.  The  pupils  were  dilated,  round,  equal,  and 
reacted  sluggishly  to  light.  No  cardiac  enlargement  was 
observed  and  no  heart  murmurs  were  heard.  A few  crack- 
ling rales  over  the  right  side  of  the  chest  were  audible.  No 
abdominal  masses  were  palpable.  The  extremities  were  rigid 
and  the  deep  tendon  reflexes  were  depressed.  A bilateral 
Babinski  sign  was  elicited. 

Laboratory  findings. — Hemoglobin,  13.4  Gm.  per  100 
ml.;  hematocrit,  39  per  cent;  white  blood  count,  28,100 
per  cu.  mm.,  with  67  per  cent  segmented  cells,  30  per  cent 
lymphocytes,  3 per  cent  monocytes,  and  adequate  platelets. 
A few  atypical  lymphocytes  were  observed  in  the  blood 
smear.  The  specific  graviry  of  the  urine  was  1.014;  albumin. 


2 + ; sugar,  negative;  acetone,  trace;  and  there  were  numer- 
ous red  blood  cells  and  3 to  6 white  blood  cells  per  low 
power  field.  The  spinal  fluid  was  clear  with  1 lymphocyte, 
1 polymorphonuclear  leukocyte,  and  920  red  blood  cells 
per  cu.  mm.;  sugar,  48  mg.  per  100  cc.;  protein,  49  mg. 
per  100  cc.;  and  chloride,  116.5  mEq./L.  No  organisms 
were  grown  in  cultures  of  the  spinal  fluid.  The  serum 
sodium  was  154  mEq./L.;  potassium,  7.7  mEq./L.;  CO2, 
17.6  mM./L.;  and  chloride,  108  mEq./L.  A throat  culture 
contained  hemolytic  streptococci  and  coagulase  positive 
staphylococci.  A roentgenogram  of  the  chest  showed  coarse 
hilar  shadows  suggesting  peri-bronchial  infiltration.  Some 
pneumonitis  also  was  thought  to  be  present  to  the  left  of 
the  cardiac  margin. 

Hospital  Course. — Because  the  patient  appeared  to  be  in 
shock,  she  was  given  oxygen  therapy,  a blood  transfusion, 
and  elearolyte-containing  fluids.  Chloromycetin,  penicillin, 
and  hydrocortisone  were  administered.  Urea,  58  Gm.,  was 
given  intravenously  in  an  attempt  to  reduce  cerebral  edema, 
and  four  hours  later  the  patient  appeared  slightly  more  re- 
sponsive. The  day  following  admission,  her  pulse  was  160 
and  the  blood  pressure  was  110/60.  She  was  still  comatose, 
however.  The  pupils  were  dilated  widely  and  only  slug- 
gishly reactive.  She  began  to  vomit  coffee  ground  material. 
The  reflexes  became  hyperactive  and  the  lower  extremities 
were  rigid.  Two  days  after  admission,  she  suffered  apnea 
and  died. 


Autopsy  Findings 

At  autopsy,  the  body  weighed  16.5  Kg.  There  were  scat- 
tered crusted  reddish-brown  lesions  of  a healing  varicella 
eruption  over  the  chest  and  abdomen.  The  heart  weighed 
80  Gm.,  and  within  the  atrioventricular  sulcus  were  scar- 
tered  petechial  hemorrhages.  The  right  and  left  lungs 
weighed  140  and  120  Gm.  respeaively.  Thin  watery  fluid 


Awareness  of  pulmonary  hyaline  mem- 
brane disease  as  a complication  of  vari- 
cella encephalitis  may  allow  timely  pre- 
cautionary therapeutic  measures.  A case 
report  is  given,  and  possible  explana- 
tions offered  for  the  formation  of  pul- 
monary hyaline  membranes. 
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was  expressed  from  their  cut  surfaces,  which  were  uniform- 
ly dark  red,  moderately  firm,  noncrepitant,  and  rubbery. 
The  liver  weighed  580  Gm.  Its  cut  surface  was  soft,  bulg- 
ing, and  pale  yellowish-tan.  The  pancreas  weighed  30  Gm. 
and  was  not  remarkable.  The  spleen  weighed  50  Gm.  and 
contained  prominent  malpighian  corpuscles.  The  combined 
weight  of  the  adrenals  was  6 Gm.,  and  the  cortexes  and 
medullas  were  not  remarkable.  The  right  and  left  kidneys 
weighed  60  and  50  Gm.  respectively,  and  showed  hyper- 
emic  renal  pyramids.  There  were  scattered  superficial  gastric 
petechial  hemorrhages.  The  brain  weighed  1,350  Gm.  It 
was  markedly  edematous  with  flattening  of  the  gyri  and 
corresponding  narrowing  of  the  sulci.  Pressure  cones  were 
observed  at  the  base  of  the  brain  in  the  regions  of  the 
cerebellar  tonsils  and  hippocampal  gyri.  A slight  but  dif- 
fuse subarachnoid  hemorrhage  was  present  over  the  surface 
of  the  brain.  There  was  a superficial  necrosis  of  the  tip  of 
the  right  temporal  lobe  and  the  blood  vessels  within  the 
white  matter  were  extremely  dilated  and  engorged. 

Histologic  Findings 

Sections  of  the  lungs  showed  brightly  acidophilic  hyaline 
membranes  lining  the  walls  of  alveolar  ducts,  respiratory 


Fig.  1.  Hyaline  membranes  line  the  alveolar  ducts, 
respiratory  bronchioles  and  alveolar  spaces.  The  al- 
veolar capillaries  are  congested.  Hematoxylin  and 
eosin  stain,  (x  85) 


Fig.  2.  Perivascular  hemorrhage  is  seen  around  a 
dilated  blood  vessel  within  the  white  matter  of  the 
cerebral  cortex.  Hematoxylin  and  eosin  stain,  (x 
1375) 


bronchioles,  and  alveolar  spaces  ( Fig.  1 ) . The  alveolar  septa 
were  widened,  extremely  hyperemic,  and  contained  numer- 
ous monocytes  and  polymorphonuclear  leukocytes.  The  liver 
showed  zones  of  fatty  metamorphosis.  Bright  acidophilic 
coagulum  was  found  in  the  central  portions  of  the  mal- 
pighian corpuscles  of  the  spleen.  The  blood  vessels  of  the 
medullary  portions  of  the  kidneys  were  extremely  dilated 
and  engorged.  The  cells  of  the  adrenal  cortex  showed  con- 
siderable lipid  depletion. 

The  most  prominent  feature  of  sections  of  the  brain  was 
the  presence  of  small  hemorrhages  around  dilated  and  en- 
gorged blood  vessels  within  the  white  matter  of  the  cerebral 
cortex  (Fig.  2).  Their  lining  endothelial  cells  possessed 
swollen  vesicular  nuclei  and  many  of  the  vessels  had  in- 
distinct walls.  Scattered  zones  of  demyelinization  were  also 
observed  in  the  white  matter  as  ,well  as  in  the  cerebellar 
hemispheres  ( Fig.  3 ) . Early  neuronophagia  was  noted  in 
the  neurones  of  the  gray  matter  and  the  Nissl  substance  of 
the  Purkinje  cells  of  the  cerebellum  had  a dusty,  ground- 
glass  appearance  (Fig.  4). 

Discussion 


The  etiology  of  varicella  encephalitis  is  uncertain. 
Of  the  various  theories  proposed,  the  most  common- 
ly accepted  are:  (1)  that  acmal  invasion  of  central 


Fig.  3.  Zone  of  perivascular  demyelinization  within 
the  white  matter  of  the  cerebral  cortex  is  shown. 
Myelin  sheath  stain,  (x  370) 


Fig.  4.  Purkinje  cells  of  the  cerebellum  show  a 
ground  glass  appeorance.  Hematoxylin  ond  eosin 
stain,  (x  1375) 
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nervous  system  tissues  by  the  causative  viral  agent 
occurs;  ( 2 ) that  a localized  hypersensitivity  response 
of  the  central  nervous  system  to  the  varicella  virus  is 
involved;  and  (3)  that  a toxin  produced  by  the 
virus  acts  deleteriously  on  the  tissues  of  the  central 
nervous  system.  It  is  noteworthy  that  inclusion  bodies 
have  not  been  found  in  involved  tissues  of  the  cen- 
tral nervous  system  and  that  a hypersensitivity  re- 
sponse has  nor  been  demonstrated.  A toxic  substance 
has  not  been  found;  however,  this  would  seem  to  be 
an  acceptable  hypothesis.  This  is  in  contradistinction 
to  measles  encephalitis,  where  an  antigen-antibody 
hypersensitivity  reaction  appears  to  be  the  modus 
operandi.  Encephalitis  presents  clinically  as  either 
meningoencephalitis  or  encephalomyelitis,  and  histo- 
logically as  either  hemorrhagic  leucoencephalitis  or 
acute  disseminated  encephalomyelitis.  Both  forms  are 
considered  to  be  variants  of  the  one  pathologic  proc- 
ess.^® The  most  characteristic  and  consistent  histo- 
logic change  seen  in  the  brain  in  cases  of  varicella 
encephalitis  is  the  intense  engorgement  of  vessels 
with  petechial  hemorrhages,  which  are  confined  to 
the  white  matter. 

Appelbaum,  et  al.,^  in  1953  reviewed  the  histologic 
changes,  seen  at  autopsy,  of  seven  cases  of  varicella 
encephalitis  reported  to  that  time.  In  all  of  these 
cases,®'  32-34.  36.  41  demyelinization  and  small  hem- 
orrhages around  blood  vessels  in  the  white  matter 
were  observed.  Perivascular  round  cell  infiltration 
within  the  gray  matter  was  seen  in  only  three  cases 
although  perivascular  lymphocytic  cuffing  in  the  white 
matter  was  present  in  all  cases.  In  all  instances,  glial 
nodules  and  neuronophagia  affecting  the  neurones 
of  the  gray  matter,  basal  ganglia,  and  Purkinje  cells 
also  were  observed.  Since  that  time,  two  additional 
cases  have  been  reported.^^’  The  case  reported  by 
Lander^^  was  that  of  an  adult  male  with  hemorrhagic 
leucoencephalitis  associated  with  hemorrhagic  and 
cutaneous  visceral  lesions  of  varicella.  In  addition  to 
petechial  symmetrical  hemorrhages  in  the  white  mat- 
ter, small  blood  vessels  were  marginated  by  zones  of 
demyelinization  and  there  was  microglial  prolifera- 
tion, neutrophilic  infiltration,  edema,  and  focal  ne- 
crosis. Rotem^®  has  recently  reported  a fatal  case  of 
varicella  encephalitis  in  a six  year  old  boy.  At  autop- 
sy the  brain  was  swollen,  the  vessels  engorged,  and 
the  parenchyma  bulging.  Microscopically,  there  was 
widespread  swelling  of  capillary  endothelium,  but  no 
hemorrhages. 

In  the  present  case,  perivascular  round  cell  infiltra- 
tion was  not  seen,  but  intense  congestion,  perivascu- 
lar hemorrhages  in  the  white  matter,  perivascular  de- 
myelinization, and  neuronophagia  particularly  af- 
fecting the  Purkinje  cells  of  the  cerebellum  were 
prominent  features. 

The  reported  incidence  of  encephalitis  complicat- 
ing varicella  is  variable  but  has  been  estimated  at 
about  0.1  per  cent.^  Approximately  5 per  cent  of 


these  cases  terminate  fatally;  death  usually  occurs 
within  the  first  week  of  the  illness.  Complete  re- 
covery is  reported  to  occur  in  80  per  cent  of  cases, 
and  residual  neurologic  disturbances  are  found  in  15 
per  cent.  The  onset  of  encephalitis  most  commonly 
is  between  the  1st  and  21st  day  after  the  appear- 
ance of  the  rash,  usually  on  or  about  the  fourth 
post-eruptive  day.^  It  is  of  interest  that,  as  in  this 
case,  pleocytosis  of  the  spinal  fluid  has  been  absent 
in  one-third  of  the  reported  cases  of  varicella  en- 
cephalitis.^ 

Whereas  steroid  therapy  appears  to  be  beneficial 
in  the  treatment  of  measles  encephalitis,  its  use  is 
contraindicated  in  the  encephalitis  of  varicella.  Ster- 
oids seem  to  suppress  antibody  production  in  most 
viral  diseases  and  particularly  in  the  exanthemas.  Se- 
vere and  atypical  forms  of  varicella,  as  well  as  fatal- 
ities, have  been  reported  in  children  receiving  steroid 
therapy.^® 

The  mode  of  formation  of  pulmonary  hyaline  mem- 
branes is  a controversial  subject.  The  coagulum  is 
protein  in  nature,^^  and  histochemical  methods  have 
demonstrated  that  a major  portion  of  the  membrane 
is  fibrin.^'®  Supporting  this  is  the  recent  observation 
that  proteolytic  enzymes  will  produce  dissolution  in 
vitro  of  hyaline  membranes,  both  in  sections  of 
human  lungs  and  in  sections  of  lung  tissue  from 
mice  in  which  disease  has  been  produced  experi- 
mentally.3  Confirmation  of  the  presence  of  fibrin 
also  has  been  afforded  by  studies  of  thin  tissue  sec- 
tions with  an  electron  microscope.®®  It  is  posmlated 
that  as  a result  of  the  intense  congestive  process  in 
alveolar  capillaries,  serum  proteins  exude  through  the 
capillary  walls  into  alveolar  spaces,  and  that  this 
fibrinogen-rich  substance  is  converted  to  fibrin, 
which  in  turn  contracts  to  form  the  hyaline  mem- 
brane. In  the  cases  associated  with  asphyxia  of  the 
newborn,  the  conversion  of  soluble  fibrinogen  into 
insoluble  fibrin  is  enhanced  by  aspirated  amniotic 
fluid  which  contains  tissue  thromboplastin.  The 
characteristic  lesions  of  pulmonary  hyaline  membrane 
disease  have  been  ascribed  to  a number  of  different 
primary  abnormalities  which  include  left  ventricular 
failure,^®’  generalized  vasomotor  hypotonia,^^ 

deficiency  of  plasmin  activator  in  the  lungs,^®  auto- 
nomic dysfunction  associated  with  excessive  sympa- 
thetic aaivity,^3,  2.5  toxic  or  anoxic  injury  to  pul- 
monary capillaries.'^'  ®'  A more  recent  observation  is 
necrosis  of  epithelial  cells  in  respiratory  bronchioles 
occurring  as  a precursor  to  the  development  of  hya- 
line membranes.®  Morphologic  changes  in  tissue 
sections  suggest  a sequence  of  cytoplasmic  swelling  of 
epithelial  cells  lining  respiratory  bronchioles,  fol- 
lowed by  vesiculation  and  pyknosis  of  nuclei,  with 
swelling  and  eosinophilia  of  cytoplasm,  and  eventual 
loss  of  nuclei,  leaving  an  eosinophilic  membrane. 

The  presence  of  pulmonary  hyaline  membranes  in 
cases  other  than  those  associated  with  asphyxia  of 
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the  newborn  seldom  has  been  described,  but  the  cases 
are  well  documented  and  are  being  recognized  with 
increasing  frequency.  The  phenomenon  has  been  ob- 
served in  oxygen  poisoning,^’  uremic  pneumo- 
nitis,^'^ and  rheumatic  fever.^®  A characteristic,  though 
not  a constant  reaction,  is  the  formation  of  hyaline 
membranes  in  the  pneumonitis  following  irradia- 
tion.®'^’ It  is  one  of  the  most  constant  features  of 
epidemic  influenza^®  and  has  been  described  in  a 
variety  of  pneumonic  lesions®  including  those  of 
plague,®^  pneumonia  of  the  newborn,®®  aspiration  of 
amniotic  fluid,^®  and  inhalation  of  irritant  gas.®®  The 
hyaline  membranes  in  these  cases  are  of  similar  histo- 
logic appearance  and  histochemical  composition. 

In  the  present  case  a toxic  substance,  possibly  the 
same  as  that  producing  encephalitic  changes  in  the 
brain,  may  have  been  responsible  for  causing  some 
degree  of  anoxia  with  concomitant  damage  to  pul- 
monary capillaries  and  ensuing  effusion  of  fibrino- 
gen, with  subsequent  conversion  to  fibrin  and  hyaline 
membrane  formation.  The  possible  role  of  oxygen 
therapy  acting  synergistically  also  may  have  been  a 
contributing  factor  in  this  case.  Pulmonary  hyaline 
membranes  have  been  produced  experimentally  by 
the  use  of  high  concentrations  of  oxygen  together 
with  various  pharmacologic  agents.® 

A fatal  case  of  varicella  complicated  by  rheumatic 
fever  has  been  reported  previously,  in  which  pul- 
monary hyaline  membranes  were  demonstrated  at 
necropsy.^®  There  was  no  evidence  of  encephalitis. 
However,  this  instance,  together  with  the  one  here- 
in described,  would  appear  to  substantiate  the  hy- 
pothesis that  the  virus  of  varicella  may  produce  a 
toxic  substance  which  in  some  instances  has  an  af- 
finity for  brain  tissue,  and  causes  encephalitis,  and 
in  other  cases  damages  pulmonary  capillary  walls  with 
a sequence  of  events  leading  to  the  production  of 
hyaline  membranes.  Of  especial  significance,  rela- 
tive to  the  present  case,  is  the  observation  of  degen- 
erative changes  in  the  dorsal  vagal  nuclei  of  infants 
dying  of  pulmonary  hyaline  membrane  disease.®® 
Diffuse  encephalitic  changes  with  involvement  of 
vagal  pathways  of  the  autonomic  nervous  system  by 
producing  anoxia  may  weU  set  the  stage  for  the 
development  of  pulmonary  hyaline  membranes.  This 
would  appear  to  be  a feasible  explanation  of  its 
occurrence  in  the  case  herein  described.  Added  to 
toxic  and  anoxic  damage  to  lung  capillaries  is  the 


possible  role  of  oxygen  in  producing  injury  to  the 
pulmonary  vascular  bed. 

Although  pulmonary  hyaline  membrane  disease 
has  not  been  reported  hithertofore  as  a complication 
of  encephalitis,  it  appears  pertinent  to  stress  its  im- 
portance. Excluding  its  occurrence  in  the  immediate 
neonatal  period,  it  has  been  described  predominantly 
in  conditions  associated  with  pulmonary  diseases. 
However,  awareness  of  this  phenomenon  as  a com- 
plication of  encephalitis  may  afford  its  timely  recog- 
nition and  treatment. 


Summary 

A case  of  varicella  encephalitis  complicated  by 
pulmonary  hyaline  membrane  disease  is  described  in 
a four  year  old  white  girl.  Possible  explanations  for 
the  formation  of  pulmonary  hyaline  membranes 
have  been  suggested.  These  include,  in  this  case,  a 
toxic  substance  produced  by  the  varicella  virus, 
causing  both  encephalitic  changes  in  the  brain  and 
concomitant  damage  to  pulmonary  capillaries,  and 
diffuse  encephalitic  involvement  affecting  vagal  path- 
ways producing  anoxia,  with  subsequent  injury  to 
alveolar  capillaries.  . 

An  additional  contributing  factor,  which  cannot  be 
disregarded,  is  the  role  of  oxygen  therapy,  which  may 
act  synergistically  with  toxic  or  anoxic  factors  to 
cause  injury  to  pulmonary  capillaries. 

Awareness  of  pulmonary  hyaline  membrane  disease 
as  a complication  of  varicella  encephalitis  may  afford 
timely  precautionary  therapeutic  measures. 

I Drs.  Gilbert,  Queen,  and  Da  Silva,  Department  of  Path- 
ology, Brackenridge  Hospital,  1500  East  Avenue,  Austin  1. 

A complete  list  of  references  may  be  obtained  from  the 
authors. 
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Pneumonias  of  Early  Infancy 


Edward  6.  Singleton,  M.D. 


IN  THE  IMMEDIATE  neonatal  period  respiratory 
distress  may  be  a manifestation  of  intracranial 
hemorrhage,  congenital  heart  disease,  pneumothorax, 
diaphragmatic  hernia,  congenital  lobar  emphysema, 
or  primary  pulmonary  disorders.  In  each  of  these 
conditions  the  radiographic  examination  of  the  chest 
is  the  single  most  important  procedure  in  determin- 
ing the  type  of  abnormality.  It  is  beyond  the  scope 
of  this  discussion  to  consider  rhe  radiographic  fea- 
tures of  each  of  these  abnormalities,  and  consequently 
only  the  primary  pulmonary  inflammatory  disorders 
are  considered.  These  may  be  divided  into  two 
groups:  the  pneumonias  usually  occurring  in  the  im- 
mediate neonatal  period,  and  the  inflammatory  proc- 
esses more  commonly  encountered  in  the  young  in- 
fant past  the  neonatal  age.  Although  hyaline  mem- 
brane disease  and  pulmonary  hemorrhage  are  not 
strictly  pneumonias  they  frequently  have  inflamma- 
tory components  and  therefore  are  included. 

Disorders  of  the  immediate  neonatal  period  in- 
clude hyaline  membrane  disease,  aspiration  syndrome, 
pulmonary  hemorrhage,  aspiration  pneumonitis,  and 
intra-uterine  infectious  pneumonitis. 

Disorders  of  early  infancy  include  bronchiolitis, 
asthma,  and  allergic  pneumonitis;  bacterial  and  viral 
pneumonias;  pneumonia  complicating  congenital 
heart  disease;  interstitial  pneumonia  of  premature  in- 
fants; Pneumocystis  pneumonitis;  cytomegalic  inclu- 
sion disease;  and  giant  cell  pneumonia. 

Before  considering  these  conditions  an  understand- 
ing of  the  radiographic  appearance  of  the  normal 
neonatal  chest  is  necessary.  All  who  have  the  op- 
portunity to  see  many  roentgenograms  of  the  chests 
of  newborns  are  acquainted  with  the  variations  in 
degree  of  pulmonary  aeration.  Some  infants  show 
fully  expanded  lungs  soon  after  birth,  and  others 
show  vague  and  ill  defined  areas  of  unaerated  lung. 
In  reporting  on  such  roentgenograms  it  once  was 
accepted,  and  of  course  convenient,  to  use  phrases 
such  as  "incomplete  expansion  of  the  lungs"  or  "neo- 
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natal  atelectasis”  without  attaching  any  particular  sig- 
nificance to  them.  However,  a number  of  years  ago 
a few  authorities  began  to  suspect  that  the  normal 
newborn  infant  expanded  his  lungs  completely  soon 
after  birth,^°  and  more  recently  through  the  utiliza- 
tion of  cineradiography,  this  suspicion  was  proven  a 
reality.  Cineradiography  studies  obtained  by  image 
amplification  fluoroscopy  at  the  time  of  delivery 
show  that  the  vigorous  newborn  who  cries  sponta- 
neously expands  his  lungs  completely  during  the  first 
few  breaths.  Chest  roentgenograms  of  these  babies 
show  fully  aerated  lungs,  an  expanded  thoracic  cage, 
and  anteroposterior  chest  dimensions  approximately 
equal  to  the  lateral  dimension  (Fig.  1).  On  the 
other  hand  the  premature  baby,  the  brain-damaged 
baby,  or  a baby  born  of  an  over-sedated  mother, 
frequently  wiU  show  incomplete  aeration  of  the 
lungs,  or  atelectatic  segments  after  birth  (Fig.  2). 
These  infants  may  show  a variable  degree  of  respira- 
tory distress  consistent  with  the  amount  of  pulmonary 
involvement. 

Hyaline  Membrane  Disease 

Hyaline  membrane  disease  has  received  more  con- 
troversial attention  in  the  medical  literature  than 
any  other  single  pulmonary  abnormality  affecting 
the  infant.  The  etiology  is  still  enigmatic  and  it  is 
also  controversial  as  to  whether  this  is  a clinical, 
radiologic,  or  solely  histologic  diagnosis.  However, 
one  fact  remains  apparent  and  this  is  that  the  diag- 
nosis during  life  cannot  be  made  unless  positive 


Infant  pulmonary  inflammatory  disorders  of- 
fer variable  and  often  misleading  clini- 
cal, physical,  and  hematologic  findings. 

Chest  radiograms  provide  reliable  evi- 
dence of  the  presence  or  absence  of  pneu- 
monia. The  radiographic  features  of  12 
infant  pneumonias  are  presented. 
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Fig.  1.  Normal  neonatal  chest  roentgenogram.  The  the  anteroposterior  diameter  of  the  chest  is  essen- 

lungs  are  radiolucent,  appear  fully  expanded,  and  tially  the  same  as  the  lateral  dimension. 


radiographic  findings  of  this  condition  are  present. 
Hyaline  membrane  disease  commonly  is  found  in 
premature  babies,  babies  born  of  cesarian  section, 
and,  frequently,  babies  born  of  mothers  with  diabetes. 
Why  hyaline  membrane  disease  more  commonly  is 
seen  in  these  children  is  unknown,  but  one  appealing 
hypothesis  is  that  these  conditions  are  conducive 
to  hypoxia  or  anoxia  in  the  fetus  and  newborn  baby. 
That  there  is  relationship  between  anoxia  and  hyaline 
membrane  disease  is  purely  supposition,  but  it  offers 
an  attractive  explanation  as  follows:  The  hyaline 
membranes  are  composed  mainly  of  fibrin^  which  is 
derived  from  thromboplastic  activity  upon  fibrinogen. 
In  human  amnionic  fluid  there  is  an  adequate 
amount  of  thromboplastin  to  account  for  this  con- 
version if  aspiration  of  amnionic  fluid  by  the  fetus, 
either  before  birth  or  during  delivery,  occurs.  The 
great  riddle  is  the  migration  of  fibrinogen  through 
the  plumonary  capillary  wall.  A logical  explanation 
lies  in  the  fact  that  anoxia  is  known  to  increase 
capillary  fragility  and  this  in  turn  would  permit  the 
passage  of  fibrinogen  into  the  alveoli  and  alveolar 
ducts.  Consequently,  anoxia  associated  with  aspiration 
of  amnionic  fluid  perhaps  would  satisfy  all  conditions 
necessary  for  the  formation  of  hyaline  membrane 
disease.® 

Infants  with  hyaline  membrane  disease  demon- 
strate respiratory  distress  at  birth,  or  shortly  there- 


after, with  a progressive  increase  in  severity  of 
symptoms  consisting  of  cyanosis,  rapid  respirations, 
and  retraction  of  the  intercostal  spaces  and  sternum. 
If  the  infant  survives  the  first  three  or  four  days  of 
the  illness,  the  probability  of  recovery  with  gradual 
regression  of  symptoms  is  good.  The  radiographic 
features  usually  are  characteristic  and  usually  are 
recognizable  before  the  respiratory  difficulties  become 
noticeable.  The  most  commonly  encountered  radio- 
graphic  appearance  is  that  of  a fine  reticular  granu- 
lar pattern  with  an  overall  general  increase  in  lung 
density  (Fig.  3).  The  granular  pattern  is  uniform 
throughout  both  lungs  and  air  in  the  major  and 
minor  bronchi  are  often  clearly  delineated  against 
the  incompletely  aerated  lungs.  The  heart  is  fre- 
quently enlarged.  Pulmonary  emphysema  has  been 
uncommon  in  our  cases  and  pneumothorax  and  pneu- 
momediastinum may  occur,  but  are  infrequent  com- 
plications. 

Aspiration  Syndrome 

This  condition  is  usually  found  in  the  post-mature 
baby  and  apparently  is  the  result  of  the  onset  of 
respiration  in  utero.-  The  stimulation  for  intra- 
uterine respiratory  movements  is  thought  to  be  the 
effect  of  anoxia  upon  the  medulla,  the  anoxia  being 
secondary  to  a number  of  conditions  affecting  the 
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Fig.  2.  Chest  radiograph  of  premature  infant  show- 
ing incomplete  expansion  of  the  lungs. 


Fig.  3.  Hyaline  membrane  disease.  There  is  a dif- 
fuse granularity  involving  both  lungs  with  associated 
air  bronchogram,  seen  especially  well  superimposed 
upon  the  left  cardiac  silhouette. 


placenta  or  umbilical  cord.  Anoxia  also  produces  in 
the  post-mature  ferns  vagal  stimulation  which  leads 
to  peristaltic  activity  and  expulsion  of  meconium 
into  the  amnionic  sac.  Consequently  in  the  aspira- 
tion syndrome  there  is  aspiration  of  amnionic  fluid 
which  contains  the  particulate  matter  of  meconium. 
Clinically  the  symptoms  are  similar  to  those  of  hya- 
line membrane  disease  with  cyanosis,  dyspnea,  and 
intercostal  sternal  retractions.  The  radiographic  ap- 
pearance is  noticeably  different  from  hyaline  mem- 
brane disease  in  that  the  abnormality  consists  of  radi- 
ating areas  of  increased  density  extending  peripher- 


Fig. 4.  Aspiration  syndrome.  There  are  coarse  linear 
areas  of  density  radiating  peripherally  from  each 
hilus,  as  well  as  associated  pulmonary  emphysema 


ally  from  the  hilus  (Fig.  4).  In  addition,  areas  of 
atelectasis  and  pulmonary  emphysema,  either  gen- 
eralized or  segmental,  are  invariably  present.  Pneu- 
mothorax and  pneumomediastinum  are  common  com- 
plications. 

Pulmonary  Hemorrhage 

Pulmonary  hemorrhage  is  a third  pulmonary  com- 
plication which  perhaps  is  related  to  anoxia.  In  this 
condition,  the  capillary  permeability  is  increased  ex- 
tensively by  the  anoxia,  allowing  the  constiments  of 


detected  in  the  lateral  view,  as  determined  by  in- 
crease in  the  anteroposterior  diameter  of  the  chest 
and  flattening  of  the  diaphragm. 
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the  blood  to  flow  into  the  alveolar  ducts  and  alveolar 
spaces.  Clinically,  the  symptomatology  is  similar  to 
other  forms  of  respiratory  distress,  but  the  additional 
finding  of  frothy  blood  from  the  tracheobronchial 
tree  may  help  in  the  differential  diagnosis. 

The  radiographic  findings  consist  of  linear  areas 
of  density  or  occasionally  patchy  areas  of  consolida- 
tion. The  pulmonary  emphysema  which  is  a part  of 
the  aspiration  syndrome  is  usually  not  present,  nor 
are  the  fine  reticular  densities  of  hyaline  membrane. 

Aspiration  Pneumonitis 

Aspiration  pneumonia  in  the  newborn  may  be 
the  result  of  tracheo-esophageal  fistula,  pharyngeal 
or  esophageal  incoordination,  obstructive  lesions  of 
the  alimentary  tract,  or  any  condition  which  leads 
to  vomiting.  In  newborns  with  tracheo-esophageal 
fistula,  attempts  at  feeding  will  be  accompanied  by 
strangling,  which  should  arouse  the  suspicion  of 
tracheo-esophageal  fistula.  Pharyngeal  and  esophageal 
incoordination  commonly  are  seen  in  brain-damaged 
babies,  or  these  occasionally  may  be  due  to  immatur- 
ity of  the  normal  process  of  deglutition.  In  either 
case,  feeding  attempts  will  result  in  strangling,  and 
investigative  radiologic  procedures  are  indicated. 
Cineradiography  studies  are  of  inestimable  value  in 
evaluating  the  swallowing  function  of  these  infants. 
Obstructive  lesions  lower  in  the  intestinal  tract  usual- 
ly are  accompanied  by  vomiting,  and  the  higher  the 
lesion  the  earlier  the  onset  of  emesis. 

The  radiographic  chest  findings  in  infants  with 
aspiration  pneumonia  show  a distribution  similar  to 
bronchopneumonia  with  radiating  densities  extending 
laterally  from  the  hilus.  The  most  common  site  of 
involvement  in  the  neonatal  age  is  the  right  upper 
lobe  (Fig.  5).  The  reason  for  this  is  not  clear,  but 
supposedly  is  the  result  of  the  dependent  position 
of  the  right  hemithorax  in  an  infant  who  is  held 
in  the  mother’s  or  nurse’s  left  arm  while  being  fed.® 

Intra-Uterine  Infectious  Pneumonitis 

Bacterial  pneumonias  may  be  acquired  in  the 
uterus  as  a result  of  aspiration  of  infected  amnionic 
fluid.  These  infants  are  critically  ill,  and  mortality  is 
exceedingly  high  especially  since  the  condition  is 
difficult  to  recognize  in  the  neonatal  period. 

The  radiographic  findings  are  similar  to  the 
changes  seen  in  the  aspiration  syndrome,  or  in  other 
words,  appear  similar  to  bronchopneumonia  with 
the  inflammatory  process  involving  predominantly 


Fig.  5.  Aspiration  pneurnmia.  This  newborn  infant  i 
had  duodenal  obstruction  ond  .shows  evidence  of  os- 
pi  ration  pneumonia  in  both  lungs,  with  severe  in-  . 
r volvement  in  the  right  upper  lobe. 

the  peribronchial  regions.  One  specific  type  of  infec- 
tious pneumonitis  is  to  be  considered  in  cases  of 
congenital  syphilis,  namely  pneumonia  alba.  The  ra- 
diographic features  of  the  lungs  are  not  specific,  and 
frequently  there  will  be  osseous  changes  of  congenital 
lues.  The  serology  in  such  cases  namrally  will  be 
positive. 

Bronchiolitis,  Asthma,  and  Allergic  Pneumonitis 

Bronchiolitis  commonly  is  seen  in  young  infants 
and  is  characterized  by  fever,  rapid  respirations,  and 
frequently,  sternal  retraction.  Asthma  and  allergic 
pneumonitis,  although  more  common  in  the  child- 
hood age  group,  may  appear  in  infancy  but  usually 
in  late  infancy. 

The  radiographic  features  of  both  bronchiolitis  and 
asthma  are  similar  in  that  the  predominant  finding 
is  that  of  generalized  pulmonary  emphysema  char- 
acterized by  increase  in  the  anteroposterior  diameter 
of  the  chest,  flattening  of  the  diaphragm,  widening  of 
the  intercostal  spaces,  and  increased  radiolucency  of 
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the  diaphragm  ts  flattened  os  the  resott  of  pulmonary  ; 
emphysema.  ! 


fig.  6.  Bronchiolitis.  The  lungs  are  more  radiolucent 
than  normol,  the  intercostal  spaces  are  widened,  gnd 


the  lungs  ( Fig.  6 ) . In  either  condition  there  may  be 
complicating  bronchopneumonia  appearing  as  radiat- 
ing areas  of  increased  density  following  the  distribu- 
tion of  bronchial  markings  from  the  hilus. 

Allergic  pneumonitis  should  be  suspected  in  any 
child  showing  chronic  and  recurrent  pneumonia.  Fre- 
quently the  distribution  of  the  pneumonitis  will 
change  involving  various  segments  of  the  lung  over 
a period  of  several  days.  In  such  cases,  eosinophilia 
is  a helpful  finding. 

Chronic  or  recurrent  pneumonia,  particularly  if 
preceded  or  accompanied  by  pulmonary  emphysema, 
should  be  considered  the  result  of  fibrocystic  disease, 
and  appropriate  sweat  studies  should  be  carried  out. 
However,  the  onset  of  the  pulmonary  manifestations 
of  fibrocystic  disease  are  rare  during  the  first  year 
of  life. 


Bacterial  and  Viral  Pneumonias 

Radiographically,  viral  pneumonia  cannot  be  dif- 
ferentiated from  bacterial  pneumonia.  However,  the 
two  major  radiologic  types  of  pneumonia  may  be 
identified,  the  type  with  lobar  distribution  and  that 
with  bronchial  distribution.  Bacterial  pneumonias 
may  be  of  the  lobar  or  bronchial  type,  whereas  viral 
pneiunonias  more  often  are  manifested  radiologically 
by  bronchial  distribution.  In  cases  of  lobar  pneu- 
monia, homogenous  opacification  of  a lung,  a lobe, 
or  a segment  of  a lobe  is  present;  whereas  in  bron- 
chopneumonia, the  inflammatory  process  is  in  the 


peribronchial  tissues  and  is  shown  radiographically 
as  linear  areas  of  density  conforming  to  the  bronchial 
distribution  of  the  lobe. 

Staphylococcal  pneumonia  deserves  special  men- 
tion not  only  because  it  is  a common  infection  of 
the  young  infant  but  also  because  of  its  severity. 
Staphylococcal  pneumonia  may  be  a complication  of 
such  conditions  as  measles,  chickenpox,  or  as  a result 
of  septicemia  from  staphylococcal  infections  else- 
where in  the  body.  In  infants,  however,  it  is  more 
often  a primary  form  of  bronchopneumonia,  and 
during  the  first  few  months  of  life  when  it  is  com- 
monly seen  it  has  a mortality  rate  of  approximately 
50  per  cent.®  The  condition  should  be  suspected 
when  there  is  a rapid  change  in  roentgen-ray  findings 
from  minimal  to  very  extensive  involvement  over 
a matter  of  hours.  This  type  of  pneumonia  may  have 
either  lobar  or  bronchial  distribution.  Empyema  is 
a common  complication  and  in  the  first  roentgeno- 
gram may  be  seen  obscuring  the  entire  hemithorax. 
Pneumothorax  is  also  a frequent  complication  which 
should  alert  the  physician  to  the  probability  of  un- 
derlying staphylococcal  pneumonia.  Either  during  the 
height  of  the  infection  or  during  the  stage  of  reso- 
lution, pneumatoceles  may  occur  with  or  without 
fluid.  These  are  differentiated  from  lung  abscesses 
by  their  thin  walls  and  rapid  change  in  size.  As  reso- 
lution continues  the  pneumatoceles  may  increase  or 
decrease  in  size,  but  almost  invariably  they  become 
smaller  and  after  several  months  completely  disap- 
pear ( Fig.  7 ) . Rarely,  they  may  be  under  such  ten- 
sion that  respiratory  embarrassment  occurs,  but  this 
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Fig.  7.  Staphylococcal  pneumonia  in  seven  week  old  lowing  insertion  of  thoracotomy  tube.  c.  During  reso- 
infant.  a.  Pneumothorax  present  on  initial  chest  ra-  lution,  pneumatoceles  developed  in  the  right  upper 
diograph.  b.  re-expansion  of  the  lungs  occurred  fol-  and  right  lower  lobes. 


is  an  unusual  finding  and,  as  a rule,  one  should  pa- 
tiently await  their  ultimate  disappearance. 

Pneumonia  Complicating  Congenital  Heart  Disease 

Pneumonia,  usually  bronchial,  is  a common  com- 
plication of  congenital  heart  disease,  particularly  of 
those  conditions  in  which  there  is  increased  pul- 
monary arterial  flow.  This  includes  left-to-right 
shunts  either  at  the  ventricular  or  atrial  level  or 
secondary  to  patent  ductus  arteriosus,  as  well  as  true 
truncus  arteriosus  and  transposition  of  the  great  ves- 
sels. Over-inflation  of  the  lungs  frequently  accom- 
panies the  pneumonia  and  is  probably  secondary  to 
the  rapid  respirations  and  air  hunger  experienced 
by  these  patients.  The  reason  for  the  common  associ- 
ation of  pneumonia  with  these  types  of  congenital 
heart  disease  is  not  definitely  known.  The  cardiac 
abnormalities  in  which  there  is  a decrease  in  pul- 
monary arterial  blood  flow  are  much  less  likely  to 
have  recurrent  respiratory  infections. 

Interstitial  Pneumonia  of  Premature  Infants 

This  is  an  uncommon  cause  of  respiratory  distress 
in  young  infants  and  was  first  reported  by  Wilson 
and  Mikity.^  ^ The  infants  are  usually  premature  and 
after  one  to  five  weeks  of  life  develop  intermittent 
cyanosis  and  hypertonia  with  progression  to  general 
cyanosis  and  dyspnea.  The  chest  is  over-expanded 
and  respiratory  distress  frequently  is  critical.  Fever  is 
usually  absent  and  blood  tests  usually  are  uninforma- 
tive. The  mortality  rate  is  high,  approximately  50 
per  cent,  and  diagnosis  during  life  can  be  made  only 
by  lung  biopsy. 

The  radiographic  appearance  is  bizarre,  consisting, 
as  a rule,  of  bilateral  diffuse  pulmonary  infiltrations 
similar  to  bronchopneumonia  but  having  associated 
nodular  and  occasionally  cyst-like  components  (Fig. 
8).  Clinically  and  radiographically,  the  overall  ap- 


pearance is  identical  to  that  seen  in  interstitial  plasma 
cell  pneumonia.  In  the  surviving  infant  there  is 
gradual  clearing  over  a period  of  several  weeks  to 
months  with  ultimate  complete  resolution. 

Pneumocystis  Pneumonitis 

Pneumocystis  pneumonitis  is  presumably  a pul- 
monary infection  caused  by  the  protozoan,  Pneumo- 
cystis carinii.  The  condition  is  common  in  many  of 
the  European  countries,  particularly  in  Switzerland, 
but  has  been  extremely  rare  in  the  Anglo-Saxon 
countries  and  in  France.  Premature  infants  are  par- 
ticularly susceptible  and  the  clinical  manifestations 
usually  begin  between  the  second  and  fourth  months 
of  life.^’  The  condition  may  run  a benign  course, 
but  more  often  it  is  fatal.  Blood  counts  and  blood 
chemistries  as  a rule  are  uninformative.  The  onset 
of  the  illness  is  characterized  by  cyanosis,  dyspnea, 
cough,  and  tachypnea.  The  diagnosis  is  made  either 
by  lung  biopsy  during  life  or  by  histologic  examina- 
tion of  the  lungs  after  death. 

The  radiographic  appearance  of  interstitial  plasma 
cell  pneumonia  is  very  similar  to  that  seen  in  the 
interstitial  pneumonia  of  premature  infants,  already 
described.  The  overall  appearance  suggests  a broncho- 
pneumonia with  linear  areas  of  infiltration  extending 
peripherally  from  the  hilus  (Fig.  9).  In  addition 
there  frequently  is  a generalized  pattern  with  a 
loculated  halo  of  emphysema  surrounding  the  non- 
aerated  patches.  Although  the  radiographic  features 
are  not  diagnostic,  one  should  be  aware  of  this  con- 
dition when  the  radiographic  findings  are  present. 

Cytomegalic  Inclusion  Disease 

Unexplained  chronic  pneumonia  may  be  the  result 
of  a salivary  gland  virus,  known  as  cytomegalic  in- 
clusion disease.*®  Diagnosis  is  made  only  by  the  iden- 
tification of  typical  inclusion  bodies  in  bronchial  se- 
cretions or  in  lung  biopsy.  A presumptive  diagnosis 
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Fig.  8.  Interstitial  pneumonia  of  premature  infant.  with  associated  nodular  and  cyst-like  densities  occu- 
Bilateral  diffuse  pulmonary  infiltrations  are  present  pying  both  lungs. 


Fig.  9.  Interstitial  plasma  cell  pneumonia  (pneumo-  patchy  areas  of  consolidation  occupy  the  medial 
cystis  pneumonitis).  Lineor  areas  of  density  and  portions  of  each  lung.  (Courtesy  of  Dr.  Caroline 

Rowe.) 
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Summary 


• 

Dr.  Singleton  is  Director  of 
Radiology  at  Texas  Chil- 
dren's Hospital  in  Houston. 

may  be  made  if  inclusion  bodies  are  present  in  the 
urine.  The  radiographic  feamres  are  usually  those  of 
a localized  bronchopneumonia,  which  remains  un- 
changed in  spite  of  antibiotic  therapy. 

Giant  Cell  Pneumonia 

This  is  a pneumonia  which  can  be  differentiated 
from  other  forms  of  pneumonia  only  by  lung  biopsy 
or  by  post  mortem  examination  of  the  lungs.  It  is 
characterized  by  the  presence  of  giant  cells  arising 
from  bronchial  or  alveolar  epithelium.  It  commonly 
follows  measles  and  probably  can  be  attributed  to 
the  measles  virus.  Consequently,  the  condition  is  rare 
in  young  infants  because  of  antibody  protection  trans- 
mitted by  the  mother.  However,  in  the  absence  of 
such  antibody  protection,  giant  cell  pneumonia  may 
occur  early  in  infancy.  The  radiographic  features,  as 
in  the  other  types  of  unusual  pulmonary  infections, 
are  not  diagnostic  but  resemble  bronchopneumonia 
and  are  usually  severe. 


The  clinical,  physical,  and  hematologic  findings  of 
pulmonary  inflammatory  disorders  in  the  infant  age 
group  are  variable  and  often  misleading.  Conse- 
quently, the  radiographic  examination  of  the  chest 
provides  reliable  evidence  of  the  presence  or  absence 
of  pneumonia.  Although  the  radiographic  features 
are  seldom  diagnostic,  an  awareness  of  the  diagnostic 
possibilities  is  important  in  order  to  provide  proper 
treatment  and  to  determine  what  other  additional 
procedures  are  necessary  for  a more  definitive  diag- 
nosis. 
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Maternal  and  Infant  Death  Rate 
Lowest  in  United  States  History 


Figures  for  1961,  released  by  the  American  College  of  Obstetricians  and 
Gynecologists,  reveal  that  maternal  deaths  and  deaths  of  infants  under  12  months 
reached  the  lowest  point  in  the  history  of  the  United  States  last  year. 

In  the  past  ten  years  in  the  U.S.,  there  has  been  a 53  per  cerit  decrease  in 
maternal  mortality.  For  every  10,000  live  births  in  1952,  6.8  mothers  died, 
whereas  in  1961,  there  were  only  3.2  maternal  deaths  for  the  same  number. 

Infant  mortality  has  also  declined  in  the  past  decade,  but  at  a much  slower 
rate.  For  infants  between  1 and  12  months,  25.3  die  per  1,000  live  births,  a 
figure  lower  by  2 per  cent  than  that  of  I960.  Deaths  of  infants  before  one  month 
totaled  73  per  1,000  live  births.  In  ten  years,  the  newborn  death  rate  dropped 
6 per  cent,  while  the  death  rate  of  older  infants  under  one  year  dropped  22 
per  cent. 
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Pneumonitis: 

Its  Recurrence  in  Children 


Milton  V.  Davis,  M.D.;  Ben  F.  Mitchel,  M.D.;  and  Maurice  Adam,  M.D. 


Recurrent  pneumonitis  is  the  most  common 
of  the  serious  problems  seen  in  children.  The 
clinical  manifestations  usually  are  those  of  infection, 
and  often  are  well-treated  with  antibiotics.  The 
problem  becomes  difficult  when  treatment  does  not 
eradicate  the  disease,  or  when  symptoms  recur  from 
time  to  time.  A careful  search  for  the  underlying 
cause  often  is  necessary  before  a good  result  can  be 
attained  in  difficult  cases.  There  are  many  causes  of 
recurrent  pneumonitis,  and  they  might  be  classified 
logically  into  extrapulmonary  and  bronchopulmonary 
groups. 

Extrapulmonary  Causes 

Esophageal  Lesions. — Any  type  of  abnormality 
which  obstructs  the  swallowing  mechanism  can  cause 
pooling  of  saliva  with  its  subsequent  aspiration,  with 
or  without  food  particles,  into  the  tracheobronchial 
tree.  The  most  common  of  these  are  strictures  caused 
by  caustics,  postoperative  strictures  following  esopha- 
geal anastomoses,  and  stricmres  at  the  esophagogas- 
tric junction.  Achalasia  of  the  esophagus,  an  entity 
seen  most  commonly  in  older  individuals,  has  been 
observed  in  infants  as  young  as  nine  months  of  age. 
Also,  diaphragmatic  hernia  at  the  esophageal  hiatus, 
with  shortening  of  the  esophagus,  may  cause  symp- 
toms from  early  childhood  consisting  of  peptic  ul- 
ceration, stricture  formation  with  healing,  and  esoph- 
ageal obstruction. 

Chalasia  of  the  esophagus,  representing  a lack  of 
tone  at  the  level  of  the  esophageal  hiams,  is,  in  in- 
fants, a common  cause  of  repeated  episodes  of  pneu- 
monitis caused  by  aspiration  of  liquids  and/or  food 
particles. 

Cardiovascular  Conditions. — Any  of  the  vascular 
ring  anomalies  can  cause  recurrent  pneumonitis  by 
obstruction  of  the  trachea,  the  esophagus,  or  both. 
The  most  common  type  is  the  total  ring  with  a small 
anterior  limb,  a large  posterior  limb,  and  complete 
encirclement  of  the  trachea  and  esophagus. 

Any  of  the  cardiovascular  condirions  which  causes 
pulmonary  engorgement  can  be  associated  with  re- 


current pneumonitis.  Such  engorgement  may  not  ac- 
tually cause  predisposition  to  the  pneumonitis;  but  a 
child  who  suffers  from  engorgement  is  more  severely 
ill  when  pneumonitis  does  occur.  This  situation 
exists  in  cases  of  atrial  septal  defea,  patent  ducms 
arteriosus,  ventricular  septal  defect,  and  other  condi- 
tions. 

Cardiomegaly  from  any  source  can  be  the  cause 
of  recurrent  pneumonitis  because  of  the  obstruction 
of  the  left  main  bronchus.  This  is  especially  true  in 
the  younger  child,  whose  bronchial  cartilages  are  very 
soft. 

Mediastinal  Masses. — Mediastinal  masses  cause  re- 
current pneumonitis  by  compression  of  the  trachea 
or  bronchi.  The  most  common  types  are  teratoid  tu- 
mors; enlargement  of  the  thymus  glands;  foregut,  or 
bronchogenic  cysts;  and  other  masses. 

Bronchopulmonary  Causes 

Lung  Cysts. — These  are  relatively  uncommon.  It 
sometimes  is  difficult  to  tell  whether  a cyst  represents 
the  late  healing  phase  following  a lung  abscess,  or 
is  of  congenital  origin  and  became  infected  after 
birth.  Many  cysts  are  seen  in  very  young  infants,  and 
therefore  are  suspected  of  having  been  of  congenital 
origin. 

Bronchiectasis. — Since  most  people  with  severe 
respiratory  infections  receive  antibiotic  therapy,  bron- 
chiectasis is  becoming  uncommon.  When  present, 
bronchiectasis  tends  to  occur  in  families  where  the 
siblings  and  the  parents  have  a strong  history  of 
reactive  mucous  membranes  and  bronchopulmonary 
symptoms  and  diseases. 


Some  of  the  causes  of  recurrent  pneumonitis,  a 
serious  and  common  problem  in  children,  are 
mentioned.  Most  cases  are  caused  by  poorly 
understood  constitutional  factors;  other  infec- 
tions are  superimposed  and  symptoms  may  be 
prolonged. 
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RECURRING  PNEUMONITIS  — Davis,  et  al.  — continued 

Pleuritis. — Pleuritis  is  more  a result  than  a cause  of 
recurrent  pneumonitis.  The  plastic  exudate  and 
pleural  thickening  incident  to  pleuritis  can  interfere 
with  drainage  of  the  lung,  and  thus  impede  complete 
healing  after  an  episode  of  pneumonitis. 

Antibiotics  may  give  enough  protection  to  the  pa- 
tient who  has  a pyopneumothorax,  and  the  child  thus 
treated  may  appear  to  have  chronic  pleuritis  by  the 
time  he  is  seen  by  a consultant.  In  these  instances  an 
occult  bronchopleural  fistula  often  is  present.  Staphy- 
lococcic pneumonia  with  the  rupture  of  a peripheral 
pulmonary  abscess,  and  a small  or  medium-sized 
bronchopleural  fistula  associated  with  the  pyopneu- 
mothorax may  cause  these  obscure  lesions. 

Chronic  pleuritis  frequently  follows  a pneumonitis, 
and  causes  distressing  radiographic  findings;  some- 
times films  indicate  large  amounts  of  fluid  which  are 
not  present. 

Asthma. — Asthma  and  related  causes  of  wheezing 
provide  the  fertile  soil  for  severe  recurrent  pneumo- 
nitis in  many  children.  The  specific  etiology  of  the 
asthma  in  a particular  child  makes  little  difference, 
and  it  is  one  of  the  most  common  causes  of  recurrent 
pneumonitis. 

Foreign  Bodies. — In  cases  of  recalcitrant  pneumo- 
nitis, especially  if  there  is  any  localization,  the  pos- 
sibility of  foreign  bodies  should  be  considered.  The 
majority  of  foreign  bodies  which  are  encountered  in 
the  bronchial  tree  are  not  radiopaque,  and  they  must 
be  suspected  on  clinical  grounds.  Usually,  the  diag- 
nosis is  proven  by  bronchoscopy. 

Constitutional  Panmembranitis. — This  is  a term 
coined  by  the  authors  in  an  attempt  to  cover  what 
surely  is  the  greatest  percentage  of  children  who 
have  recurrent  pneumonitis.  Almost  beyond  doubt, 
aU  of  the  cases  and  causes  mentioned  previously 
constimte  less  than  10  or  15  per  cent  of  the  total 
cases  of  pneumonitis,  while  85  to  90  per  cent  are 
caused  by  the  child’s  own  reaction  to  various  stimuli, 
including  bacterial,  viral,  and  other  infectious  agents; 
physical  factors  such  as  temperature  and  humidity; 
and  pollens.  The  emotions  also  play  a part  but  the 
emotional  aspect  in  this  instance  is  secondary  and  is 
a troublesome  addition  to  the  problem  rather  than 
a primary  etiologic  agent.  The  simple  fact  is  that 
many  children  are  subject  to  repeated  episodes  of 
conditions  such  as  otitis,  tonsillitis,  pharyngitis,  lar- 
yngitis, tracheobronchitis,  pneumonitis,  and  pleuritis. 
A careful  history  of  a child  who  has  recurrent  pneu- 
monitis and  in  whom  none  of  the  extrapulmonary  or 
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Specific  bronchopulmonary  causes  can  be  identified, 
almost  always  will  show  frequent  ear  trouble,  throat 
trouble,  croup,  and/or  related  conditions.  The  body 
chemistry  of  these  children  reacts  to  the  environment 
in  a certain  way,  and  with  certain  changes,  upon 
which  are  superimposed  infections  from  time  to 
time.  Also,  the  symptoms  of  recurrent  pneumonitis — 
cough,  mucous  production,  wheezing,  shortness  of 
breath,  and  even  severe  hypoventilatory  states — all 
represent  pathologic-physiologic  changes  which  are 
not  basically  abnormal,  but  are  abnormal  in  degree. 
These  changes  include  bronchial  secretions,  hyper- 
emia and  edema  of  the  bronchial  mucosa  and  sub- 
mucosa, spasm  of  the  smooth  musculature  of  the 
bronchi,  and  increased  sensitivity  of  the  cough  re- 
flex. Evidence  is  mounting  to  show  that  infectious 
states  result  in  an  extreme  degree  of  hypersensitivity 
of  these  reflexes;  this  may  be  the  basic  cause  for  the 
prolonged  symptoms  following  infections,  such  as  the 
cough  which  continues  for  six  weeks  after  a cold. 

Summary 

Recurrent  pneumonitis  has  been  cited  as  one  of 
the  most  common  and  most  dangerous  problems  in 
infancy  and  childhood.  There  are  many  extrapul- 
monary as  well  as  bronchopulmonary  causes,  and 
some  of  these  have  been  pointed  out.  Poorly  under- 
stood constitutional  factors  appear  to  be  responsible 
for  the  largest  percentage  of  cases  of  recurrent  pneu- 
monitis, with  infections  superimposed.  The  presence 
of  infection  alters  the  reflexes  of  the  respiratory 
tract  in  such  a way  that  the  symptoms  of  cough, 
wheezing,  mucous  production,  shortness  of  breath, 
and  other  typical  symptoms  of  respiratory  inflamma- 
tion may  be  prolonged. 

^ Drs.  Davis,  Mitchel,  and  Adam,  Suite  310,  Doctors’ 
Building,  3707  Gaston  Avenue,  Dallas  10. 
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Diagnosis  of  Bladder  Diverticula 
In  Infancy  and  Childhood 


John  D.  Pumphrey,  M.D,;  Lawrence  A.  Davis,  M.D.;  and  Robert  Lich,  M.D. 


Recurrent  and  chronic  urinary  tract  infections 
are  common  in  children,  and  frequently,  if  the 
source  of  the  infection  is  not  discovered  and  con- 
trolled, permanent  damage  to  the  kidneys  can  follow. 
A vast  majority  of  chronic,  recurring  urinary  tract 
infections  in  children  can  be  ascribed  to  obstructions 
in  the  lower  urinary  tract  or  the  secondary  effects  of 
acute  cystitis. 

A little  known  cause  of  chronic  infection,  and  one 
which  easily  can  be  overlooked,  is  a bladder  diverticu- 
lum. 

In  a recent  series  of  more  than  950  voiding  cysto- 
urethrograms,  24  cases  of  bladder  diverticula  were 
discovered,  and,  of  these,  8 apparently  were  the 
primary  cause  of  recurring  urinary  tract  infection. 
Seventeen  of  these  cases  were  discovered  in  females, 
and  seven  in  males. 

Symptoms  and  signs  in  these  patients  were  those 
usually  associated  with  chronic  urinary  tract  infection. 
Infected  urine  was  found  constantly  in  all  patients. 

Diagnosis 

Diagnosis  may  be  difficult  or  impossible  if  only 
excretory  urograms  and  cystoscopy  are  used.  Simple 
cystograms  may  miss  a diverticulum,  since  it  may  fill 
only  when  intravesical  pressure  is  high,  as  it  is  during 
micturition. 

In  our  institution,  voiding  cystourography  is  used 
routinely  in  the  investigation  of  all  patients  with 
urinary  tract  infection,  and  we  believe  this  study  is 
necessary  to  uncover  many  of  these  lesions.  In  many 
patients,  both  the  excretory  urogram  and  the  retro- 
grade pyelogram  were  normal.  At  cystoscopy,  it  oc- 
casionally has  been  impossible  to  visualize  the  nar- 
rowed opening  of  the  diverticulum,  even  when  its 
presence  has  been  indicated  by  voiding  cystourethrog- 
raphy. 

From  the  Departments  of  Surgery  and  Radiology  of  the 
University  of  Louisville  and  the  Children’s  Hospital,  Louis- 
ville, Ky. 


Some  of  these  diverticula  undoubtedly  are  related 
to  obstructions  of  the  urinary  tract  distal  to  the  blad- 
der, either  in  the  bladder  neck  or  urethra,  and  the 
discovery  and  treatment  of  the  diverticulum  by  it- 
self would  not  constitute  adequate  therapy  in  these 
patients. 

If,  however,  the  diverticulum  is  the  sole  cause  for 
urinary  tract  infection,  surgical  excision  is  necessary, 
and  will  be  the  main  form  of  therapy.  At  surgery,  if 
other  obstructive  abnormalities  are  found  in  the  lower 
urinary  tract,  these  can  be  corrected  at  the  same  time. 

Case  Reports 

Case  1. — This  patient,  a 13  year  old  boy,  was  admitted 
with  pain  in  the  lower  abdomen,  and  "pink”  urine.  He  had 
burning  at  the  end  of  micturition.  His  urine  was  "loaded” 
with  white  cells,  and  there  were  20  to  25  red  blood  cells 
per  high  power  field.  There  was  some  albumin  present,  and 
the  nonprotein  nitrogen  was  26  mg.  per  100  cc. 

Voiding  cystourethrography  (Fig.  1),  showed  a large 
diverticulum  which  was  one  inch  in  diameter.  Reflux  oc- 
curred up  the  left  ureter. 

The  diverticulum  was  surgically  excised,  and  the  ureter 
was  found  to  be  implanted  in  the  wall  of  the  diverticulum. 
The  ureter  was  reimplanted  in  the  normal  position. 

The  patient  has  done  well  postaperatively. 

Case  2. — A five  year  old  boy  had  had  difficulty  with 
initiating  the  urinary  tract  stream,  and  strained  on  voiding. 
He  had  frequency  and  urgency.  Though  the  urine,  at  the 
time  of  admission,  was  normal,  there  was  a past  history  of 
pyuria  for  several  months.  Voiding  cystourethrography 
(Fig.  2a)  showed  a large  diverticulum;  it  became  apparent 
only  during  micturition,  when  the  diverticulum  filled. 
There  was  questionable  hypertrophy  of  the  verumontanum. 
There  was  no  reflux.  Fig.  2b  shows  detail  of  the  bladder 
from  an  excretory  urogram.  No  abnormalities  are  noted. 


Cystourography  performed  while  the  pa- 
tient is  voiding  will  reveal  some  divertic- 
ula of  the  bladder  which  cannot  be  de- 
tected by  ordinary  diagnostic  procedures 
such  as  excretory  urography  and  cystos- 
copy. 
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Fig.  1.  Large  diverticulum  with  reflux  into  the  ureter 
is  seen.  The  ureter  arises  from  the  diverticulum. 


Fig.  2a.  The  large  diverticulum  is  visualized  only 
during  the  end  of  micturition.  (From  Davis,  L.  A.,  et 
al.;  The  Lower  Urinary  Tract  in  Infants  and  Children, 
Radiology  77:448  [Sept.]  1961.) 


Fig.  2b.  Detail  of  the  bladder  on  an  intravenous 
pyelogram  does  not  show  the  diverticulum. 


Conclusion 

Though  some  diverticula  of  the  bladder  may  be  the 
sole  or  associated  cause  for  repeated  urinary  tract  in- 
fection in  the  pediatric  age  group,  ordinary  investi- 
gative procedures,  such  as  excretory  urography  and 
cystoscopy,  may  fail  to  reveal  them.  Voiding  cysto- 
urography  will  uncover  these  lesions. 

Surgical  excision  of  these  lesions  and  correction  of 
any  associated  obstructive  factors  in  the  lower  genito- 
urinary tract  are  necessary  to  prevent  further  damage 
to  the  upper  urinary  system. 
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A simple  skin  test  may  soon  determine  a patient’s 
allergy  to  penicillin.  Researchers  reporting  at  the  re- 
cent International  Congress  of  Dermatology  in 
Washington,  according  to  an  article  in  J.A.M.A. 
(Oct.  6),  present  evidence  that  a penicilloyl-poly- 
lysine  skin  test  eventually  may  prove  useful  in  de- 
termining penicillin  sensitivity. 
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Strangulation  of  the  Testis 

A Complication  of  Inguinal  Hernia  in  Infants 


RICHARD  R.  WOODS,  M.D. 


STRANGULATION  of  the  testis  is  an  unusual 
complication  of  inguinal  hernia  in  infants. 
Prompt  surgical  correction  of  the  incarcerated  hernia 
is  the  only  treatment  that  may  prevent  infarction  of 
the  testis. 

This  is  a report  of  two  cases  of  strangulation  of 
the  testis  as  a complication  of  incarcerated  inguinal 
hernia.  Several  pertinent  facts  are  borne  out  by  these 
two  cases  and  by  the  cases  reviewed  from  the  litera- 
ture. 

Case  Reports 

Case  1. — A four  week  old  boy  was  admitted  Dec.  28, 
1958,  for  treatment  of  a mass  in  the  right  scrotum.  He  be- 
came irritable  18  hours  before  admission  and  vomited 
about  4 hours  before  admission.  On  examination,  the  at- 
tending pediatrician  found  a tender,  tight  mass  in  the  right 
inguinal  area.  The  child  was  referred  to  the  hospital  for 
surgery. 

Past  history  showed  the  baby  was  born  at  full  term  with 
a spontaneous  delivery  and  that  the  neonatal  period  was 
uncomplicated.  Neither  testis  was  present  in  the  scrotum 
at  birth.  The  right  testis  was  noted  in  the  canal  and  could 
be  expressed  into  the  scrotum  one  week  before  the  present 
illness. 

Family  history  showed  that  an  older  sibling,  one  of 
twins,  had  bilateral  inguinal  hernias  repaired  at  the  age 
of  two  years.  Otherwise,  the  family  history  was  noncon- 
tributory. 

On  admission,  the  patient  was  a well  developed,  well 
nourished,  four  week  old  boy  in  moderate  discomfort.  Posi- 
tive physical  findings  were  limited  to  the  abdomen  which 
was  slightly  distended  and  tender  to  touch.  There  was  no 
spasm  or  rigidity  present.  There  was  a firm,  bluish,  tender 
mass  in  the  right  inguinal  area.  This  mass  did  not  reduce 
with  gentle  pressure.  The  left  testis  was  not  palpable. 

The  white  blood  count  was  17,900  per  cu.  mm.  Differ- 
ential of  WBC  was  polymorphonuclear  leukocytes,  54 
per  cent;  stabs,  2 per  cent;  lymphocytes,  41  per  cent;  mono- 
cytes, 2 per  cent;  and  eosinophils,  1 per  cent.  Hemoglobin 
was  18.5  Gm.  per  100  cc.  Hematocrit  was  54  per  cent. 
Urine  was  not  obtained. 

Under  general  intratracheal  anesthesia,  a transverse  inci- 
sion was  made  over  the  upper  margin  of  the  mass  in  the 


Since  this  paper  was  submitted,  its  topic  has  been  dis- 
cussed in  "Pediatric  Surgery”,  a textbook  edited  by  Clifford 
D.  Benson,  et  al.,  Year  Book  Medical  Publishers. 


right  inguinal  area.  Considerable  edema  was  present  in  the 
subcutaneous  tissue.  The  external  oblique  fascia  was  ex- 
posed and  split,  opening  the  external  inguinal  ring.  The 
hernia  sac  was  exposed,  opened,  and  found  to  contain  a 
small  amount  of  bloody  fluid  in  a loop  of  small  bowel, 
which  was  edematous  and  dark  in  color.  The  upper  margin 
of  the  internal  inguinal  ring  was  incised  to  release  the 
pressure  on  the  bowel.  The  bowel  was  packed  with  a warm 
saline  sponge  while  the  spermatic  cord  was  elevated,  and 
dissection  was  carried  out  to  free  the  hernia  sac  from  the 
structures  of  the  cord.  The  testis  was  black  in  color.  The 
spermatic  artery  and  several  of  the  spermatic  veins  were 
thrombosed  from  the  internal  ring  to  the  testis.  There  was 
no  evidence  of  torsion  of  the  testis.  The  tunica  of  the 
testis  was  split,  allowing  the  escape  of  a small  amount  of 
dark  blood.  There  was  no  evidence  of  fresh  bleeding,  nor 
was  bright  blood  present.  The  injured  portion  of  small 
bowel  improved  in  color  and  evidenced  peristalsis,  and 
it  was  replaced  in  the  abdominal  cavity.  The  sac,  dissected 
free  from  the  structures  of  the  cord,  was  ligated  at  the 
internal  inguinal  ring.  The  stump  of  the  sac  was  allowed 
to  retract  up  inside  the  internal  inguinal  ring.  During  this 
period  there  had  been  no  evidence  of  return  of  circulation 
to  the  testis.  Even  though  to  all  appearance  the  testis  was 
infarcted . and  the  vessels  to  it  were  thrombosed,  it  was 
decided  not  to  remove  the  testis  at  this  time.  The  internal 
inguinal  ring  was  tightened  with  a single  mattress  suture, 
the  cord  allowed  to  fall  back  in  its  normal  position,  and 
the  external  oblique  fascia  was  closed  over  the  cord,  re- 
constructing the  external  inguinal  ring. 

The  child’s  postoperative  course  was  uneventful.  He  was 
discharged  on  the  first  postoperative  day  and  followed  as 
an  outpatient.  The  right  testis  became  enlarged  and  soft  by 
the  third  postoperative  day,  then  gradually  became  firm  and 
smaller  until  18  months  after  the  operation  when  it  was 
not  palpable  and  only  a rudimentary  cord  could  be  felt. 

It  is  of  interest  that  one  month  after  this  admission  the 
child  had  an  incarcerated  hernia  in  the  left  inguinal  area 
which  was  repaired  surgically. 

Case  2. — A 17  day  old  premature  infant  came  for  con- 
sultation Aug.  7,  I960,  with  vomiting  being  the  chief  com- 
plaint. He  had  become  irritable  and  his  abdomen  was  dis- 
tended. He  had  vomited  several  times,  and  refused  feedings 


Two  cases  of  this  rare  occurrence  are 
reported  and  15  others  from  the  literature 
are  reviewed.  Immediate  surgical  repair 
is  indicated  for  all  inguinal  hernias  in  infants 
in  view  of  the  possibility  of  infarction  of 
the  testis. 
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Table  1. 


Side 

Duration 

Strangulated  or 

Author 

Age 

Involved 

of  Hernia 

Incarcerated 

Comment 

Rosenblatt' 

3 wks. 

r. 

Yes 

1 mo. 

r. 

Yes 

Cave’^ 

31/2  mo. 

r. 

55  hrs. 

Yes 

White" 

16  da. 

r. 

72  hrs. 

Yes 

Testis  not  removed. 

Dodson^ 

11  da. 

r. 

36  hrs. 

Yes 

4 wks. 

r. 

4 da. 

Yes 

Golden'’ 

5 wks. 

r. 

Yes 

Sloman" 

7 cases  less 

r. 

Yes 

Testis  not  resected 

than  3 mo.; 

in  7 of  8;  3 of  7, 

1 case 

1. 

Yes 

testis  resumed  nor- 

18  mo. 

mal  growth. 

Case  1 

4 wks. 

r. 

6-12  hrs. 

Yes 

Testis  not  removed 
— atrophic. 

Case  2 

3 wks. 

r. 

10  hrs. 

Yes 

Testis  not  removed 
— slightly  impaired 
growth. 

during  the  preceding  12  hours.  The  last  recorded  bowel 
movement  was  12  hours  prior  to  consultation.  There  had 
been  fluid  present  in  both  scrotal  cavities  since  birth. 

This  21/2  pound  boy  was  born  at  61/^  months  gestation. 
At  birth,  color  and  cry  were  good.  Moro’s  reflex  and  Perez’s 
sign  were  positive.  The  respirations  became  gasping  ap- 
proximately 45  minutes  after  birth.  The  lungs  were  clear, 
and  the  baby  improved  promptly.  The  baby  had  an  un- 
eventful course  during  the  first  two  weeks.  At  14  days  of 
age  he  became  lethargic,  responded  poorly  to  stimulation, 
and  was  mildly  dehydrated.  The  patient  again  developed 
respiratory  difficulty  with  increasing  pallor  and  tachycardia. 
Hemoglobin  had  fallen  to  7 Gm.  per  100  cc.  His  fontanel 
was  tense,  and  he  had  vomited  a small  amount  of  blood- 
tinged  fluid.  A subdural  tap  on  the  right  was  negative,  and 
a small  amount  of  blood-tinged  fluid  was  obtained  on  the 
left.  Spinal  tap  was  negative.  The  baby  was  given  a trans- 
fusion of  30  cc.  of  packed  cells  and  started  on  antibiotics. 
A neurosurgeon  was  consulted,  and  a diagnosis  of  intra- 
cranial hemorrhage  and  hydrocephalus  was  made. 

Now  17  days  old,  he  was  acutely  ill.  Respirations  were 
rapid.  Positive  findings  were  limited  to  the  abdomen  which 
was  distended  and  tense.  The  stomach  was  dilated  and  was 
emptied  with  a nasogastric  tube,  revealing  visible  small 
bowel  pattern  over  the  abdomen.  Peristaltic  sounds  were 
quiet.  There  was  a tense  swelling  in  the  right  scrotum 
which  was  visible  under  transillumination.  The  left  scrotum 
contained  a small  amount  of  fluid.  The  fluid  in  the  right 
scrotum  was  aspirated,  leaving  a small,  tight  mass,  bluish 
in  color,  present  at  the  external  ring.  A diagnosis  of  strangu- 
lated right  inguinal  hernia  with  intestinal  obstruction  was 
made. 

Under  local  infiltration  anesthesia  and  supplementary 
oxygen  and  ether,  a transverse  incision  was  made  at  the 
level  of  the  internal  inguinal  ring.  This  was  carried  down 
through  the  subcutaneous  tissue  exposing  the  external 
oblique  fascia  and  the  large,  bulging,  edematous  mass  in  the 
spermatic  cord.  The  internal  ring  was  incised  to  allow  re- 
lease of  the  pressure  on  the  bowel.  The  bowel  present  in 
the  sac  was  dark  in  color  but  appeared  to  be  viable  (it 
consisted  of  the  appendix,  cecum,  and  first  portion  of  the 
terminal  ileum ; , and  was  replaced  in  the  abdominal  cavity. 
There  remained  a dark  mass  in  the  inferior  portion  of  the 
sac.  On  inspeaion  this  was  found  to  be  the  spermatic 
vessels  and  the  testis.  The  serosa  of  the  testicle  was  split 
and  a small  amount  of  dark  blood  escaped,  but  no  active 


bleeding  was  present.  The  vessels  were  penetrated  with  a 
fine  needle  without  evidence  of  bleeding.  The  hernia  was 
repaired  in  the  usual  manner  with  high  ligation  of  the 
sac,  and  the  internal  ring  was  tightened  with  a single 
mattress  suture.  The  testis,  although  clinically  infarcted, 
was  not  removed,  but  was  replaced  in  the  scrotum;  the 
cord  was  allowed  to  fall  back  in  its  normal  position. 

The  baby’s  postoperative  course  was  uneventful.  He  re- 
sumed feedings  six  hours  after  the  operation  and  continued 
oral  feedings  without  difficulty.  The  wound  healed  prompt- 
ly. The  testis  became  somewhat  soft  and  enlarged  during 
the  next  two  or  three  days.  On  examination  nine  months 
later,  the  testis  still  was  present  in  the  scrotum.  It  was 
approximately  two-thirds  the  size  of  the  left  testis,  but  was 
considerably  larger  than  at  the  time  of  surgery. 

Review  of  the  literature  reveals  only  15  reported 
cases  not  including  the  two  cases  reported  here 
( Table  1 ) . This  complication  is  not  mentioned  in 
the  standard  textbooks  of  surgery.  In  "Surgery  of 
Infancy  and  Childhood”,  Gross^  includes  two  photo- 
graphs of  resected  specimens  of  infarcted  testes,  but 
this  condition  is  not  discussed  in  the  text. 

Review  of  the  cases  reported  and  the  two  cases 
incuded  herein  reveals  several  facts.  First,  in  all  but 
one  of  the  cases  the  patients  were  less  than  4 months 
of  age,  ranging  from  11  days  to  months  of  age. 
One  case  occurred  in  a baby  18  months  of  age.®  Sec- 
ond, the  right  testis  was  involved  in  all  cases  except 
that  of  the  oldest  infant.  Third,  in  seven  of  the  eight 
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cases  reported  by  Sloman  and  Mylius,®  the  testes, 
although  clinically  infarcted  at  operation,  were  not 
resected.  Of  these  seven  testes,  three  continued  to 
develop  at  a normal  or  near  normal  rate. 

The  two  cases  reported  herein  were  patients  three 
and  four  weeks  of  age.  Both  involved  the  right  testis, 
and  neither  testis  was  resected.  In  the  second  case, 
the  testis  has  continued  to  develop;  in  the  first,  the 
testis  is  atrophic. 


Summary  and  Conclusion 

Strangulation  of  the  testis  is  a rare  but  serious 
complication  of  inguinal  hernia  in  infants.  It  most 
frequently  involves  the  right  testis  in  infants  less 
than  four  months  of  age.  Although  clinically  in- 
farcted at  the  time  of  surgery,  the  testis  should  not 
be  resected  as  it  apparently  has  a remarkable  facility 
to  resume  a near  normal  rate  of  growth  after  a con- 
siderable period  of  ischemia.  The  ultimate  status  of 


the  injured  testis,  however,  can  be  determined  satis- 
factorily only  by  a postpuberty,  testicular  biopsy. 

Infarction  of  the  testis  as  a complication  of  in- 
guinal hernia  is  indication  for  immediate  surgical 
repair  of  all  inguinal  hernias  in  infants.  All  incar- 
cerated hernias  in  infants  should  be  regarded  as  sur- 
gical emergencies. 
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Accurate  Ten  Minute  Diagnosis  of  Tumors 
Permits  Necessary  Surgery  in  One  Operation 


Accurate  ten-minute  diagnosis  of  tumors  and  malignancies  from  frozen  sec- 
tions taken  while  the  patient  is  still  in  the  operating  room  is  now  possible, 
reported  three  Houston  doctors  at  a Little  Rock  meeting  of  the  American  College 
of  Obstetricians  and  Gynecologists. 

Drs.  C.  D.  Braungardt,  R.  H.  Kaufman,  and  S.  D.  Greenberg,  all  of  Baylor 
University  College  of  Medicine,  reported  equally  accurate  results  by  both  the  new 
method  and  older  techniques,  based  upon  a study  of  124  cases. 

Immediate  diagnosis  by  frozen  section  allows  for  immediate  treatment  of 
in  situ  carcinoma  or  invasive  carcinoma.  This  eliminates  both  the  waiting  period 
and  the  complications  which  can  arise  during  this  time.  The  new  technique  cuts 
the  cost  to  the  patient  nearly  in  half  by  permitting  both  the  test  and  any  neces- 
sary surgery  to  be  done  in  one  trip  to  the  operating  room  under  one  general 
anesthetic,  and  by  eliminating  several  days  of  hospitalization  formerly  required 
for  the  results  of  the  older  tests. 

"In  cervical  conizations  processed  by  frozen  section  with  the  microtome 
cryostat,  the  conization  specimen  is  cut  into  3 to  4 mm.  blocks  and,  using  the 
cryostat,  frozen  sections  are  done  three  to  four  levels  on  each  portion  of  tissue,” 
explained  the  physicians.  "Technically,  the  sections  which  are  cut  equal  those 
processed  by  the  usual  paraffin  techniques.” 
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Texas  Outbreaks 

Turkey  Ornithosis  in  Man 


A DISCUSSION  of  any  disease  is  incomplete 
without  the  historic  epidemiologic  pattern. 
What  is  the  medical  geography  of  psittacosis?  Un- 
doubtedly the  disease  is  as  old  as  any  other,  however, 
its  description  did  not  appear  in  medical  literature 
until  recent  times.  The  disease  originally  was  largely 
a disease  of  birds  of  the  Psittaciformes  family,  and 
these  were  for  the  most  part  found  in  the  tropics. 
The  transportation  of  these  exotic  birds  into  the 
temperate  zones,  beginning  about  1850,  has  contrib- 
uted to  the  introduction  of  the  virus  into  all  parts  of 
the  world.  Today  psittacosis  is  found  universally 
in  psitticine  birds,  however,  when  the 
same  disease  is  found  in  domestic  fowl 
it  is  called  ornithosis. 

Between  the  years  1879  and  1928, 
psittacosis  outbreaks  were  observed  in 
Europe,  America,  and  Australia;  all 
were  associated  with  imported  parrots 
and  exotic  birds. 

Originally,  because  the  disease  was 
associated  with  pneumonia-like  symp- 
toms, it  was  called  pneumotyphus.  In  1885,  the  name 
psittacosis  was  adopted  as  a better  designation  for 
this  disease.  Epidemics  waxed  and  waned  in  the 
Western  world  from  1900  through  1930. 

In  1930,  investigators  in  Great  Britain,  Germany, 
and  the  United  States  made  one  of  the  first  important 
breakthroughs  in  the  field  of  virology  when  they 
discovered  the  psittacosis  virus."*  In  1935,  Levinthal 
described  the  elementary  bodies  in  the  endothelial 
cells  of  inoculated  animals.^  Simultaneously  the  same 
virus  and  elementary  bodies  were  discovered  as  the 
etiology  in  human  psittacosis. 

The  history  of  psittacosis  in  Texas  is  brief;  recog- 
nition of  the  earliest  outbreaks  of  human  cases  dates 
from  1948.  There  is  little  doubt  that  prior  to  1948, 
there  were  isolated,  sporadic,  unrecognized  cases. 

In  October  and  November,  1948,  the  first  explo- 
sive outbreak  of  psittacosis  in  man  occurred  in  Gid- 
dings.  The  epidemiology  of  this  outbreak  as  well  as 
succeeding  ones  was  thoroughly  and  comprehensively 
studied  by  Dr.  J.  V.  Irons  and  his  fellow-workers 


of  the  Texas  State  Department  of  Health  Labora- 
tories. The  focus  of  this  outbreak  was  in  a poultry 
processing  plant.  The  season  was  just  prior  to 
Thanksgiving,  when  large  numbers  of  turkeys  were 
being  processed  for  market.  There  were  85  cases  of 
human  psittacosis  with  three  deaths.® 

From  the  first  outbreak,  some  interesting  epidemi- 
ologic findings  were  obtained: 

1.  All  humans  who  contracted  the  disease  had 
been  handling  turkeys  in  the  processing  plant. 

2.  Because  of  the  explosive  nature  of  the  outbreak, 
a particular  flock  of  turkeys  was  suspected  (based 

on  a knowledge  of  an  approximate 
incubation  period ) . 

Again,  in  the  same  processing  plant, 
a second  outbreak  occurred  in  late 
December,  1951,  and  early  January, 
1952.  There  were  44  human  cases 
with  four  deaths.  Again,  the^explosive- 
ness  of  this  outbreak  suggested  a com- 
mon source  of  exposure. 

In  addition  to  epidemiologic  data 
obtained  in  the  first  outbreak,  there  now  could  be 
observed  a very  definite  relation  of  illnesses  to  the 
type  of  work. 

1.  Nearly  all  of  the  cases  occurred  in  workers  in 
the  killing,  picking,  and  eviscerating  operation.  Most 
of  the  cases  occurred  in  the  pickers. 

2.  It  appeared  that  both  air-borne  infection  and 
direct  contact  were  important  in  the  mode  of  in- 
fection. 

In  April  and  May,  1952,  a third  outbreak  occurred 
in  the  same  plant.  There  were  19  cases  of  human  or- 
nithosis and  no  deaths.  These  cases  were  predomi- 
nantly among  white  women  workers;  in  previous  out- 
breaks, colored  women  made  up  the  largest  group 
of  cases.  This  factor  was  due  to  the  predominance  of 
one  race  working  during  the  period  of  exposure. 

The  Giddings  outbreaks  specifically  pointed  out 
three  periods  when  human  ornithosis  becomes  a pub- 
lic health  problem,  namely,  the  pre-Thanksgiving 
period,  the  pre-Christmas  period,  and  the  post-egg- 


916  TEXAS  State  Journal  of  Medicine 


Turkey  ornithosis,  usually  an  occupa- 
tional disease,  occurs  at  three  peak  peri- 
ods during  the  year.  Methods  of  tracing 
infected  flocks  and  suggestions  for  pre- 
vention of  the  disease  are  included  in 
this  review. 


laying  period  in  April  and  May,  when  large  numbers 
of  turkey  hens  are  processed. 

In  these  three  outbreaks,  serologic  studies  in  hu- 
man cases  confirmed  the  diagnosis  of  ornithosis. 
Suspensions  of  tissue  from  infected  birds  were  in- 
jected into  the  intraperitoneal  cavities  of  white 
Swiss  mice.  Elementary  bodies  characteristic  of  the 
psittacosis  agents  were  demonstrated  in  tissue  smears 
stained  by  the  Giemsa  method. 

At  El  Campo  a small  outbreak  of  human  orni- 
thosis occurred  in  December,  1952,  and  January, 
1953,  when  11  cases  were  diagnosed  clinically.  This 
outbreak  was  not  investigated  thoroughly. 

In  1954,  200  cases  of  human  ornithosis  were  re- 
ported in  outbreaks  scattered  throughout  Central 
Texas,  namely  in  Corsicana,  Brady,  Lampasas,  Taylor, 
and  Comanche.^  All  1954  outbreaks  occurred  near 
the  end  of  the  egg-laying  season.  The  highest  attack 
rates  were  in  those  employed  as  eviscerators,  and  in 
pickers  who  were  exposed  to  air-borne  infection. 
Direct  contact  was  a hazard  to  all  employees.  In  most 
of  the  1954  outbreaks  the  infected  flocks  were  lo- 
cated. The  virus  was  recovered  from  turkeys  on  at 
least  12  farms  in  three  areas  of  the  state. 

In  1956,  there  was  an  outbreak  of  34  cases  of 
human  ornithosis  in  two  turkey  processing  plants 
in  Houston.  There  was  one  death. 

For  the  years  1957-1960,  records  do  not  reveal  any 
explosive  outbreaks,  but  two  to  four  cases  were  re- 
ported each  year.  No  cases  were  reported  in  I960. 

Recent  Outbreak 

The  most  recent  outbreak  of  mrkey  ornithosis  in 
Texas  was  in  1961. 

On  Nov.  7 the  city  health  officer  of  Yoakum  noti- 
fied the  Texas  State  Ekpartment  of  Health  that  20 
people  working  in  a local  poultry  processing  plant 
had  become  ill  with  an  influenza-like  disease,  char- 
acterized by  chiUs,  fever,  headache,  weakness,  and 
cough.  Representatives  of  the  Communicable  Disease 
Division,  Veterinary  Public  Health  Division,  Sani- 
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tation  Divison,  and  Division  of  Laboratories  con- 
ferred the  next  day.  A review  of  ornithosis  in  Texas 
was  touched  on  briefly;  epidemiologic  problems  in- 
herent in  ornithosis  were  discussed,  and  a three-man 
team  including  the  author,  was  selected  to  approach 
the  problem. 

The  public  health  team  consulted  with  the  associ- 
ate director  of  research  of  the  processing  plant,  the 
plant  manager,  and  the  United  States  Department  of 
Agriculture  Inspector. 

Accurate  records  at  the  plant  gave  much  of  the 
necessary  basic  information,  such  as  employee  ab- 
senteeism, age,  sex,  and  race  information,  date  of 
onset  of  illness,  name  of  attending  physicians,  work 
location  of  employees,  number  of  condemnations, 
dates  when  specific  flocks  were  processed,  and  other 
important  data. 

A list  was  secured  of  all  flocks  processed  during 
October  with  dates,  numbers  of  hens  and  toms,  own- 
ers of  flocks,  and  locations  of  each.  The  past  history 
of  illness  among  flocks  in  this  area  was  obtained. 

The  date  of  onset  of  illness  of  all  patients  was 
obtained.  The  clinical  course  of  each  case  was  essen- 
tially the  same;  all  symptoms  were  mild  and  recovery 
took  place  in  four  to  eight  days.  Three  local  physi- 
cians supplied  all  clinical  data.  The  patients  were 
treated  with  various  broad  spectrum  antibiotics. 
There  were  no  deaths.  Because  of  the  mild  character 
of  the  disease,  no  roentgenograms  were  necessary  to 
determine  the  presence  or  absence  of  a pneumonitis. 

The  dates  of  onset  of  the  disease,  and  the  possible 
span  of  the  incubation  period  in  human  ornithosis 
focused  suspicion  on  two  flocks  of  turkeys  processed 
ten  days  to  two  weeks  prior  to  the  onset  of  the  dis- 
ease in  humans. 

The  owner  of  the  flock  of  mrkeys  which  seemed 
most  likely  to  be  infected  was  visited  first.  There 
were  about  4,000  turkeys  of  the  same  suspect  flock 
remaining  on  the  farm.  Six  dead  turkeys  were  found 
on  the  lot.  There  were  many  sick  turkeys.  Frequent 
examination  of  the  flock  revealed  a universal  diar- 
rhea. Five  autopsies  were  made  on  the  spot.  No  gross 
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Table  1. — Dates  of  Exposure,  Incubation  Period.  Dates  of  Onset  and  Distribution  of  Human  Cases  of  turkey  Ornithosis  in  Processing  Plant. 

October  November 
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pathologic  findings  were  apparent  in  any  of  these 
turkeys.  Specimens  were  taken  from  the  viscera  for 
laborarory  examination. 

On  Nov.  10,  the  team  visited  the  farm  of  the 
least  suspected  flock.  There  were  approximately 
1,000  turkeys  left  in  the  original  flock.  There  were 
no  dead  birds  on  the  lot,  however  there  were  many 
sick  ones.  Four  sick  turkeys  were  selected  and  au- 
topsies performed  before  the  owner.  Widespread 
gross  pathologic  changes  were  demonstrated  in  the 
sick  birds: 

1.  The  pericardium  was  covered  with  a white 
fibrinous  exudate. 

2.  The  pericardial  sac  was  distended  with  yellow- 
ish fluid. 

3.  The  spleen  generally  was  enlarged. 

4.  The  liver  was  mottled  in  appearance. 

5.  The  air  sac  was  covered  with  fibrinous  exudate 
and  was  opaque. 

6.  The  serous  membrane  generally  was  covered 
with  a yellowish-white  exudate. 

The  owner  of  the  flock,  as  well  as  the  public 
health  officials,  was  interested  in  comparing  these 
findings  with  those  in  an  apparently  healthy  turkey. 
The  owner  selected  a specimen.  There  were  no  gross 
pathologic  findings.  All  specimens  were  examined 
at  the  Texas  State  Department  of  Health  Laboratory 
in  Austin. 

Blood  specimens  for  complement  fixation  tests 
were  collected  from  the  human  patients  at  intervals 
between  Nov.  4 and  Dec.  4.  Blood  collected  Nov. 
10,  17  days  after  exposure  ( 10  days  following  onset 
of  illness)  began  showing  very  mild  reactivity.  How- 
ever, beginning  Nov.  14,  21  days  after  exposure  (11 
days  following  onset)  17  specimens  out  of  21  were 
reactive  in  dilutions  varying  from  1:32  to  1:256. 

At  the  State  Laboratories,  mouse  inoculations  were 
made  from  the  emulsified  viscera  of  the  diseased 
birds.  Mice  inoculated  from  specimens  which  showed 
gross  pathologic  findings  died  within  48  to  72  hours. 
All  other  inoculated  mice  lived.  Material  from  the 
serous  membranes  of  the  deceased  mice  was  fixed 
on  slides  and  stained  with  Giemsa’s  stain.  The  inclu- 
sion bodies  were  quite  numerous  in  all  slides. 


Epidemiologic  Evaluation 

From  the  experience  gained  in  this  and  previous 
outbreaks,  investigators  generally  agree  that  if  there 
are  any  variations  in  susceptibility  according  to  age, 
sex,  and  race,  this  is  caused  by  job  classification 
rather  than  inherent  susceptibility.  Ornithosis,  how- 
ever, usually  is  more  severe  in  the  older  age  groups. 

There  is  a specific  relationship  between  the  type 
of  work  and  the  attack  rate.  In  past  outbreaks,  by 
far  the  greatest  incidence  of  infection  occurred  in 
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the  killing,  picking,  and  eviscerating  operations.  This 
fact  holds  true  in  the  Yoakum  outbreak,  but  the 
greatest  incidence  was  found  among  the  tendon 
pullers,  pinners,  and  the  liver  and  gizzard  trimmers 
and  peelers. 

The  cyclomatic  picker  produces  a fine  mist  aerosol; 
a coarser  aerosol  is  produced  by  workers’  use  of  dull 
knives  to  remove  pin  feathers.  It  is  thought  that  the 
namre  of  the  ventilation  had  much  to  do  with  the 
widespread  attack  rate.  The  flow  of  air  appeared  to 
be  horizontal  and  upwards,  created  by  drafts  through 
doors  and  windows.  Little,  if  any,  protection  of  em- 
ployees (such  as  use  of  masks  or  gloves)  was  pro- 
moted. 

Perhaps  one  of  the  most  outstanding  characteristics 
associated  with  outbreaks  of  ornithosis  in  poultry 
processing  plants  is  their  explosive  namre.  Ordi- 
narily, specific  flocks  are  processed  at  one  time,  per- 
haps during  a certain  half  day  or  full  day.  A quick 
analysis  of  outbreaks  shows  that  they  are  directly 
associated  with  the  processing  of  highly  infected  lots. 

The  incubation  period  of  human  ornithosis  is  rela- 
tively constant,  varying  between  seven  and  fourteen 
days.  The  Yoakum  outbreak  appeared  to  be  quite 
specific.  Almost  all  patients  became  ill  10  days  from 
the  date  of  exposure.  In  this  particular  outbreak,  it 
was  quite  easy  to  pin-point  the  infected  flocks. 

The  Yoakum  outbreak  was  mild.  There  were  22 
known  cases.  The  clinical  onset  of  the  disease  usually 
was  sudden  and  was  characterized  by  chilliness,  fever, 
headache,  and  malaise.  Mild,  hacking  coughs  were 
noted  in  some  cases.  All  patients  received  antibiotics, 
and  response  was  rapid.  Temperatures  became  nor- 
mal in  24  to  48  hours.  Chest  roentgenograms  were 
not  done.  There  were  no  deaths. 

In  the  Yoakum  outbreak,  we  were  extremely  for- 
tunate in  getting  laboratory  confirmation  on  17  cases 
out  of  22.  Direct  complement  fixation  was  employed. 
In  many  cases  we  were  able  to  obtain  a fourfold  rise 
in  titer.  However,  the  early  use  of  antibiotics  altered 
the  rise  in  titer  in  some  cases,  while  treatment  may 
have  accounted  for  about  one-fifth  of  the  cases  show- 
ing no  detectable  antibodies.  No  virus  was  isolated 
from  spumms  in  ten  cases. 

Definite  preventive  measures  should  be  carried 
out  to  forestall  spread  of  the  ornithosis  virus  from 
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infected  fowl  to  humans  in  the  turkey  processing 
industry. 

Even  though  the  psittacosis  virus  is  filterable,  the 
wearing  of  masks  is  suggested  and  advisable.  The 
mask  could  serve  as  a barrier  to  some  of  the  viruses 
that  might  be  inhaled,  thus  reducing  the  dosage. 

All  persons  working  on  the  poultry  processing  line 
should  wear  gloves,  preferably  rubber,  to  prevent 
direct  contamination  of  cuts  and  abrasions  on  hands. 

The  ventilation  system  in  a processing  plant  plays 
an  important  role  in  distributing  mists  throughout 
the  plant.  Horizontal  and  upward  moving  air  cur- 
rents favor  wide  and  general  distribution  of  infected 
droplets  and  mists.  Down-draft  ventilation  has  been 
shown  to  decrease  the  amount  of  exposure  to  aerosol 
mist. 

All  turkey  flocks  should  be  inspected  by  the  proc- 
essing plant  buyers.  To  some  extent,  this  practice 
would  reduce  the  processing  of  infected  flocks.  How- 
ever, ornithosis  in  turkeys  cannot  always  be  suspected 
by  observation.  Signs  of  any  kind  of  illness  in  a 
flock  would  be  justification  for  withholding  that 


flock  from  the  processing  plant  until  a laboratory 
diagnosis  is  made. 

After  confirmation  of  diagnosis  by  the  State  De- 
partment of  Health  Laboratories,  quarantine  of  the 
flock  should  be  supervised  by  the  Texas  Animal 
Health  Commission.  During  the  period  of  quarantine, 
the  flock  should  receive  treatment  with  tetracycline 
in  mash  food. 

By  and  large,  ornithosis  in  Texas  is  an  occupational 
disease.  Outbreaks  have  been  noted  in  poultry  proc- 
essing plants  since  1948.  A great  deal  has  been  dis- 
covered about  this  disease,  but  there  still  is  much  to 
be  learned  about  ornithosis- before  it  can  be  consid- 
ered a controlled  communicable  disease. 
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In  Outer  or  inner  Space 
Life  in  a Capsule  Much  the  Same 


Living  conditions  of  an  astronaut  in  a capsule  may  be  compared  with  those 
of  a baby  during  its  development  in  the  mother’s  womb,  said  Dr.  Edward  C. 
Hughes,  president  of  the  American  College  of  Obstetricians  and  Gynecologists,  at 
the  fall  conferences  on  obstetric,  gynecologic,  and  neonatal  nursing  sponsored  by 
six  districts  of  the  ACOG. 

Dr.  Hughes  noted  that  life  within  the  uterus,  the  capsule  or  "inner  space” 
of  the  baby,  presents  almost  the  same  living  conditions  as  those  in  an  astronaut’s 
"outer  space”. 

"We  could  say  that  we  have  aU  lived  in  a capsule  for  at  least  nine  months 
of  our  lives,  if  we  think  of  life  beginning  at  the  union  of  the  sperm  and  the  egg,” 
said  the  professor  and  former  chairman  of  the  Department  of  Obstetrics  at  the 
State  University  of  New  York  in  Syracuse. 

Continuing  with  the  comparison.  Dr.  Hughes  pointed  out  that  jackets  have 
been  devised  to  protect  astronauts  from  the  trauma  of  vibration  experienced  as 
the  capsule  is  thrust  into  outer  space,  and  Nature  has  prepared  the  fetus  with  a 
similar  jacket  of  amniotic  fluid,  which  protects  the  embryo  from  the  outside, 
keeps  it  at  a constant  temperature,  and  allows  it  to  move  around  freely.  'The 
astronaut’s  jacket  performs  the  same  functions. 

'"The  capsule  used  in  outer  space  is  quite  similar  in  shape  to  that  used  in 
inner  space,”  Dr.  Hughes  noted.  "The  capsule  of  the  uterus,  however,  is  of  better 
design.  It  is  elastic,  contracting  at  all  times  and  capable  of  growing  to  accommo- 
date the  growing  fetus.  It  has  an  escape  hatch  at  the  lower  end  which  opens  up 
during  labor  and  allows  the  passenger  to  escape  into  another  world  where  the 
atmospheric  pressures  are  different  and  all  dangers  are  greater.” 
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Iron  Storage  Disease  Associated  With  Malnutrition 


M.  Ewton,  M.D.;  J.  T.  Davis,  M.D.;  E.  P.  Frenkel,  M.D.; 

J.  S.  Fordtran,  M.D.;  B.  Combes,  M.D.;  and  C.  T.  Ashworth,  MD. 


The  problem  of  progressive  hepatic  failure 
with  iron  storage  disease  is  presented.  The  dis- 
cussions emphasize  the  background  of  nutrition- 
al deficiency  as  a causal  factor  in  the  develop- 
ment of  cirrhosis  and  of  abnormal  iron  storage. 
The  management  of  intractable  hepatic  failure 
and  hepatic  coma,  and  the  evidence  pertaining 
to  the  cell-damaging  effect  of  iron  deposition 
in  hemochromatosis  also  are  discussed. 


This  is  the  eighth  in  a series  of  clinicopathologic  con- 
ferences from  the  University  of  Texas  Southwestern  Medi- 
cal School,  Dallas.  The  clinical  summary  is  presented  by 
Dr.  M.  Ewton,  resident  in  the  Department  of  Internal  Medi- 
cine; radiological  findings  are  presented  by  Dr.  J.  T. 
Davis  of  the  Department  of  Radiology;  the  clinical  discus- 
sion is  presented  by  Drs.  B.  Combes,  E.  P.  Frenkel,  and 
J.  S.  Fordtran,  all  of  the  Department  of  Internal  Medicine; 
and  Dr.  C.  T.  Ashworth  of  the  Department  of  Pathology 
gives  the  pathologic  findings. 


Clinical  Findings 

Dr.  M.  Ewton:  This  57  year  old  white,  partly  In- 
dian, male  cook  was  first  seen  at  Parkland  Memorial 
Hospital  Feb.  2,  I960,  after  having  vomited  approxi- 
mately one  liter  of  blood.  A heavy  drinker  for  many 
years,  he  had  consumed  one  to  three  pints  of  whiskey 
per  day  for  the  preceding  two  months.  There  was 
no  prior  record  of  gastrointestinal  bleeding.  The 
patient  was  in  no  acute  distress;  blood  pressure  was 
150/75  mm.  of  mercury;  pulse,  110;  respirations,  18 
per  minute.  The  scleras  were  icteric  and  palmar 
erythema  and  spider  angiomas  were  noted.  The  liver 
was  palpable  eight  cm.  below  the  right  costal  margin. 
The  spleen  was  not  felt.  With  conservative  treatment 
bleeding  ceased  spontaneously.  Although  varices  were 
not  demonstrated  by  a barium  swallow,  they  were 
seen  at  esophagoscopy.  The  patient  left  against  medi- 
cal advice  nine  days  after  admission. 

Three  months  later  he  was  admitted  again,  after 


having  vomited  an  unspecified  amount  of  blood  fol- 
lowing a drinking  spree.  On  this  admission  ascites 
was  thought  to  be  present,  and  an  end-to-side  porta- 
caval shunt  was  performed.  Splenic  pressures  before 
and  after  surgery  were  430  mm.  saline  and  230  mm. 
saline  respectively.  An  abdominal  lymph  node  taken 
at  that  time  showed  fibrosis  with  extensive  hemo- 
siderosis. The  postoperative  course  was  uneventful 
and  the  patient  was  discharged  two  weeks  later. 

The  third  hospitalization,  two  weeks  following  the 
second  one,  was  brief  and  occasioned  by  a subhepatic 
phlegmon  which  responded  to  antibiotic  therapy. 

The  patient  was  readmitted  15  months  later  be- 
cause of  increasingly  poor  mentation  for  three  days. 
Following  surgery  he  had  been  able  to  work  but  had 
continued  to  drink  heavily.  Two  months  prior  to  this 
admission  progressive  swelling  of  the  legs  occurred, 
and  responded  only  slightly  to  diuretics.  On  the  day 
of  admission  he  had  become  incontinent  of  urine  and 
feces.  Physical  examination  was . essentially  as  before 
except  that  he  was  semicomatose  and  edematous. 
The  skin  was  described  as  gray,  but  no  mention  w^^ 
made  of  icterus  or  fetor  hepaticus.  The  spleen  was^^ 
questionably  palpable.  A liver  flap  could  be  elicited. 
Prompt  improvement  was  effected  by  protein  restric- 
tion and  sterilization  of  the  gastrointestinal  tract.  On 
the  fifth  hospital  day  gradual  reintroduction  of  pro- 
tein was  started  and  slowly  increased  until  the  27th 
hospital  day.  Two  days  after  his  diet  was  increased 
from  60  to  80  Gm.  protein,  a liver  flap  again  could 
be  demonstrated,  and  the  patient  was  mentally  con- 
fused. Thereafter  his  diet  was  maintained  at  1,800 
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to  2,500  calories  with  not  more  than  50  Gm.  protein. 
The  patient  frequently  complained  of  cramping  pain 
in  his  legs  and  hands,  and  frank  carpal  spasm  was 
observed  on  several  occasions.  At  one  time  immedi- 
ate though  transient  relief  was  afforded  by  intra- 
venously administered  calcium  gluconate.  Subsequent- 
ly, oral  calcium  provided  some  relief.  Moderate  salt 
restriction  was  imposed  and  the  pedal  edema  grad- 
ually diminished.  Initially  the  reticulocyte  count  was 
4.4;  thereafter,  it  remained  below  1.8,  rising  only 
once  to  2.5.  Folic  acid,  5 mg.  daily  for  12  days  then 
15  mg.  daily  for  32  days,  brought  no  response.  Liver 
extract  was  given  for  seven  days,  in  addition  to  multi- 
vitamin replacement  therapy  including  vitamin  C. 
Azotemia,  proteinuria,  and  isosthenuria  persisted 
during  this  hospitalization.  On  this  admission  barium 
enema,  upper  gastrointestinal  series,  and  roentgeno- 
grams of  the  skull  were  not  remarkable.  Intravenous 
pyelography  showed  bilaterally  poor  excretion.  The 
electrocardiogram  was  within  normal  limits.  Glucose 
tolerance  test  revealed  a diabetic  type  of  curve.  Bi- 
opsies of  liver  and  skin  were  compatible  with  hemo- 
chromatosis. The  liver  contained  markedly  excessive 
amounts  of  hemosiderin,  while  in  the  skin  biopsy 
melanin  was  increased  but  no  hemosiderin  was  found. 
Bone  marrow  showed  mild  normoblastic  erythroid 
hyperplasia.  The  patient  was  discharged  after  three 
months,  with  instructions  to  continue  on  pyridoxine 
and  testosterone  enanthate. 

The  fifth  hospital  admission  was  six  weeks  later. 
The  patient  was  in  a semicomatose  state,  and  little 
was  known  save  that  he  had  not  been  drinking.  Pro- 
tein restriction,  vitamins,  neomycin,  and  rehydration 
were  utilized  and  the  blood  urea  nitrogen  fell  from 
140  to  57  mg.  per  100  cc.  He  improved  sufficiently 
to  be  discharged  nine  days  later. 

The  patient  was  admitted  for  the  sixth  and  final 
time  four  months  later  (27  months  after  the  first 
admission ) . He  again  complained  of  edema  of  the 
legs  and  painful  cramps  of  the  fingers  and  toes. 
Since  the  previous  admission  the  patient  had  been 
seen  irregularly  in  the  outpatient  clinic;  he  had 
gained  15  lbs.  in  spite  of  oral  diuretics. 

The  skin  was  described  as  grayish  in  color.  The 
patient  seemed  chronically  ill  but  was  in  no  acute 
distress.  Blood  pressure  was  150/70;  pulse,  64  and 
regular;  respirations,  16  per  minute;  temperature, 
99  F.  The  pupils  were  equal  and  reacted  to  light. 
Icteric  scleras  were  noted.  The  fundi  were  not  re- 
markable. The  mouth  was  edentulous.  The  nose  and 
ears  were  normal,  and  the  neck  was  supple  with  flat 
veins.  There  was  edema  of  the  chest  wall.  Coarse 
rhonchi  which  cleared  on  coughing  were  present  bi- 
laterally. The  left  border  of  cardiac  dullness  was  3 
cm.  to  the  left  of  the  midclavicular  line.  No  definite 
point  of  maximum  impulse  was  felt.  A soft  apical 


systolic  murmur  was  heard.  The  abdominal  wall  was 
edematous.  The  liver  extended  8 cm.  below  the  right 
costal  margin,  but  the  spleen  was  not  palpable.  Bowel 
sounds  were  active.  The  prostate  was  not  enlarged 
and  the  testes  were  small.  The  extremities  were 
markedly  edematous.  A liver  flap  was  not  present. 

With  diuretics  the  edema  gradually  subsided;  the 
patient  lost  five  lbs.  the  first  day.  On  the  third 
hospital  day  the  patient  became  disoriented  and  a 
liver  flap  was  present.  This  responded  to,  and  the 
patient  was  maintained  on,  a low  protein  diet.  The 
next  several  weeks  were  filled  with  tedious  efforts 
at  maintaining  the  patient  on  a maximum  protein 
load  and  in  water  and  electrolyte  balance.  Neomycin 
and  Sulfathalidine  were  alternated  weekly.  A 20  Gm. 
protein  diet  was  the  maximum  tolerated.  Weight 
loss  was  slow  but  constant.  In  order  to  diminish 
ammonia  formation,  a decision  was  made  to  perform 
a subtotal  colectomy  and  the  patient  was  transferred 
to  the  surgical  service.  During  an  attempt  to  induce 
anesthesia,  the  patient  developed  runs  of  supraven- 
tricular tachycardia.  Further  efforts  at  anesthetization 
and  surgery  were  discontinued.  The  ventricular  tachy- 
cardia responded  to  digitalization.  Thereafter,  the 
condition  of  the  patient  gradually  deteriorated  and 
he  died  two  days  later — three  months  after  his  last 
hospital  admission. 

Some  of  the  laboratory  findings  during  the  course 
of  the  illness  are  shown  in  Table  1. 


Radiographic  Findings 

Dr.  J.  T,  Davis:  A brief  review  of  the  patient’s 
chest  films  shows  only  that  in  the  time  span  from  his 
first  to  last  visits  there  was  a slight  increase  in  the 
transverse  cardiac  diameter,  so  that  the  heart  on  the 
final  films  is  slightly  larger  than  normal.  In  addition, 
there  was  an  increase  in  the  interstitial  markings  of 
a reticular  type,  present  throughout  both  lung  fields, 
a little  more  marked  in  the  right  base.  This  may 
represent  fibrosis  but  the  cause  really  is  not  clear. 

Various  esophagrams  were  performed  and  none 
of  them  really  demonstrated  the  patient’s  esophageal 
varices.  It  is  said  by  some  that  the  esophagram  actu- 
ally demonstrates  only  approximately  25  per  cent  of 
the  esophageal  varices  that  are  present. 

A single  film  taken  from  the  splenoportogram 
(Fig.  1)  demonstrates  the  point  of  a needle  in  the 
splenic  pulp  with  opacification  of  the  splenic  pulp, 
splenic  vein,  and  portal  vein.  The  portal  vein  is 
slightly  wider  than  is  normal;  both  the  main  hepatic 
radicals  appear  slightly  distended.  Beginning  filling 
of  the  inferior  mesenteric  vessel  is  seen,  but  this 
study  does  not  demonstrate  the  coronary  vein  or  any 
collaterals  in  the  area  of  the  esophageal  venous  plex- 
us. The  changes  thus  would  indicate  minimal  eleva- 
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tion  of  portal  pressure  as  reflected  by  the  widened 
portal  vein  without  demonstration  of  collaterals. 

An  early  film  of  the  abdomen  in  supine  position, 
obtained  during  the  first  admission,  demonstrates 
radiologic  evidence  of  enlargement  of  the  liver  (Fig. 
2)  with  the  lateral  edge  of  the  liver  being  at  the 
level  of  the  right  iliac  crest.  On  a comparable  view, 
obtained  during  the  last  admission,  the  liver  is 
markedly  decreased  in  size  ( Fig.  3 ) , to  the  point  that 
it  would  be  considered  normal  in  size  on  the  latter 
smdy. 

Various  pyelograms  were  performed,  and  the  earli- 
er one  taken  during  the  second  admission  demon- 
strates normal  appearing  renal  collecting  systems 
bilaterally  and  kidneys  which  are  within  normal  lim- 
its in  size  and  shape.  Later  pyelograms  attempted, 
specifically  during  the  third  admission,  failed  to 
demonstrate  any  visualization  of  the  renal  collecting 
systems. 

In  summary,  then,  we  have  a man  who  demon- 
strates a slightly  enlarging  heart  without  any  radio- 


logic evidence  of  congestive  failure,  and  in  addi- 
tion has  a liver  which  has  decreased  in  size  over  a 
two-year  span  from  a definitely  enlarged  liver  to  one 


Fig.  T.  This  film  from  the  splenoportogram  shows 
the  needle  in  the  splenic  pulp,  with  opacification  of 
the  tissues. 


Table  1. — Laboratory  Studies. 


Admission  no. 

1 

2 

4 

/' 

( 

A 

J ^ 

B 

A 

-(U— 

B , 

Hemoglobin 

12 

12.2 

9.7 

7.7 

10.1 

7.7 

5.3 

Hematocrit 

36 

38 

28 

23 

31.5 

25 

18 

White  blood  count 

8,000 

7,300 

12,200 

5,600 

9,400 

9,100 

Neutrophils  / lymphocytes 

49/43 

86/12 

53/42 

55/26 

66/28 

67/22 

Monocytes 

7 

2 

3 

14 

5 

9 

Platelets 

88,000 

130,000 

144,000 

MCV/MCHC 

104/29 

107/32 

Reticulocytes 

4.4^0.9 

4.6^2.2 

Specific  gravity /pH 

1.022/6.5 

1.033/7.5 

1.013/5.0 

1.006/5.5 

1.018/5.0 

1.015/ 

Albumin/  sugar /acetone 

tr/n/ n 

n/n/n 

3 + /n/n 

tr/n/n 

n/n/n 

n/n/n 

White  blood  corpuscles 

loaded 

present 

loaded 

2-3 

25-30 

3-6 

Baaeria 

loaded 

medium 

Culture 

E.  Coli 

sterile 

PSP 

41% 

BUN  / glucose 

26-16/ — 

77/96 

40/115 

140-^175/198 

20/122 

■ 21/— 

Na/K 

142/3.4 

191/5.1 

142/5.1 

135  R3- 

138/4.8 

CO.,/Cl 

29/90 

18/100 

20/— 

21/105 

29/100 

Ca/POl 

— /4.6 

—15.6 

7.6/5.8 

9.2/3.5 

9.216.0 

8/4.1 

— /2.8 

Amylase 

<320 

Creatinine 

4.3 

BSP 

38 

39 

36 

31 

Thymol  turbidity 

2.4 

6.4 

9.7 

9.8 

13.3 

8.3 

Cephalin  flocculation 

n/l  + 

3 + /3-f 

3 + /4+ 

2-f /2-f 

3 + /3  + 

34-/4+ 

Total  protein 

6.4 

5.2 

5.8 

5.9 

6.3 

6.2 

5.4 

A/G 

3.9/2.3 

3.3 

1.9/3.9 

2.4/3.5 

2.8/3.5 

1.9/4.5 

2.3/3.1 

Cholesterol 

205 

270 

165 

Prothrombin 

100% 

100% 

95% 

80% 

100% 

SCOT 

77 

112 

Bilirubin  total 

4.2 

1.9-0.8 

1.0 

0.6 

1.9 

3.0 

Alkaline  phosphatase 

8.0 

13.3 

6.4 

9.2 

9.2 

7.3 

Serum  iron 

106 

146 

Iron  binding  capacity 

146 

VDRL 

wk  pos 

Stool  guaiac 

neg 

neg 

neg 

neg 

Coombs  direa/ indirect 

n/n 

Arterial  NHa 

.92  Y 

1.5  Y 

Protein  bound  iodine 

7.2 

Weight 

160 

140 

155 
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Fig.  2.  Fil  m of  the  abdomen  early  in  course  of  dis- 
ease shows  enlargement  of  liver. 


that  is  within  normal  limits  in  size.  In  addition,  by 
means  of  splenoportography,  we  have  demonstrated 
minimal  changes  in  the  portal  vein,  manifested  by 
dilatation  which  is  slight,  without  evidence  of  col- 
lateral circulation  through  the  coronary  vein;  we 
have  not  demonstrated  the  esophageal  varices  that 
were  seen  by  the  esophagoscopist.  An  early  pyeio- 
gram  was  normal  and  later  pyelograms  failed  to  dem- 
onstrate the  renal  collecting  systems. 

Clinical  Discussion 

Dr.  B.  Combes:  It  would  seem  at  first  glance  that 
we  have  an  alcoholic  patient  with  cirrhosis  who  de- 
veloped gastrointestinal  bleeding.  With  evidence  of 
portal  hypertension,  he  underwent  a portacaval  shunt. 
He  continued  to  drink  alcohol;  he  ate  poorly,  subse- 
quently developed  evidence  of  encephalopathy  and 
progressive  hepatic  failure,  and  then  died. 

The  patient  was  considered  to  have  Laennec’s  cir- 
rhosis. It  is  of  interest  that  at  the  time  of  surgery, 
the  surgeons  commented  on  the  fact  that  his  liver 
looked  very  red.  A lymph  node  removed  from  the 
region  of  the  portal  vein  was  fibrotic  and  contained 
large  amounts  of  hemosiderin.  A year  and  a half 
after  surgery  the  patient  was  strikingly  gray.  On  the 


Fig.  3.  Fil  m of  the  abdomen  during  last  admission 
shows  liver  decreased  in  size.  ] 

basis  of  skin  color  alone,  those  who  saw  him  won-  i 
dered  immediately  about  the  question  of  hemo- 
chromatosis. It  is  not  clear  from  the  protocol  whether 
his  gray  color  had  been  noticed  before.  Because  of 
the  skin  color  and  the  fact  that  a lymph  node  con- 
tained so  much  iron,  several  tests  were  performed 
to  determine  if  he  had  increased  iron  storage.  A 
needle  biopsy  of  the  liver  revealed  striking  amounts 
of  iron  not  only  in  the  hepatic  ceils,  but  in  Kupffer’s  I 
cells,  connective  tissue,  and  bile  duct  cells;  by  a ' 
grading  process  we  would  have  called  it  4-\-.  A skin 
biopsy  revealed  increased  melanin  but  no  increased 
iron.  These  biopsies  were  consistent  with  an  in- 
creased iron  storage  process. 

Did  our  patient  fit  the  criteria  for  hemochroma- 
tosis? The  five  important  features  of  hemochroma- 
tosis include  skin  pigmentation,  pigmentary  cirrhosis, 
diabetes,  testicular  atrophy,  and  heart  disease.  Skin 
pigmentation  frequently  is  gray  or  bronze,  or  may 
resemble  a sun  tan.  It  usually  is  caused  by  increased 
melanin  in  the  lower  border  of  the  epidermis.  Less 
commonly,  there  is  increased  iron  in  the  corium. 

Our  patient  did  have  increased  skin  pigmentation. 

The  cirrhosis  of  hemochromatosis  usually  is  portal,  \ 
and  increased  amounts  of  iron  are  deposited  through- 
out the  liver.  Our  patient  had  this.  As  for  diabetes,  i 
he  did  not  have  fasting  hyperglycemia,  but  did  have 
an  abnormal  glucose  tolerance  test.  I don’t  think  this 
establishes  the  diagnosis  of  diabetes  in  the  cirrhotic 
patient,  but  it  is  consistent  with  diabetes.  He  had 


924 


TEXAS  State  Journal  of  Medicine 


testicular  atrophy.  He  also  had  an  enlarged  heart  and, 
at  least  terminally,  developed  arrhythmias.  He  was 
not  known  to  have  been  in  frank  heart  failure  at  any 
time.  At  this  point,  it  also  is  important  to  emphasize 
that  a person  with  Laennec’s  cirrhosis  may  have  in- 
creased skin  pigmentation.  He  may  have  increased 
iron  in  his  liver.  He  may  have  an  abnormal  glucose 
tolerance  curve  and  have  diabetes,  particularly  if  he 
also  suffers  alcoholism,  since  so  many  alcoholic 
persons  have  pancreatitis.  He  may  have  testicular 
atrophy  and  he  may  also  have  heart  disease,  although 
the  latter  may  not  be  related  specifically  to  alcohol. 
On  the  basis  of  the  findings  we  have,  therefore,  I 
do  not  think  that  we  can  discriminate  with  certainty 
between  hemochromatosis  and  Laennec’s  cirrhosis. 

Serum  iron  determinations  may  be  of  value  in  dif- 
ferentiating hemochromatosis  from  Laennec’s  cir- 
rhosis. Typically,  serum  iron  is  increased  and  the 
total  iron  binding  capacity  is  somewhat  depressed 
in  the  patient  with  hemochromatosis.  By  contrast, 
serum  iron  is  normal  or  decreased  and  total  iron 
binding  capacity  is  decreased  in  Laennec’s  cirrhosis. 
In  the  present  case,  you  will  notice  that  on  the 
patient’s  third  admission  two  serum  iron  determina- 
tions were  performed.  The  first  was  106  meg.  per 
100  cc.  The  second  was  146  meg.  per  100  cc.  as  was 
the  total  iron  binding  capacity.  In  other  words,  he 
had  a relatively  normal  serum  iron  but  the  iron  bind- 
ing capacity  was  completely  samrated.  This  finding 
would  be  consistent  with  either  cirrhosis  or  hemo- 
chromatosis. 

A review  of  the  possible  causes  of  iron  storage 
disease  might  be  profitable  at  this  stage.  There  are 
several  disorders  that  may  be  associated  with  in- 
creased iron  storage.  Anemias  (usually  chronic  hemo- 
lytic or  aplastic,  and,  more  recently,  hypochromic 
anemias,  some  of  which  may  respond  to  pyridoxine) , 
have  been  associated  with  iron  storage  disease.  The 
mechanisms  responsible  for  increased  iron  storage 
include  administration  of  iron  in  the  form  of  trans- 
fusions, intake  of  iron  medicines  and  increased  iron 
absorption  from  the  gastrointestinal  tract.  We  can 
exclude  this  as  a primary  factor  in  our  patient;  cer- 
tainly on  his  first  two  admissions  his  hemoglobin 
was  in  a reasonable  range  of  approximately  12  Gm. 
per  100  cc.  Nutritional  factors  probably  are  quite 
important.  If  one  reviews  a series  of  patients  with 
hemochromatosis,  a goodly  number,  perhaps  40  to 
50  per  cent,  may  be  found  to  have  been  alcoholics 
who  are  malnourished.  MacDonald  is  a strong  advo- 
cate of  the  importance  of  malnutrition  in  being  re- 
lated in  some  way  to  the  development  of  increased 
iron  storage  in  the  body.  There  is  experimental  evi- 
dence in  the  rat  that  increased  absorption  of  iron 
from  the  gastrointestinal  tract  will  occur  on  a choline- 
deficient  diet.  In  some  alcoholic  persons,  who  are 
frequently  malnourished,  there  may  be  an  acquired 
mechanism  for  increased  absorption  of  iron  from  the 


gut  and  increased  deposition  in  the  tissue.  Our  pa- 
tient could  fit  into  this  group.  Increased  iron  deposi- 
tion in  the  liver  has  been  reported  to  occur  after 
portacaval  shunt.  This  may  result  from  an  acquired 
defect,  perhaps  increased  iron  absorption  from  the 
gut.  At  present  there  is  no  data  which  would  indicate 
what  the  mechanism  of  iron  storage  after  portacaval 
shunt  is,  however.  The  most  we  can  say  is  that  our 
patient  had  a portacaval  shunt.  The  fact  that  a lymph 
node  removed  at  the  time  of  portacaval  surgery 
showed  a lot  of  iron  in  it  would  indicate  to  me 
that  his  iron  storage  process  already  existed  before 
his  portacaval  shunt.  We  have  two  factors  in  our 
case,  at  any  rate,  which  might  account  for  increased 
iron  storage.  The  Bantus,  who  have  a large  intake  of 
iron  and  who  frequently  are  malnourished,  may  also 
have  increased  iron  storage.  I include  this  just  for 
completeness.  When  we  then  consider  the  possibility 
of  the  idiopathic  type  of  iron  storage  disease,  I think 
it  is  of  importance  to  exclude  other  disorders  that 
may  account  for  increased  iron  storage.  That  is,  it  is 
important  to  make  sure  that  the  person  is  not  anemic, 
that  he  has  eaten  weU,  and  that  he  has  not  consumed 
increased  amounts  of  iron.  Positive  evidence  for  idio- 
pathic iron  storage  disease  would  include  the  demon- 
stration of  increased  iron  storage  in  family  members. 
If  one  uses  these  rigid  criteria,  I believe  there  is 
good  evidence  that  there  is  a disorder,  idiopathic 
hemochromatosis,  which  is  genetically  determined 
and  caused  by  increased  absorption  of  iron  from  the 
gut. 

To  come  back  to  our  patient,  I think  we  can  say 
that  he  has  an  iron  storage  disorder,  that  we  have 
good  evidence  that  he  was  malnourished,  was  an 
alcoholic,  and  previously  had  had  portacaval  shunt. 
Increased  iron  storage  probably  was  an  acquired  dis- 
order in  this  patient.  It  is  important  to  emphasize, 
however,  that  we  have  not  been  able  to  exclude  a 
genetic  background  for  increased  iron  absorption 
upon  which  malnutrition  may  have  acted. 

We  assumed  he  did  have  an  iron  storage  disorder 
and  the  question  was  what  to  do  about  it.  An  impor- 
tant question  is  whether  or  not  iron  is  toxic.  This 
subject  has  been  investigated  extensively.  To  date, 
there  is  no  convincing  experimental  evidence  that 
iron  by  itself  damages  tissues.  These  studies  have 
been  criticized  by  the  people  who  actually  have  per- 
formed them  on  the  basis  that  not  enough  iron  was 
administered  over  a long  enough  period  of  time; 
that  the  iron  usually  was  given  intravenously,  and 
therefore  ends  up  in  the  reticuloendothelial  cells 
rather  than  in  liver  cells;  and  that  species  other  than 
man  were  used.  At  any  rate,  iron  in  the  experimental 
animal  does  not  produce  cirrhosis  of  the  liver.  Phle- 
botomy has  been  used  to  mobilize  iron  from  persons 
with  iron  storage  disease  and  perhaps  if  there  were 
improvement  in  these  patients  we  might  have  evi- 
dence that  iron  was  damaging  in  some  way.  Clinical- 
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ly,  the  reported  experiences  vary  a great  deal.  If 
one  rigidly  examines  the  effects  in  those  people  who 
had  undergone  phlebotomy,  there  is  no  convincing 
evidence  that  the  liver  disease  improves,  nor  that  the 
diabetes  improves.  Testicular  atrophy  doesn’t  im- 
prove. 

There  are  two  things  that  may  improve  and  these 
perhaps  give  the  strongest  suggestion  that  iron  may 
be  toxic.  There  are  some  young  people  with  heart 
failure  or  with  severe  arrhythmia  who  seem  to  have 
marked  amelioration  in  their  heart  disease  coexistent 
with  phlebotomies.  And  more  recently.  Dr.  Frenkel, 
and  he  will  probably  talk  more  about  this  a little 
later,  has  mentioned  that  some  patients  appear  to 
have  marked  improvement  in  anemia,  suggesting 
that  anemia  was  caused  in  some  way  by  iron  deposi- 
tion in  tissues.  We  thought  it  was  worthwhile  to 
remove  iron  from  the  patient’s  body  and  the  ques- 
tion was  whether  to  use  phlebotomy  or  to  use  a che- 
lating agent  that  would  bind  iron  and  would  be  ex- 
creted from  the  body.  We  ruled  against  the  chelating 
agents  because  of  several  factors.  First  of  all,  there 
is  little  evidence  that  available  chelating  agents  re- 
move a great  deal  of  iron  quickly.  Furthermore,  once 
iron  is  bound  it  is  excreted  in  the  urine.  Since  our 
patient  had  renal  disease  we  didn’t  think  this  would 
be  a very  effective  form  of  treatment.  As  for  phle- 
botomy, about  1 mg.  of  iron  is  removed  for  each  cc. 
of  red  cells  taken  out,  but  the  major  problem  in  our 
patient  was  that  he  had  a marked  decrease  in  hemo- 
globin, and  actually  anemia  continued  to  be  a major 
problem  until  his  death.  We  felt  that  we  could  ex- 
clude the  primary  type  of  anemias  that  we  had  men- 
tioned. As  you  know,  most  patients  with  hemo- 
chromatosis don’t  have  anemia.  Occasionally  mal- 
nourished patients  with  iron  storage  disease  may 
have  a megaloblastic  anemia,  as  may  any  other  mal- 
nourished patients.  This  type  of  anemia  will  respond 
to  folic  acid.  It  is  important  to  mention  that  our 
patient  did  not  respond  to  folic  acid,  to  B12,  or  to 
liver  extracts.  Without  going  into  any  more  discus- 
sion of  his  anemia,  since  this  will  be  covered  subse- 
quently, we  felt  that  his  anemia  probably  was  caused 
by  a combination  of  things — a manifestation  of  his 
liver  disease,  or  renal  failure,  and  the  fact  that  he 
was  severely  malnourished.  In  view  then  of  his  low 
hemoglobin,  we  decided  against  using  phlebotomy 
in  this  patient,  and  perhaps  this  can  be  discussed  in 
more  detail. 

There  is  no  question  but  that  he  did  have  enceph- 
alopathy. He  exhibited  disturbed  mentation  and 
drowsiness;  he  had  a liver  flap  repeatedly;  he  had  a 
fetor  on  numerous  occasions.  Furthermore,  his  dis- 
order responded  to  protein  restriction  and  to  anti- 
biotics, particularly  neomycin.  His  encephalopathy 
was  chronic  and  most  of  the  time  no  evidence  of  an 


acute  precipitating  factor  was  evident.  We  could  ex- 
clude bleeding  from  the  gastrointestinal  traa,  infec- 
tions, pancreatitis  and  intake  of  nitrogenous  medica- 
tions. Although  he  took  diuretics,  his  potassium  was 
maintained  within  the  normal  range  most  of  the  time 
and  he  did  not  have  any  striking  electrolyte  dismrb- 
ances.  Finally,  he  did  not  receive  sedatives  or  nar- 
cotics. It  was  pointed  out  that  our  patient  continued 
to  drink  alcohol  and  to  eat  poorly  after  his  portacaval 
shunt.  It  is  quite  probable  that  these  contributed  to 
progressive  liver  damage.  Another  important  factor 
was  that  he  had  a portacaval  shunt.  A portacaval 
shunt  bypasses  the  liver,  with  portal  blood  going  into 
the  systemic  venous  circulation.  Any  material  ab- 
sorbed from  the  gut  that  may  precipitate  coma  will 
pass  directly  into  the  peripheral  circulation  without 
having  had  a chance  to  be  metabolized  in  the  liver. 
Such  a state  undoubtedly  existed  in  this  patient.  We 
must  not  overlook  the  hemodynamic  effects  of  the 
shunt  per  se;  I believe  that  shunting  may  be  an 
important  cause  of  further  cell  damage  in  many  peo- 
ple with  cirrhosis.  It  will  be  very  interesting  to  see 
if  his  liver  shows  any  postnecrotic  changes  or  large 
scars  which  might  suggest  that  he  had  ischemic  ne- 
crosis following  portacaval  surgery.  A third  factor 
that  may  be  related  to  this  chronic  encephalopathy 
would  be  the  fact  that  he  did  have  renal  disease  of 
some  type  and  was  uremic  on  several  occasions. 
There  is  evidence  that  urea  is  metabolized  to  am- 
monia within  the  gastrointestinal  tract.  'This  am- 
monia can  be  reabsorbed  and  may  contribute  to 
hepatic  encephalopathy.  I think  that  a combination 
of  these  factors,  mainly  progressive  liver  failure  as  a 
result  of  poor  nutrition  and  of  the  hemodynamic  ef- 
fects of  his  shunt,  contributed  to  his  progressive 
deterioration.  Indeed  we  have  roentgenographic  evi- 
dence that  his  liver  got  smaller  with  time.  We  should 
mention,  for  completeness,  that  in  hemochromatosis 
there  is  an  increased  incidence  of  hepatoma.  Hepa- 
toma can  account  for  the  syndrome  of  progressive 
hepatic  failure.  However,  hepatoma  seems  unlikely 
here,  since  encephalopathy  was  present  for  10  or  11 
months,  and  I think  he  would  have  had  more  overt 
evidence  of  a hepatoma  in  this  time.  To  control  our 
patient  in  a state  of  adequate  mentation,  extremely 
rigid  protein  restriction,  20  Gm.  per  day  maximum, 
was  required.  On  this  protein  intake,  his  serum  am- 
monia level  was  normal,  0.92  gamma  per  ml. 

Nevertheless,  the  patient  paid  a price  for  maintain- 
ing adequate  mentation  in  that  he  had  a severely  low 
albumin;  he  continued  to  lose  weight  and  strength; 
his  anemia  became  progressively  more  severe;  and 
many  of  us  felt  that  some  of  his  disturbances  actu- 
ally were  the  consequences  of  iatrogenic  protein  star- 
vation. We  decided  therefore,  on  the  basis  of  previous 
experience  of  Atkinson  in  England,  to  attempt,  as  a 
last  resort,  a colectomy.  Now  what  would  be  the 
rationale  for  colectomy?  There  is  evidence  that  many 
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of  the  substances  which  would  produce  hepatic  en- 
cephalopathy are  absorbed  predominantly  from  the 
colon.  These  include  ammonia  and  probably  other 
compounds  as  well.  A patient  whose  condition  was 
similar  to  that  of  our  patient  was  operated  on  by 
Atkinson.  His  patient,  with  severe  protracted  en- 
cephalopathy, was  able  to  tolerate  a relatively  normal 
protein  intake  following  colectomy.  Mentation  was 
improved,  and  commensurate  with  improved  food 
intake  the  general  status  improved.  At  first  thought, 
it  might  be  surprising  that  a colectomy  would  be 
helpful.  If  removal  of  gut  bacteria  is  the  mechanism, 
one  would  think  that  bacteria  soon  would  invade  the 
small  bowel.  Indeed  there  is  evidence  that  the  small 
bowel  in  the  cirrhotic  patient  already  is  colonized  by 
intestinal  bacteria.  What  this  may  indicate  is  that 
not  only  is  the  presence  of  bacteria  important,  but 
also  the  presence  of  a favorable  absorbing  surface, 
and  it  may  be  that  the  colon  allows  more  favorable 
absorption  of  these  toxic  compounds  than  the  ileum 
and  jejunum.  At  any  rate,  this  was  the  rationale  for 
colectomy.  Unfortunately,  our  patient  developed  ar- 
rhythmias at  the  time  of  induction  of  anesthesia.  He 
was  never  able  to  undergo  surgery  and  subsequently 
he  died. 

In  closing,  I should  like  to  reiterate  that  as  far  as 
the  diagnosis  is  concerned,  my  impression  would  be 
that  here  is  a chronic  alcoholic  with  severe  malnu- 
trition who  had  portal  cirrhosis  and  who  had  iron 
storage  disease  of  the  acquired  type.  As  to  whether 
iron  in  any  way  produced  damage  to  his  tissues,  I 
don’t  know.  He  also  had  a portacaval  shunt  which 
contributed  to  his  severe  hepatic  encephalopathy. 
There  are  two  other  problems  of  importance  that 
should  be  discussed  by  others — his  anemia  and  the 
namre  of  his  renal  disease. 

Dr.  E.  P.  Frenkel:  'There  is  indeed  little  to  add 
after  that  excellent  review.  I view  iron  storage  dis- 
ease as  a broad  spectrum  or  continuum  which  extends 
from  "classical”  or  primary  hemochromatosis  which 
may  have  a genetic  factor  in  the  background;  through 
secondary  hemochromatosis  generally  associated  with 
nutritional  cirrhosis,  and  perhaps  other  dietary  de- 
ficiencies; finally,  to  simple  hemosiderosis  where  one 
finds  only  increased  iron  stores  without  associated 
parenchymal  damage.  In  this  instance,  I feel  this  pa- 
tient had  underlying  nutritional  cirrhosis  with  a 
superimposition  of  a "secondary”  type  of  hemo- 
chromatosis. This  form  or  pattern  has  been  strongly 
emphasized  by  MacDonald  and  Mallory’^  during  re- 
cent years,  and  they  feel  that  it  is  true  hemochroma- 
tosis and  that  genetic  factors  have  no  appreciable 
significance  in  any  of  the  types. 

It  is  true  that  a specific  toxic  effect  of  the  iron 
has  not  been  established,  except  perhaps  in  the  cases 
with  the  cardiac  arrhythmias.  It  is  generally  presumed 
that  the  iron  within  the  parenchymal  cells  has  a de- 
leterious effect.  Much  of  the  current  evidence  for  the 


toxicity  of  the  iron  in  hemochromatosis  has  been 
based  upon  the  observation  that  the  removal  of  iron 
by  phlebotomy  results  in  amelioration  of  clinical 
symptoms,  a procedure  and  porential  result  strongly 
emphasized  by  Finch.^  Very  recently  a new  chelating 
agent  for  iron,  Desferrioxamine,  has  become  available 
in  Europe,  and  with  its  use  over  periods  of  about  six 
months,  Moeschlin®  has  described  considerable  re- 
moval of  iron,  remarkable  amelioration  of  symptoms, 
and  improvement  in  liver  functions  with  suggestive 
improvement  in  serial  liver  biopsies.  Should  this 
functional  and  morphologic  improvement  be  con- 
sistently demonstrated,  we  may  soon  be  able  to  impli- 
cate iron  more  specifically  as  a significant  "toxic 
factor”. 

Anemia  is  not  a common  finding  in  patients  with 
iron  storage  disease  except  in  those  secondary  cases 
which  are  a result  of  the  chronic  anemia  (such  as 
aplastic  anemia).  The  exact  mechanism  for  the 
anemia  in  this  disease  is  unknown,  but  it  has  given 
rise  to  considerable  speculation.  The  thesis  that  has 
been  the  background  for  some  of  these  thoughts  has 
been  Brown’s^  that  ferrous  iron  is  needed  for  the 
activation  of  glycine  by,  or  with,  pyridoxal- 5 -phos- 
phate. This  occurs  prior  to  the  cleavage  of  glycine  by 
succinyl  coenzyme  A to  yield  5 -amino  levulinic  acid 
in  the  stepwise  synthesis  of  hemoglobin.  It  has  been 
considered  that  the  massive  iron  stores  in  some  way 
inhibit  heme  synthesis  perhaps  by  affecting  the  en- 
zymatic activation  by  pyridoxal- 5 -phosphate  or  the 
enzyme  itself.  Investigative  animal  studies  to  date 
have  failed  to  amplify  or  afford  any  evidence  for  this 
proposed  effect  of  excess  iron.  Qinical  trials  with 
pyridoxine  have  not  yielded  consistent  results.  It  has, 
however,  been  noted  by  many  investigators  that  phle- 
botomy of  small  but  frequent  amounts  of  blood  in 
these  anemic  patients  with  iron  storage  disease  often 
yields  progressive  improvement  in  hemoglobin  values 
and  at  times,  complete  resolution  of  the  anemia. 

The  more  specific  approach  to  the  present  patient, 
as  posed  by  Dr.  Combes,  now  can  be  considered  in 
the  light  of  the  foregoing.  Since  unformnately  his 
hemoglobin  was  very  low  at  the  time  therapy  was 
considered,  I rhink  I would  have  selected  a chelating 
agent.  Two  chelates  have  been  given  some  attention 
in  the  literature  recently.  The  first,  used  by  Fahey 
and  co-workers“  is  DTPA,  an  analog  of  EDTA, 
which  apparently  is  a moderately  effective  agent. 
More  recently,  as  mentioned  above,  Desferrioxamine 
has  been  employed  in  Europe.  In  Moeschlin’s  studies, 
he  was  able  to  remove  consistently  20  to  90  mg. 
with  phlebotomy.  This  agent  has  considerable  prom- 
ise and  trials  in  patients  earlier  in  the  course  of  their 
disease  are  obviously  needed.  There  is  no  evidence  of 
renal  toxicity  with  this  agent,  and  I do  not  think  it 
would  have  been  contraindicated. 

Dr.  J.  S.  Fordtran:  I would  like  to  question  the 
diagnosis  of  bleeding  esophageal  varices.  The  char- 
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acter  of  the  bleeding  is  much  against  variceal  hem- 
orrhage. Both  episodes  were  relatively  mild,  shock 
was  not  present,  and  transfusion  was  not  necessary. 
Furthermore,  the  fact  that  the  patient  lived  through 
two  episodes  of  bleeding  is  against  variceal  origin 
of  the  hemorrhage  on  a statistical  basis. 

If  you  take  all  cirrhotic  patients  with  upper  gastro- 
intestinal tract  bleeding,  about  50  per  cent  will  be 
bleeding  from  varices.  The  other  50  per  cent  will  be 
bleeding  from  other  causes,  either  gastritis  or  peptic 
ulcer,  gastric  or  duodenal.  If  you  divide  these  pa- 
tients arbitrarily  according  to  whether  or  not  they 
survive  the  bleeding  episode,  only  one-third  of  those 
who  live  will  be  bleeding  from  varices. 

The  point  I want  to  make  is  that  just  because  he 
bled  and  had  varices  does  not  mean  he  bled  from  the 
varices.  In  fact,  the  odds  in  this  case  are  against  it. 
Furthermore,  both  bleeding  episodes  were  preceded 
by  heavy  drinking,  and  I think  it  is  most  likely  that 
he  bled  from  a diffuse  gastritis. 

If  this  were  so,  he  then  had  a "prophylactic”  por- 
tacaval shunt  rather  than  a therapeutic  one.  The  two 
controlled  series  that  are  in  progress  on  the  value  of 
"prophylactic”  shunts  have  not  to  date  shown  them 
to  be  of  benefit.  It  is  true  that  the  incidence  of  bleed- 
ing after  such  shunts  is  lower  than  in  the  control 
series,  but  the  incidence  of  complications  of  surgery 
and  post-shunt  protein  intolerance  are  such  that  the 
overall  morbidity  and  mortality  are  about  equal  in 
the  shunt  and  control  groups. 

The  incidence  of  post-shunt  complications  in 
"good  risk”  patients  runs  about  as  follows:  mortality 
rate  of  surgery,  10  per  cent;  severe  protein  intoler- 
ance, 10  per  cent;  and  post-shunt  bleeding,  15  per 
cent. 

So,  I think  it  is  important  to  be  sure  an  episode 
of  upper  gastrointestinal  hemorrhage  is  caused  by 
varices  before  shunt  surgery  is  advised.  At  least,  the 
character  of  the  bleeding  should  be  suggestive  of 
varcies. 

Another  point  I want  to  make  relates  to  the  treat- 
ment of  the  protein  intolerance.  Some  investigators 
have  used  glutamic  acid,  20  to  40  Gm.  daily  by 
mouth  in  divided  doses;  they  claim  some  patients 
benefit  significantly.  I have  not  had  any  experience 
with  this  myself,  but  I think  it  might  have  been 
tried  in  this  patient. 

The  final  comment  concerns  the  idea  mentioned  by 
Dr.  Combes  that  ammonium  absorption  is  better 
in  the  colon  than  in  other  parts  of  the  gastrointestinal 
tract.  As  far  as  I know,  there  is  no  substance  which 
is  absorbed  better  in  the  colon  than  in  the  small 
intestine,  even  sodium  and  water.  While  the  mech- 
anism of  ammonium  absorption  in  the  gut  is  not 
known,  it  is  probably  absorbed  by  passive  diffusion. 


It  is  unlikely  that  it  would  diffuse  more  rapidly 
through  the  colon  than  through  other  areas  of  the 
gut  which  have  a much  greater  surface  area  per  unit 
length.  So  I think  it  is  doubtful  that  ammonium  is 
absorbed  better  in  the  colon  than  in  the  jejunum  and 
ileum.  Furthermore,  after  oral  ammonium  tolerance 
tests,  the  blood  curve  rises  quickly,  suggesting  ab- 
sorption high  in  the  gastrointestinal  tract.  I think 
the  reason  why  colectomy  is  effective  in  some  pa- 
tients with  protein  intolerance  is  because  you  thereby 
remove  the  masses  of  bacteria  which  reside  there.  It 
is  true  that  after  colectomy  some  bacteria  do  grow 
in  the  lower  ileum,  but  this’  certainly  does  not  occur 
to  the  extent  we  normally  see  in  the  colon. 

Pathologic  Findings 

Dr.  C.  T.  Ashworth:  The  bronze  discoloration  of 
the  skin  was  quite  apparent  at  autopsy,  and  the  skin 
sections  stained  for  iron  disclosed  a large  amount 
of  hemosiderin  in  the  dermis  and  skin  appendages, 
particularly  the  sweat  glands.  Melanin  pigment  in  the 
basal  cell  layer  of  the  epidermis  also  was  increased. 
Thus,  in  the  interim  between  the  first  skin  biopsy 
and  the  time  of  death,  hemosiderin  deposition  in  the 
skin  was  added  to  the  melanin  excess  as  the  cause 
for  the  bronze  or  gray  discoloration. 

The  important  autopsy  findings  were  a part  of  or 
related  to  the  disease,  hemochromatosis.  The  liver 
weighed  1,250  Gm.,  being  slightly  reduced  in  size, 
and  presented  a striking  chocolate  brown  color  (Fig. 
4 ) . There  was  a very  finely  nodular  appearance  on 
the  external  and  cut  surfaces.  Most  of  the  brown 
color  due  to  iron  pigment  was  concentrated  in  the 
centro-lobular  zones^  while  a fine  yellow  mottling  due 
to  fat  deposition  was  seen  in  the  periphery  of  the 
lobules.  Histologically,  areas  of  nodular  regeneration 


Fig.  4.  This  gross  photograph  of  the  liver  shows 
dork  color  and  fine  nodular  appearance  of  cirrhosis. 
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Fig.  5.  This  photomicrograph  shows  the  liver  stained 
with  hematoxylin-eosin.  The  periphery  of  two  nodules 
and  intervening  dense  fibrous  layer  are  seen,  (x  48) 
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Fig.  6.  I ron  stain  of  liver  shows  heavy  deposits  of 
hemosiderin  in  liver  cells,  (x  47) 


and  of  periportal  fibrosis  were  present  ( Fig.  5 ) . As 
is  frequently  true  in  hemochromatosis,  fibrous  pro- 
liferation was  very  marked,  and  there  was  a large 
amount  of  iron  in  the  connective  tissue,  as  well  as 
in  the  parenchymal  liver  cells  (Fig.  6).  There  were 
severe  retrogressive  changes  in  the  parenchymal  liver 
cells  consisting  of  fatty  degeneration,  atrophy,  and 
an  acmal  disappearance  of  many  cells  ( Fig.  7 ) . Some 
of  these  manifestations  of  cell  injury  could  have  been 
due  to  the  excessive  deposits  of  iron,  but  the  fatty 
metamorphosis  of  the  liver  cells  can  be  better  ex- 
plained by  the  background  of  nutritional  deficiency. 
That  this  nutritional  deficiency  also  accounts  for  the 
cirrhosis  has  to  be  considered  seriously. 

The  pancreas  was  strikingly  affected  (Fig.  8). 
Grossly,  it  was  decreased  in  size,  of  chocolate  brown 
color,  and  was  firm  and  fibrotic.  There  was  an  un- 
usual amount  of  iron  deposition  in  the  pancreas,  even 
for  primary  hemochromatosis.  Microscopically,  abun- 
dant iron  deposit  was  present  in  the  acinar  cells,  in 
the  cells  of  the  islands  of  Langerhans,  and  in  the 
interstitial  tissue  (Fig.  9).  The  amount  of  fibrosis 
was  very  striking  and  it  is  very  difficult  to  escape  the 
conviction  that  deposits  of  iron  of  this  type  and 
degree  produce  injury  of  parenchymal  cells,  causing 
their  disappearance  and  associated  fibrosis.  Possibly, 


Fig.  7.  Photomicrograph  of  liver  reveals  fatty  de- 
generation and  atrophy;  necrosis  of  liver  cells  is 
apparent,  (x  1 85) 


Fig.  8.  This  gross  photograph  shows  cross  sections 
of  pancreas.  The  specimen  on  the  left  is  unstained, 
while  that  on  the  right  has  been  stained  for  iron  and 
was  dark  blue. 


Fig.  9.  This  photomicrograph  shows  the  pancreas 
after  staining  for  iron,  (x  48) 


the  experimental  studies  which  suggest  that  iron  de- 
posits may  not  be  injurious  to  tissue  do  not  provide 
enough  time,  or  the  form  and  site  of  iron  deposits 
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may  be  different  from  that  in  human  hemochroma- 
tosis. Neither  nutritional  deficiency  nor  cirrhosis,  by 
themselves,  would  be  expected  to  produce  this  kind 
of  alteration  of  pancreatic  tissue. 

The  spleen  was  the  seat  of  hyalinized  fibrosis  of 
the  capsule,  and  it  was  slightly  enlarged,  weighing 
250  Gm.  Iron  stains  on  gross  sections  of  the  spleen 
showed  abundant  iron  deposition.  This  was  somewhat 
surprising,  because  it  is  characteristic  of  hemo- 
chromatosis that  decidedly  little  iron  deposit  occurs 
in  the  spleen.  This  is  one  of  the  points  that  has  been 
used  in  the  past  to  differentiate  between  primary 
hemochromatosis  and  the  excessive  hemosiderin  de- 
posits due  to  hemolytic  disease  and  multiple  transfu- 
sions. This  was  clarified  somewhat  on  histologic 
study  of  the  spleen.  The  spleen  was  the  seat  of 
reticulum  cell  hyperplasia  and  marked  thickening  of 
pulp  cords,  indicative  of  fibro-congestive  splenomeg- 
aly, explained  by  the  existing  cirrhosis.  Iron  stains 
showed  that  virtually  all  of  the  iron  deposit  was  in 
the  trabeculae  and  in  the  walls  of  the  blood  vessels. 
I think  this  is  purely  a secondary  phenomenon  due 
to  the  excessive  serum  load  of  iron.  This  microscopic 
finding  indicated  that  the  reticuloendothelial  cells 
were  not  really  hyperactive  in  picking  up  iron  pig- 
ment as  they  might  be  in  cases  in  intravascular 
hemolysis  and  following  multiple  transfusions. 

The  bone  marrow  hemopoietic  tissue  was  slightly 
reduced  in  amount.  The  cell  content  was  essentially 
what  one  would  expect  in  a moderately  hypoplastic 
bone  marrow,  and  there  was  no  evidence  of  megalo- 
blastic hyperplasia.  It  is  rather  striking  that  there  was 
very  little  iron  pigment  in  the  bone  marrow.  Iron 
stains  showed  only  sporadic  deposits.  I doubt  that 
there  was  enough  iron  deposit  to  impair  hemopoiesis 
or  to  contribute  to  the  anemia. 

The  heart  was  brown,  grossly.  It  weighed  450  Gm., 
being  the  seat  of  slight  ventricular  hypertrophy. 
Microscopically,  acute  focal  interstitial  myocarditis 


was  present.  The  myocardial  fibers  were  somewhat 
hypertrophied,  and  practically  all  of  them  contained 
abundant  hemosiderin  granules  (Fig.  10).  This  again 
brings  up  the  interesting  question  as  to  whether  or 
not  intracellular  iron  really  does  produce  significant 
injury,  and  whether  in  the  case  of  myocardium  it  is 
a mechanism  of  myocardial  failure.  I don’t  think  we 
have  enough  data  in  our  case  to  indicate  that  there 
was  indeed  myocardial  failure  due  to  this  excessive 
iron  deposit. 

The  esophagus  contained  marked  varices.  No  ac- 
tive bleeding  was  evident,  however,  at  the  time  of 
autopsy.  No  doubt  the  varices  .had  been  considerably 
alleviated  by  the  portacaval  shunt.  We  cannot  answer 
the  question  of  Dr.  Fordtran  as  to  whether  the  initial 
bleeding  resulted  from  varices  or  something  else. 
The  portacaval  shunt  was  widely  patent,  and  ap- 
peared to  be  in  good  functional  status.  It  certainly 
must  have  produced  significant  hemodynamic  effect 
upon  the  portal  hypertension.  Dr.  Combes  questioned 
whether  there  might  be  significant  hypoxic  injury 
of  the  liver  from  the  shunting  of  blood  through  the 
portacaval  shunt.  We  did  not  find  any  indication  of 
this.  I think  that  all  of  the  findings  in  the  liver  can 
be  explained  directly  by  the  cirrhosis  and  the  fatty 
infiltration  which  I am  inclined  to  attribute  to  nu- 
tritional deficiency. 

In  the  kidneys,  the  changes  in  the  glomeruli  are 
of  great  interest.  The  periodic  acid  Schiff  stain  (Fig. 
11)  showed  a diffuse  thickening  of  basement  mem- 
branes throughout  all  the  glomeruli,  but  no  definite 
nodular  areas  of  sclerosis.  Although  this  appearance 
is  somewhat  suggestive  of  diffuse  intercapillary  glom- 
erulosclerosis, it  is  not  diagnostic,  and  the  absence 
of  any  nodular  lesions  leads  me  to  think  that  this  is 
not  diabetic  glomerulosclerosis.  The  changes  observed 
are  very  similar  to  those  described  in  cases  of  nutri- 
tional cirrhosis,  and  I believe  this  is  the  best  explana- 
tion at  this  time.  In  addition,  numerous  minute  focal 
abscesses  were  present  in  the  cortex  of  the  kidney, 
very  similar  to  those  in  the  myocardium.  This  prob- 


Fig.  10.  I ron  stain  is  seen  in  this  photomicrograph 
of  myocardium,  (x  47) 


Fig.  11.  Photomicrograph  of  kidney  shows  glomer- 
ulus with  diffuse  glomerulosclerosis  of  the  type  seen 
in  cirrhosis.  Periodic  acid-Schiff  stain,  (x  190) 
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Fig.  12.  Photomicrograph  of  myelin  stain  of  spinal 
cord  shows  pale  areas  on  either  side  of  the  midline 
septum,  representing  the  columns  of  Goll,  and  the 
seat  of  marked  demyelinization.  (x  47) 

ably  indicates  hematogenous  infection  due  to  bac- 
teremia. In  cases  of  hemochromatosis,  infection  is  a 
common  cause  of  death,  along  with  myocardial  fail- 
ure, hepatic  failure,  and  bleeding  esophageal  varices. 

Another  interesting  anatomic  finding  in  this  case 
was  marked  myelin  degeneration  of  the  spinal  cord, 
located  almost  exclusively  in  the  columns  of  GoU 
(Fig.  12).  The  column  of  Burdach  was  normal,  and 
there  was  no  degeneration  in  the  lateral  corticospinal 
tracts.  This  lesion  has  been  described  as  characteristic 
of  vitamin  B deficiency.  This  provides  further  evi- 
dence of  a significant  underlying  nutritional  defi- 
ciency in  this  patient. 

Dr.  Combes  has,  I think,  put  his  finger  on  the 
major  problems  in  regard  to  the  pathogenesis  of 
hemochromatosis.  As  he  stated,  there  still  is  some 
basis  for  recognizing  ( 1 ) a primary  or  idiopathic 
type  of  hemochromatosis  based  on  some  metabolic 
fault  in  iron  absorption,  and  (2)  a secondary  type 
caused  by  the  variety  of  disorders  which  he  men- 
tioned. These  secondary  causes  are  centered  around 
mechanisms  increasing  the  exogenous  supply  of  iron, 
hemolysis,  or  increasing  iron  absorption  from  the 
intestine.  Nevertheless,  one  of  the  current  theories 
on  hemochromatosis  ( MacDonald'^’  ® ) explains  those 
cases  previously  classified  as  primary  hemochroma- 
tosis as  being  secondary  to  nutritional  or  other  forms 
of  cirrhosis.  Iron  absorption  is  increased  by  cirrhosis, 
as  it  is  by  nutritional  deficiency  and  anemia.  Thus, 
in  this  concept,  excessive  iron  storage  is  explained 
as  being  caused  by  or  accompanying,  cirrhosis.  In 
this  explanation,  all  cases  of  hemochromatosis  really 
would  be  exogenous;  the  cirrhosis  would  not  be  the 
result  of  hemosiderin  deposit,  but  is  assumed  to  be 
present  in  the  beginning,  serving  as  a contributory 
mechanism  by  increasing  gastrointestinal  absorption 


of  iron.  The  high  incidence  of  a background  of  al- 
coholism and  other  forms  of  nutritional  deficiency, 
and  the  universally  present  cirrhosis  even  in  the 
early  stages  of  the  disease,  can  be  reconciled  with 
this  concept  of  cirrhosis  fairly  satisfactorily.  I do 
not  believe  that  we  can  yet  answer,  though,  whether 
a true  primary  hemochromatosis  caused  by  an  in- 
herited metabolic  defect  of  iron  absorption  does  exist. 

A summary  of  pathologic  findings  includes  the 
following: 

1.  Nutritional  (Laennec)  cirrhosis. 

2.  Hemochromatosis,  secondary  to  nutritional  defi- 
ciency and  cirrhosis. 

3.  Severe  iron  deposition  in  pancreas  with  atrophy 
and  fibrosis  ( clinical  diabetes  mellitus ) . 

4.  Marked  myocardial  hemosiderosis. 

5.  Esophageal  varices. 

6.  Intact  surgical  portacaval  shunt. 

7.  Bacteremia  with  focal  hematogenous  abscesses 
in  myocardium  and  kidney. 

8.  Myelin  degeneration  of  columns  of  Goll  and 
spinal  cord  (vitamin  B deficiency  type). 

Additional  Comment 

Dr.  Frenkel:  The  relative  paucity  of  iron  in  this 
man’s  marrow  is  of  interest.  Generally  we  consider 
that  marrow  by  aspiration  or  biopsy  is  a fairly  reli- 
able tissue  to  assess  for  anticipated  increased  iron 
stores  in  patients  with  the  "classical”  primary  hemo- 
chromatosis. In  contradistinction.  Dr.  MacDonald’s^’  ® 
patients  revealed  a relative  paucity  of  marrow  iron. 
One  wonders  about  the  factors  that  determine  the 
tissue  predilection  for  iron  and  whether  further  study 
of  the  marrow  iron  might  offer  information  pertinent 
to  such  factors,  as  well  as  a basis  for  differentiating 
"primary”  from  "secondary”  types. 
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From  JULY  l,  1959,  through  July  1,  1961,  six 
cases  of  unsuspected  isolated  metastatic  mmors 
of  the  posterior  fossa  were  seen  and  treated  surgically. 
The  neurosurgical  service,  which  is  part  of  a large 
general  hospital,  saw  1,800  patients  during  this  time. 

Six  cases  compose  an  unusually  high  incidence  of 
this  type  of  lesion  in  comparison  with  our  previous 
staristics,  and  with  series  from  other  centers.  Earle^ 
reported  on  710  autopsies  of  the  brain  performed  at 
this  instimtion  from  1892  to  1954,  and  found  a .023 
per  cent  incidence  of  isolated  metastatic  lesions  of 
the  posterior  fossa.  In  a larger  series,  from  rhe  Vet- 
erans Administration  Hospital,  Los  Angeles,  the  same 
author  found  19  cases  of  isolated  metastases  of  the 
posterior  fossa  in  3,946  autopsies — an  incidence  of 
.005  per  cent.^  Lesse  and  Netsky”  reported  eight  cases 
of  isolated  metastatic  lesions  of  the  cerebellum  in 
595  autopsies  performed  on  patients  who  had  died 
from  cancer — an  incidence  of  .013  per  cent.  Of  the 
isolated  metastases  found,  however,  eight  were  in  the 
cerebellum,  and  17  in  the  supratentorial  area.  Stbrte- 
becker,^®  reporting  on  4,444  brain  tumors  from 
Olivecrona’s  clinic,  found  an  incidence  of  3.5  per 
cent  metastatic  tumors,  78  per  cent  of  which  were 
supratentorial.  Cushing^  reported  that  the  incidence 
of  metastatic  tumors  is  3.27  per  cent;  his  figures  gave 
no  breakdown  into  supratentorial  and  posterior  fossa 
lesions.  The  principle  source  of  solitary  metastases 
without  involvement  of  the  meninges  is  the  pul- 
monary rumor,  while  breast  and  prostate  tumors, 
myeloma,  lymphoma,  and  leukemia  tend  to  involve 


Six  cases  of  unsuspected  metastatic  tumors 
of  the  posterior  fossa,  seen  over  a two-year 
period,  comprise  an  unusually  high  incidence 
of  this  type  of  lesion.  These  cases  are  re- 
ported, and  surgical  treatment  is  recom- 
mended. Early  diagnosis  results  in  better  sur- 
vival rates. 


meninges  rather  than  the  central  nervous  system 
alone  ( Lesse  & Netsky ) .’ 


Case  Reports 

Case  1. — A 36  year  old  white  male  gave  a history  of 
slowly  progressive  ataxia  for  three  to  four  years.  In  the 
five  months  before  admission,  he  also  complained  of  sub- 
occipital  headache,  diplopia,  buzzing  in  both  ears,  and 
vomiting.  He  sustained  a 40  pound  weight  loss.  General 
physical  examination  revealed  no  abnormalities  except 
emaciation.  Neurologic  examination  showed  bilateral  pa- 
pilledema, dysmetria  affecting  the  extremities  of  the  left 
side,  positive  Romberg  sign,  and  bilateral  internal  strabis- 
mus. Routine  skull  films  and  a roentgenogram  of  the  chest 
were  negative.  Ventriculography  and  positive  contrast 
studies  indicated  a lesion  in  the  left  hemisphere  of  the  cere- 
bellum; this  was  removed.  The  patient  improved  after  the 
operation,  and  still  was  improving  when  a follow-up  exam- 
ination was  made  one  month  after  his  discharge.  The  mmor 
was  a metastatic  carcinoma.  No  clues  as  to  the  namre  of 
the  primary  lesion  could  be  deteaed  by  examination  of 
permanent  sections. 

Case  2. — This  65  year  old  white  male  was  struck  on  the 
head  during  a fist  fight  one  month  before  admission  to 
the  hospital.  He  did  not  lose  consciousness  following  the 
blow.  After  this  episode,  he  began  to  have  suboccipital 
headaches  and  some  ataxia.  Just  before  admission  to  the 
hospital,  he  suffered  nausea  and  vomiting.  A general  physi- 
cal examination,  including  proctoscopy,  revealed  no  abnor- 
malities. The  patient  was  less  alert  than  normal,  and  ex- 
hibited bilateral  papilledema,  ataxia,  and  a positive  Rom- 
berg sign.  Routine  roentgenograms  of  the  skull  and  chest 
were  normal.  Ventriculography  confirmed  the  presence  of 
a lesion  in  the  posterior  fossa,  and  during  surgery  a small 
metastatic  adenocarcinoma  was  removed  from  the  left 
cerebellar  hemisphere.  As  the  incision  was  being  closed, 
the  patient  died.  No  autopsy  was  obtained. 

Case  3- — A 52  year  old  Negro  man  began  to  have  sub- 
occipital  headaches  followed  by  progressive  ataxia  five 
months  before  admission  to  the  hospital,  and  was  bedridden 
for  two  months  before  admission.  Physical  examination 
revealed  no  abnormalities.  Neurologic  examination  showed 
bilateral  papilledema,  nystagmus,  ataxia,  and  dysmetria  af- 
feaing  the  right  side.  A ventriculogram  showed  a lesion 

From  the  Division  of  Neurosurgery,  Department  of  Sur- 
gery, University  of  Texas  Medical  Branch,  Galveston. 
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Fig.  1.  The  metastatic  lesions  illustrated  in  these 
photomicrographs  are  those  found  in  the  case  re- 
ports of  corresponding  numbers.  They  are,  in  nu- 


merical order:  1 . carcinoma,  2.  adenocarcinoma,  3 
squamous  cell  carcinoma,  4.  carcinoma,  and  5.  ade- 
nocarcinoma. 
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on  the  right  side  of  the  posterior  fossa,  and  a metastatic 
squamous  cell  carcinoma  was  resected  subtotally  from  the 
right  cerebellar  hemisphere.  The  patient  did  well  in  the 
recovery  room,  but  died  three  hours  after  the  operation. 
Postmortem  examination  showed  a small  prostatic  carcinoma 
to  be  the  primary  lesion. 

Case  4- — ^The  patient  was  a 58  year  old  white  male.  One 
year  before  entering  the  hospital  he  began  to  have  frontal 
headaches  and  vertigo.  Eight  months  before  admission  he 
began  to  have  intermittent  attacks  of  nausea  and  vomiting. 
Ten  months  after  the  onset  of  his  illnesses  he  was  thor- 
oughly examined  and  referred  to  the  University  of  Texas 
Medical  Branch  with  a diagnosis  of  depression.  His  initial 
physical  examination  was  negative  except  for  generalized 
weakness,  wasting,  and  withdrawal.  Routine  skull  and  chest 
roentgenograms,  gastrointestinal  series,  and  barium  enema 
examination  results  were  normal.  Four  weeks  after  admis- 
sion ataxia,  nystagmus,  and  a central  left  facial  weakness 
were  noticed.  There  was  no  papilledema.  A pneumoen- 
cephalogram resulted  in  non-filling  of  the  ventricular  sys- 
tem, and  the  aqueduct  and  fourth  ventricle  could  not  be 
demonstrated  with  a ventriculogram.  Suboccipital  craniec- 
tomy was  performed,  and  a tumor  deep  in  the  vermis 
cerebelli  was  reseaed  subtotally.  The  patient  died  the  fol- 
lowing day.  Results  of  pathologic  examination  of  the  tumor 
sections  indicated  a metastatic  carcinoma.  Postmortem  ex- 
amination revealed  adenocarcinoma  of  the  sigmoid  colon. 

Case  5. — Three  months  before  admission  to  the  hospital, 
this  41  year  old  white  male  began  to  experience  diplopia, 
ataxia,  suboccipital  headache,  and  vomiting.  General  physi- 
cal examination  revealed  only  evidence  of  weight  loss.  Neu- 
rologic examination  revealed  ataxia,  positive  Romberg  sign, 
nystagmus,  and  slight  dysmetria  affecting  the  right  arm. 
Papilledema  was  not  present.  Routine  skull  films  and  chest 
roentgenogram  were  negative.  Two  days  later  the  patient’s 
state  of  consciousness  deteriorated  rapidly,  and  a ventriculo- 
gram was  performed  in  which  the  aqueduct  and  fourth  ven- 
tricle could  not  be  visualized.  Positive  contrast  studies 
showed  a lesion  on  the  right  side  of  the  posterior  fossa; 
a metastatic  carcinoma  was  excised  from  the  right  cerebellar 
hemisphere.  No  evidence  of  a primary  lesion  was  found  and 
the  patient,  somewhat  improved,  was  discharged  to  a nurs- 
ing home. 

Case  6. — ^Ten  weeks  before  entering  the  hospital,  this 
55  year  old  white  male  experienced  severe  suboccipital  pain 
and  lost  consciousness.  This  episode  lasted  two  hours,  and 
was  followed  by  progressive  suboccipital  pain  and  vomiting. 
For  two  weeks  before  admission  he  was  bedridden  and 
unable  to  feed  himself.  General  physical  examination  re- 
vealed only  weight  loss,  bilateral  papilledema,  nystagmus, 
and  a positive  Babinski  sign  on  the  right  side.  Routine 
skull  films  were  negative,  but  a chest  roentgenogram 
showed  a suspicious  density  at  the  right  hilus.  Ventriculog- 
raphy revealed  a lesion  on  the  left  side  of  the  posterior 
fossa,  and  a metastatic  adenocarcinoma  was  excised  from  the 
left  cerebellar  hemisphere.  The  patient  improved  markedly; 
he  was  given  a short  course  of  treatment  with  intravenous 
nitrogen  mustard  and  was  ambulatory  when  discharged. 


Discussion 

Of  these  six  cases,  only  one  gave  definite  evidence 
of  a possible  primary  lesion  existing  preoperatively 
outside  the  neuraxis.  Five  of  these  patients  had  con- 
siderable weight  loss  and  were  in  poor  general  condi- 
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tion.  There  were  one  operative  death  and  two  post- 
operative deaths;  this  is  partly  an  indication  of  the 
poor  preoperative  physical  conditions  of  the  patients. 
Two  patients  improved  noticeably  and  one  improved 
to  a lesser  degree.  These  six  cases  over  a two  year 
period  comprised  six  per  cent  of  our  total  number  of 
intracranial  tumors  treated  surgically  and  23  per 
cent  of  the  posterior  fossa  tumors  removed.  Infraten- 
torial and  supratentorial  metastatic  lesions  for  the 
same  period  were  approximately  equal  in  number. 

Some  patients  were  referred  relatively  early,  but 
all  had  deteriorated  to  a considerable  extent.  Earlier 
referral  and  diagnosis  in  these  patients  will  be  re- 
flected in  lower  surgical  mortality  rates  and  longer 
postoperative  survival.  Stortebecker,  in  relating  the 
cases  from  Olivecrona’s  series,  reports  definitely  long- 
er survival  in  surgically  treated  patients  who  had  iso- 
lated metastatic  lesions;  one  patient  survived  13 
years.  Perhaps  in  many  known  cases  of  metastases  to 
the  neuraxis,  operative  intervention  is  indicated. 

The  higher  figures  from  a neurosurgical  service  as 
compared  with  autopsy  series  is  a reflection  on  the 
higher  concentration  of  patients  suspected  of  having 
central  nervous  system  disease,  and  on  improved  di- 
agnostic procedures  in  these  centers. 
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Texas  Delegates  to  Offer  AMA 
Resolution  on  Medical  Preparedness 


The  Texas  Delegation  will  propose  a resolution  on 
"Medical  Preparedness  for  Disaster”  to  the  House  of 
Delegates  of  the  American  Medical  Association  at 
the  l6th  Clinical  Meeting  of  the  AMA  in  Los  An- 
geles, Nov.  25-28,  1962. 

The  resolution  is  as  follows: 

Whereas,  the  AMA  Council  on  National  Security,  and 
its  Committee  on  Disaster  Medical  Care,  are  particularly 
interested  in  providing  maximum  assistance  to  state  med- 
ical societies  in  medical  preparedness  for  disaster,  and 

IT hereas,  the  Committee  has  been  engaged  in  a pilot 
plan  involving  visits  to  Colorado,  New  Jersey,  New 
York,  and  Texas  for  the  primary  purpose  of  attending 
a regular  meeting  of  the  state  medical  society’s  commit- 
tee on  emergency  medical  service,  and 

Whereas,  state  societies  have  reported  that  these  visits 
have  proved  most  helpful  and  worthwhile,  and  AMA 
Committee  representatives  have  assisted  them  significant- 
ly in  developing  and  implementing  plans  for  disaster 
medical  care,  and 

Whereas,  this  visitation  program  has  proved  most 
timely  in  view  of  international  tensions  in  Cuba,  India, 
Berlin,  and  other  points  around  the  world,  now  there- 
fore be  it 

Resolved,  that  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  commend  the  Council  on  Na- 
tional Security  and  its  Committee  on  Disaster  Medical 
Care  for  initiating  this  effective  visitation  program,  and 
encourage  them  to  extend  it  with  the  objective  of  pro- 
viding maximum  assistance  to  all  state  medical  societies 
in  medical  preparedness  for  disaster. 

Members  of  the  Texas  Delegation  also  will  give 
particular  attention  to  a report  from  the  Judicial 
Council  of  the  AMA  concerning  ownership  of  phar- 
macies by  physicians  and  stock  ownership  in  phar- 
maceutical firms.  As  this  Journal  goes  to  press,  indi- 
cations are  that  the  Judicial  Council’s  report  will  in- 
clude recommendations  that  the  AMA  go  on  record 
as  ( 1 ) favoring  the  readoption  of  the  policy,  as  set 
forth  in  the  1954  edition  of  the  Principles  of  Medi- 
cal Ethics,  pertaining  to  the  ownership  of  drug  stores 
and  dispensing  of  drugs  and  appliances  by  physicians, 
which  states,  "An  ethical  physician  does  not  engage 
in  barter  or  trade  in  the  appliances,  devices  or  reme- 
dies prescribed  for  patients,  but  limits  the  sources  of 


his  professional  income  to  professional  services  ren- 
dered the  patient”;  (2)  establishing  that  it  is  unethi- 
cal for  a physician  to  own  or  have  an  interest  in  a 
company  which  is  engaged  in  the  repackaging  and 
selling  of  drugs;  and  ( 3 ) affirming  that  it  is  unethi- 
cal for  a physician  to  own  stock  in  a pharmaceutical 
firm  which  he  can  control  while  in  the  active  practice 
of  medicine. 

The  Board  of  Councilors  of  TMA  previously  re- 
quested that  the  Judicial  Council  review  and  recon- 
sider its  interpretations  of  the  Principles  of  Medical 
Ethics  with  respect  to  the  physician  ownership  of 
pharmacies  and  the  physician  ownership  of  stock  in 
pharmaceutical  manufacturing  companies. 

All  of  Texas  Medical  Association’s  delegates  and 
alternate  delegates  to  the  AMA  are  planning  to  be 
in  Los  Angeles  for  the  meeting.  Also  attending  will 
be  Dr.  George  W.  Waldron,  President  of  the  As- 
sociation, Houston;  Dr.  R.  Mayo  Tenery,  President- 
Elect,  Waxahachie;  Dr.  James  H.  Sammons,  Ninth 
District  Councilor,  Highlands;  and  C.  Lincoln  Wil- 
liston.  Executive  Secretary,  Don  Anderson,  Assistant 
Executive  Secretary,  and  Philip  R.  Overton,  LL.B., 
General  Counsel,  all  of  Austin. 

The  House  of  Delegates  will  hold  its  sessions  at 
the  Biltmore  Hotel.  The  scientific  program,  consist- 
ing of  more  than  100  medical  papers,  some  200 
exhibits,  panel  discussions,  medical  motion  pictures, 
and  color  television,  will  be  presented  at  the  Shrine 
Exposition  Hall. 

The  opening  session,  at  noon  Sunday,  will  be  de- 
voted to  the  effect  of  polluted  air  on  health.  A.  J. 
Haagen-Smit,  Ph.D.,  Pasadena,  Calif.,  will  discuss 
Los  Angeles  smog;  Dr.  Paul  Kotin,  Bethesda,  Md., 
will  explore  polluted  urban  air  and  the  development 
of  lung  cancer,  and  Sheldon  D.  Murphy,  Ph.D.,  Cin- 
cinnati, will  speak  on  automobile  exhaust. 

A session  on  the  causes  and  development  of  cancer 
will  include  papers  on  the  search  for  human  tumor 
viruses  by  Dr.  Leon  Dmochowski,  Houston;  toler- 
ance and  immunity  in  leukemia  by  Dr.  Warren  E. 
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Levinson,  Berkeley,  Calif.,  and  environmental  can- 
cer by  Lester  Breslow,  also  of  Berkeley. 

Under  the  heading  of  aerospace  medicine,  Dr. 
George  J.  Kidera,  Chicago,  will  discuss  the  opera- 
tion of  commercial  jet  aircraft  and  Dr.  Donald  H. 
Stuhring,  Seattle,  will  consider  medical  problems  re- 
lated to  supersonic  transports. 

A special  topic  of  the  program  will  be  a paper 
entitled,  "Treatment  of  Muscular  Dystrophy  with  a 
New  Steroid  Drug”,  by  Dr.  Robert  M.  Dowben,  as- 
sociate professor  of  medicine,  Northwestern  Univer- 
sity Medical  School,  Chicago. 

Other  half-day  sessions  will  dwell  on  viruses,  viral 
hepatitis,  and  suicide  prevention. 

On  the  virus  program,  reports  will  be  given  by 
Dr.  Paul  F.  Wehrle,  Los  Angeles,  on  current  ap- 
proaches to  the  prevention  of  polio,  and  by  Dr. 
Bernard  Portnoy,  Los  Angeles,  on  recent  develop- 
ments in  the  prevention  of  measles. 

Two  men  who  helped  investigate  the  death  of 
movie  actress  Marilyn  Monroe,  Normal  L.  Farberow, 
Ph.D.,  a psychologist,  and  Dr.  Robert  E.  Litman,  a 
psychiatrist,  both  of  Los  Angeles,  will  participate  in 
the  suicide  prevention  session. 

The  Fourth  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  AMA,  will  be 


held  on  Sunday,  Nov.  25,  at  the  Statler  Hilton  Hotel 
in  connection  with  the  clinical  meeting.  Topics  to 
be  discussed  include  head  protection  for  athletes, 
competitive  sports  for  children,  and  water  sports. 


Life  Insurance  Available 
To  Some  with  Epilepsy 

Recognizing  the  great  improvements  in  the  treat- 
ment of  epilepsy,  insurance  companies  are  now  of- 
fering life  insurance  policies  at  extra  premiums  to 
many  persons  with  epilepsy,  reports  the  Institute  of 
Life  Insurance. 

There  are  three  main  factors  that  determine 
whether  a person  with  epilepsy  can  buy  life  insur- 
ance and  how  much  he  will  pay  in  extra  premiums. 
First  the  form  of  epilepsy  and  the  severity  of  the 
symptoms  are  considered. 

A second  factor  to  be  considered  is  the  length  of 
time  since  the  disease  was  first  diagnosed  and  the 
length  of  time  since  the  most  recent  attack. 

The  third  determining  factor  is  how  frequent  the 
patient’s  attacks  were  before  they  were  controlled 
through  treatment. 


The  Texas  State  Jour- 
nal of  Medicine  has  won 
a Distinctive  Merit 
Award  in  the  1 962  Mid- 
Continent  Conference  of 
Industrial  Editors  compe- 
tition. A posthumous 
honor  for  Ruth  Trahan, 
managing  editor  who  was 
killed  in  an  automobile 
accident  last  April,  the 
certificate  is  shown  being 
handed  to  Helen  Miles, 
assistant  editor.  Making 
the  presentation  at  an 
awards  luncheon  held  in 
Austin  in  October  is  J.  B. 
LeRay,  publications  su- 
pervisor of  fhe  Echo,  Eth- 
yl Corporation,  Pasa- 
dena, who  was  in  charge 
of  judging  the  contest. 
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Youth  Physical  Fitness 

Physician  Support  in  Local  Councils 
Urged  by  Governor  Daniel^  AAAA 


invitation  to  initiate  organizaton  of  youth 
physical  fitness  councils  in  their  areas  some  weeks 
ago  was  extended  mayors  of  Texas  cities  and  towns 
by  Governor  Price  Daniel.  To  date,  there  has  been 
a large  response  from  these  mayors  indicating  their 
interest  in  promoting  at  the  grass  roots  level  the 
nationwide  program  of  the  President’s  Council  on 
Youth  Fitness. 

A bipartisan  effort  inaugurated  under  former 
President  Eisenhower  and  being  carried  on  under 
the  present  administration,  the  program  has  been 
commended  and  is  being  encouraged  by  the  Ameri- 
can Medical  Association. 

"Physical  fitness,  the  capacity  for  physical  perform- 
ance and  achievement,  must  rest  upon  firm  founda- 
tions of  health.  Medical  leadership  is  essential  in 
assuring  these  basic  foundations,”  said  AMA  Presi- 
dent Leonard  W.  Larson  in  a letter  early  this  year  to 
all  constituent  medical  societies  urging  cooperation 
with  those  concerned  with  the  local  implementation 
of  the  program. 

Governor  Daniel,  in  his  letter  to  the  mayors,  re- 
quested that  representatives  of  organizations  which 
have  an  interest  in  youth  be  invited  to  participate 
in  the  organizations  of  the  youth  council  for  each 
area.  He  specifically  mentioned  county  medical  so- 
cieties as  an  interested  group.  Physicians  are  en- 
couraged to  contact  mayors  and  urge  them  to  imple- 
ment the  appointment  of  youth  physical  fitness  pro- 
grams. Earlier,  Governor  Daniel  had  named  C.  Lin- 
coln WiUiston,  Executive  Secretary  of  the  Texas 
Medical  Association,  to  the  Texas  State  Council  on 
Youth  Fitness,  a group  charged  with  the  responsi- 
bility to  promote  at  the  state  level  a program  on 
youth  fitness  as  suggested  by  the  President’s  Council. 

President  John  F.  Kennedy  in  his  "Message  to 
the  Schools  on  the  Physical  Fitness  of  Youth”  said, 
"The  strength  of  our  democracy  is  no  greater  than 
the  collective  well-being  of  our  people.  The  vigor 
of  our  country  is  no  stronger  than  the  vitality  and 
will  of  all  our  countrymen.  The  level  of  physical, 
mental,  moral,  and  spiritual  fitness  of  every  Ameri- 
can citizen  must  be  our  constant  concern.” 

The  President  urged  each  school  to  adopt  the 
three  specific  recommendations  of  his  council  on 
youth  fitness: 

1.  Identify  the  physically  underdeveloped  pupil 
and  work  with  him  to  improve  his  physical  capacity. 

2.  Provide  a minimum  of  15  minutes  of  vigorous 
activity  every  day  for  all  pupils. 

3.  Use  valid  fitness  tests  to  determine  pupils’ 
physical  abilities  and  evaluate  their  progress. 


This  statement  from  President  Kennedy  appears 
as  a part  of  his  foreword  to  "Youth  Physical  Fitness, 
Suggested  Elements  of  a School-Centered  Program”, 
which  in  principle  has  been  adopted  by  the  AMA 
Board  of  Trustees. 

One  of  the  key  factors  in  assuring  youth  physical 
fitness  is  the  arrangement  of  periodic  medical  exam- 
inations for  school  age  children.  Such  examinations 
are  an  important  phase  of  preventive  medicine,  but 
also  serve  a valuable  function  in  classification  of 
youths  for  participation  in  physical  activity,  accord- 
ing to  Dr.  Larson. 

Dr.  Larson  cites  recommendations  relating  to  the 
arrangement  of  such  examinations  as  set  forth  by 
the  National  Committee  on  School  Health  Policies 
which  is  representative  of  medicine,  education,  pub- 
lic health,  and  other  disciplines.  These  recommenda- 
tions constitute  basic  approaches  which  are  suggested 
only  as  guidelines  for  adaptation  and  application 
in  terms  of  local  needs  and  potentialities. 

Two  different  purposes  are  served  by  medical  exam- 
inations. They  are  used  to  check  suspeaed  deviations 
from  normal  health.  Such  examinations  are  sometimes 
called  "referral  examinations”  because  the  pupil  is  re- 
ferred to  a physician  because  of  something  observed 
or  reported.  Referral  examinations  are  always  given 
precedence  over  other  types  of  examinations. 

Periodic  medical  examinations  are  used  as  a part  of 
the  health  appraisal  of  apparently  normal  and  healthy 
individuals. 

All  screening  tests,  teacher  observations,  nurse  judg- 
ments, and  other  procedures  for  identifying  health  prob- 
lems lead  ultimately  to  medical  examination.  The  latter 
may  best  be  given  by  the  family  physician,  although  in 
some  instances  it  will  be  given  by  a school  physician. 
It  is  desirable  to  have  data  from  teachers’  observations 
and  screening  tests  in  the  physician’s  hands  before  he 
makes  his  examination.  The  young  child  should  be  ex- 
amined in  the  presence  of  a parent  whenever  this  is 
possible. 

Periodic  medical  examinations,  as  part  of  each  pupil’s 
health  appraisal,  are  limited  in  scope  and  intended  to 
determine  the  child’s  ability  to  make  satisfactory  school 
progress  and  to  participate  effeaively  in  the  activities  of 
his  age  group.  They  also  serve  as  a guide  for  determin- 
ing adaptations  of  his  school  program.  If  conditions 
which  require  detailed  investigation  or  treatment  are 
found,  the  pupil  is  referred  to  his  own  physician  or 
an  appropriate  clinic. 

During  their  school  years  children  should  have  a 
minimum  of  four  periodic  medical  examinations — -one 
at  the  time  of  entrance  to  school,  one  in  the  intermedi- 
ate grades,  one  at  the  beginning  of  adolescence,  and 
one  before  leaving  school.  [In  places  where  four  peri- 
odic examinations  during  the  school  career  of  the  child 
are  not  possible,  it  is  generally  recommended  that  the 
two  most  important  examinations  are  the  one  prior  to 
school  entrance  and  the  one  at  the  onset  of  puberty, 
or  about  the  entrance  to  junior  high  school  (about  sev- 
enth grade).}  Additional  examinations  should  be  made 
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whenever  something  is  suspected  to  be  wrong.  The 
number  may  vary  from  a single  examination  at  school 
entrance  supplemented  by  referral  examinations  where 
teachers  are  unusually  skilled  in  observation  of  children, 
to  annual  examinations,  if  money,  time,  and  personnel 
permit.  Fewer  examinations  of  good  quality  with  time 
for  instruction  and  counsel  are  preferable  to  frequent 
and  complete  coverage  of  the  school  with  inadequate 
examinations  that  are  medically  and  educationally  un- 
sound. Medical  examinations  should  be  sufficiently 
painstaking  and  comprehensive  to  command  medical 
respect,  sufficiently  informative  to  guide  school  person- 
nel in  the  proper  counseling  of  the  pupil,  and  suffi- 
ciently personalized  to  provide  a desirable  educational 
experience. 

— Excerpt  from  "Suggested  School  Health  Policies”, 
ed.  3,  National  Committee  on  School  Health 
Policies,  1956. 

Dr.  Larson  suggests  four  steps  for  county  societies 
to  follow  in  arranging  periodic  medical  examina- 
tions in  local  schools. 

First,  assign  the  examination  project  to  the  School 
Health  Committee  or  other  appropriate  committee 
within  the  local  medical  society. 

Second,  arrange  a meeting  of  this  committee  with 
school  authorities  (superintendent  and/or  his  desig- 
nates ) and  others  who  may  be  concerned  with  peri- 
odic examinations,  such  as  the  local  health  depart- 
ment. 

Third,  survey  present  arrangements  for  periodic 
medical  examinations  to  find  out  what  is  being  done, 
when  it  is  being  done,  and  how  it  is  being  done. 

Fourth,  make  decisions  regarding  the  following 
questions:  At  what  school  levels  (grades)  will  exam- 
inations be  arranged?  Who  will  do  the  examina- 
tions? Where  will  the  examinations  be  given?  What 
provision  will  be  made  for  nursing  and  clerical 
assistance  to  conserve  physician  time  when  examina- 
tions are  not  done  in  private  offices?  If  examinations 
are  given  by  family  physicians  in  their  offices,  who 
will  examine  indigent  children  and  those  without 
a physician?  What  encouragement  will  be  given  to 
parents  to  be  present  when  younger  children  are 
examined?  What  kind  of  records  will  be  kept  of 
findings  and  how  will  pertinent  recommendations  be 
interpreted  to  parents  and  school  personnel?  What 
information  should  be  included  in  the  health  history 
and  how  can  this  best  be  obtained?  What  financial 
arrangements,  if  any,  should  be  stipulated  in  ad- 
vance? What  procedures  will  be  adopted  for  follow 
up  of  health  problems  discovered  in  the  examina- 
tions? 

The  amount  and  kind  of  publicity  desirable  in 
connection  with  the  examinations  is  a matter  for 
local  determination.  Carefully  developed  publicity 
can  have  effective  educational  and  good  public  rela- 
tions value. 

Statewide  publicity  for  the  Youth  Physical  Fitness 
Program  is  being  offered  presently  through  televi- 
sion programs  and  newspaper  and  magazine  articles. 


Safflower  Oil  Producers 
Denounce  Food  Faddism 

A group  of  consumer  product  manufacturers  who 
refine  and  process  safflower  oil  recently  formed  a 
council  to  delineate  the  role  of  safflower  oil  as  a 
basic  food  as  well  as  an  ingredient  in  a wide 
variety  of  food  products.  Safflower  oil,  which  has 
been  a food  staple  for  centuries  in  Europe,  Asia, 
and  Africa,  has  the  highest  polyunsaturate  ratio  of 
any  vegetable  oil  now  available;  it  is  almost  50  per 
cent  higher  in  polyunsaturates  than  even  corn  oil. 

Safflower  oil  is  a fat  and  contains  calories.  No 
member  of  the  safflower  council  ever  has  indicated 
that  it,  in  and  of  itself,  will  cause  the  loss  of  weight, 
according  to  a statement  issued  by  the  council. 

The  safflower  council  fully  agrees  with  the  Amer- 
ican Medical  Association’s  Council  on  Foods  and 
Nutrition  that  food  faddism  is  unwise  and  possibly 
dangerous.  Basic  changes  in  the  diet  should  be  dis- 
cussed with  and  supervised  by  a physician,  who 
alone  is  able  to  evaluate  judiciously  both  the  evi- 
dence and  the  need  for  such  changes. 

The  statement  cites  the  Aug.  4,  1962,  issue  of  the 
Journal  of  the  American  Medical  Association  in 
which  the  Council  on  Foods  and  Nutrition  advised 
physicians  that  high  blood  cholesterol  levels  (hyper- 
cholesteremia) "have  been  associated”  with  athero- 
sclerosis. The  Council  stated  that  although  a direct 
causal  relationship  between  atherosclerosis  and  diet 
has  not  been  proved,  hypercholesteremia  is  "the  in- 
dication for  increasing  the  degree  of  polyunsatura- 
tion of  fat”  in  the  diet  "in  the  light  of  present 
knowledge”  as  an  experimental  therapeutic  pro- 
cedure. 

The  safflower  council  emphasizes  that  the  food 
industry’s  proper  role  is  to  supply  pure,  high-quality, 
nutritious  foods  so  that  whatever  developments  there 
may  be  in  medicine  or  in  nutrition,  adequate  sup- 
plies will  be  available  to  the  American  public. 


938 


TEXAS  State  Journal  of  Medicine 


TMA  ANNUAL  SESSION 


"Curbstone  Consultations ' 
To  Afford  Informal  Discussion 


Curbstone  Consultations,  a program  of  infor- 
mal round-table  discussions  for  general  practitioners 
and  specialists,  will  be  one  of  the  new  features  of 
the  96th  Annual  Session  scheduled  for  April  28-30 
in  Dallas. 

Two  other  innovations  concerning  the  1963  meet- 
ing are  the  designation  of  an  award  for  a fourth 
classification  of  scientific  exhibits  and  the  resched- 
uling of  alumni  banquets  from  Monday  night  to 
Saturday  night,  April  27. 

Ten  Curbstone  Consultations  will  be  held  simul- 
taneously in  one  room  from  8 to  9:30  p.m.  Monday, 
April  29.  Physicians  will  be  free  to  move  from  table 
to  table  whenever  they  wish,  and  complimentary 
refreshments  will  be  served. 

Each  discussion  will  be  led  by  a moderator  and 
four  to  six  panelists,  but  individual  doctors  will  be 
encouraged  to  ask  questions,  offer  comments,  ex- 
press ideas,  and  present  particular  problems,  such  as 
case  histories,  x-ray  films,  and  electrocardiograms, 
for  the  opinion  of  discussion  leaders.  The  consulta- 
tions will  be  unrehearsed,  involving  no  advance 
preparation  for  the  panelists,  who  will  be  primarily 
Texas  physicians.  Out-of-state  guest  speakers  will  be 
invited  to  participate  in  the  program. 

The  consultations  will  include  topics  on  respira- 
tory diseases,  digestive  diseases,  asthma  allergy,  car- 
diovascular subjects,  obstetrics  and  gynecology,  in- 
ternal medicine,  orthopedics,  tumor  radiation  and 
chemical  therapy,  and  general  surgery. 

Scientific  exhibits  classified  as  "Educational-Pro- 
motional” will  be  eligible  for  a special  Educational 
Exhibit  Award  for  the  first  time  in  1963.  They  will 
be  judged  along  with  the  three  other  classifications, 
individual,  group,  and  institutional  exhibits.  Three 
awards  will  be  presented  in  each  classification,  and 
judging  will  be  based  on  clarity,  effectiveness,  and 
personal  presentation  (40  per  cent),  contribution 
to  basic  knowledge,  practical  value,  and  miscellaneous 
(each  20  per  cent). 

The  deadline  for  returning  applications  for  ex- 
hibit space  is  Jan.  14,  1963.  Applications  may  be 
obtained  from  and  should  be  returned  to  Dr.  Jasper 
H.  Arnold,  Chairman,  Committee  on  Scientific  Ex- 
hibits, Texas  Medical  Association,  1801  North  T.amar 
Blvd.,  Austin  1.  Ample  exhibit  space  is  available  at 
present.  In  addition,  92  of  the  114  available  techni- 
cal exhibit  spaces  have  been  sold. 

At  the  last  meeting  of  the  Council  on  Annual 
Session,  alumni  events  were  rescheduled  for  Samrday 
flight,  April  27.  These  banquets  previously  have  been 
held  on  Monday  nights.  Baylor  will  not  hold  a ban- 


quet in  1963  because  of  the  university  alumni  day 
to  be  held  in  March,  bur  the  University  of  Texas 
alumni  banquet  will  be  held  in  the  Roof  Garden  of 
the  Adolphus  Hotel  at  6:30  p.m.  that  Saturday  night. 

Speakers  and  topics  have  been  selected  for  re- 
fresher courses  which  will  be  held  Monday  and 
Tuesday,  April  29  and  30,  from  8:30  to  9:45  a.m. 
These  will  include  Dr.  Ralph  A.  Deterling,  Jr., 
"Treatment  and  Palliation  of  Carcinoma  of  the 
Lung”;  Dr.  David  A.  Dolowitz,  "Connective  Tissue, 
Inflammation  and  Allergy”;  Dr.  Isadore  Dyer,  "Peri- 
natal Mortality;  Obstetrical  Aspects”;  Dr.  James  N. 
Etteldorf,  "Management  of  Dehydration  and  Diar- 
rhea”; and  Dr.  Ray  W.  Gifford,  Jr.,  "Medical  Treat- 
ment of  Essential  Hypertension”. 

Also,  Dr.  Henry  D.  Janowitz,  "Rational  Approach 
to  Therapy  of  Peptic  Ulcer”;  Dr.  William  K.  Jordan, 
"Epilepsy”;  Dr.  John  H.  King,  "Ocular  Inflamma- 
tion”; Dr.  Raffaele  Lattes,  "Studies  on  Malignant 
Melanoma”;  Dr.  William  P.  Longmire,  Jr.,  "Para- 
thyroid Adenoma;  Diagnosis  and  Treatment”;  Dr. 
Hans  Popper,  "Pathophysiology  of  Cirrhosis”;  Dr. 
C.  Wilbur  Rucker,  "Some  Sources  of  Error  in  Diag- 
nosis in  Neuro-ophthalmology”;  and  Dr.  W.  D. 
Wylie,  "Systemic  Disease  and  Anesthesia”. 

Two  of  the  guest  speakers  will  present  Eidophor 
programs  at  the  meeting.  Eidophor,  a closed  circuit, 
large  screen  color  television  system  developed  by 
Ciba  Pharmaceutical  Products,  Inc.,  wiU  be  utilized 
for  the  second  consecutive  year  at  Annual  Session. 
The  general  meeting  address  will  be  presented  on 
Monday,  between  11  a.m.  and  12  noon,  and  one  other 
presentation  will  be  made  on  Tuesday  from  4 to  5 
p.m.  before  the  section  on  general  practice. 

Two  more  guest  speakers  have  been  obtained, 
bringing  the  total  to  27.  Dr.  Herman  K.  Hellerstein, 
University  Hospitals,  Cleveland,  Ohio,  will  partici- 
pate in  the  Texas  Heart  Association  program  as 
well  as  Annual  Session.  Dr.  Robert  M.  Salassa,  Mayo 
Clinic,  Rochester,  Minn.,  will  participate  as  a guest 
of  the  Texas  Diabetes  Association. 

Speakers  and  topics  also  have  been  assigned  for 
the  general  meetings  Monday  and  Tuesday,  April  29 
and  30,  from  10  a.m.  to  noon.  On  Monday,  speakers 
will  be  Dr.  J.  Leonard  Goldner,  "Musculoskeletal 
Aspects  of  Emotional  Conditions”,  and  Dr.  William 
K.  Jordan,  "Evaluation  of  Minimal  Brain  Damage”. 

On  Tuesday,  doctors  attending  Annual  Session  will 
hear  Dr.  Harvey  Blank,  "Treatment  of  Superficial 
Fungus  Infections”;  Dr.  J.  V.  D.  Hough,  "Ears  That 
Now  Hear”;  Dr.  Hans  Popper,  "Intraheparic  Chol- 
estasis as  a Diagnostic  and  Therapeutic  Problem”; 
and  Dr.  Wendell  G.  Scott,  topic  to  be  announced. 
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DRUG  NOTES 


Liquid  Sustained  Release  Pharmaceutics 


T HE  MEDICAL  profession  is  aware  of  the  advances 
made  in  the  past  decade  in  the  development  of 
dosage  forms  of  drugs  which  provide  prolonged 
therapeutic  action  after  oral  administration.  Many  of 
these  products  are  described  in  terms  such  as  "sus- 
tained release”,  "timed  release”,  "prolonged  release”, 
"long  acting”,  or  others  which  imply  that  an  ex- 
tended period  of  action  for  a given  medicinal  agent 
results  from  some  special  dosage  form. 

Long-acting  oral  products  may  be  classified  as 
sustained  release,  prolonged  release,  and  repeat  action. 

A sustained  release  dosage  form  may  be  character- 
ized as  one  in  which  the  drug  initially  is  made 
available  to  the  body  in  an  amount  sufficient  to 
cause  the  desired  pharmacologic  response  as  rapidly 
as  is  consistent  with  the  properties  of  the  drug  de- 
termining its  intrinsic  availability  for  absorption,  and 
one  which  provides  for  maintenance  of  activity  as 
the  initial  level  for  a desirable  number  of  hours  in 
excess  of  the  activity  resulting  from  the  usual  single 
dose  of  the  drug.  The  net  effect  of  the  dosage  form 
and  physiologic  factors  is  such  that  the  drug  becomes 
available  for  absorption  at  a constant  rate  which  is 
equal  to  the  activity  disappearance  rate  in  the  body 
after  absorption. 

Prolonged  action  dosage  forms  may  be  defined  as 
those  in  which  a drug  is  initially  made  available  to 
the  body  in  an  amount  either  sufficient  to,  or  not 
dangerously  or  undesirably  in  excess  of,  the  amount 
needed  to  cause  the  desired  therapeutic  response. 
These  forms  also  provide  for  replacement  of  the 
drug  at  some  rate  which  gives  a measurable  increase 
in  the  length  of  time  activity  which  may  be  noted  for 
the  preparations  when  compared  to  the  usual  single 
dose. 

A repeat  action  product  is  one  that  provides  for 
a usual  single  dose  of  drug  and  is  so  constructed  as 
to  provide  another  single  dose  at  some  later  time 
after  administration.  The  biologic  half-life  of  the 
drug  is  important  when  considering  the  preparation 
of  long-acting  oral  products.  Medicines  with  long 
half-lives  do  not  lend  themselves  well  to  such  dosage 
forms.  Fig.  1 attempts  to  depict  blood  concentra- 
tions versus  time  for  these  three  types  of  long-acting 
preparations. 

While  most  of  the  successfully  marketed  sustained 
release  preparations  to  date  are  in  solid  form,  solid 
products  are  not  always  satisfactory.  For  example, 
some  patients,  including  children,  are  unable  to 
swallow  solid  dosage  forms  such  as  tablets  and  cap- 
sules. A sustained  release  preparation  in  liquid  form 
is  desirable  for  such  patients  and  has  the  added  ad- 


Usual  Single  Dose 
O—o  Sustained  Release 


vantages  normally  associated  with  liquid  pharma- 
ceutical products.*’  ^ 

Special  Types  of  Liquid 
Sustained  Release  Systems 

Several  liquid  preparations  have  been  developed 
in  the  United  States  and  will  be  discussed  briefly.'^ 

In  the  past  there  have  been  various  attempts  to 
enhance  the  therapeutic  activity  of  orally-given  sul- 
fonamides and  other  drugs  which  are  absorbed  in 
the  gastrointestinal  tract.  At  first  the  most  common 
method  for  administering  sulfonamides  was  either 
by  aqueous  suspension  or  by  tablet.  However,  it  later 
was  found  that  an  appreciably  better  therapeutic 
effect  could  be  obtained  if  the  sulfonamide  was  sus- 
pended in  oil  with  the  ratio  of  oil  to  drug  about 
30  to  1. 

Feinstone  subsequently  found  that  if  the  absorb- 
able sulfonamide  was  administered  in  an  emulsion 
of  edible  fat  and  water  with  the  ratio  of  oil  to  drug 
about  12  to  1 or  less  (not  an  aqueous  suspension  or 
non-emulsified  fat  as  in  previous  cases)  even  more 
dramatic  results  were  obtained.  Not  only  was  the 
therapeutic  activity  of  the  drug  enhanced  as  com- 
pared with  the  aqueous  suspension  or  non-emulsi- 
fied oil  products,  but  absorption  tendency  of  the 
drug  was  facilitated,  blood  levels  were  almost  doubled 
in  human  subjects  and  effective  blood  concentrations 
were  maintained  for  up  to  six  times  as  long  as  when 
equal  amounts  of  the  drug  were  administered  in 
aqueous  suspensions. 

The  water /oil  emulsion  vehicles  which  follow  are 
standard  types;  however,  it  is  absolutely  essential 
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that  the  lipid  constituent  be  an  edible,  digestible  or 
absorbable  fat  derived  from  animal  or  vegetable 
sources,  such  as  coconut  oil,  corn  oil,  peanut  oil, 
butter  fat,  beef  fat,  lard,  or  mutton  fat. 

Any  of  the  various  absorbable  sulfonamides  or 
acerylated  sulfonamides  may  be  substimted  for  the 
sulfonamides  given  in  the  formulas;  however,  non- 
absorbable products  such  as  sulfaguanadine,  phthalyl- 
sulfacetimide  and  succinylsulfathiazole,  which  are 
employed  chiefly  for  their  antibacterial  action  against 
organisms  inhabiting  the  intestinal  canal  are  not 
suitable  to  administration  in  oral  lipid  emulsions 
since  their  absorption  into  the  blood  stream  is  not 
desirable. 

Suspension  utilizing  a certain  physical  method  of 
sustained  action  has  been  developed.^’  ® The  Smith, 
Kline  and  French  Laboratories  market  sulfaethyl- 
thiadiazole  in  such  a form  under  the  name  of  Sul- 
Spansion.  Here  the  drug  is  embedded  into  a matrix 
material  or  time  delay  substance  such  as  a wax.  The 
wax  particles  are  then  suspended  in  a liquid  vehicle. 
The  matrix  material  is  substantially  water  insoluble 
material  resistant  to  disintegration  in  the  gastroin- 
testinal tract  and  providing  for  a gradual  release  of 
the  medicament  in  said  tract.  The  preparation  of  the 
suspension  is  generally  made  by  simply  suspending 
the  drug  in  the  wax,  allowing  it  to  congeal  and  then 
reducing  it  in  size  by  milling  or  grinding.  Then 
this  milled  powder  is  suspended  in  a standard  aque- 
ous suspension.  The  final  sustained  liquid  prepara- 
tion contains  in  addition  to  the  drug,  water  flavor, 
food  coloring,  sweetening  agents,  natural  gums, 
preservatives,  a deflocculating  agent,  and  a surfactant. 

There  are  some  problems  with  such  liquid  ma- 
terials which  do  not  arise  with  solids.  The  solubility 
of  the  drug  is  the  chief  one.  Here  the  drug  tends 
to  leach  out  into  the  liquid  suspension  medium  so 
that  this  particular  form  at  present  seems  to  be 
limited  to  insoluble  drugs  or  forms  of  drugs  which 


are  insoluble.  The  size  of  the  particles  in  the  sus- 
pension is  another  problem.  The  particles  must  by 
necessity  be  rather  large  because  they  cannot  be 
smaller  than  the  drug  powder  itself  and  contain 
sufficient  time  delay  material  to  do  a satisfactory 
job.*^ 

The  sustained  release  properties  of  Sul-Spansion 
are  due  not  to  its  vehicle  but  rather  to  the  coatings 
on  thousands  of  microscopic  pellets  or  particles.  In 
reality  the  aqueous  portion  functions  only  as  a 
highly  palatable  carrier  for  oral  administration.^ 

Studies  in  humans  have  established  that  1.5  to  2 
Gm.  of  sulfaethylthiazole  produce  an  initial  blood 
level  of  8 to  15  mg.  per  cent  of  active  drug  in 
one  to  two  hours.  Sul-Spansion  is  formulated  to  re- 
lease this  amount  of  drug  immediately  from  the 
original  dose.  Blood  levels  decrease  at  a rate  of  ap- 
proximately 10  per  cent  per  hour  if  no  more  drug 
is  ingested.  Therefore,  this  product  is  designed  to 
release  an  additional  amount  of  drug  at  this  rate, 
thus  maintaining  an  average  blood  level  of  8 to  15 
mg.  per  cent  of  active  drug  around-the-clock  with 
a single  dose  every  12  hours.  Generally  the  mainte- 
nance dose  is  only  one  half  the  original  dose  since 
blood  levels  after  12  hours  are  still  at  levels  of  8 to 
10  mg.  per  cent.  Subsequent  doses  need  be  only  one 
half  the  initial  dose  because  the  quick  release  portion 
in  the  maintenance  dose  remrns  the  blood  level  to 
10  to  15  mg.  per  cent  and  the  sustained  release  por- 
tion combines  with  the  drug  in  the  blood  to  maintain 
the  optimum  therapeutic  blood  level.^ 

Sustained  liquid  preparations  may  also  be  prepared 
by  chemical  methods.^  Presently  Irwin  Neisler  and 
Co.  prepare  several  "amine”  products  labeled  "Dura- 
bonded”  which  are  in  reality  insoluble  complexes. 
The  amine-tannate  complexes  are  the  most  popular. 
Amphetamine  tannate  is  perhaps  the  most  com- 
monly used  product  of  this  group.  Procaine  penicillin 


Table  1.  Table  2. 


Gm. 

Gm. 

Sulfamethazine 

31/3 

Sulfadiazine 

10.0 

Sulfadiazine 

31/3 

Lipid  aqueous  emulsion  as  follows — sufficient  quan- 

Sulfamerazine 

3V^3 

tity  to  make  100  ml. 

Lipid  aqueous  emulsion  as  follows — sufficient  quantity 

Per  cent 

to  make  100  ml. 

by  weight 

Per  cent 

Corn  oil 

40.0 

by  weight 

Dextrose 

10.0 

Coconut  oil 

50.0 

Purified  soybean  phosphatide 

3.0 

Sucrose 

16.0 

Polyoxyethylene  sorbitan  monostearate 

3.0 

Glyceryl  monostearate  (stabilizer) 

3.0 

Alkyl  hydroxybenzoate 

0.01 

Polyoxyethylene  sorbitan  monostearate 

Sodium  ethylene  diamine  tetracetate 

0.05 

(nonionic  emulsifier) 

3.0 

Flavoring  and  coloring  ingredients  as  one 

wishes 

Sodium  benzoate  (preservative) 

0.01 

Water,  add  quantity  sufficient  to  make 

100.0 

Butylated  hydroxyanisole  (antioxidant) 

0.005 

Flavoring  and  coloring  agents  as  one  wishes 
Water,  add  quantity  sufficient  to  make  100.0 
Recommended  therapeutic  dosage  schedule  is  as  follows: 

Children:  Initially,  1 t.  per  100  lbs.  of  body  weight,  followed  by  Yz  the  initial  dose  every  12  hrs. 
Adults:  Initially,  2 or  3 T.  followed  by  Yz  the  initial  dose  every  12  hrs. 
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and  zinc  insulin  may  also  be  thought  of  as  a sus- 
tained release  liquid  preparation  prepared  by  the 
chemical  method. 

The  last  type  of  liquid  sustained  release  products 
to  be  discussed  here  is  the  ion  exchange  resin-drug 
complex  form.^®  The  R.  J.  Strasenburgh  Co.,  Roches- 
ter, N.Y.,  has  made  at  least  two  such  preparations 
available  to  the  medical  profession  under  the  names 
of  Tussionex  and  Omni-Tuss.  The  former  is  a sus- 
pension containing  dihydrocodeinone  and  phenyl- 
toloxamine  which  are  complexed  with  a sulfonic 
acid  ion  exchange  resin,  while  the  latter  contains  co- 
deine, phenyltoloxamine,  chloropheniramine,  ephed- 
rine  (all  as  cation  exchange  resin  complexes  of  sul- 
fonated  polystyrene)  and  guaiacol  carbonate.®  These 
formulations  are  capable  of  effecting  sustained  re- 
lease of  the  active  agents  in  the  gastrointestinal 
tract.  A sulfonic  acid  type  resin  is  used  preferably 
over  a carboxylic  type  because  of  its  chemical  inert- 
ness and  its  ion  exchange  properties.  Although  the 
carboxylic  acid  types  of  cation  exchangers  possess  a 
higher  binding  capacity  than  the  sulfonic  acid  type, 
they  liberate  the  drug  more  quickly  and  at  a less 
constant  rate  than  the  complexes  made  with  the 
sulfonic  acid  type.  The  release  of  effective  agents 
from  the  resin  complex  is  independent  of  pH  and 
enzymatic  properties.  It  is  the  level  of  cation  con- 
centration available  in  the  gastrointestinal  secretions 
that  is  used  for  their  release  and  this  concentration 
is  very  nearly  constant  throughout  the  entire  tract.^® 

In  the  case  of  Tussionex  a single  dose  will  nor- 
mally provide  effective  cough  relief  for  a period  of 
8 to  12  hours;  however,  the  total  intake  of  the  drug 
during  this  time  is  significantly  less  than  is  com- 
monly required  when  codeine  compounds  in  other 
forms  are  administered  at  two  or  three  hour  inter- 
vals. With  the  traditional  practice  of  suppressing 
coughs  by  nerve  deadening  agents,  an  excess  of  the 
drug  is  required  in  each  dose  in  order  to  keep  the 
level  of  drug  high  enough  to  provide  relief  for  an 
hour  or  more.  With  this  product,  only  enough  drug 
to  stop  the  cough  is  released  at  any  time,  but  this 
precisely  regulated  supply  is  maintained  at  the  same 
level  for  hours.® 

Several  case  studies  using  the  combination  of  resin 
complexes  with  dihydrocodeinone  and  phenyltoloxa- 
mine are  reported  by  Chan  and  Hays.^  They  state 
that  such  a complex  appears  to  fill  a need  for  a 
product  which  releases  the  drug  on  a predictable 
basis  for  a period  of  time  which  permits  administra- 
tion once  every  12  hours. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 

University  of  Texas  College  of  Pharmacy. 
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Doctors  Invited  to  Submit  Papers 
For  AMA  Atlantic  City  Meeting 

The  Council  on  Scientific  Assembly  invites  physi- 
cians to  submit  titles  and  brief  abstracts  of  scientific 
papers  they  wish  to  deliver  at  the  1963  annual  meet- 
ing of  the  American  Medical  Association,  which  will 
be  held  in  Atlantic  City,  June  16-20,  1963-  The 
deadline  is  Dec.  15,  1962. 

The  Third  Multiple  Discipline  Research  Forum 
will  be  held  for  three  days  and  will  be  limited  to 
reports,  eight  minutes  in  length,  of  original  investi- 
gation of  fundamental  problems  in  medicine  and 
medical  practice.  The  deadline  for  research  forum 
abstracts  is  Feb.  1,  1963. 

The  deadline  for  space  in  the  Scientific  Exhibit 
at  the  Atlantic  City  meeting  is  Jan.  9,  1963. 

The  deadline  for  receipt  of  application  forms  for 
the  presentation  of  films  on  the  motion  picture  pro- 
gram for  that  meeting  is  Jan.  9,  1963. 

Physicians  who  wish  to  participate  in  the  Atlantic 
City  scientific  program  and  desire  information  are 
invited  to  write  to:  Dr.  George  R.  Meneely,  Secre- 
tary, Council  on  Scientific  Assembly,  American  Med- 
ical Association,  535  North  Dearborn  St.,  Chicago  10. 

UT  Medical  Branch  Alumni 
Announce  European  Tour 

The  University  of  Texas  Medical  Branch  Alumni 
Office  has  announced  the  Flying  Medics  tour  to 
Europe.  Final  arrangements  have  been  made  to  leave 
March  29,  1963,  from  New  York. 

Price  for  the  tour  is  $795  and  includes  hotels  with 
private  bath,  two  meals  each  day,  sightseeing  by 
private  motorcoach,  airport  transfers,  and  trans-At- 
lantic air  fare  by  jet. 

The  tour  will  be  limited  to  25  participants. 

Points  on  the  itinerary  include  Lisbon,  Madrid, 
Paris,  London,  Rome,  Vienna,  and  Zurich. 

Doctors  interested  should  contact  Miss  Mildred 
Robertson,  University  of  Texas  Medical  Branch 
Alumni  Office,  Galveston. 
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When  Disaster  Strikes 


Authority  and  Communications 


One  of  the  most  crucial  problems  facing  physi- 
cians is  civilian  defense.  When  disaster  strikes,  physi- 
cians individually  and  collectively  will  be  expected 
to  know  how  to  meet  the  emergency,  how  to  work 
with  other  groups  such  as  law  enforcement  and 
relief  agencies,  and  how  to  obtain  more  help  or 
supplies  if  they  are  needed. 

The  structure  of  Texas’  civil  defense  plan  is  seen 
in  Fig.  1.  The  emergency  medical  care  portion  of 
this  plan  depends  entirely  on  private  physicians  and 
local  medical  societies  throughout  the  state  as  part 
of  the  Statewide  Emergency  Medical  Organization. 

Local  Responsibility 

The  basic  assumption  on  which  the  organization 
for  defense  and  disaster  relief  is  predicated  is  that 
each  local  political  subdivision  has  the  primary  re- 
sponsibility for  civilian  activities  for  defense  and 
disaster  relief  within  its  jurisdiction. 

It  is  important  for  physicians  to  realize  that  with 
the  declaration  of  an  emergency,  local  (city  and 


Fig.  1. 


county)  health  departments  will  become  a direct 
organizational  arm  of  the  state  office  of  Emergency 
Medical  and  Health  Services.  Under  normal  proce- 
dures, local  health  departments  are  autonomous. 

In  exercising  emergency  responsibilities,  the  normal 
basic  organizational  performance  will  be  observed. 
However,  one  additional  position,  that  of  District 
Emergency  Medical  Director,  will  be  established  be- 
tween the  state  and  local  levels.  Also,  authority  at 
all  levels  will  be  strengthened  in  accordance  with 
the  emergency  powers  given  to  the  Commissioner 
of  Health  by  the  Governor.  The  Commissioner  will 
delegate  such  powers  to  local  health  and  medical  per- 
sonnel throughout  the  state  in  keeping  with  the  need 
for  additional  authority  to  adequately  cope  with  the 
situation  in  each  instance. 


The  District  Level 

Texas’  survival  plan  has  divided  the  state  into  17 
disaster  districts  (Fig.  2).  It  is  assumed  that  if 
the  local  plan  is  unable  to  cope  with  the  disaster 
situation,  the  county  or  city  concerned  will  make  its 
needs  known  to  the  State  Division  of  Defense  and 
Disaster  Relief  through  the  District  Civil  Defense 
Council. 

The  District  Civil  Defense  Council  (Fig.  3)  is 
an  organization  which  goes  into  action  only  in  emer- 
gency situations.  District  Council  members  are  rep- 
resentatives of  the  various  state  agencies  shown  on 
the  chart.  Each  district  organization  includes  a Dis- 
trict Emergency  Medical  Director  (and  alternate) 
who  will  become  the  state  medical  director’s  repre- 
sentative within  that  district.  He  will  carry  out  the 
directions  of  the  state  medical  director  and  represent 
him  in  coordinating  all  emergency  medical  and 
health  activities  within  his  district.  This  District 
Emergency  Medical  Director  is  also  a member  of  the 
District  Civil  Defense  Council  in  his  area.  Neces- 
sarily this  responsibility  will  require  contact  and  liai- 
son between  the  state  office  and  the  various  city  and 
county  officials  within  his  district.  The  District 
Emergency  Medical  Director  will  be  given  necessary 
emergency  medical  powers  by  the  State  Director — 
the  Commissioner — to  enable  him  to  efficiently  and 
judiciously  supervise  the  emergency  medical  and 
health  services  within  his  district  as  a member  of  the 
statewide  emergency  medical  organization. 

The  District  Emergency  Medical  Director  will  of 
course  have  to  work  closely  with  the  county  medical 
societies  in  his  jurisdiction,  as  well  as  with  other 
health  organizations.  He  must  be  familiar  with  all 
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the  emergency  medical  plans  within  his  district,  and 
must  know  the  officials  responsible  for  implement- 
ing those  plans  in  each  political  subdivision  within 
his  district.  Actually,  the  District  Emergency  Medical 
Director  finds  himself  working  and  planning  without 
authority,  funds,  or  personnel  in  counties  other  than 
the  one  in  which  he  is  employed  prior  to  the  declara- 
tion of  an  emergency.  This  means  that  he  must  rely 
on  wholehearted  cooperation  from  all  persons  in  all 
counties  within  his  district  in  order  to  prepare  for 
and  exercise  his  emergency  responsibilities. 

It  is  through  the  office  of  the  District  Emergency 
Medical  Director  that  all  requests  from  the  lower 
echelons  for  state  assistance  will  be  received  and 
evaluated.  It  is  to  the  District  Emergency  Medical 
Director  that  the  State  Director  of  Emergency  Medi- 
cal and  Health  Services  will  look  for  information 
and  guidance  as  to  the  needs  of  the  local  health  units 
and  local  communities. 

Under  normal  conditions,  medical  care  is  the  re- 
sponsibility of  the  individual,  exercised  through  the 
use  of  private  practitioners,  and  is  not  the  responsi- 
bility of  the  state.  However,  in  an  emergency,  it  is 
obvious  that  the  total  health  services  must  be  inte- 
grated with  all  government  services. 


Responsibility  At  State  Level 

Now,  how  will  the  Texas  civil  defense  effort  be 
tied  into  a cohesive  organization  capable  of  quick 
response  to  the  needs  of  the  moment?  The  State 
Office  of  Civil  Defense  and  Disaster  Relief  operates 
as  an  arm  of  the  executive  branch  of  state  govern- 
ment on  direct  authority  of  the  Governor.  The  com- 
ponent agencies  are  shown  in  Fig.  4. 

The  emergency  role  assigned  to  the  Texas  State 
Department  of  Health  under  provisions  of  the  Texas 
Civil  Defense  Protection  Act  of  1951  is  as  follows: 

( 1 ) providing  for  essential  medical,  surgical,  and 
hospital  care  and  treatment  for  the  sick  and  wounded, 

(2)  public  health  protection  for  the  total  civilian 
population,  (3)  biological  and  chemical  warfare  de- 
fense for  civilians,  (4)  assistance  in  the  detection, 
control,  and  decontamination  of  hazards  involving 
radioactivity,  and  ( 5 ) mortuary  services  as  required. 

The  emergency  organization  of  the  State  Health 
Department  is  as  follows: 

The  Commissioner  of  Health  will  become,  upon 
the  proclamation  of  an  emergency  by  the  Governor, 
the  State  Director  of  Emergency  Medical  and  Health 
Services.  In  this  position,  he  will  carry  the  legal  re- 
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Fig.  3. 


sponsibility  for  the  total  medical  program,  including 
emergency  health  protection  and  emergency  medical 
care.  To  assist  the  Commissioner  in  this  field,  it  is 
provided  that  the  Chairman  of  the  Texas  Medical 
Association’s  Committee  on  Emergency  Medical  Serv- 
ices will  become  the  associate  director  for  emergency 
medical  care.  The  Associate  Director’s  responsibilities 
will  include  the  planning,  directing,  coordinating, 
supervising,  and  carrying  out  of  the  statewide  emer- 
gency medical  care  plan. 

'The  State  Health  Department  also  has  a "blueprint 


for  survival”  in  case  something  happens  to  the  Com- 
missioner and  Austin  headquarters  staff.  Definite 
lines  of  succession  to  all  key  positions  have  been 
designated.  In  the  event  the  State  Civil  Defense 
Council  is  activated,  the  Coordinator  of  the  Health 
Department  Civil  Defense  Program  will  report  to  the 
statewide  disaster  control  center  located  in  the  De- 
partment of  Public  Safety  building.  During  Hurricane 
Carla  it  was  proved  most  effective  to  have  a sep- 
arate staff  functioning  as  an  operational  command 
post  from  the  State  Department  of  Health  itself.  This 


Fig.  4. 
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well-equipped  basement  post  has  been  provided  with 
additional  means  of  communications  should  they  be- 
come necessary.  Normally  telephone  communications 
between  the  state  council  (headquarters  in  the  De- 
partment of  Public  Safety  building)  and  the  State 
Health  Department  will  be  utilized.  In  the  event 
the  telephone  system  does  not  operate,  direct  radio 
communication  and  a shortwave  radio  system  are 
available. 

Provisions  of  the  survival  plan  depend  upon  the 
existing  state  organization  of  other  essential  state 
services,  particularly  the  organization  of  the  Depart- 


ment of  Public  Safety,  which  will  operate  the  emer- 
gency communications  network. 

Primary  responsibility  of  necessity  must  be  placed 
at  the  local  level  with  assistance  in  material  and 
manpower  being  supplied  from  the  upper  echelons 
as  will  be  required. 

Physicians  may  check  with  their  district  emer- 
gency medical  directors  to  learn  the  names  of  other 
members  of  their  district  disaster  councils,  and  to 
keep  up-to-date  on  plans  for  emergency  medical 
services. 

— ^JAMES  E.  Peavy,  Jr.,  M.D. 

Commissioner  of  Health. 


District  Emergency  Medico!  Directors 


Listed  below  are  the  disaster  districts  of  Texas, 
the  headquarters  city  of  each  district,  and  the  names, 
addresses,  and  telephone  numbers  of  the  emergency 
medical  directors  in  each  district. 

District  1-A,  Dallas. — Dr.  J.  M.  Pickard,  1936 
Amelia  Street,  Dallas,  ME  1-7890,  ME  1-7891,  ME  1- 
7892,  ME  1-7893.  Alternate:  none. 

Sub -District  1-A,  Fort  Worth. — Dr.  G.  O.  Hutche- 
son, Jr.,  1800  University  Drive,  Fort  Worth,  ED6- 
2941.  Alternate;  Dr.  Doyle  K.  Lansford,  1958  East 
Park  Row,  Arlington,  CR  4-5525. 

District  1-B,  Tyler. — Dr.  Jesse  Goldfeder,  4l6bi 
N.  Bois  d’Arc,  Tyler,  LY  4-6651,  Ext.  44.  Alternate: 
Dr.  John  M.  Ellis,  P.  O.  Box  107,  Mt.  Pleasant, 
PA  4-4534. 

District  2-A,  Houston. — Dr.  L.  D.  Farragut,  1120 
Franklin  Street,  Houston,  CA  8-8311,  Ext.  686.  Al- 
ternate: Dr.  W.  R.  Ross,  City  Hall,  25th  and  Avenue 
H,  Galveston,  SO  5-6321,  Ext.  21,  or  SO  5-5989- 

District  2-B,  Beaumont. — ^W.  T.  Weathington,  246 
Lake  Shore  Drive,  Port  Arthur,  YU  3-3321.  Alter- 
nate: Dr.  H.  H.  Key,  701  Second  Street,  Orange, 
TU  3-2711. 

District  5 -A,  Corpus  Christi. — Dr.  W.  R.  Metzger, 
1811  Shoreline  Boulevard,  Corpus  Christi,  TU  2- 
6577.  Alternate:  Dr.  Roger  S.  Knapp,  1811  Shoreline 
Boulevard,  Corpus  Christi,  TU  2-6577,  Ext.  6. 

Sub-District  3-A,  Harlingen. — Dr.  Thomas  J.  La- 
Motte,  613  West  Filmore,  Harlingen,  GA  3-2772. 
Alternate:  Dr.  Cornelius  Olcott,  Jr.,  218  East  Harri- 
son, Harlingen,  GA  3-0554. 

District  3-B,  San  Antonio .—Dt.  M.  M.  Dorbandt, 
401  West  Nueva  Street,  San  Antonio,  CA  7-5961. 
Alternate:  Dr.  F.  A.  Musacchio,  1011  Hidalgo,  La- 
redo, RA  2-2481. 


District  4-A,  Midland. — Dr.  R.  E.  Johnson,  2200 
West  Illinois  Street,  Midland,  MU  2-1676.  Alternate: 
Dr.  Charles  A.  Stephens,  1509  North  Texas  Street, 
Odessa,  FE  2-9168. 

Sub-District  4-A,  El  Paso. — Dr.  M.  D.  Hornedo, 
118  West  Missouri,  El  Paso,  KE  3-2631.  Alternate: 
Dr.  Shelby  King,  Fabens. 

District  4-B,  Abilene. — Dr.  Robert  L.  Whitfield, 
2241  South  19th  Street,  Abilene,  OR  2-8411.  Alter- 
nate: Dr.  Alvin  L.  Waller,  100  Melwood  Avenue, 
Brown  wood,  MI  3-3354. 

Sub-District  4-B,  San  Angelo. — Dr.  D.  R.  Reilly, 
City  Hall,  San  Angelo,  655-912-1.  Alternate:  Dr. 
Ralph  E.  Simon,  Jr.,  906  First  Street,  Ozona,  392- 
261-1. 

District  3-A,  Lubbock. — ^Dr.  D.  M.  Cowgill,  1202 
Jarvis  Street,  PO  3-1983.  Alternate:  Dr.  John  P. 
Jones,  304  South  Fifth  Street,  Brownfield,  3300. 

Sub -District  3-A,  Wichita  Falls. — Dr.  C.  M.  Park- 
er, 602  Broad  Street,  Wichita  Falls,  322-525-6.  Al- 
ternate: Dr.  John  G.  Thompson,  419  North  Wag- 
goner, Eiectra,  2744. 

District  3-B,  Amarillo. — Dr.  Albert  Randall,  417 
Austin  Street,  Amarillo,  DR  2-6562.  Alternate:  Dr. 
Tames  L.  Johnson,  2209  West  Seventh,  Amarillo, 
DR  6-5419. 

District  6-A,  Waco. — Dr.  N.  M.  Atkins,  605  Co- 
lumbus, Waco,  PL  3-2441.  Alternate:  Dr.  W.  H. 
Gidney,  407  West  Oak,  West,  HI  6-5111. 

District  6-B,-  Austin. — Dr.  B.  M.  Primer,  1313 
Sabine,  Austin,  GR  7-6511,  Ext.  252.  Alternate:  Dr. 
George  W.  Tipton,  502  West  15th,  Austin,  GR6- 
6236. 
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Emergency  Hospitals  Available  for  Mobilization 


One  of  the  most  reassuring  aspects  of  Texas’  civil 
defense  plan  is  that  there  are  90  emergency  hospital 
units  stored  in  various  areas  of  the  state.  These  200- 
bed  units  can  be  moved  immediately  into  stricken 
areas,  or  they  can  be  set  up  if  needed  in  their  present 
locations. 

The  hospitals,  which  cost  approximately  $21,000 
apiece,  were  provided  by  the  federal  Office  of  Civil 
and  Defense  Mobilization  as  part  of  a nation-wide 
stockpile  program.  They  are  the  outgrowth  of  the 
mobile  army  hospitals,  which  were  developed  and 
tested  during  the  Korean  War. 

Each  unit  is  complete  with  facilities  for  three  op- 
erating rooms,  a pharmacy,  x-ray  service,  clinical 
laboratory,  sterilizing  rooms,  central  supply  room, 
and  electrical  power  supply.  There  are  8,000  indi- 
vidual pieces  of  equipment  that  go  with  each  hos- 
pital, including  a 1,500  gallon  water  tank  and  pump 
for  emergency  water  supplies.  Also,  there  are  com- 
plete medical  supplies.  Combustibles  such  as  ether 


and  alcohol  are  marked  and  packaged  separately  to 
reduce  fire  hazard. 

Items  such  as  insulin  and  blood  derivatives,  which 
require  refrigeration,  are  stored  by  local  civil  de- 
fense authorities.  Antibiotics  and  other  materials 
with  expiration  dates  are  marked  and  are  rotated 
periodically.  At  the  present  time,  the  hospitals  carry 
a two-day  supply  of  items  such  as  drugs  and  dress- 
ings. A program  is  under  way,  however,  to  augment 
these  supplies  so  that  each  hospital  will  have  a 30- 
day  supply  of  expendable  items. 

Estimates  indicate  that  emergency  hospitals  wiU 
have  to  provide  at  least  half  the  total  hospital  beds 
following  a major  emergency,  since  most  conven- 
tional hospitals  are  located  in  metropolitan  centers 
and  are  in  target  areas. 

A list  of  the  locations  of  these  hospitals,  the  names 
and  addresses  of  the  custodians,  and  the  responsible 
political  subdivisions  is  available  from  the  Texas 
State  Department  of  Health,  1100  West  49th  Street, 
Austin. 


Employment  After  Mental  Illness,  Small  Plant  Health  Programs, 
Recently  Published  Subjects 


Dealing  with  the.  evaluation  of  opportunities  for 
employment  after  psychiatric  illness  and  with  small 
plant  occupational  health  programs,  two  new  studies 
have  been  published  by  the  American  Medical  As- 
sociation’s Council  on  Occupational  Health. 

The  "Guide  for  Evaluating  Employability  after 
Psychiatric  Illness”,  which  was  prepared  in  coopera- 
tion with  the  AMA  Coimcil  on  Mental  Health,  is 
designed  to  assist  physicians  in  making  determina- 
tions involving  the  employment,  re-employment, 
transfer,  placement,  or  promotion  of  recovered  men- 
tal patients  and  of  those  who  exhibit  symptoms  of 
psychiatric  iUness. 

Listing  12  factors  which  must  be  considered  in 
the  appraisal  of  such  a patient,  the  guide  develops 
these  factors  into  a chart  for  constructing  an  occu- 
pational mental  health  profile.  This  profile  will  aid 
the  physician  in  his  evaluation. 

The  first  four  factors,  pre-illness  personality,  so- 
matic disorder,  off-the-job  stress,  and  on-the-job 
stress,  deal  mainly  with  the  patient  before  the  onset  of 
psychiatric  illness.  The  middle  three  factors,  diagno- 
sis, treatment  and  rehabilitation,  and  course  and  dura- 
tion, are  concerned  with  the  patient  during  the 
course  of  the  iUness.  The  last  five  factors,  after- 
effects, attitude  and  insight,  placement  and  transfer, 
interpersonal  relations,  and  follow-up,  ordinarily 


occur  after  the  iUness.  It  was  stated  that  these  fac- 
tors may  overlap,  and  the  physician  should  make 
his  evaluation  in  terms  of  a favorable,  borderline,  or 
unfavorable  condition. 

With  about  three-quarters  of  all  American  work- 
ers employed  in  plants  having  fewer  than  500  em- 
ployees, the  need  for  occupational  health  programs 
tailored  to  meet  this  particular  situation  has  resulted 
in  the  publication  of  a "Guide  to  Small  Plant  Oc- 
cupational Health  Programs”. 

This  guide  is  designed  to  help  the  physician  ad- 
vise management  and  participate  in  the  organiza- 
tion and  operation  of  a small  plant  health  program 
which  will  deal  constructively  with  employee  health- 
work  relationships.  It  discusses  relationships  between 
the  physician  and  management  involving  contractu- 
al arrangements,  ethical  considerations,  and  costs. 

Although  the  small  plant  is  not  likely  to  be  able 
to  hire  either  a fuU-time  physician  or  a full-time 
nurse,  by  cooperating  with  other  small  plants,  such 
personnel  may  be  engaged  as  a joint  venture.  No 
matter  how  small  the  plant,  the  occupational  health 
program  shoud  include  plant  visits  by  the  physician. 

Single  copies  of  both  of  these  publications  may 
be  obtained  without  charge  by  writing  the  Depart- 
ment of  Occupational  Health,  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago  10. 
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Dr.  George  R.  Herrmann  Honor  Guest  No.  1 
At  Fourth  World  Congress  of  Cardiology 


Dr.  George  R.  Herrmann,  professor  in  the  Depart- 
ment of  Internal  Medicine  at  the  University  of 
Texas  Medical  Branch,  Galveston,  was  Honor  Guest 
Number  One  at  the  Fourth  World  Congress  of  Car- 
diology held  in  Mexico  City  Oct.  5-13,  1962.  Dr. 
Herrmann  was  also  one  of  the  principal  speakers 
before  the  assembly  of  cardiologists  gathered  from 
all  parts  of  the  world.  He  presented  a summary  of 
30  years  of  study  on  the  subject  of  coronary  artery 
disease  and  hypercholesterolemia,  with  emphasis  on 
"the  long  survival  of  well-treated  patients  even  after 
the  first  heart  attack”. 

Also  attending  this  meeting  were  Drs.  Milton  R. 
Hejtmancik,  James  C.  Wright,  ]r.,  and  Charles  L. 
Secrest,  all  of  Galveston;  Drs.  William  Block  and 
Sam  J.  Greer,  Jr.,  of  San  Antonio;  and  Dr.  Allen 
Shields  of  Victoria. 

-o- 

The  new  doctor  at  Centerville,  Tex.,  is  Dr.  Wil- 
liam R.  Johnson  recently  of  Manchester,  Scotland. 
Dr.  Johnson  had  practiced  industrial  medicine  under 
Britain’s  National  Health  Service  for  13V2  years 
before  accepting  the  offer  of  a Centerville  citizens’ 
committee  to  enter  general  practice  in  a small  town. 
He  learned  of  the  opportunity  through  an  ad  placed 
by  the  committee  in  the  British  Medical  Journal. 
-o- 

"Our  Hopes  for  You”  was  the  topic  of  Dr.  Jack 
Maxfield,  president  of  the  Wichita  County  Medical 
Society,  at  the  October  meeting  of  Junior  Volunteers 
of  District  1 of  the  Texas  Association  of  Hospital 
Auxiliaries. 

-o- 

Dr.  Alton  A.  Bishop  has  moved  from  Fort  Worth 
and  has  joined  the  staff  of  the  Rollins-Brook  Hos- 
pital-Clinic in  Lampasas. 

-o- 

Woman’s  Medical  College  of  Pennsylvania  in 
Philadelphia  has  named  Dr.  May  Owen,  Fort  Worth, 
as  one  of  four  new  members  of  the  college’s  national 
board. 

-o- 

Dr.  T.  H.  Cobble  of  Rusk  was  the  subject  of  a 
feature  article  published  Sept.  25  in  the  Rusk  Chero- 
keean.  The  article  was  one  of  a series  entitled  "Peo- 
ple Doing  Things”.  Dr.  Cobble  has  practiced  in 
Rusk  for  more  than  58  years. 

-o- 

Dr.  Edward  H.  Schwab  of  Galveston  has  been 
awarded  an  acknowledgment  by  the  U.S.  government 
for  20  years’  service  as  examining  physician  to  mili- 
tary inductees. 


At  the  invitation  of  the  chief  of  the  faculty  of 
medicine.  University  of  Hamburg,  Dr.  Harry  Levine, 
associate  professor  of  internal  medicine  at  the  Uni- 
versity of  Texas  Medical  Branch,  is  spending  two 
months  of  study  and  work  in  Germany. 

-o- 

Drs.  Maurice  Barnes  znd  ^ Homer  E.  Prince  have 
formed  the  Barnes-Prince  Clinic,  dermatology-allergy, 
1310  Austin  Avenue,  Waco. 

-o- 

Dr.  James  L.  Smith  is  one  of  the  new  associates 
announced  by  the  Kelsey -Leary-Seybold  Clinic,  6655 
Travis,  Houston. 

-o- 

Dr.  E.  M.  Prieto  has  opened  his  office  at  Babcock 
Medical  Center,  104  Babcock  Road,  San  Antonio, 
-o- 

The  Southern  Baptist  Convention  has  recently  ap- 
pointed Dr.  Jack  E.  Tolar  to  foreign  mission  service 
in  Nigeria. 

-o- 

Dr.  Warren  M.  Scott,  Jr.,  has  been  appointed  clin- 
ical instructor  in  medicine  at  Baylor  University  Col- 
lege of  Medicine,  Houston. 


An  unrestricted  grant  of  $5,000  to  the  Depart- 
ment of  Pediatrics  at  Baylor  University  College  of 
Medicine  has  been  made  in  recognition  of  the  out- 
standing research  done  by  Dr.  Murdina  M.  Desmond 
in  the  field  of  problems  of  the  neonate.  Given  by 
Wyeth  Laboratories,  the  check  was  presented  to 
her  on  Oct.  3,  1962,  by  Edward  T.  Coulston,  right, 
clinical  associate  of  Wyeth.  Looking  on,  from  left, 
are  Dr.  Russell  J.  Blattner,  professor  of  pediatrics, 
and  Dr.  Stanley  W.  Olson,  dean  of  the  College  of 
Medicine.  The  presentation  took  place  at  a special 
luncheon  at  the  Doctor's  Club  in  the  Jesse  Jones 
Memorial  Library  at  the  Baylor  Medical  Center  in 
Houston. 
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Dr.  Mary  Mitchell  Henry  of  San  Antonio  will  be 
the  discussant  of  a scientific  paper  at  the  scientific 
session  of  the  American  Medical  Women’s  Associa- 
tion in  Los  Angeles  on  Nov.  29-30.  The  paper  will 
be  "The  Family  Unit  and  the  Physician”  and  it  will 
be  given  by  Dr.  Edward  L.  Bortz  of  Philadelphia, 
-o- 

Dr.  Hamilton  Ford  of  Galveston  was  installed  as 
a member  of  the  board  of  regents  of  the  Southern 
Psychiatric  Association  Oct.  9,  1962,  when  that 
organization  met  in  Galveston.  Out-going  president 
Dr.  Titus  H.  Harris  of  Galveston  was  honored  at  the 
meeting. 

-o- 

Dr.  William  K.  Douglas,  flight  surgeon  for  Project 
Mercury  and  physician  to  the  astronauts,  was  one 
of  the  important  men  and  women  featured  in  Life 
on  Sept.  14,  1962,  in  "The  Take-Over  Generation”, 
-o- 

Texas  Medical  Association  members  whose  names 
appeared  on  rhe  program  of  the  annual  meeting  of 
the  Association  of  Military  Surgeons  held  in  Wash- 
ington, D.  C.,  Nov.  12-14,  1962,  include  Lieutenant 
Colonel  Hu  A.  Blake,  M.C.,  U.S.  Army,  Brooke 
General  Hospital,  Fort  Sam  Houston;  and  Captains 
Gerald  W.  Barker,  M.C.  U.S.  Air  Force;  Robert  O. 
Amdall,  M.C.,  U.S.  Air  Force;  and  Martin  Finkel, 
M.C.,  U.S.  Army  Reserve,  Lackland  Air  Force  Base, 
-o- 

The  Tarrant  County  Medical  Society  heard  a talk 
on  socialized  medicine  in  Britain  by  Dr.  Donald  S. 
Gibbs,  Fort  Worth,  a graduate  of  the  University  of 
London,  at  its  September  meeting.  Speaking  at  the 
October  meeting  was  Dr.  Fred  Bonte,  chief  and  di- 
rector of  the  Department  of  Radiology,  Southwestern 
Medical  School,  whose  subject  was  "Carcinoma  of 
the  Thyroid”. 

Thirty-Six  Texans  Named  Fellows 
Of  American  College  of  Surgeons 

Thirty-six  Texans  were  among  some  1,100  sur- 
geons inducted  as  new  fellows  of  the  American  Col- 
lege of  Surgeons  in  cap  and  gown  ceremonies  dur- 
ing the  annual  five-day  clinical  congress  of  the 
world’s  largest  organization  of  surgeons  held  in  At- 
lantic City,  Oct.  15-19. 

Those  receiving  this  distinction  from  the  state  of 
Texas  at  the  1962  convocation  are  as  follows: 

John  C.  Turnham,  Jr.,  Alice;  Gaylord  R.  Chase 
and  Charles  P.  Oles,  Amarillo;  C.  Richard  Jernigan, 
Arlington;  Alan  E.  Hubner,  Beaumont;  Robert  H. 
Benbow,  Bryan;  Lieutenant  Commander  Don  L. 
McCord,  M.C.,  U.S.  Navy,  Corpus  Christi;  Reuben 
H.  Adams,  George  A.  Balia,  William  D.  Barnett, 
Myron  G.  Fine,  Ronald  F.  Garvey,  William  E.  Gib- 


“Take  off  for  your  own  good.  I have 
ornithosis.” 


bons,  Hratch  S.  Halebian,  William  W.  Hoffman,  and 
Beverly  L.  Reynolds,  Dallas; 

James  R.  Morgan,  El  Paso;  Lieutenant  Colonel 
Walter  E.  Switzer,  M.C.,  U.S.  Army,  Fort  Sam  Hous- 
ton; Catalino  G.  Cruzcosa,  Jr.,  Goldrhwaite;  Michael 
M.  Donovan,  Edward  A.  Firch,  Franklin  J.  Harberg, 
Samuel  W.  Law,  and  Edgar  C.  White,  Houston; 

John  O.  Dampeer,  Jr.,  Kermit;  Major  John  A. 
Dooling,  M.C.,  U.S.  Air  Force,  Lackland  Air  Force 
Base;  Alexander  C.  Stevens  and  Harold  A.  Wood, 
Jr.,  Longview;  Johnson  P.  Graves,  Marshall;  Carl 
R.  Love,  McAllen;  John  G.  Andrew,  Pasadena; 
Major  Herbert  K.  Eastwood,  Jr.,  M.C.,  U.  S.  Air 
Force,  and  August  F.  Herff,  Jr.,  San  Antonio;  Carlin 
V.  Chenoweth  and  Donal  W.  Steph,  Tyler;  and  Ray- 
mond R.  Witt,  Wharton. 


Texas  Pediatric  Society 
Elects  Officers  for  1963 

New  officers  of  the  Texas  Pediatric  Society  are 
Dr.  John  Welty,  Harlingen,  president;  Dr.  Francis 
Garbade,  Galveston,  president-elect;  Dr.  C.  E.  Gil- 
more, Paris,  secretary;  Dr.  Donald  McDonald,  Abi- 
lene, treasurer;  Dr.  Paul  Meyer,  Port  Arthur,  chair- 
man of  district  one;  Dr.  Fred  Brooksaler,  Dallas, 
chairman  of  districr  two;  Dr.  Benjamin  Shaver,  San 
Antonio,  chairman  of  district  three;  Dr.  Blanche 
Terrell,  Fort  Worth,  chairman  of  district  four;  and 
Dr.  Max  Woodward,  Sherman,  historian. 

The  next  meeting  will  be  in  Houston  Sept.  12-14, 
1963. 
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Functions  of  Psychologists  Include 
Testing,  Evaluation  --  Not  Medical  Practice 


Constant  vigilance  regarding  encroachment  by  un- 
licensed persons  on  the  praaice  of  medicine  has  al- 
ways been  a paramount  responsibility  of  organized 
medicine.  It  has  been  the  feeling,  and  correctly  so, 
that  the  health  of  the  general  public  should  be  en- 
trusted to  those  who  are  properly  and  adequately 
trained  and  disciplined  in  the  exacting  sciences  nec- 
essary for  the  practice  of  good  medicine.  Constant 
awareness  has  been  maintained  of  those  groups  who 
would  desire  to  diagnose,  treat,  and  prescribe  for  the 
sick  and  injured. 

The  Texas  Legislature  has  likewise  manifested  its 
awareness  and  alertness  regarding  the  encroachment 
upon  the  practice  of  medicine  through  its  establish- 
ment of  the  Medical  Practice  Act.  This  Act  not  only 
created  a Board  of  Medical  Examiners  composed  of 
physicians  and  surgeons  in  the  state  of  Texas  whose 
duty  it  is  to  administer  the  Act,  but  the  Act  defines 
what  is  the  practice  of  medicine  within  the  meaning 
and  confines  of  the  law.  Article  4510  reads  as  fol- 
lows; 

Any  person  shall  be  regarded  as  practicing  medicine 
within  the  meaning  of  this  law; 

( 1 ) Who  shall  publicly  profess  to  be  a physician  or 
surgeon  and  shall  diagnose,  treat,  or  offer  to  treat,  any 
disease  or  disorder,  mental  or  physical,  or  any  physical 
deformity  or  injury,  by  any  system  or  method,  or  to 
effea  cures  thereof;  (2)  or  who  shall  diagnose,  treat  or 
offer  to  treat  any  disease  or  disorder,  mental  or  physical 
or  any  physical  deformity  or  injury  by  any  system  or 
method  and  to  effect  cures  thereof  and  charge  therefor, 
direaly  or  indirealy,  money  or  other  compensation;  . . . 

Numerous  cases  interpreting  this  provision  exist. 
Their  overall  effect  is  to  sharply  confine  those  who 
may  engage  in  the  practice  of  medicine. 

In  recent  weeks,  problems  have  arisen  concerning 
the  proper  function  of  that  group  of  individuals 
known  as  psychologists.  Many  of  these  people  are 
highly  trained  in  their  field  and  possess  many  skills 
and  talents  enabling  them  to  make  notable  contribu- 
tions in  the  testing  of  individuals  and  evaluating  the 
results  thereof.  Because  of  the  skill  of  many  of  these 
individuals,  licensed  physicians  and  surgeons  in  this 
state  are  becoming  more  and  more  inclined  to  turn 
over  certain  patients  to  psychologists,  not  only  for 
testing  and  evaluation  but  on  occasion  for  actual 
treatment,  advising,  prescribing  and/or  offering  to 
treat,  advise,  or  prescribe.  To  a large  extent  the  re- 
sultant confusion  has  been  made  by  some  of  our  own 
doctors.  We  know  of  occasions  where  busy  physi- 
cians, with  constant  and  strenuous  calls  upon  their 
time,  have  allowed,  possibly  unknowingly,  a portion 


of  the  practice  of  medicine  to  migrate  to  these  un- 
licensed individuals.  As  a result,  the  problem  has 
become  more  widespread  and  more  difficult  to 
solve. 

In  treating  certain  patients,  many  times  the  physi- 
cian calls  in  for  consultation  a psychologist  who  is 
adequately  trained  to  test  and  evaluate  a particular 
patient  and  interpret  the  results  of  the  testing  to 
the  physician.  It  is  usually  at  this  point  that  trouble 
begins.  Oftentimes  the  physician,  because  of  the 
aforementioned  calls  upon  his  time,  tends  to  allow 
the  psychologist  to  take  the  results  of  the  testing 
and  begin  an  actual  course  of  treatment  for  the  pa- 
tient. In  Texas  this  is  the  practice  of  medicine  by 
one  unlicensed  to  do  so. 

This  situation  is  difficult  and  dangerous.  But  the 
problems  arising  from  such  a relationship  magnify 
themselves  in  the  light  of  Subdivison  12  of  Article 
4505,  Revised  Civil  Statutes  of  Texas  (the  Texas 
Medical  Practice  Act)  where  it  says  that  the  Texas 
State  Board  of  Medical  Examiners  may  suspend, 
revoke  or  cancel  the  license  of  any  practitioner  of 
medicine  upon  proof  that  the  praaitioner  has  been 
".  . . permitting,  or  allowing,  another  to  use  his 
license,  or  certificate  to  practice  medicine  in  this 
State,  for  the  purpose  of  treating,  or  offering  to  treat, 
sick,  injured,  or  afflicted  human  beings”. 

Thus  the  medical  practitioner  places  his  license 
in  jeopardy  when  he  aids  or  abets  an  unlicensed  per- 
son to  practice  medicine  in  this  State. 

The  Texas  State  Board  of  Medical  Examiners  is 
wisely  attempting  to  handle  these  matters  on  a local 
basis,  and  without  undue  embarrassment  or  disrup- 
tion of  either  the  practice  of  medicine  or  the  valu- 
able work  of  the  psychologist.  It  is  felt  that  it  is 
healthy  for  the  authority  under  which  the  Board 
is  acting  to  be  brought  to  the  attention  of  our  doc- 
tors throughout  the  state.  Members  of  the  medical 
profession  constantly  must  be  alert  to  the  demanding 
and  oftentimes  onerous  responsibilities  placed  upon 
them  by  virme  of  their  high  degree  of  training  and 
knowledge.  Each  doctor  constantly  must  be  alert 
to  temptations  to  allow  unlicensed  persons  to  make 
the  medical  decisions  upon  which,  oftentimes,  a very 
life  and  death  issue  will  rest.  It  is  felt  that  constant 
vigilance  and  cooperation  on  the  part  of  the  physi- 
cians and  surgeons  of  the  state  of  Texas  to  this  sima- 
tion  will  facilitate  clearing  up  problem  areas  known 
to  exist. 

— Philip  R.  Overton,  LL.B. 
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County  Societies  Launch  AMA-ERF  Drive 


A 100  per  cent  contribution  by  Texas  physicians 
to  the  American  Medical  Association  Education  and 
Research  Foundation  is  the  goal  of  an  intensive  drive 
for  donations  started  in  October  under  the  direction 
of  Dr.  Herbert  A.  Bailey  of  Dallas,  chairman  of  the 
Texas  Medical  Association’s  Committee  for  AMA- 
ERF.  The  drive  is  being  handled  through  the  county 
medical  societies. 

Although  no  uniform  assessment  has  been  author- 
ized, the  House  of  Delegates  supported  a resolution 
suggesting  that  voluntary  dues  assessments  of  $10  or 
more  be  adopted  by  county  societies.  This  is  deemed 
the  simplest,  most  effective  means  of  accomplishing 
the  goal,  according  to  Dr.  Bailey. 

Nineteen  Texas  county  medical  societies  contrib- 
uted 100  per  cent  in  1961. 

Doctors  may  designate  their  donations  to  one  of 
six  projects  sponsored  by  AMA-ERF.  These  projects 
include  continuing  financial  aid  to  a medical  school 
of  the  donor’s  choice;  offering  financial  support  for 
a fellowship  program  in  medical  journalism;  provid- 
ing for  research  grants  and  for  workers  in  medical 
research;  granting  money  to  the  study  of  perinatal 
mortality  and  morbidity;  contributing  to  a loan  fund 
for  medical  students,  interns,  and  residents;  and 
providing  for  a scholarship  program  for  worthy  col- 
lege students  interested  in  medical  fields. 

Before  its  consolidation  with  the  American  Medi- 
cal Research  Foundation  into  AMA-ERF  on  Jan.  1, 
1962,  the  American  Medical  Education  Foundation 
placed  emphasis  in  its  fund-raising  drives  on  sup- 
port of  medical  schools.  Under  the  new  program, 
contributions  may  be  used  for  any  of  the  six  phases 
indicated  by  the  donor.  The  two  foundations  were 
combined  to  make  their  efforts  more  effective. 

One  significant  change  in  the  conduct  of  the  drive 
has  been  approved.  It  is  now  possible  for  the  county 
committee  in  charge  of  collecting  donations  to  ap- 
proach business  or  private  sources  for  contributions 
to  support  medical  education  or  research.  This  was 
not  possible  under  the  AMEF  program. 

The  Texas  committee  has  requested  the  national 
directors  of  AMA-ERF  to  better  utilize  the  Founda- 
tion and  publicize  the  physicians’  support  of  medical 
care  for  the  American  people. 

An  example  project  of  AMA-ERF  to  which  doc- 
tors can  contribute  is  the  Guarantee  Loan  Program 
for  medical  students,  interns,  and  residents.  Under 
this  recently  launched  program,  an  approved  appli- 
cant may  borrow  up  to  $1,500  in  any  one-year  peri- 
od, and  as  much  as  $10,000  over  a seven-year  train- 
ing period.  Repayment  of  the  loan  starts  five  months 
after  he  enters  practice,  and  the  loans  may  be  con- 
solidated into  one  note. 

Applicants  are  selected  by  medical  schools  and 
hospitals.  A bank,  currently  the  Continental  Illinois 


National  Bank  and  Trust  Company  of  Chicago,  ap- 
proves the  loan,  which  is  co-signed  by  AMA-ERF 
to  guarantee  repayment.  The  bank  will  lend  up  to 
1214  times  the  amount  which  is  in  the  AMA-ERF 
fund.  Therefore,  each  $100  contribution  will  enable 
some  student,  intern,  or  resident  to  borrow  $1,250. 

The  fund  has  loaned  $140,900  to  156  students  in 
training  in  Texas;  108  students  at  the  University  of 
Texas  Medical  Branch  in  Galveston  have  borrowed 
$83,100  of  this  amount,  and  37  students  at  South- 
western Medical  School  in  Dallas  have  borrowed 
$44,000.  Baylor  University  College  of  Medicine  in 
Houston  reports  that  $13,800  has  been  loaned  to  11 
of  its  medical  students. 

Chest  Physicians  Announce 
Prize  Essay  Contest 

The  Council  on  Undergraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  offers 
three  cash  awards  to  be  given  annually  for  the  best 
contribution  prepared  by  undergraduate  medical  stu- 
dents on  any  phase  of  the  diagnosis  and/or  treatment 
of  chest  diseases  (heart  or  lungs). 

The  first  prize  will  be  $500;  second  prize  will  be 
$300;  and  third  prize,  $200.  Each  winner  will  also 
receive  a certificate  of  merit. 

The  winning  contributions  will  be  selected  by  a 
committee  of  chest  specialists  and  will  be  announced 
at  the  29th  annual  meeting  in  June. 

The  official  application  form,  sample  copies  of  the 
journal,  and  additional  information  may  be  secured 
by  writing  Mr.  Murray  Kornfeld,  Executive  Director, 
American  College  of  Chest  Physicians,  112  E.  Chest- 
nut St.,  Chicago  11. 


Jewelry  Charm  Sale  Will  Benefit  AMA-ERF 

A charm  displaying  the 
official  seal  of  the  Wom- 
an’s Auxiliary  to  the  Texas 
Medical  Association  is  be- 
ing offered  for  sale  by  the 
Auxiliary  with  proceeds 
going  to  the  American 
Medical  Association  Edu- 
cation and  Research  Foundation. 

Three  styles  of  charms  are  available,  including 
a 14  carat  yellow  gold  one  for  $25.20;  a gold-filled 
one  for  $8.69,  and  a sterling  silver  model  for 
$6.16.  Orders  should  be  directed  to  the  Auxiliary 
Office,  Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin.  Checks  should  be  made 
payable  to  AMA-ERF. 
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Public  Relations,  Advertising, 


and  the  DOCTOR'S  lAAAGE 


STRIVING  TO  forward  the  medical  profession  as 
a whole,  the  men  who  work  with  advertising 
and  public  relations  at  the  Texas  Medical  Association 
directly  affect  Texas  physicians.  Through  these  two 
programs,  the  individual  doctors  are  assured  of  a 
stable  public  image  and  a financially  secure  state 
medical  journal. 

Direct  and  indirect  contact  with  the  physicians 
and  with  lay  organizations,  agencies,  and  institutions 
such  as  the  press  are  emphasized  in  the  everyday 
work  of  the  Director  of  Public  Relations  and  the 
Advertising  and  Exhibits  Manager.  Although  the 
jobs  of  the  two  men  primarily  involve  extensive 
dealings  with  the  lay  world,  the  medical  profession 
reaps  substantial  benefits  from  their  efforts. 

Jon  Hornaday,  director  of  public  relations,  devotes 
much  of  his  time  to  the  areas  of  press  relations,  pro- 
motion, and  publicity.  He  also  is  in  charge  of  writ- 
ing, editing,  and  producing  TMA  Action,  a news- 
letter issued  at  various  times  during  the  year,  with 
special  issues  published  during  Annual  Session. 

His  press  relations  activity  consists  primarily  of 


operation  of  the  press  room  and  press  contacts  in 
connection  with  the  Annual  Session,  coordination 
of  the  annual  Anson  Jones  Award  for  medical  re- 
porting, and  preparation  of  news  releases  and  serv- 
ices to  the  news  media  in  connection  with  the  Janu- 
ary and  September  conferences. 


j<  Mrs.  Noncy  Beck,  secretary,  and  Mr.  Hornaday 
i select  on  assortment  of  promotional  fximphiets  for,^ 
stote-wide  distribution. 
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Editing  TMA  Action, 
sending  out  press  releases 
about  TMA  and  its  ac- 
tivities, preparing  and 
distributing  promotional 
material,  and  assisting 
physicians  and  county 
medical  societies  in  de- 
veloping sound  public  re- 
lations programs  are  du- 
ties of  Jon  Hornaday, 
left.  Director  of  Public 
Relations. 


Pages  of  Journal  ad- 
vertisement proofs  await 
careful  reading  on  the 
desk  of  Gene  Dillard, 
right.  Advertising  and 
Exhibits  Manager  of 
TMA.  Selling  ads,  wheth- 
er by  telephone,  letter,  or 
in  person,  is  only  the  first 
step  in  his  job  of  keeping 
the  magazine  financially 
secure. 


Mr.  Hornaday  is  responsible  for  the  promotion 
of  all  TMA  meetings  and  activities.  In  this  connec- 
tion, he  designs  covers  for  promotional  material  and 
works  with  advertising  agencies  and  the  printing 
department  in  preparation  of  booklets,  pamphlets, 
and  brochures  for  mailing  to  TMA  members. 

Another  important  service  of  the  public  relations 
office  is  the  distribution  of  educational  and  infor- 
mational materials  to  the  public,  county  medical 
societies,  individual  physicians,  and  civic  groups.  The 
most  important  of  these  materials  has  concerned 
medical  legislation  and  consists  of  booklets,  news- 
paper ads,  speakers’  kits,  editorial  kits,  records,  and 
a television  tape  prepared  for  TMA  by  Dr.  Edward 
Annis  of  Miami,  President-Elect  of  the  American 
Medical  Association.  In  the  past  year,  publicity  for 
the  Association  and  its  activities  has  assumed  a more 
important  position  because  of  increased  news  cover- 
age in  regard  to  medical  legislation. 

Other  duties  delegated  to  Mr.  Hornaday  include 
planning  and  securing  speakers  for  Medical  Smdent 
Day  programs  at  the  three  state  medical  schools, 
assisting  with  program  arrangements  for  the  Public 
Relations  Conference  in  September  and  the  Confer- 
ence for  Physicians  and  County  Medical  Society  of- 
ficials in  January,  civic  club  presentations,  and  as- 
sisting county  medical  societies  in  public  relations 


projects.  He  also  serves  as  staff  representative  to 
the  Council  on  Public  Relations  and  Public  Service. 

Informative  and  timely  news  releases  on  various 
subjects,  including  articles  from  the  Texas  State 
Journal  of  Medicine,  are  distributed  regularly  to 
daily  and  weekly  newspapers,  and  when  appropriate, 
to  county  society  bulletins  and  other  medical  pub- 
lications. Material  circulated  in  reply  to  Sen.  Ralph 
Yarborough’s  charges  in  the  Gonzales  burn  case  is 
an  example  of  this  program.  The  special  investiga- 
tion and  report  by  the  Austin  Bureau  of  the  Dallas 
Morning  News  was  in  direct  response  to  the  material 
sent  them  from  TMA,  and  many  favorable  news 
stories  and  editorials  resulted. 

Through  the  adjoining  office  of  the  Advertising 
and  Exhibits  Manager  pass  the  correspondence  and 
telephone  calls  relating  to  advertising  matter  for 
the  Journal  and  coordinating  information  pertaining 
to  TMA  technical  exhibits.  For  five  months  this 
position  has  been  filled  by  Gene  Dillard. 

Since  the  Texas  State  Journal  of  Medicine  has  the 
second  largest  circulation  of  all  state  medical  journals 
and  the  fourth  lowest  page  price,  dealing  with  ad- 
vertising and  advertisers  constitutes  a major  part  of 
Mr.  Dillard’s  work.  In  line  with  the  policy,  "we 
travel  to  you”,  he  often  travels  directly  to  advertisers 
who  have  special  problems  or  presentations.  Most 
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of  this  traveling  is  done  within  the  state.  In  addi- 
tion to  writing  advertising  copy  and  laying  out  some 
of  the  local  ads  which  appear  in  the  Journal,  he 
acts  as  a contact  through  which  advertisers  and  their 
agents  may  contract  for  space  in  the  magazine. 

Most  of  the  efforts  of  this  office  are  concentrated 
on  local  and  state  advertisers,  because  of  an  advertis- 
ing policy  change  in  I960.  At  this  time  congression- 
al investigations  of  the  pharmaceutical  industry,  and 
a drop  in  the  general  economy  resulted  in  a decline 
of  national  advertising  and  a consequent  decline  in 
revenue  for  the  Journal.  Cultivating  a strong  rela- 
tionship with  Texas  advertisers  has  benefited  the 
Journal. 

Another  phase  of  Mr.  Dillard’s  work  involves 
liaison  activities  with  the  State  Journal  Advertising 
Bureau  in  Chicago.  This  bureau,  a non-profit  sub- 
sidiary agency  of  AMA,  obtains  national  advertising 
for  the  Journal  and  is  authorized  to  make  mass 
contracts  for  stare  journal  advertising.  Page  proofs 
are  forwarded  from  Chicago  to  the  advertising  office 
of  TMA.  For  these  services  the  Bureau  receives  a 
16  per  cent  commission  which  is  used  to  support 
the  agency.  Any  extra  funds  at  the  end  of  the  year 
are  turned  over  to  TMA. 

The  "Physicians’  Directory”  and  the  "Classified 
Advertisements”  sections  of  the  Journal  are  two  di- 
rect services  to  the  individual  physicians  offered  by 
the  advertising  office.  The  physicians’  directory  is  a 
section  devoted  to  professional  card  space,  and  is 
widely  used  by  both  new  and  established  physicians. 
Doctors  just  setting  up  practice  find  this  section 
valuable  in  presenting  their  name  and  specialty 
before  a large  number  of  other  physicians.  The  clas- 
sified ads  enable  the  doctor  to  examine  possibilities 
of  moving  to  another  town  and  establishing  prac- 
tice in  response  to  a "physicians  wanted”  ad,  to  ad- 
vertise for  a new  situation,  or  to  offer  equipment, 
office  space,  or  practices  for  sale  or  rent. 

As  manager  of  the  technical  exhibits,  Mr.  Dillard 
is  in  charge  of  selling  exhibit  space  and  coordinat- 
ing all  technical  exhibits  for  Annual  Session.  He  is 
also  responsible  for  the  technical  exhibits  for  the 
January  and  September  conferences  of  'TMA  and 
works  with  the  firms  that  sponsor  the  hospitality 
hours  for  these  events.  He  works  directly  with  the 
physicians  in  coordinating  meetings  of  the  Confer- 
ence on  Physicians  and  Schools. 

These  two  offices,  public  relations  and  advertising, 
are  constantly  developing  and  experimenting  with 
new  methods  of  presenting  a favorable  image  of  the 
physician  and  the  physician’s  journal  to  the  public 
and  to  advertisers.  In  these  ways,  they  help  to  safe- 
guard the  position  of  the  medical  profession. 


Wichita  County  Achieves 
Improved  Medical  Care  for  Aged 

Seven  of  the  eight  objectives  proposed  in  a 1961 
plan  for  improved  care  of  the  aged  in  Wichita 
County,  a plan  sponsored  by  the  Wichita  County 
Medical  Society  and  the  Wichita  General  Hospital 
Staff,  have  been  realized,  according  to  Dr.  Robert  L. 
Daily  of  Wichita  Falls. 

In  a recent  report  to  Congressman  Graham  Pur- 
cell, Dr.  E^ily  compared  the  1961  recommendations 
and  the  1962  accomplishments,  and  showed  that  the 
only  objective  not  achieved  was  that  of  immediate 
implementation  by  the  county  commissioners  court 
of  the  plan  for  city  and  county  welfare  reorganiza- 
tion. 'This  proposed  reorganization  would  eliminate 
overlapping  duties  of  agencies,  and  promote  better 
efficiency  and  more  complete  availability  of  services. 

On  Sept.  27,  1962,  the  Colonial  Manor  Nursing 
Home,  a $500,000  project  privately  financed  by  36 
physicians  in  the  county  society  and  6 laymen, 
opened  with  116  beds  available.  This  surpasses  a 
recommendation  for  construaion  of  a 50  bed  con- 
valescent and  nursing  home  facility.  The  .air-condi- 
tioned, fire-proof  home  is  located  one  block  from 
the  City-County  Hospital  and  includes  complete  re- 
habilitation facilities. 

Two  public  information  series  were  completed  by 
August,  1962,  in  response  to  other  aims  of  the  plan. 
Both  series  were  sponsored  through  the  press,  radio, 
and  television.  One  was  concerned  with  how  to  se- 
cure a physician  in  emergency  and  non-emergency 
situations  and  in  instances  when  a house  call  is 
necessary.  The  second  series  was  sponsored  to  ac- 
quaint the  aged  with  the  method  of  securing  ad- 
justments on  excessive  fees  or  charges  they  are  un- 
able to  pay. 

A fourth  objective  was  realized  when  a 24  hour 
emergency  call  system  for  registered  pharmacists 
was  established  through  the  emergency  rooms  of 
the  Wichita  General  and  the  Bethania  Hospitals. 

A fifth  recommendation,  establishment  of  a system 
for  accurate  accounting  of  services  rendered  indigent 
and  part-pay  patients  by  members  of  the  county 
society,  was  reported  to  the  Texas  Medical  Associa- 
tion in  1961. 

With  the  appropriation  of  $13,320,000  in  match- 
ing funds  for  a vendor’s  medical  care  program  for 
the  period  Jan.  1,  1962,  through  Aug.  20,  1963,  the 
Texas  Legislature  furthered  a sixth  objective  of  the 
plan.  Blue  Cross-Blue  Shield  of  Texas  and  other 
private  companies  are  offering  policies  to  people 
65  or  older  on  an  individual  basis,  thus  achieving 
a seventh  objective.  Blue  Cross  is  now  available  un- 
der the  vendor’s  medical  care  program  to  recipients 
of  Old  Age  Assistance. 
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January  Conference  to  Emphasize 
Physicians'  Professional,  Civic  Responsibilities 


Emphasis  will  be  placed  on  preparing  physicians 
for  their  professional  and  civic  responsibilities  at 
the  1963  Texas  Medical  Association  Conference  Jan. 
18-20  in  Austin. 

The  Conference,  which  will  be  held  in  the  Head- 
quarters Building,  will  be  divided  into  three  parts, 
including  a symposium  on  legislation,  a special  ses- 
sion for  officials  of  county  medical  societies,  and  an 
orientation  program.  Over  450  physicians  and  their 
wives  are  expected. 

Five  guest  speakers  and  one  panel  have  been  se- 
cured for  the  main  program  lasting  all  day  Saturday, 
Jan.  19.  The  possibility  of  scheduling  another  panel 
session  is  being  considered. 

Three  guest  speakers  have  already  announced  their 
topics.  They  are  Wayne  Poucher  of  McLean,  Va., 
who  is  minister  and  commentator  of  "Life  Line”,  a 
radio-television  series;  Walter  R.  McBee,  executive 
director  of  Blue  Cross-Blue  Shield  in  E>allas;  and 
Dr.  J.  P.  Culpepper  of  Hattiesburg,  Miss.,  vice  presi- 
dent of  the  American  Medical  Association.  Pouch- 
er will  speak  on  "The  Miracle  of  the  American 
Way”;  whereas  McBee  chose  "Texas’  Positive  Plan 
for  Meeting  Health  Problems  of  Needy  Senior  Citi- 
zens” as  his  topic.  Dr.  Culpepper  will  discuss  "The 
Profession’s  Foremost  Issues — ^A  Challenge  for  All 
Physicians”. 

The  other  two  speakers  will  be  John  T.  Connor, 
president  of  Merck  and  Co.  in  Rahway,  N.J.,  and 
Herbert  V.  Prochnow,  Sr.,  president  of  the  First 
National  Bank  of  Chicago.  Connor  is  expected  to 
speak  on  some  phase  of  furthering  understanding 
and  liaison  between  medicine  and  the  pharmaceutical 
industry. 

Dr.  John  Smith,  Jr.,  of  San  Antonio,  chairman  of 
the  Council  on  Medical  Jurisprudence,  will  serve  as 
moderator  of  the  afternoon  panel,  "What’s  Ahead 
in  Legislation?”  Panelists  wiU  be  C.  Joseph  Stetler 
of  Chicago,  director  of  the  Legal  and  Socio-Economic 
Division  of  AMA;  Aubrey  Gates  of  Chicago,  director 
of  the  AML\  Field  Service;  and  Philip  Overton  of 
Austin,  TMA  legal  counsel.  Topics  for  discussion 
will  be  concerned  with  health  and  medical  issues 
facing  the  88th  Congress  such  as  the  Anderson-Javits 
BiU,  issues  pending  before  the  1963  Texas  legisla- 
ture, and  the  importance  of  "grass  roots”  support 
and  opposition  in  influencing  congressional  and  state 
legislation. 

The  Saturday  program  will  begin  with  a morning 
coffee  and  conclude  with  a hospitality  hour  in  the 
Driskill  Hotel.  This  hour  is  sponsored  by  the  J.  A. 
Majors  Company  of  Dallas.  Lunch  will  be  served  by 
TMA  at  the  Headquarters  Building. 

During  the  Conference,  council  and  committee 


meetings  will  also  be  held,  and  plans  are  being  initi- 
ated for  a legislative  conference  of  the  Woman’s 
Auxiliary.  A program  planning  meeting  for  the 
1963-64  auxiliary  year  will  be  held  on  Friday,  Jan.  18. 

Oral  Polio  Vaccine  Given 
More  than  7,000,000  Texans 

Over  seven  million  Texans  had  received  dosages 
of  oral  polio  vaccine  by  Oct.  15,  according  to  figures 
obtained  from  the  state  department  of  health  and 
figures  taken  from  press  notices. 

Official  health  department  figures  show  7,355,211 
total  doses  administered,  and  press  figures  show  a 
7,360,673  total,  with  a difference  of  5,462. 

Although  only  128  of  the  254  Texas  counties  are 
actually  credited  with  participation  in  the  drive  to 
administer  Type  I vaccine,  the  number  increases  to 
138  when  10  counties  which  combined  their  efforts 
with  7 of  the  credited  counties  are  included.  In  this 
drive,  dosages  were  administered  to  5,889,889  people 
according  to  official  records,  and  to  5,900,876  people 
according  to  press  figures. 

Three  counties  have  participated  in  the  Type  II 
program,  with  66,501  people  receiving  the  vaccine. 
This  was  the  only  figure  on  which  both  press  and 
state  releases  agreed.  Counties  participating  were 
Galveston,  63,648;  Hale,  2,603;  and  McMullen,  250. 

The  disputed  Type  III  vaccine  has  been  admin- 
istered to  1,398,821  people  by  state  figures,  and  to 
1,393,296  people  by  press  calculations.  Only  18  coun- 
ties have  participated  in  this  drive. 

A third  tabulation  was  attempted  by  the  National 
Foundation,  but  because  of  uncooperative  survey 
response,  the  figiures  are  incomplete. 

Texas  Heart  Association 
Names  1962-1963  Officers 

Dr.  Stephen  W.  Wilson  of  Fort  Worth  is  the 
new  president  of  the  Texas  Heart  Association  elected 
at  the  annual  meeting  of  the  organization  in  Gal- 
veston in  September.  Dr.  William  J.  Block  of  San 
Antonio  was  voted  president-elect  for  next  year. 

Other  new  officers  are  J.  Robert  Phillips,  Jr., 
Dallas,  board  chairman;  and  vice  presidents  Dr.  Saul 
B.  Appel,  El  Paso,  Mrs.  Euell  Arthur  of  Comanche, 
Dr.  Robert  H.  Mitchell  of  Plainview,  Dr.  Fred  D. 
Spencer,  Brownwood,  and  Mrs.  M.  E.  Leggett  of 
Midland.  Dr.  James  B.  Stubbs  of  Galveston  was 
elected  to  a three  year  term  on  the  board  of  directors. 
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Secretary  to  Dallas  Physician  to  Head 
American  Association  of  Medical  Assistants 


The  medical  secretary-assistant  to  Dr.  Charles  D. 
Bussey  of  IMlas,  Mrs.  Judy  Coleman,  is  president- 
elect of  the  American  Association  of  Medical  Assist- 
ants. Her  election  took  place  at  the  organization’s 
sixth  national  convention  Sept.  26-30,  1962,  in 
Detroit. 

She  will  take  office  as  president  at  the  1963  con- 
vention to  be  held  in  Miami  Beach.  As  a member 
and  officer  of  AAMA  she  will  work  for  an  educa- 
tional self-improvement  program  leading  to  certifi- 
cation for  women  employed  as  medical  secretaries 
and  assistants  in  physicians’  offices.  A certifying 
board  made  up  of  physicians,  educators,  and  medical 
assistants  met  for  the  first  time  in  1962  and  mapped 
out  tentative  plans  for  presenting  the  certification 
examination  next  year. 

Mrs.  Coleman’s  career  as  a medical  assistant  began 


in  1948  when  she  was  employed  in  the  office  of  Dr. 
Leslie  L.  Bonner,  a general  practitioner  in  her  home 
town  of  Fairfield,  Tex.  In  1952  she  moved  with 
her  husband  to  Dallas  where  she  went  to  work  in 
Dr.  Bussey’s  office.  She  serves  Dr.  Bussey,  a general 
surgeon,  as  receptionist,  bookkeeper,  secretary,  and 
assistant  in  the  treatment  room. 

"Perhaps  the  most  important  of  my  duties,”  she 
says,  "is  being  a good  public ’relations  agent  for  my 
doctor  and  his  profession.” 

She  is  a charter  member  of  the  Dallas  County 
Medical  Assistants  Society  and  an  organizing  mem- 
ber of  the  Texas  Medical  Assistants  Association.  She 
has  been  president  of  the  DCMAS  in  1958  and  of 
TMAA  in  I960.  She  has  completed  a term  as  vice 
president  of  the  AAMA  this  past  year. 


Arthritis  Drug  Liefcort 
Ruled  Dangerous  by  FDA 

Liefcort,  a Canadian  drug  preparation  for  arthritis 
which  produces  serious  side  effects,  has  been  classi- 
fied by  the  Food  and  Drug  Administration  as  "im- 
minently dangerous”  and  may  not  be  legally  im- 
ported into  the  United  States. 

The  Arthritis  and  Rheumatism  Foundation  joined 
with  FDA  in  warning  arthritic  sufferers  not  to  use 
or  consent  to  the  use  of  Liefcort  in  treatment  of 
arthritis.  The  drug  received  widespread  publicity 
last  May  in  a national  magazine  article.  Many  people 
obtained  the  drug  from  Canada  on  the  grounds  that 
it  "could  practically  wipe  out  the  symptoms  of 
arthritis  in  one  year”  as  statements  in  the  article 
claimed. 

Liefcort  contains  potent  hormones  including  estra- 
diol, prednisone,  and  testosterone.  FDA  analysis 
showed  the  product  contains  ten  times  the  thera- 
peutic dose  of  estradiol,  and  at  least  one  death  is 
indirectly  attributable  to  the  drug’s  use.  Severe  side 
effects  include  internal  bleeding,  uterine  bleeding, 
menstrual  disturbances,  breast  enlargement  in  men, 
and  growth  of  facial  hair  in  women. 

Liefcort  is  not  authorized  for  investigative  use  in 
the  U.  S.  because  its  use  even  for  experimental  pur- 
poses is  considered  hazardous.  Dr.  Ronald  W. 
Lamont-Havers,  national  medical  director  of  ARF, 
requested  that  anyone  who  has  received  the  drug, 
knows  of  its  use,  or  knows  of  a supply  contact  a 
local  chapter  of  ARF  or  the  national  headquarters, 
10  Columbus  Circle,  New  York. 


UT  Sodofoghts  Undertake 
Study  of  Nursing  Workshops 

Better  care  for  hospital  patients  in  Texas  and, 
eventually,  throughout  the  nation,  is  the  objective 
of  a new  study  undertaken  by  the  University  of 
Texas  Sociology  Department. 

It  is  related  to  a management  training  program 
being  conducted  by  the  Texas  League  for  Nursing, 
in  cooperation  with  the  Texas  Hospital  Association. 
Both  projects  are  supported  by  the  U.  S.  Public 
Health  Service. 

The  University  study  will  determine  the  effective- 
ness of  a series  of  nurse  management  workshops  for 
head  nurses,  supervisors  and  directors  of  nursing 
services. 

A two-year  Texas  League  for  Nursing  survey 
showed  many  nurses  in  managerial  jobs  felt  a need 
to  increase  their  skills. 

Supported  by  a $25,070  grant  from  the  U.  S.  Pub- 
lic Health  Service  for  the  first  year  of  the  three  year 
project.  University  investigators  will  obtain  informa- 
tion from  nurses  on  the  job  in  hospitals.  Using 
electronic  computers  to  process  data,  they  will  com- 
pare the  nurse-executives’  performances  before  and 
after  they  attend  the  management  workshops. 

Workshops  in  the  1962  schedule  were  at  Euless, 
Oct.  1-5;  Austin,  Oct.  15-19;  Abilene,  Oct.  29-Nov. 
2;  and  Galveston,  Nov.  26-30.  During  the  past  two 
years,  more  than  800  nurses  have  attended  such 
workshops  in  various  parts  of  the  state. 
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Postgraduate  Courses 

Pediatrics,  Galveston,  Feb.  14-16,  1963. — The  De- 
partment of  Pediatrics  of  the  University  of  Texas 
Medical  School  in  conjunction  with  the  Maternal 
Child  Health  Division,  Texas  State  Department  of 
Health,  will  hold  its  annual  course  which  includes 
the  following  guest  speakers  and  topics:  Dr.  Alfred 
M.  Bongiovanni,  University  of  Pennsylvania,  "En- 
docrinology”; Dr.  Robert  W.  Deisher,  University  of 
Washington,  Seattle,  "Development”;  Dr.  Louis  K. 
Diamond,  Harvard  Medical  School,  "Hematology”; 
and  Dr.  Warren  E.  Wheeler,  Ohio  State  University, 
"Infectious  Disease”. 

For  additional  information,  one  may  write  to  Dr. 
Myron  M.  Nichols,  Department  of  Pediatrics,  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 

Pulmonary  function,  San  Francisco,  Jan.  21-25, 
1963. — ^The  American  Thoracic  Society  offers  a spe- 
cial course,  "The  Evaluation  of  Pulmonary  Func- 
tion”, to  be  given  at  the  University  of  California 
Medical  Center. 

Applications  and  more  detailed  information  are 
available  now  from  Dr.  John  R.  Goldsmith,  chair- 
man, Pulmonary  Function  Course  Planning  Com- 
mittee, 130  Hayes  St.,  San  Francisco  2. 

General  Practice  Review,  Denver,  Jan.  13-19, 
1963. — An  annual  postgraduate  course  designed  es- 
pecially for  the  general  practitioner,  this  study  lasts 
a full  week;  each  day  is  devoted  to  a different  area 
of  practice.  Physicians  may  register  for  the  entire 
course  or  for  any  selected  days;  the  program  includes 
"Problems  of  Infection”  on  Sunday,  "Medicine”  on 
Monday,  "Pediatrics”  on  Tuesday,  "Surgery”  on  Wed- 
nesday, "Athletic  Injuries”  on  Thursday,  "Obstetrics 
and  Gynecology”  on  Friday,  and  "Dermatology”  on 
Saturday. 

For  details  and  further  information,  physicians 
may  write  to  the  Office  of  Postgraduate  Medical 
Education,  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Denver  20. 

Orthopedics,  Augusta,  Dec.  4-6,  1962. — Diagnosis 
and  conservative  treatment  of  orthopedic  disease  and 
injury,  primarily  in  ambulatory  patients,  will  be 
the  emphasis  of  the  course,  "Orthopedics  in  General 
Practice”,  to  be  held  at  the  Medical  College  of 
Georgia.  Dr.  F.  James  Funk,  Jr.,  associate  in  surgery 
(orthopedic),  Emory  University  School  of  Medicine, 
Atlanta,  and  Dr.  C.  Roger  Sullivan,  Mayo  Clinic 
and  Mayo  Foundation,  Rochester,  Minn.,  will  be  the 
featured  faculty. 

Application  can  be  made  by  contacting  Dr.  Claude- 
Starr  Wright,  director.  Department  of  Continuing 
Education,  Medical  College  of  Georgia,  Augusta. 

Obstetrics  and  Gynecology,  Houston,  spring,  1963. 
Board  Preparatory  Course  in  obstetric  and  gyneco- 
logic pathology,  endocrinology,  and  radiotherapy  is 
offered.  Tuition  is  $100. 


Additional  information  may  be  obtained  by  writ- 
ing to  the  Department  of  Obstetrics  and  Gynecol- 
ogy, Baylor  University  College  of  Medicine,  Hous- 
ton. 

Psychiatry  for  the  Internist,  Los  Angeles,  Dec.  3-7, 
1962. — The  American  College  of  Physicians  and  the 
University  of  Southern  California  School  of  Medi- 
cine are  sponsors.  Registration  forms  and  requests 
for  information  should  be  directed  to  Edward  C. 
Rosenow,  Jr.,  M.D.,  Executive  Director,  The  Ameri- 
can College  of  Physicians,  4200  Pine  St.,  Phila- 
delphia 4. 

Pamphlets 

Group  Practice  is  a small,  complete  booklet  which 
describes  major  problems  and  likely  solutions  in- 
volved in  establishing  a medical  group  or  in  joining 
an  established  group.  Single  copies  may  be  obtained 
without  charge  from  the  Department  of  Medical 
Services,  AMA,  535  North  Dearborn  Street,  Chi- 
cago 10. 

Emotional  Growth  of  the  Child  is  a booklet  pre- 
senting actual  classroom  problems  and  methods  of 
early  recognition  and  handling  of  these  problems. 
Prepared  as  a summary  report  of  the  Fifth  State 
Conference  on  Physicians  and  Schools,  it  is  available 
without  charge  from  Gene  Dillard,  Advertising  and 
Exhibits  Manager,  TMA,  1801  N.  Lamar,  Austin. 

Immunization  Information  for  International  Trav- 
el, a booklet  which  offers  information  on  vaccina- 
tion requirements  and  personal  health  precautions 
while  abroad,  may  be  obtained  from  the  Superin- 
tendent of  Documents,  U.  S.  Government  Printing 
Office,  Washington  25,  D.C.  Each  copy  is  35  cents 
with  a 25  per  cent  discount  on  100  or  more  copies 
delivered  to  the  same  address. 

Three  pamphlets  concerning  mental  health,  AMA 
Statement  of  Principles  on  Mental  Health,  Program 
of  the  Council  on  Mental  Health,  and  Summary  of 
the  Program  of  the  Council  on  Mental  Health,  are 
available  from  the  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago  10. 


Use  Christmas  Seals 


Fight  Tuberculosis 
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Internal  Medicine  Group 
To  Gather  in  Galveston 


San  Antonio  Tumor  Seminar 
Scheduled  for  Dec.  8 


The  Texas  Academy  of  Internal  Medicine  will 
convene  at  the  Galvez  Hotel  in  Galveston  Dec.  1, 
1962,  for  its  annual  meeting. 

Papers  to  be  presented  during  the  morning  ses- 
sion include  "Recurrent  Aphthous  Ulcers”,  Dr. 
Marcel  Patterson  of  Galveston;  "Hypertension  Sec- 
ondary to  Unilateral  Renal  Ischemia”,  Dr.  August 
R.  Remmers  of  Galveston;  "Nephrotic  Syndrome  in 
Adults”,  Dr.  Harry  E.  Sarles  of  Galveston;  "Coccidi- 
oidomycosis”, Dr.  John  E.  Perry  of  Galveston;  "Car- 
diac Changes  in  Lupus  Erythematosus”,  Dr.  Milton 
R.  Hejtmancik  of  Galveston;  "Simultaneous  Atrial 
and  Nodal  Tachycardia”,  Dr.  James  C.  Wright,  Jr., 
of  Galveston;  "Some  Aspects  of  Angiotensin”,  Dr. 
John  M.  Wallace;  and  "Medical  Control  of  Cardiac 
Arrhythmias”,  Dr.  George  R.  Herrmann  of  Galves- 
ton. 

The  afternoon  program  includes  the  following 
papers;  "Contributing  Causes  of  Arterial  Desatura- 
tion in  Pulmonary  Hypertensive  Disease”,  Dr.  Wil- 
liam J.  deGroot  of  Galveston;  "The  Influence  of 
Acute  and  Chronic  Hypoxia  and  Hyperosmolarity  on 
Erythrocyte  Characteristics  in  Heterozygous  S Hemo- 
globinopathies”, Dr.  William  C.  Levin  of  Galveston; 
"Newer  Concepts  in  Serum  Protein  Metabolism”, 
Dr.  Wayne  E.  Truax  of  Galveston;  "Protein  Abnor- 
malities in  Lymphoproliferative  Disorders”,  Dr. 
Stephen  E.  Ritzmann;  and  "Glucose- 6-Phosphate  De- 
hydrogenase Deficiency  of  the  Human  Erythrocyte — 
Its  Relationship  to  the  Clinical  Problem  of  Anemias”, 
Dr.  Faruk  L.  Ozer. 

Also,  "Smdies  on  the  Glucose  Tolerance  Test”, 
Dr.  John  E.  Johnson,  Jr.,  of  Galveston;  "Chromo- 
somal Abnormalities  in  Human  Disease  with  Par- 
ticular Reference  to  Gonadal  Dysgenesis”,  Dr.  Harry 
Levine  of  Galveston;  and  a clinical  pathologic  con- 
ference with  Drs.  Don  W.  Chapman,  Robert  A. 
Hettig,  and  Daniel  E.  Jenkins,  all  of  Houston,  as 
clinicians,  and  Dr.  Howard  C.  Hopps  of  Galveston 
as  pathologist. 


Southwestern  Medical  Association 
Elects  M.D.  Thomas  President 

The  new  president  of  Southwestern  Medical  As- 
sociation is  Dr.  M.  D.  Thomas  of  El  Paso.  Other 
officers  for  1962-1963  are  Dr.  R.  F.  Boverie,  El 
Paso,  vice  president,  and  Dr.  W.  G.  Morrow,  Jr., 
El  Paso,  secretary-treasurer. 

They  were  installed  at  the  Oct.  18-20,  1962,  meet- 
ing of  Southwestern  Medical  Association  held  in 
Albuquerque.  The  next  meeting  will  be  in  El  Paso 
in  October  or  November,  1963. 


The  19th  Annual  Tumor  Seminar  of  the  San  An- 
tonio Society  of  Pathologists  will  be  held  at  Audi- 
torium Building  1026,  Brooke  General  Hospital, 
San  Antonio,  on  Saturday,  Dec.  8,  1962.  Guest  speak- 
er wiU  be  Dr.  Raffaele  Lattes,  Laboratory  of  Surgical 
Pathology,  College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York. 

Slide  sets  may  be  obtained  for  $7.50  per  set. 
Checks  should  be  made  payable  to  the  San  Antonio 
Society  of  Pathologists,  according  to  Secretary-Treas- 
urer Dr.  D.  L.  Galindo,  and  should  be  mailed  in  care 
of  him  to  515  Morales  St.,  San  Antonio. 


Recreational  Therapists 
Set  Oklahoma  Meet  for  April 

The  National  Association  of  Recreational  Thera- 
pists will  hold  its  1963  annual  conference  at  the 
Oklahoma  Center  for  Continuing  Education  on  April 
8-12  at  Norman,  Okla. 

Additional  information  may  be  obtained  by  writ- 
ing to  the  program  chairman,  Lois  Timmins,  Ed.D., 
P.  O.  Box  1769,  Dallas  21. 


Gill  Spring  Congress  Announced  for  April 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
has  announced  its  36th  annual  spring  congress  in 
ophthalmology  and  otolaryngology  April  1-5,  1963 
Persons  interested  in  additional  information  should 
write  to  Superintendent,  P.  O.  Box  1789, ‘Roanoke, 
Va. 
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Dermatologists  to  Meet 
Dec.  1-6  in  Chicago 

The  American  Academy  of  Dermatology,  Inc.,  wiU 
hold  its  21st  annual  meeting  at  the  Palmer  House 
in  Chicago,  Dec.  1-6,  1962. 

Texas  physicians  who  wiU  take  part  in  the  six  day 
program  and  their  topics  are  as  follows: 

Dr.  Lee  J.  Alexander,  Dallas,  "What  To  Do  When 
They  React  to  Penicillin”;  Dr.  Marvin  E.  Chernosky, 
Houston,  "Air  Conditioning  Dermatitis”;  Dr.  Ever- 
ett C.  Fox,  Dallas,  "What  Constitutes  a Basic  Health 
Plan”;  Dr.  Robert  G.  Freeman,  Houston,  "Clinical 
and  Histopathological  Features  of  Degos’  Disease”; 
Dr.  James  B.  Howell,  Dallas,  "Neurotrophic  Changes 
in  the  Trigeminal  Territory  After  Operation  for 
Trigeminal  Neuralgia”. 

Dr.  John  M.  Knox,  Houston,  will  be  a faculty 
member  of  a histopathology  course,  and  will  present 
a simplified  gross  and  microscopic  dermatology  sym- 
posium. He  also  will  be  a dinicopathologic  confer- 
ence panelist,  and  director  of  a symposium  on  en- 
vironmental dermatoses.  Dr.  J.  Fred  Mullins,  Gal- 
veston, will  speak  on  "Cryotherapy  for  Snake  Bites 
and  Stingray  Puncture  Wounds”;  Dr.  Fox  and  Dr. 
J.  Lewis  Pipkin,  San  Antonio,  will  serve  as  faculty 
members  of  a radiation  therapy  course;  and  Dr. 
Everett  R.  Seale,  Houston,  will  be  a member  of  a 
discussion  group. 

Dr.  Fox  and  Lewis  B.  Waters,  Ph.G.,  P.D.,  Dallas, 
will  offer  a scientific  exhibit  from  Baylor  Hospital 
and  Southwestern  Medical  School,  Dallas,  in  the 
form  of  a film  entitled  "Cutaneous  Manifestations  of 
Syphilis”. 

Program  Speakers  Announced 
For  Southwest  Texas  Assembly 

Dr.  John  C.  Parsons,  president  of  the  International 
Medical  Assembly  of  Southwest  Texas,  has  an- 
nounced 12  guest  speakers  from  various  branches  of 
medicine  for  the  annual  meeting  to  be  held  in  San 
Antonio  Jan.  28-30,  1963. 

These  speakers  are  scheduled  to  give  prepared 
papers  on  the  Monday  program,  the  first  day  of  the 
meeting.  Tuesday  wiU  be  devoted  to  panel  discus- 
sions with  aU  speakers  participating  and  participants 
asking  questions  of  the  various  speakers  concerning 
the  points  raised  on  the  preceding  day.  Wednesday’s 
program  will  be  a presentation  of  the  School  of 
Aerospace  Medicine  at  Brooks  Air  Force  Base,  San 
Antonio,  on  the  pathology  of  outer  space.  It  wiU 
include  the  effects  of  radiation,  physiology  of  space, 
and  the  known  pathology  of  outer  space. 

Guest  speakers  include:  internal  medicine.  Dr. 
Ralph  Jones,  Jr.,  professor  and  chairman  of  the  De- 
partment of  Medicine,  University  of  Miami,  and 


Dr.  D.  M.  Whitelaw,  associate  professor.  Department 
of  Medicine,  University  of  Toronto;  neurological  sur- 
gery, Dr.  Bronson  S.  Ray,  clinical  professor  of  sur- 
gery and  director  of  neurological  surgery.  New  York 
Hospital,  CorneU  Medical  Center,  New  York; 
ophthalmology,  Dr.  Frank  B.  Walsh,  professor  of 
ophthalmology,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore; 

Also,  orthopedic  surgery.  Dr.  Harry  D.  Morris, 
professor  of  orthopedic  surgery,  Tulane  University 
School  of  Medicine,  New  Orleans;  otolaryngology. 
Colonel  Paul  A.  Campbell,  M.C.,  U.  S.  Air  Force, 
commander  of  the  School  of  Aerospace  Medicine, 
Brooks  Air  Force  Base;  pathology.  Dr.  Robert  C. 
Horn,  Jr.,  pathologist  in  chief  and  director  of  lab- 
oratories, Henry  Ford  Hospital,  Detroit;  radiology. 
Dr.  Hymer  L.  FriedeU,  professor  of  radiology,  West- 
ern Reserve  University,  Cleveland,  and  Dr.  Juan 
Angel  del  Regato,  associate  professor  of  radiology 
and  director  of  Penrose  Cancer  Hospital,  University 
of  Colorado  School  of  Medicine,  Colorado  Springs; 

Also,  surgery.  Dr.  Lucius  D.  Hill,  III,  clinical  sur- 
geon, University  of  Washington  School  of  Medicine, 
Seattle;  Dr.  Alton  Ochsner,  Jr.,  president  of  the  Al- 
ton Ochsner  Medical  Foundation,  New  Orleans;  Dr. 
George  T.  Pack,  attending  surgeon  at  Memorial  Hos- 
pital for  Cancer,  attending  surgeon  for  Pack  Medical 
Group,  associate  professor  of  clinical  surgery,  Cor- 
nell University  School  of  Medicine,  New  York;  and 
Dr.  Fred  J.  Ansfield,  associate  professor  of  surgery. 
Cancer  Research  Hospital,  University  Hospitals, 
Madison,  Wis. 


Board  of  Preventive  Medicine 
Announces  Dates  of  Exam 

The  next  examination  for  certification  in  occupa- 
tional medicine  will  be  held  March  16-18,  1963,  it 
has  been  announced  by  the  American  Board  of  Pre- 
ventive Medicine.  The  examination  has  been  sched- 
uled at  the  Sheraton-Park  Hotel  in  Washington, 
D.C.,  preceding  the  annual  meeting  of  the  Industrial 
Medical  Association  which  will  be  held  at  the  same 
hotel  March  18-21,  1963.  Applications  for  certifica- 
tion should  be  sent  to  Dr.  Tom  F.  Whayne,  Secre- 
tary-Treasurer, American  Board  of  Preventive  Medi- 
cine, 4219  Chester  Ave.,  Philadelphia  4. 

First  District  Society  Names  New  Officers 

Dr.  Gordon  L.  Black  of  El  Paso  is  the  new  presi- 
dent of  the  First  District  Society.  Vice  president  for 
1962-1963  is  Dr.  John  C.  Hundley  of  Fort  Stockton 
and  secretary  is  Dr.  W.  R.  Gaddis  of  FI  Paso. 

The  next  meeting  of  the  society  will  be  Feb.  2, 
1963,  in  Pecos. 
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Boca  Raton,  Fla.,  to  Host 
Southern  Surgical  Meeting 

The  Southern  Surgical  Association’s  annual  meet- 
ing will  be  at  the  Boca  Raton  Hotel  and  Club,  Boca 
Raton,  Fla.,  Dec.  4-6,  1962.  Dr.  Robert  M.  Moore, 
former  professor  of  surgery  at  the  University  of 
Texas  Medical  Branch,  Galveston,  and  now  executive 
secretary  and  treasurer  of  the  American  Board  of 
Surgery,  Philadelphia,  is  president  of  Southern  Surgi- 
cal Association.  His  address  will  open  the  meeting. 

Texan  members  of  the  organization  who  are  listed 
in  the  74th  annual  session  program  include  Dr. 
Truman  G.  Blocker,  Galveston,  "Experimental  Stud- 
ies with  Reference  to  Antigen-Antibody  Phenomena 
Following  Severe  Extensive  Burns”;  Dr.  J.  Warner 
Duckett,  Dallas,  "Splenectomy  in  Treatment  of  Sec- 
ondary Hypersplenism”;  and  Drs.  Michael  E.  De- 
Bakey  and  Denton  A.  Cooley,  Houston,  "Translum- 
bar  Aortography:  A Simple,  Safe  Technic”. 

Contributing  help  with  the  social  events.  Dr. 
G.  V.  Brindley,  Jr.,  of  Temple  is  to  be  in  charge 
of  the  handicap  golf  tournament  for  men,  and  Dr. 
Murray  M.  Copeland  of  Houston  will  be  toastmaster 
at  the  association  dinner  at  which  time  Dr.  Blocker 
will  present  golf,  tennis,  and  bridge  prizes. 

Dr.  C.  M.  French  Elected  Head 
Of  Texas  Academy  of  GP 

Dr.  Cecil  M.  French  of  San  Angelo  is  the  new 
president  of  Texas  Academy  of  General  Practice.  His 
election  took  place  at  the  recent  meeting  of  the 
Academy  in  Fort  Worth  and  came  about  as  the  result 
of  the  resignation  of  Dr.  Lawrence  W.  Johnson  of 
Houston,  last  year’s  president-elect. 

Other  new  officers  of  the  Academy  are  Dr.  Haden 
E.  McKay,  Jr.,  of  Humble,  president-elect;  Dr.  J. 
Frank  Beall  of  Nacogdoches,  vice  president;  Dr.  Guy 
Denton,  Jr.,  of  Dallas,  treasurer;  Dr.  Lloyd  M.  South- 
wick  of  Edinburg,  delegate,  and  Dr.  George  V. 
Launey,  Jr.,  of  Dallas,  alternate  delegate  to  the 
American  Academy  of  General  Praaice. 

The  next  meeting  of  the  Texas  Academy  will  be 
in  San  Antonio  Oct.  23-26,  1963.  Headquarters 
hotel  will  be  the  Saint  Anthony  with  general  meet- 
ings to  be  held  at  the  Municipal  Auditorium. 

New  directors  include  Dr.  Henry  C.  Paine,  La 
Grange,  Colorado  Valley  Chapter;  Dr.  John  E.  Wens- 
ley,  Longview,  East  Texas  Chapter;  Dr.  Robert  Ner- 
ing,  El  Paso,  El  Paso  Chapter;  Dr.  Travis  B.  Phelps, 
Corpus  Christi,  Gulf  Coast  Chapter;  Dr.  E.  W. 
Schmidt,  Pecos,  Permian  Basin  Chapter;  Dr.  Sam 
Barnes,  Trinity,  Sam  Houston  Chapter;  Dr.  Robbie 
C.  Jordan,  Austin,  Travis  County  Chapter;  Dr.  Mario 
E.  Ramirez,  Roma,  Valley  Chapter;  and  Dr.  Lloyd  H. 
Sherrill,  Ozona,  West  Texas  Chapter. 


AhAA  Committee  on  Nursing 
Adopts  Six  Objectives 

Based  upon  the  principle  that  the  medical  and 
nursing  professions  must  have  a deep  appreciation 
and  respect  for  each  other  as  allies  with  the  same 
goals,  the  American  Medical  Association  Committee 
on  Nursing  has  adopted  six  objectives  to  further  this 
relationship,  stated  an  article  in  the  Aug.  4,  1962, 
issue  of  the  Journal  of  the  American  Medical  As- 
sociation. 

These  objectives  are  based  on  the  assumptions 
that  nurses  have  a separate  professional  status  and 
that  their  contributions  are  those  of  co-workers,  that 
nursing  should  expect  the  medical  profession  to  sup- 
port and  endorse  high  standards  of  nursing  educa- 
tion and  service,  and  that  each  of  the  levels  of 
academic  and  technical  accomplishment  in  nursing 
makes  its  own  unique  contribution  to  total  public 
health  care. 

The  Committee  decided,  in  its  objectives,  to  ex- 
pand and  strengthen  liaison  activities  between  medi- 
cal and  nursing  organizations  at  the  national,  state, 
and  local  levels.  These  activities  would  include  inter- 
professional conferences  between  physicians  and 
nurses,  and  encourage  inclusion  of  nurses  on  medical 
meeting  programs.  It  also  was  decided  to  smdy  and 
report  to  the  medical  profession  on  current  practices 
and  trends  in  nursing  and  on  developments  among 
nursing  auxiliary  personnel. 

The  stimulation,  initiation,  and  feasible  support 
of  research  in  areas  of  the  nurse-physician  profes- 
sional relationship  was  suggested  by  the  Committee 
in  a third  objective,  and  a fourth  agreed  to  offer 
advisory  services  to  both  professions  on  inrerprofes- 
sional  matters. 

The  final  objectives  were  concerned  with  provid- 
ing support  and  assistance  to  the  nursing  profession 
and  its  nonprofessional  auxiliary  personnel  in  their 
efforts  to  maintain  high  standards,  and  with  en- 
couraging physicians  to  accept  invitations  to  serve 
on  nursing  school  faculties. 

Next  Basic  Science  Exam  Set 

The  next  examination  to  be  held  by  the  Texas 
Board  of  Examiners  in  the  Basic  Sciences  will  be  in 
mid- April,  1963,  in  Austin.  Time  and  place  of  the 
examination  may  be  obtained  by  writing  to  the 
Executive  Secretary,  Texas  State  Board  of  Examiners 
in  the  Basic  Sciences,  1012  State  Office  Building, 
201  East  14th  Street,  Austin. 

New  officers  named  at  the  Nov.  3,  1962,  meeting 
of  the  Board  in  Fort  Worth  are  Henry  B.  Hardt, 
Ph.D.,  Texas  Christian  University,  Fort  Worth,  pres- 
ident; Paul  C.  Witt,  Ph.D,  Abilene  Christian  Col- 
lege, Abilene,  vice  president;  and  Cornelia  M.  Smith, 
Ph.D.,  Baylor  University,  Waco,  secretary-treasurer. 
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Bibliography  on  Human  Growth  Hormone 


Human  Growth  Hormone  (HGH)  has  been  in- 
vestigated over  a long  period  of  time.  This  evaluation 
necessarily  is  slow.  It  is  hoped  that  enough  hormone 
will  be  available  soon  for  more  extensive  surveys 
of  its  clinical  application.  Some  of  this  continuing 
interest  in  growth  and  the  substances  that  affect 
it  are  shown  in  the  following  bibliography  compiled 
by  the  staff  of  the  Texas  Medical  Association  Me- 
morial Library: 

Albanese,  A.  A.,  et  al.:  Lysine  and  Trytophan  Content 
of  Proteins  and  Their  Utilization  for  Human  Growth, 
Amer.  J.  Clin.  Nutr.  4:l6l  ( March- April ) 1956. 

Barnhard,  H.  J.,  and  Geyer,  R.  W.:  Growth  and  Devel- 
opment of  Bone,  Normal  and  Abnormal,  Including  a Sec- 
tion on  Rickets,  Radiology  75:942  (Dec.)  I960. 

Collins,  E.  J.,  and  Baker,  V.  F. : Biological  Profile  of 
Various  Growth  Hormone  Preparations,  Proc.  Soc.  Exp. 
Biol.  Med.  107:315  (June)  1961. 

Collins,  E.  J.,  and  Baker,  V.  F. : Growth  Hormone  and 
Radiosulfate  Incorporation:  I.  A New  Assay  Method  for 
Growth  Hormone,  Metabolism  9:556  (June)  I960. 

Cone,  T.  E.:  Secular  Acceleration  of  Height  and  Biologic 
Maturation  in  Children  During  the  Past  Century,  J.  Pediat. 
59:736  (Nov.)  1961. 

Drillen,  C.  M. : A Longitudinal  Study  of  the  Growth  and 
Development  of  Prematurely  and  Maturely  Born  Children; 
Physical  Development  in  Age  Period  2 to  4 Years,  Arch. 
Dis.  Child.  36:1  (Feb.)  1961. 

Drillen,  C.  M. : Longitudinal  Study  of  Growth  and  De- 
velopment of  Prematurely  and  Maturely  Born  Children, 
Arch.  Dis.  Child.  34:210  (June)  1959. 

Ducharme,  J.  R.,  and  Grumbach,  M.  M. : Studies  on  Ef- 
fect of  Human  Growth  Hormone  in  Premature  Infants,  J. 
Clin.  Invest.  40:243  (Feb.)  1961. 

Falkner,  F.:  Office  Management  of  Physical  Growth, 
Pediat.  Clin.  N.  Amer.  8:13  (Feb.)  1961. 

Falkner,  F. : The  Physical  Development  of  Children; 
Guide  to  Interpretation  of  Growth-Charts  and  Development 
Assessments;  and  a Commentary  on  Contemporary  and 
Future  Problems,  Pediatrics  29:448  (March)  1962. 

Falkner,  F.:  Some  Physical  Growth  Standards  for  White 
North  American  Children,  Pediatrics  29:467  (March) 
1962. 

Forbes,  A.  P.,  et  al.:  Smdies  of  Growth  Arrest  in  Gon- 
adal Dysgenesis:  Response  to  Exogenous  Human  Growth 
Hormone,  Metabolism  11:56  (Jan.)  1962. 

Freed,  S.  C. : Suppression  of  Growth  in  Excessively  Tall 
Girls,  J.A.M.A.  166:1322  (March  15)  1958. 

Gershberg,  H.:  Metabolic  and  Renotropic  Effects  of 
Human  Growth  Hormone  in  Disease,  J.  Clin.  Endocr. 
20:1107  (Aug.)  I960. 

Gump,  F.  E.,  et  al.:  Studies  on  Growth  Hormone:  VI. 
Dependence  of  Anabolism  on  the  Level  of  Intake,  Amer.  J. 
Med.  Sci.  239:27  (Jan.)  I960. 

Henneman,  P.  H.,  et  al.:  Effects  of  Human  Growth 
Hormone  in  Man,  J.  Clin.  Invest.  39:1223  (Aug.)  I960. 

Hutchings,  J.  J.,  et  al.:  Metabolic  Changes  Produced  by 
Human  Growth  Hormone  (Li)  in  Pituitary  Dwarf,  J. 
Qin.  Endocr.  19:759  (July)  1959. 

James,  J.  A.:  Growth  Failure,  Texas  J.  Med.  55:744 
(Sept.)  1959. 

MoCrory,  W.  W. : Symposium  on  Disorders  in  Growth 
Arising  from  Renal  Tubular  Dysfunaions:  Introduction 
and  Commentary  on  Renal  Rickets,  J.  Pediat.  57:1  (July) 
1960. 


Mehrizi,  A.,  and  Dash,  A.:  Growth  Dismrbances  in  Con- 
genital Heart  Disease,  J.  Pediat.  61:418  (Sept.)  1962. 

Mellman,  W.  J.,  et  al.:  Comparison  of  Fluoxymesterone 
and  Methyltestosterone  as  Growth  Stimulants,  Pediatrics 
28:525  (Oa.)  1961. 

Meredith,  H.,  and  Knott,  V.  B.:  Illness  History  and 
Physical  Growth,  Amer.  J.  Dis.  Child.  103:146  (Feb.) 
1962. 

Raben,  M.  S.:  Growth  Hormone;  1.  Physiologic  Aspects, 
New  Engl.  J.  Med.  266:31  (Jan.  4)  1962. 

Raben,  M.  S.:  Growth  Hormone;  2.  Clinical  Use  of 
Human  Growth  Hormone,  New  Engl.  J.  Med.  266:82 
(Jan.  11)  1962. 

Reed,  R.  B.,  and  Stuart,  H.  C. : Patterns  of  Growth  in 
Height  and  Weight  from  Birth  to  18  Years  of  Age,  Pedi- 
atrics 24:904  (Nov.)  1959. 

Rowley,  P.  T.,  et  al.:  Familial  Growth  Retardation,  Ren- 
al Aminoaciduria  and  Cor  Pulmonale.  Description  of  a 
New  Syndrome,  with  Case  Reports,  Amer.  J.  Med.  31:187 
(Aug.)  1961. 

Seckerl,  H.  P.:  Concepts  Relating  the  Pituitary  Growth 
Hormone  to  Somatic  Growth  of  the  Normal  Child,  Amer. 
J.  Dis.  Child.  99:349  (March)  I960. 

Shepard,  T.  H.,  and  Waxman,  S.:  Human  Growth  Hor- 
mone: 11.  Further  Studies  of  Its  Effect  on  Growth  in 
Dwarfism,  J.  Pediat.  57:363  (Sept.)  I960. 

Sorqff,  H.  S.,  et  al.:  The  Effect  of  Growth  Hormone  on 
Nitrogen  Balance  at  Various  Levels  of  Intake  in  Burned 
Patients,  Surg.  Gynec.  Obstet.  111:259  (Sept.)  I960. 

Stuart,  H.  C. : The  Search  for  Knowledge  of  the  Child 
and  the  Significance  of  His  Growth  and  Development — 
Examples  from  the  Harvard  Longitudinal  Studies,  Pedi- 
atrics 24:701  (Nov.)  1959. 

Utiger,  R.  D.,  et  al.:  Human  Serum  Growth  Hormone; 
Measurements  of  Concentration  and  Turnover  with  Radio- 
immunoassay, J.  Clin.  Invest.  40:1086  (June)  1961. 

Worthen,  H.  G. : Growth  Failure  Due  to  Diseases  of 
the  Proximal  Tubule,  J.  Pediat.  57:14  (July)  I960. 
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New  Films  in  TMA  Memorial  Library 

Normal  Birth,  Sound,  black  and  white,  10  min.  (No 
date).  A-51. 

Designed  primarily  for  student  nurses,  doctors, 
nurses,  instructors,  and  for  instruction  of  special 
groups,  this  is  a wholesome  approach  to  delivery. 

PKU-Preventable  Mental  Retardation.  Sound,  color, 
14  min.  1961.  C-119. 

The  purpose  of  this  film  is  to  promote  routine 
screening  of  all  children  for  phenylketonuria  in  or- 
der to  discover  cases  before  the  onset  of  mental 
retardation.  It  presents  a general  description  of 
phenylketonuria  with  very  dramatic  case  histories, 
and  indicates  the  clinical  problems  and  therapy.  The 
implications  of  delay  in  diagnosis  are  stressed.  The 
film  is  well  done  for  a lay  group  but  a physician 
should  act  as  moderator  to  prevent  misinterpretation 
of  the  statements  involving  diagnosis  and  therapy. 


Youth  Physical  Fitness — A Report  to  the  Nation. 

Sound,  color,  28  min.  D-87. 

Here  is  the  story  of  what  can  be  done  to  meet 
the  challenge  of  the  nation’s  youth  fitness  problem 
and  of  the  need  for  more  vigorous  activity  programs 
in  our  schools.  It  is  a report  by  the  President’s  Coun- 
cil on  Youth  Fitness. 

In  documentary  style,  the  film  presents  a report 
of  how  one  city,  Muskogee,  Okla.,  developed  a basic 
fitness  program.  Through  broad  community  action 
involving  the  city’s  lay  and  professional  groups,  its 
newspaper  and  radio  station,  and  the  school  staff, 
an  active  fitness  program  was  developed.  "Youth 
Physical  Fitness”  then  changes  its  setting  to  Kansas 
City  to  show  a highly  developed  program  of  health 
and  physical  education. 


New  Books  in  TMA  Memorial  Library 

Ciba  Foundation:  Ciba  Foundation  Colloquia  on  En- 
docrinology, vol.  14,  Immunoassay  of  Hormones,  Boston, 
Little,  Brown  and  Co.,  1962. 

Ciba  Foundation  Study  Group  No.  12:  Curare  and 
Curare-like  Agents,  Boston,  Little,  Brown  and  Co.,  1962. 

Ciba  Foundation  Symposium:  The  Exocrine  Pancreas, 
Normal  and  Abnormal  Functions,  Boston,  Little,  Brown 
and  Co.,  1962. 

Ciba  Foundation  Symposium:  Pulmonary  Structure  and 
Funaion,  Boston,  Little,  Brown  and  Co.,  1962. 

Davidsohn,  L,  and  Wells,  B.  B.,  Eds.:  Todd-Sanford 
Clinical  Diagnosis  by  Laboratory  Methods,  ed.  13,  Phila- 
delphia, W.  B.  Saunders  Co.,  1962. 

Guerra,  F.:  American  Medical  Biography,  1638-1783, 
New  York,  Lathrop  C.  Harper,  1962. 

Guttmacher,  A.  F. : Consumers  Union  Report  on  Family 


Planning,  Mt.  Vernon,  N.  Y.,  Consumers  Union  of  U.  S., 
Inc.,  1962. 

Korenchevsky,  V.:  Physiological  and  Pathological  Aging, 
New  York,  Hafner  Publishing  Co.,  1961. 

Lahey  Clinic:  Surgical  Practice  of  the  Lahey  Clinic, 
Philadelphia,  W.  B.  Saunders  Co.,  1962. 

Oledner,  J.  H.:  The  Legal  Right  of  Persons  with  Epi- 
lepsy, Washington,  D.  C.,  Epilepsy  Foundation,  1962. 

Roney,  J.  G.,  Jr.:  Public  Health  for  Reluctant  Com- 
munities, New  York,  J.  G.  Roney,  Jr.,  1961. 

Sanders,  M.  K.:  The  Crisis  in  American  Medicine,  New 
York,  Harper  & Brothers  Publishers,  1961. 

Schreiner,  G.  E.,  and  Maher,  J.  F. : Uremia,  Springfield, 
111.,  Charles  C Thomas,  1961. 

Smith,  Kline,  and  French:  Ars  Medica,  a Colleaion  of 
Medical  Prints,  Philadelphia,  Philadelphia  Museum  of  Art, 
1959. 

Steinberg,  A.  G.,  Ed.:  Progress  in  Medical  Genetics,  vol. 
1,  New  York,  Grune  & Stratton,  Inc.,  1961. 

Stetler,  C.  J.,  and  Moritz,  A.  R.:  Doaor  and  Patient 
and  the  Law,  ed.  4,  St.  Louis,  C.  V.  Mosby  Co.,  1962. 

Year  Book  of  Cancer,  1961-1962  Series,  Chicago,  Year 
Book  Medical  Publishers,  1962. 

Year  Book  of  Cardiovascular  and  Renal  Diseases,  1961- 
1962  Series,  Chicago,  Year  Book  Medical  Publishers,  1962. 

Year  Book  of  Medicine,  1962-1963  Series,  Chicago, 
Year  Book  Medical  Publishers,  1962. 


Book  Notes 

Ariel,  Essays  on  the  Arts  and  the  History  and 

Philosophy  of  Medicine.  Felix  Marti-Ibafiez,  M.D. 

292  pp.  New  York,  MD  Publications,  Inc.,  1962.  $6.50. 

T HE  AUTHOR,  the  editor  and  publisher  of  the  medi- 
cal news  magazine  "MD”,  is  now  completing  a pen- 
tology  on  the  history  of  medicine.  "Ariel”  is  the 
fourth  book  in  the  series.  A compilation  of ‘a  series 
of  essays  on  the  history  and  philosophy  of  medicine, 
it  also  includes  ideas  and  impressions  received  during 
the  author’s  extensive  travels  around  the  world.  It 
covers  the  use  of  words  and  the  magic  doors  they  can 
open,  the  wonder  of  symbols,  the  march  of  medical 
history,  and  the  epic  of  medicine  from  the  pre- 
historic times  to  the  twentieth  century.  Added  to  this 
are  his  impressions  of  journeys,  parts  and  people, 
and  the  love,  lust,  and  marvels  of  men.  The  book 
also  includes  a section  on  the  philosophy  of  medicine 
and  closes  with  the  religion  of  medicine  which  the 
author  declares  to  be  the  prevention  of  diseases  and 
the  promotion  of  health. 

It  is  a work  that  cannot  be  read  rapidly.  Long 
sentences  and  general  verbosity  tend  to  lose  the 
average  reader  in  a maze  of  metaphors.  However, 
one  cannot  help  but  be  impressed  by  the  author’s 
extensive  knowledge  of  books,  people,  and  many 
countries.  His  vocabulary  and  command  of  the  Eng- 
lish language  is  amazing,  particularly  considering 
that  he  was  born  and  educated  in  Spain. 

— Gerald  A.  King,  M.D.,  Fort  Worth. 
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Problems  in  Surgery.  Frank  Glenn,  M.D.,  and  George 

E.  Wantz,  Jr.,  M.D.  512  pp.  St.  Louis,  C.  V.  Mosby  Co., 

1961.  $16.50. 

Some  of  the  records  of  the  grand  rounds  of  the 
Department  of  Surgery  at  the  New  York  Hospital- 
Cornell  Medical  Center  are  presented  in  this  book. 
Each  case  illustrates  some  special  problem  in  diag- 
nosis and  treatment.  Complications  and  failures  also 
are  thoroughly  discussed. 

Representatives  from  anesthesiology,  medicine, 
pathology,  pediatrics,  and  radiology  as  well  as  dis- 
tinguished visitors  from  all  parts  of  the  world  enter 
into  the  discussions  of  cases.  The  participants  con- 
tribute original  viewpoints  as  well  as  accumulated 
knowledge  derived  from  experience  and  literature. 

— Gilbert  E.  Adami,  M.D.,  Denton. 

Skin  Surgery.  Ervin  Epstein,  M.D.  339  pp.  Philadelphia, 

Lea  & Eebiger,  1962.  $10. 

The  second  edition  of  this  book  presents  the 
topic  of  skin  surgery  in  all  its  varied  aspects  in  a 
well  organized  and  up-to-date  fashion.  The  book  is 
of  special  value  to  the  practicing  dermatologist  but 
also  should  be  of  assistance  to  any  physician  who 
undertakes  skin  surgery.  The  various  experts  who 
contributed  portions  of  this  book  are  all  eminently 
qualified  in  their  respective  areas  of  interest. 

The  book  begins  with  a discussion  of  "Why 
Dermatologic  Surgery?”  Three  main  categories  of 
the  book  are  cold  steel  surgerj',  electrosurgery,  and 
special  techniques. 

The  section  on  cold  steel  surgery  covers  general 
principles,  equipment  needed  for  an  office  surgery, 
techniques  of  scissor  and  scalpel  surgery,  and  a pres- 
entation of  various  plastic  surgical  methods  and  their 
utilization  in  various  major  procedures.  The  portions 
of  this  section  dealing  with  plastic  surgery  obviously 
are  included  so  that  the  dermatologist  might  become 
familiar  with  techniques  more  advanced  than  his 
training  permits.  This  section  is  concluded  with  a 
brief  but  excellent  discussion  of  biopsy  of  the  skin. 

The  section  on  electrosurgery  is  divided  into  dis- 
cussions on  endothermy  and  electrocoagulation,  cau- 
tery excision,  electrodesiccation  and  curettage,  and 
epilation. 

The  final  section  deals  with  the  chemosurgical  re- 
moval of  cancer  by  the  Mohs’  technique,  derma- 
brasion, superficial  chemosurgery,  cryosurgery,  thera- 
peutic tattooing,  acne  surgery,  nail  surgery,  surgical 
treatment  of  hidradenitis  suppurativa,  and  the  surgi- 
cal treatment  of  baldness. 

This  book  fills  a void  in  dermatologic  literature. 
The  authors  are  quick  to  point  out  where  unanimity 
of  opinion  is  lacking  as  to  the  value  of  a particular 
technique.  This  book  should  become  a valued  source 
of  information  to  every  "skin  surgeon”. 

— ^Wray  B.  McCash,  M.D.,  Longview. 


Pediatric  Diagnosis.  Morris  Green,  M.D.,  and  Julius  B. 
Richmond,  M.D.,  ed.  2.  541  pp.  Philadelphia  and 
London,  W.  B.  Saunders  Co.,  1962.  $13. 

Organization  of  this  book  is  based  primarily  on 
age  periods  of  the  pediatric  patient.  Divisions  are 
pediatric  history,  physical  examinarion,  signs  and 
symptoms,  and  health  supervision  with  emphasis  on 
physical  examination  and  signs  and  symptoms. 

Interesting  findings  such  as  epistaxis  with  muco- 
viscidosis, swelling  of  the  dorsum  of  the  hands  in 
sicklemia  and  persistent  cough  due  to  irritation  of 
Arnold’s  canal  in  the  ear  were  new  to  the  reviewer. 

Portions  of  the  book  are  in  outline  form  while 
others  are  in  a literary  style.  References  are  found 
at  the  end  of  each  subject  rather  than  each  chapter 
which  is  much  more  convenient. 

The  book  is  not  recommended. 

— Andrew  Megarity,  M.D.,  Corsicana. 

Illustrated  Manual  of  Neurologic  Diagnosis.  R. 
Douglas  Collins,  M.D.  177  pp.  Philadelphia,  J.  B.  Lip- 
pincott  Co.,  1962.  $12. 

This  book  of  illustrations  is  a reference  book  that 
the  busy  practitioner  can  pick  up  and  quickly  find 
information  on  lesions  of  the  central  nervous  system. 

It  indicates  some  of  the  more  informative  labora- 
tory and  roentgen-ray  procedures  pertinent  to  various 
conditions.  The  sections  on  neurologic  diagnosis, 
correlation  of  sensory  level  with  the  anatomic  level 
of  the  lesions,  and  the  emphasis  on  an  orderly  pro- 
cedure in  differential  diagnosis  are  helpful. 

The  anatomic  profiles  are  presented  in  two  sec- 
tions, the  spinal  cord  and  the  lesions  below  and 
and  above  the  foramen  magnum.  The  selection  of 
45  individual  cases  below  the  foramen  magnum  and 
some  51  cases  above  the  foramen  magnum  gives  a 
wide  variety  of  lesions  and  disease  conditions. 

A real  convenience  Is  the  glossary  at  the  end  of 
the  book. 

— Joe  C.  Rude,  M.D.,  Austin. 

Pathology.  W.  A.  D.  Anderson,  Ed.  1389  pp-  St.  Louis, 
C.  V.  Mosby  Co.,  1961.  $18. 

Since  the  release  of  the  first  edition  this  has  been 
a favorite  of  pathologists,  and  its  clear  and  direct 
method  of  presentation  makes  it  an  excellent  refer- 
ence for  any  practitioner.  It  is  of  prime  importance 
that  a widely-used  text  be  revised  often  enough  to 
reflect  current  knowledge.  Using  the  work  of  35 
separate  contributors,  the  latest  edition  is  up-to-date. 
The  new  chapter  on  mesenchymal  tumors  is  illustra- 
tive of  the  current  outlook  of  the  book  and  its  list 
of  references  reveal  the  critical  selectivity  of  the 
authors. 

— Charles  F.  Pelphrey,  M.D.,  Austin. 
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Doctors,  Patients,  and  Health  Insurance.  Herman  Your  Physician  Is  Many  Things  To  Many  People. 
Miles  Somers  and  Anne  Ramsay  Somers.  544  pp.  Gar-  19  pp.  Evansville,  Indiana.  Mead  Johnson  & Co.,  1962. 

den  City,  N.Y.,  Doubleday  and  Co.,  Inc.,  1962.  $1.95. 


Recent  Deaths 


DR.  J.  H.  FOSTER 

The  66th  president  of  Texas  Medical  Association, 
Dr.  John  H.  Foster,  85,  died  in  a Houston  hospital 
Oct.  1,  1962.  A resident  of  Houston  for  56  years. 
Dr.  Foster  was  president  of  the  Association  in  1932- 
1933. 

Dr.  Foster,  a founder  of  the  Houston  Eye,  Ear 
and  Threat  Hospital  and  Clinic,  was  an  otolaryngol- 
ogist. He  retired  from  practice  in  1945  and  moved 
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to  Eagle  Lake  where  he  had  farming  and  ranching 
interests.  He  had  lived  at  the  Plaza  Hotel  in  Houston 
for  the  past  two  years. 

He  was  born  Nov.  20,  1876,  at  Nelsonvilie  (Aus- 
tin County),  Tex.,  the  son  of  Dr.  G.  W.  Foster  and 
Mrs.  Martha  (Hoskins)  Foster. 

Dr.  Foster  was  graduated  cum  laude  with  a degree 
of  master  of  arts  from  Southwestern  University  at 
Georgetown,  Tex.,  in  1896.  He  entered  the  Uni- 
versity of  Texas  Medical  Branch  immediately  after- 
wards. His  medical  course  was  interrupted  by  the 
Spanish-American  War.  He  enlisted  and  served  in 
the  Army  as  hospital  steward  in  the  First  Texas 
Cavalry.  He  returned  to  school  and  received  the  doc- 
tor of  medicine  degree  cum  laude  in  1900. 


He  served  his  internship  at  St.  Paul’s  Sanatorium 
in  Dallas.  He  left  there  to  become  assistant  physician 
at  the  Austin  State  Hospital  where  he  served  until 
1904  when  he  resigned  to  do  further  study.  After 
attending  various  postgraduate  clinics  in  otolaryngol- 
ogy in  New  York  City,  he  became  house  surgeon  on 
the  otolaryngologic  service  of  the  Manhattan  Eye, 
Ear  and  Throat  Hospital  in  1905.  He  returned  to 
Texas  in  1906  and  opened  an  office  in  Houston. 

Dr.  Foster  continued  his  postgraduate  work  in 
various  clinics  in  London  and  Vienna  during  the 
summer  of  1913. 

Dr.  Foster  and  Miss  Anne  Vineyard  of  Houston 
were  married  Oct.  15,  1907. 

During  World  War  I,  he  served  as  a lieutenant 
in  the  Navy. 

He  was  for  30  years  a member  of  the  board  of 
directors  of  the  Houston  First  Federal  Savings  and 
Loan  Association.  In  1951  he  was  named  chairman 
of  the  board,  and  he  was  honorary  chairman  when 
he  died.  He  was  director  of  First  National  Bank  of 
Eagle  Lake,  Eagle  Lake,  Tex.,  from  January,  1945, 
through  December,  I960.  At  the  time  of  his  death, 
he  was  a director  of  Houston  Farms  Development 
Co.  and  secretary-treasurer  and  director  of  Lakeside 
Elevator  and  Grain  Co. 

In  addition  to  his  connection  with  the  Houston 
Eye,  Ear  and  Throat  Hospital  and  Clinic  which  he 
helped  organize  in  1923,  Dr.  Foster  formerly  was 
consulting  otolaryngologist  to  the  Hermann  Hos- 
pital, the  Southern  Pacific  Lines,  and  the  Missouri 
Pacific  Railroad. 

He  served  as  president  of  the  Harris  County  Medi- 
cal Society  in  1910.  He  was  also  a past  president  of 
the  South  Texas  District  Medical  Society  and  the 
Texas  Ophthalmological  and  Otolaryngological  Soci- 
ety. He  was  a past  vice  president  of  the  American 
Laryngological  Association.  He  had  served  as  chair- 
man of  the  eye,  ear,  nose  and  throat  section  of  the 
Texas  Medical  Association  and  of  the  same  section 
of  the  Southern  Medical  Association. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  American  Academy  of  Ophthalmology 
and  Oto-Laryngology,  the  American  Laryngological, 
Rbinologicai  and  Otological  Society,  the  American 
College  of  Surgeons,  and  the  American  Broncho- 
Esophagological  Association.  He  was  certified  by 
the  American  Board  of  Otolaryngology. 

Having  served  the  Texas  Medical  Association  not 
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only  as  its  President  but  as  its  Vice  President  and 
as  Councilor  of  the  Ninth  District,  Dr.  Foster  was 
elected  to  honorary  membership  in  1947. 

In  1933,  Southwestern  University  conferred  the 
degree  of  doctor  of  science  upon  Dr.  Foster. 

He  was  a charter  member  of  the  Houston  Country 
Qub  and  the  River  Oaks  Country  Club,  although  he 
had  surrendered  these  memberships  some  time  ago. 
He  was  a Shriner  and  an  Episcopalian.  His  hobby 
was  golf.  He  was  a member  of  the  Houston  Yacht 
Club,  the  Doctor’s  Club,  and  the  Eagle  Lake  Rod 
and  Gun  Club. 

He  is  survived  by  his  wife;  a daughter,  Mrs.  Gus 
E.  Cranz,  Fort  Worth;  two  sisters,  Mrs.  Gibbs  Mood, 
Austin,  and  Mrs.  S.  H.  Moore,  Dallas;  a brother, 
George  W.  Foster,  Houston;  and  two  grandsons. 

DR.  R.  R.  McDaniel 

Dr.  Robert  Ray  McDaniel,  70,  Quanah  surgeon 
and  civic  leader,  died  in  a Quanah  hospital  Aug.  26, 
1962,  ten  days  after  having  a heart  attack. 

The  veteran  physician  was  born  July  9,  1892,  in 
Gorman.  He  was  the  son  of  Thomas  and  Sarah 
(Stephens)  McDaniel.  Receiving  his  medical  degree 
from  the  University  of  Tennessee  Medical  School  in 
1914,  Dr.  McDaniel  moved  to  Quanah  shortly  after- 
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ward.  At  the  outbreak  of  World  War  I,  he  volun- 
teered and  was  commissioned  as  a surgeon  in  the 
U.S.  Army;  however,  before  the  American  troops 
entered  combat,  he  served  with  the  British  Royal 
Army  Medical  Corps  doing  reconstruction  surgery 
in  English  hospitals. 


Returning  to  Quanah  in  1919,  he  was  primarily 
responsible  for  construction  of  the  Hardeman  County 
Memorial  Hospital  in  1936.  He  served  it  as  chief 
of  staff  from  the  time  of  its  construction. 

He  was  a fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  American  Medical  As- 
sociation, Texas  Medical  Association,  and  Hardeman- 
Cottle-Foard-Motley  Counties  Medical  Society  ( of 
which  he  was  president  in  1953).  He  was  a 32nd 
degree  Mason. 

A Quanah  civic  leader.  Dr.  McDaniel  was  a direc- 
tor of  its  First  National  Bank,  a member  of  the 
board  of  the  First  Methodist  Church  for  many  years, 
and  recently  helped  complete  plans  for  a $250,000 
expansion  of  the  Hardeman  County  Memorial  Hos- 
pital. He  was  a hunter  and  fisherman. 

Dr.  McDaniel  is  survived  by  his  wife,  the  former 
Coralee  Echols,  whom  he  married  in  1925;  and  by 
a niece,  Mrs.  Joe  R.  Wise,  of  Eort  Worth. 

DR.  C.  C.  BULLARD 

Dr.  Chester  Calvin  Bullard,  75,  of  Brownwood 
died  there  July  9,  1962,  of  pneumonia. 

He  was  in  general  practice  in  Brownwood  for 
39Vi  years  from  Aug.  17,  1915,  until  Jan.  30,  1955, 
when  he  retired  because  of  ill  health. 

Dr.  Bullard  was  born  June  23,  1887,  at  Hamilton, 
Tex.  His  parents  were  A.  D.  and  Margaret  (How- 
ard) Bullard.  He  was  graduated  from  Hamilton 
High  School  and  attended  the  Vanderbilt  University 
School  of  Medicine  in  Nashville,  Tenn.,  for  three 
years.  He  received  his  M.D.  degree  from  Southern 
Methodist  University  Medical  Department  in  Dallas 
(now  extinct)  in  May,  1914.  He  served  his  intern- 
ship at  St.  Paul  Hospital  in  Dallas. 

He  later  rook  postgraduate  courses  at  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans,  and  the 
University  of  Texas  Medical  Branch,  Galveston. 

He  married  the  former  Miss  Mae  E>avis  of  Brown- 
wood on  April  12,  1917. 

A veteran  of  World  War  I,  Dr.  Bullard  served  as 
a first  lieutenant  in  the  medical  corps  and  was  sta- 
tioned at  Fort  Worth. 

Dr.  BuUard  was  a member  of  many  civic  organi- 
zations including  the  Masonic  Lodge.  He  was  a 
charter  member  of  the  Brownwood  Lions  Club  and 
of  the  Suez  Shrine  Temple  in  San  Angelo.  He  re- 
ceived a 40-year  American  Legion  pin  in  December 
of  1958. 

Dr.  Bullard  was  a Methodist. 

His  professional  organizations  included  the  Brown- 
Comanche-MiUs-San  Saba  Counties  Medical  Society, 
Fourth  District  Medical  Society,  Texas  Medical  Asso- 
ciation, and  the  American  Medical  Association.  He 
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was  elected  to  honorary  membership  in  Texas  Medi- 
cal Association  in  1955. 

He  is  survived  by  his  wife;  one  sister,  Miss  Evelyn 
Bullard  of  Brownwood;  and  one  brother,  Tom  Bul- 
lard of  Dallas. 


DR.  W.  L CROSTHWAIT 

Dr.  W.  L.  Crosthwait,  former  Vice  President  of 
the  Texas  Medical  Association  and  a surgeon  long 
active  in  Waco  and  Central  Texas,  died  in  a Waco 
hospital  Oct.  7,  1962.  He  was  89  and  had  been  ill  for 
the  past  two  years. 

Dr.  Crosthwait  also  was  known  as  a writer,  a 
football  enthusiast,  and  a staunch  Democrat. 

His  book,  "The  Last  Stitch”,  was  published  in 
1956  and  is  an  autobiography  relating  the  experi- 
ences of  a young  physician  in  a pioneer  country. 

He  was  football  ream  physician  for  Waco  High 
School  for  almost  40  years.  In  1954  in  recognition 
of  his  work,  he  was  presented  a blanket  proclaiming 
him  a ''34-year  letterman”  of  the  team.  He  was  a 
friend  and  confidant  of  the  late  Coach  Paul  Leighton 
Tyson.  When  Paul  Tyson  Stadium  in  Waco  was 
dedicated  Sept.  15,  1961,  Dr.  Crosthwait  wrote  the 
dedication  address  although  his  health  would  not 
permit  him  to  deliver  it  personally.  His  son,  Dr. 
R.  Wilson  Crosthwait,  read  the  speech. 

Dr.  Crosthwait  was  strong  in  support  of  the 
Democratic  party.  He  was  a personal  friend  of  the 
late  President  Franklin  Delano  Roosevelt  and  former 
President  Harry  S.  Truman.  He  was  one  of  the  first 
to  start  maneuvers  to  nominate  Roosevelt,  then  gov- 
ernor of  New  York,  for  President. 

During  his  long  career  Dr.  Crosthwait  was  a 
member'  of  many  organizations.  He  was  past  presi- 
dent of  the  Texas  Surgical  Society,  a founder  mem- 
ber of  the  American  College  of  Surgeons,  and  past 
president  of  the  McLennan  County  Medical  Society. 
In  addition  to  serving  as  Vice  President  of  the  Texas 
Medical  Association  in  1919-1920,  he  was  secretary 
of  the  Section  on  Medicine  and  Diseases  of  Children 
in  1910,  and  chairman  of  the  Section  on  Gynecology 
and  Obstetrics  in  1921.  He  was  elected  to  honorary 
membership  in  TMA  in  1955.  He  was  a member  of 
the  American  Medical  Association. 

Dr.  Crosthwait  was  a 32  nd  degree  mason  and  a 
Shriner.  He  belonged  to  St.  Paul’s  Episcopal  Church 
of  Waco. 

Born  May  2,  1873,  in  Woodland,  near  Houston, 
Miss.,  Dr.  Crosthwait  was  the  son  of  Mr.  and  Mrs. 
Isaac  Owen  Crosthwait.  He  was  one  of  ten  children. 
As  a youth,  he  first  worked  in  a general  store,  a 
bank,  and  a newspaper  office,  and  then  went  to  the 
University  of  Louisville  to  begin  the  study  of  medi- 
cine. Illness  interrupted  his  studies,  and  he  left  the 
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University  to  go  to  Holland  (Bell  County),  Tex., 
where  he  taught  school.  He  returned  to  the  Uni- 
versity of  Louisville  in  1898  to  resume  his  study  of 
medicine  and  to  graduate. 

One  of  his  students  in  Holland  was  Miss  Roberta 
Wiseman.  She  and  Dr.  Crosthwait  were  married 
there  Nov.  25,  1900.  She  died  Aug.  17,  1955. 

In  1900  Dr.  Crosthwait  returned  to  Holland  where 
he  practiced  until  he  moved  to  Waco  in  1911. 

During  his  first-  year  at  Holland  he  went  to  Chi- 
cago to  attend  a postgraduate  course  at  Northwestern 
University.  While  he  was  there  the  great  1900  hur- 
ricane and  flood  inundated  Galveston.  Going  to  the 
city  room  of  the  Hearst  newspaper  in  Chicago  for 
information  about  the  Texas  city,  Dr.  Crosthwait 
encountere4 ’WiUiam  Randolph  Hearst,  the  publish- 
er, who  placed  the  doctor  in  charge  of  a relief  train 
bound  for  the  distressed  city.  So  Dr.  Crosthwait 
found  himself  arriving  in  Galveston  with  seven  or 
eight  doaors,  a flock  of  nurses,  and  tons  of  food, 
blankets,  cots,  hospital  equipment,  and  medicine 
financed  by  a $50,000  check  from  Hearst.  Officials 
handed  him  two  pistols,  and  with  these  stuck  in  his 
belt  he  went  to  work  in  the  ruins  of  Galveston.  Thus 
he  got  his  nickname,  "Pistol  Pete”. 

During  World  War  I,  Dr.  Crosthwait  served  as  a 
major  in  the  medical  corps.  He  was  stationed  at  Base 
Hospital  55,  the  Harvard  Unit,  in  France  for  18 
months  serving  as  a neurosurgeon. 

Surviving  Dr.  Crosthwait  are  his  son  of  Waco; 
a daughter,  Mrs.  Howard  L.  Van  Zandt  of  Houston; 
a brother,  Curtis  Crosthwait  of  Woodland,  Miss.; 
two  sisters,  Mrs.  T.  B.  Ricks  of  Waco  and  Mrs. 
Ellie  Beasley  of  Houston,  Miss.;  five  grandchildren 
and  eight  great-grandchildren. 
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DR.  R.  A.  HASSKARL 


Dr.  Robert  A.  Hasskarl  of  Brenham  died  there 
Sept.  25,  1962,  at  the  age  of  73.  In  January  he  had 
retired  from  active  duties  at  the  Sarah  B.  Milroy 
Hospital  where  he  had  been  in  charge  of  laboratory 
and  roentgen-ray  work  for  a number  of  years.  He 
had  continued  his  work  as  city  health  officer,  a 
position  held  since  1923.  Death  was  caused  by 
cardiovascular  accident,  generalized  arteriosclerosis, 
and  diabetes  mellims. 

Dr.  Hasskarl  was  born  at  Golconda,  III.,  on  Feb. 
14,  1889,  the  son  of  the  Rev.  Christopher  Paul 
Hasskarl  and  Mrs.  Johanna  Barbara  (Lutz)  Hasskarl. 
He  attended  school  in  Streator,  lU.,  and  Waterloo, 
Iowa,  and  was  graduated  in  1907  from  Ball  High 
School  in  Galveston.  He  attended  the  University 
of  Texas  in  Austin  during  the  year  1907-1908  and 
then  entered  the  Medical  Branch  from  which  he  was 
graduated  in  1912.  He  served  his  internship  at  John 
Sealy  Hospital  in  Galveston. 

During  the  year  1913-1914  he  served  as  the  assist- 
ant director.  Marlin  Sanitarium,  Marlin.  The  follow- 
ing year  he  was  a resident  physician  at  City  Hos- 
pital, Chicago. 

While  in  Chicago  he  did  postgraduate  work  at 
the  University  of  Illinois  College  of  Medicine.  Other 
postgraduate  work  was  done  at  Tulane  University 
School  of  Medicine  in  New  Orleans  and  at  Wash- 
ington University  School  of  Medicine  in  St.  Louis. 

In  1916,  Dr.  Hasskarl  volunteered  for  duty  in 
the  U.  S.  Army  as  a first  lieutenant.  He  immediately 
saw  service  as  a member  of  General  Pershing’s 
American  Punitive  Expedition.  In  the  spring  of 
1917,  Dr.  Hasskarl  was  promoted  to  the  rank  of 
major.  From  Oct.  17,  1917,  to  Dec.  6,  1918,  Major 
Hasskarl  served  as  the  director  of  ambulance  com- 
panies, 36th  Combat  Division.  He  arrived  in  France 
in  July,  I9I8,  and  was  in  combat  from  August 
through  the  middle  of  October  when  he  was  wound- 
ed in  the  Meuse-Argonne  offensive.  In  1919,  Major 
Hasskarl  was  on  occupation  duty  in  Germany  with 
the  Third  Combat  Division  serving  as  the  division 
sanitary  inspector  and  commanding  officer  of  the 
Third  Medical  Regiment.  He  returned  to  the  United 
States  during  the  latter  part  of  1919  and  was  sta- 
tioned at  Camp  Pike,  Ark.,  until  1921  when  he  re- 
signed from  the  Army  as  lieutenant  colonel. 

For  his  military  services  he  was  awarded  the  fol- 
lowing decorations:  Texas  Distinguished  Service 
Medal,  Mexican  Border  Service  Medal,  Victory  Medal 
with  Clasp  for  Meuse-Argonne,  and  the  Defensive 
Seaor,  Army  of  Occupation  Germany  1918-1919, 
and  the  Croix  de  Guerre  with  Palm  of  the  Republic 
of  France. 
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Miss  Willie  Mae  Knolle  and  Dr.  Hasskarl  were 
married  in  Brenham  on  Nov.  29,  1922. 

He  began  his  practice  in  Brenham  in  1921  and 
maintained  his  office,  clinic,  and  laboratory  at  St. 
Francis  Hospital  until  1954  when  that  hospital  was 
closed.  He  then  moved  to  the  Sarah  B.  Milroy  Hos- 
pital. He  was  also  a member  of  the  staff  at  the  St. 
Jude  Hospital  and  the  Brenham  Clinic.  His  specialty 
was  internal  medicine,  and  he  did  private  research 
in  immunity,  hormones,  and  blood  chemistry. 

He  served  as  a district  officer  in  the  Sam  Houston 
Council  of  the  Boy  Scouts  of  America  and  as  a local 
scoutmaster.  He  was  a member  of  the  Elks,  the 
Masons,  and  a past  president  of  the  Rotary  Club. 
He  had  served  on  the  Brenham  school  board  and 
was  president  for  a number  of  years. 

During  World  War  II  he  was  on  the  District 
Selective  Service  Board. 

He  was  a member,  former  secretary,  and  twice 
president  of  the  Washington-Burleson  Counties  Med- 
ical Society.  He  belonged  to  the  Texas  Medical  As- 
sociation, the  American  Medical  Association,  Ninth 
District  Medical  Society,  Texas  Heart  Association, 
Texas  Academy  of  Internal  Medicine,  and  was  a 
fellow  of  the  American  College  of  Physicians. 

He  was  interested  in  hunting  and  golf. 

Dr.  Hasskarl  belonged  to  St.  Paul’s  Lutheran 
Church  of  Brenham. 

Survivors  include  his  wife  of  Brenham;  one  son, 
Robert  A.  Hasskarl,  Jr.,  and  two  grandchildren  of 
Norman,  Okla.;  one  brother.  Dr.  W.  F.  Hasskarl, 
Sr.,  of  Brenham;  and  one  sister,  Mrs.  Homer  G. 
Simmons  of  Brenham. 
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Dr.  Thomas  Herbert  Thomason,  67,  Treasurer  of 
the  Texas  Medical  Association  and  holder  of  the 
Tarrant  County  Medical  Society’s  Gold-Headed  Cane 
Award,  died  in  Fort  Worth  Oct.  6,  1962. 

Dr.  Thomason,  born  March  2,  1895,  was  the  son 
of  Dr.  J.  W.  and  Sue  (Goree)  Thomason.  His  pa- 
ternal grandfather,  like  his  father,  was  a physician, 
and  his  maternal  grandfather.  Major  Goree,  was  a 
member  of  the  staff  of  the  Confederate  Army’s 
General  Longstreet. 

Valedictorian  of  the  1912  graduating  class  of 
Huntsville  High  School,  Dr.  Thomason  was  a 1916 
Phi  Beta  Kappa  graduate  of  the  University  of  Texas. 
Although  he  strongly  considered  becoming  a college 
professor,  family  tradition  prevailed  and  he  received 
his  medical  degree  from  Johns  Hopkins  Medical 
School  in  1920. 

In  1923  Dr.  Thomason  married  Miss  Anne  Kath- 
erine Coghill;  they  were  the  parents  of  two  daugh- 
ters, Mrs.  Charles  Atkinson  of  Bartlesville,  Okla., 
and  Mrs.  Barton  Brown  of  Manhasset,  N.Y. 

After  interning  at  Johns  Hopkins  Hospital  and 
serving  his  residency  at  Johnson-Beall  Hospital,  Fort 
Worth,  Dr.  Thomason  became  associated  first  with 
the  Fort  Worth  Clinic  and  later  with  the  Beall  Clinic. 
He  entered  individual  practice  as  a general  surgeon 
in  1948. 

During  World  War  I,  Dr.  Thomason  served  in 
the  Student  Army  Training  Corps  in  Baltimore; 
from  1938  until  1940  he  was  a lieutenant  com- 
mander in  the  United  States  Naval  Reserve. 

Treasurer  of  the  Texas  Medical  Association  from 
1946  until  his  death.  Dr.  Thomason  was  president 
of  the  Tarrant  County  Medical  Society  in  1945,  of 
the  Texas  Surgical  Society  in  1943,  and  of  the  Fort 
Worth  Surgical  Society  in  1945.  He  received  the 
Gold-Headed  Cane  Award  of  the  Tarrant  County 
Medical  Society — highest  honor  of  that  group  to  its 
"doctors’  doctor” — in  I960. 

He  was  a member  of  the  American  Medical  As- 
sociation, American  College  of  Surgeons,  Southwest- 
ern Surgical  Congress,  and  he  was  certified  by  the 
American  Board  of  Surgery.  A number  of  his  scien- 
tific articles  were  published  in  medical  journals. 

Dr.  Thomason  was  also  a member  of  Alpha 
Omega  Alpha  honorary  medical  fraternity.  Delta 
Tau  Delta  social  fraternity,  and  Nu  Sigma  Nu  medi- 
cal fraternity.  He  belonged  to  the  River  Crest  Coun- 
try Club. 

A sailing  enthusiast.  Dr.  Thomason  was  1941 
Commodore  of  the  Fort  Worth  Boat  Club.  He  was 
also  a gardening  expert,  specializing  in  the  raising 
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of  choice  camellias  in  a greenhouse  adjacent  to  his 
home.  He  was  a Methodist. 

The  physician  is  survived  by  his  widow  of  Fort 
Worth;  his  two  daughters;  one  brother.  Dr.  R.  H. 
Thomason  of  Corpus  Christi;  five  sisters,  Mrs.  Sue 
G.  Noordberg  of  New  York  City,  Mrs.  Emily  Peter- 
sen of  Houston,  Mrs.  Mary  Stafford  of  Palestine, 
Mrs.  Elizabeth  Johnson  of  Ardmore,  Okla.,  and  Mrs. 
Margaret  Cole  of  Huntsville;  and  five  grandchildren. 


DR.  J.  N.  POWELL 

Dr.  James  Nathaniel  Powell,  Lamar  County  phy- 
sician, died  of  cancer  April  11,  1962,  in  a Paris,  Tex., 
hospital.  He  was  85.  Ill  for  some  rime,  he  had  re- 
tired from  his  practice  last  year. 

Dr.  Powell  was  born  near  Water  Valley,  Miss., 
Nov.  16,  1876.  His  parents  were  Jesse  and  Elizabeth 
Powell.  The  family  moved  to  Arkansas  when  he  was 
a child,  and  he  attended  school  in  Cleveland.  They 
came  to  Lamar  County  in  1893. 

He  received  his  medical  education  at  Fort  Worth 
School  of  Medicine,  Medical  Department  of  Fort 
Worth  University  (now  Baylor  University  College 
of  Medicine  in  Houston)  and  received  his  degree 
in  1901.  He  practiced  medicine  at  Garretts  Bluff 
until  1941  when  he  moved  to  Paris. 

He  was  a member  of  the  Baptist  church  and  be- 
longed to  the  Garretts  Bluff  Masonic  Lodge. 

In  1900  he  married  Miss  Beatrice  Chambless  who 
died  in  1919.  Two  years  later,  he  married  Miss  Ava 
Smith. 
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He  was  a member  of  the  Lamar-Delta  Counties 
Medical  Society  and  the  American  Medical  Associa- 
tion. He  was  elected  to  honorary  membership  in 
the  Texas  Medical  Association  in  1958. 

Survivors  include  his  wife,  now  of  Dallas;  two 
sons,  James  N.  Powell,  Jr.,  of  Monroe,  La.,  and  W.  C. 
Powell,  Denton;  four  daughters,  Mrs.  Bernice  Clear, 
Oklahoma  City,  Okla.,  Mrs.  Madeline  Rakstraw  and 
Mrs.  Dorrel  Westbrook  of  Dallas,  and  Mrs.  Faye 
Baker  of  Germany. 

DR.  G.  W.  HOWARD 

Dr.  George  White  Howard,  75,  Dallas  general 
practitioner,  died  in  that  city  on  Sept.  4,  1962. 

Born  in  Dayton,  Tenn.,  on  May  13,  1887,  Dr. 
Howard  was  graduated  from  Baylor  University  Col- 
lege of  Medicine  in  1911-  He  previously  had  at- 
tended Carson  and  Newman  College  at  Jefferson 
City,  Tenn.  Dr.  Howard  interned  at  Parkland  Hos- 
pital in  Dallas;  in  1918  he  and  Dr.  Albert  Nash 
were  in  charge  during  a meningitis  epidemic  in 
Dallas.  He  was  a medical  corps  first  lieutenant  dur- 
ing World  War  I,  and  he  was  assistant  city  health 
officer  of  Dallas  for  three  years. 

Dr.  Howard  was  elected  to  honorary  membership 
by  the  Texas  Medical  Association  in  1961.  He  was 
a member  of  the  American  Medical  Association  and 
of  the  Dallas  County  Medical  Society. 

He  belonged  to  the  Trinity  Valley  Masonic  Lodge 
and  the  Cliff  Temple  Baptist  Church. 

Surviving  are  his  wife;  three  daughters,  Mrs.  Vir- 
ginia Dunaway  of  Dallas,  Mrs.  Jane  Hearn  of  Dallas, 
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and  Mrs.  Yvonne  Pope  of  Houston;  five  sisters,  Mrs. 
J.  T.  Middleton  of  O’Donnell,  Mrs.  Gyrlie  Weldon 
of  Loving,  N.  Mex.,  and  Miss  Ruth  Howard,  Mrs. 
Lillian  Grisham,  and  Miss  Sophia  Howard,  all  of 
Abilene;  one  brother,  Lytton  Howard  of  Stephen- 
ville;  and  four  grandchildren. 

DR.  W.  LEGGETT 

Dr.  Walter  Leggett,  retired  Cleveland  physician, 
77,  died  Aug.  22,  1962,  at  the  Leggett  Memorial 
Hospital  which  bears  his  name. 

Dr.  Leggett  was  born  Sept.  24,  1884,  in  Moscow 
in  Polk  County.  At  an  early  age,  he  moved  with  his 
parents  to  Leggett,  which  was  named  for  his  grand- 
father, and  he  spent  his  boyhood  there.  He  attended 
college  in  Huntsville  and  medical  school  in  Ken- 
tucky before  returning  to  Texas  to  receive  his  medi- 
cal degree  from  the  then  Fort  Worth  School  of 
Medicine  (now  a part  of  Baylor  University  College 
of  Medicine)  in  1912. 

The  physician  practiced  in  Weldon,  in  Fostoria 
for  20  years,  and  in  Cleveland  for  23  years.  He  had 
been  retired  for  three  years  before  his  death. 

Dr.  Leggett  established  Cleveland’s  first  hospital. 
He  was  a deacon  of  the  Baptist  Church  in  that  city, 
a- member  of  Tarkington  Prairie  Masonic  Lodge,  and 
a Rotarian.  He  belonged  to  the  American  Medical 
Association,  Texas  Medical  Association,  and  Liberty- 
Chambers  Counties  Medical  Society. 

Survivors  include  Dr.  Leggett’s  widow,  of  Cleve- 
land; a daughter,  Mrs.  Harold  C.  Hebert  of  Houston; 
a sister,  Mrs.  J.  A.  Hanner  of  Houston;  a brother. 
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Horace  Leggett  of  Leggett;  and  one  granddaughter, 
Cindy  Hebert  of  Houston.  Preceding  him  in  death 
was  another  daughter,  Nelleen. 


DR.  L N.  ROAN 

Dr.  Leo  Nunn  Roan,  59,  former  Fort  Worth  resi- 
dent, died  Sept.  8,  1962,  at  his  home  in  Bonham. 
He  had  been  working  for  the  Veterans  Administra- 
tion in  Bonham  and  had  moved  there  from  Fort 
Worth  three  months  before  his  death.  He  had  prac- 
ticed medicine  in  Weatherford  for  ten  years  before 
going  to  Fort  Worth  in  1947. 

Dr.  Roan  was  born  in  Commerce  on  April  11, 
1903,  the  son  of  J.  J.  and  the  late  Ida  L.  (Smith) 
Roan.  He  was  graduated  from  Commerce  High 
School  and  received  a bachelor  of  arts  degree  from 
the  University  of  Texas  in  1929.  His  medical  degree 
was  conferred  by  the  University  of  Texas  Medical 
Branch  in  1936.  He  served  his  internship  at  St.  Paul 
Hospital  in  Dallas. 

His  wife  is  the  former  Miss  Anna  Josephine 
Clarke  of  Galveston,  whom  he  married  Nov.  21, 
1936. 

He  was  a past-president  of  the  Palo  Pinto-Parker- 
Young-Jack-Archer  Counties  Medical  Society  and 
was  a member  of  the  Tarrant  County  Medical  So- 
ciety, Texas  Medical  Association,  American  Medical 
Association,  Southern  Medical  Association,  Texas 
Academy  of  General  Practice,  American  Academy  of 
General  Practice,  and  the  Association  of  American 
Physicians  and  Surgeons. 


His  hobbies  were  bowling  and  fishing.  ( 

He  belonged  to  the  Christian  church,  the  Masonic 
Lodge,  Knights  of  Pythias,  Moslah  Temple,  Shrine,  f 
and  the  West  Side  Kiwanis  Club  of  Fort  Worth,  of 
which  he  was  a former  president.  , 

He  is  survived  by  his  wife;  a son,  Leo  Qark  Roan  I 
of  Austin;  a daughter,  Mrs.  J.  C.  Nyvold  of  Dallas;  ] 
his  father  of  Commerce;  three  brothers.  Dr.  John  L.  ( 
Roan  of  Weatherford,  William  L.  Roan  of  Houston,  i 
and  J.  J.  Roan,  Jr.,  of  Childress;  six  sisters,  Mrs. 
Earl  Featherstone  of  Commerce,  Mrs.  E.  E.  Thomp- 
son of  Houston,  Mrs.  E.  W.  Richter  of  Kenedy,  Mrs.  , 
Homer  Azwell  of  San  Benito,  Mrs.  F.  A.  Zinsitz  and 
Mrs.  Evelyn  Stern  of  San  Antonio;  and  one  grand- 
child. 


DR.  B.  M.  McGEE 

Dr.  Borden  Matthew  McGee,  62,  veteran  Texas 
physician,  died  Sept.  20,  1962,  of  coronary  occlu- 
sion. He  had  been  on  the  Texas  Agricultural  and 
Mechanical  College  medical  staff  since  1959. 

Dr.  McGee  was  born  July  21,  1900,  in  Pauline, 
Tex.  He  was  one  of  four  children  of  Abner  S.  and 
Annie  (Borden)  McGee.  He  attended  public  schools 
in  Fort  Worth  and  received  an  engineering  degree 
from  the  University  of  Arkansas  in  1924.  His  pre- 
medical smdy  was  done  at  Baylor  University,  Waco, 
and  he  was  graduated  in  1936  from  the  School  of 
Medicine  at  the  University  of  Chicago.  He  interned 
and  did  his  residency  at  Crippled  Children’s  Hos- 
pital in  Roanoke,  Va. 
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In  1938,  Dr.  McGee  married  a registered  nurse, 
Miss  Irene  Watson  of  Montvale,  Va.,  in  a Kilgore 
ceremony. 

Dr.  McGee  practiced  briefly  in  Jefferson  before 
moving  to  Rosenberg,  where  he  was  a general  prac- 
titioner from  1940  to  1959.  From  1917  to  1920,  he 
had  been  a submariner  with  the  U.S.  Navy  in  Coco 
Solo,  Panama. 

The  physician  was  vice  president  of  the  Cass- 
Marion  Counties  Medical  Society  in  1939,  and  was 
a member  of  the  Brazos-Robertson  Counties  Medical 
Society  at  the  time  of  his  death.  He  was  a member 
of  the  American  Medical  Association  and  the  Texas 
Medical  Association,  and  he  was  a member  of  the 
Baptist  church. 

Survivors  are  his  wife,  Mrs.  Irene  W.  McGee  of 
College  Station,  and  three  brothers,  George  I.  Mc- 
Gee, Los  Angeles,  Calif.;  Dr.  Aubrey  S.  McGee  of 
Topeka,  Kan.;  and  Knox  Ide  of  Darien,  Conn. 
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Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Los  Angeles,  Nov. 
25-28,  1962.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10. 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 


November 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Las  Vegas, 
Nov.  4-9.  1962.  Dr.  W.  L.  Benedict.  15  2nd  St.,  S.W..  Roches- 
ter. Minn..  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  25-30,  1962. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 
Southern  Medical  Association,  Miami  Beach,  Nov.  12-15,  1962.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5.  lExec.  Sec. 

Texas  Neutopsychiatric  Association,  Mexico  City,  Nov.  9-10,  1962. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand.  Galveston,  Sec. 

Texas  Rheumatism  Association,  Galveston,  Nov.  30.  1962.  Dr.  J. 

Kemper,  6655  Travis.  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Dallas,  Nov.  11, 
1962.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

December 

American  Academy  of  Dermatology,  Inc.,  Chicago.  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

Medical  Society  of  United  States  & Mexico,  Tucson,  Dec.  5-7,  1962. 

Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Texas  Academy  of  Internal  Medicine,  Galveston,  Dec.  1,  1962.  Dr. 

S.  C.  Arnett.  Jr.,  2609  19th,  Lubbock.  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  Montreal,  March  12-14,.  1963.  Mr. 
J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
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American  Academy  of  General  Praaice,  Chicago.  March  29-April  5, 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Pediatrics.  Dr.  E.  H.  Christopherson,  1801 
Hinman,  Evanston,  111.,  Exec.  Dir. 

American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St..  Dallas  21, 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists.  Dr.  C.  L. 

Randall,  100  Meadow  Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons.  Dr.  R.  M.  McCormack, 
260  Crittendon  Blvd.,  Rochester,  N.  Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society.  Mr.  G.  Whittlesey,  521  W.  57th,  New 
York  19,  Sec. 

American  College  of  Allergists,  New  York,  March  24-29,  1963.  Mr. 

E.  Bauers,  2160  Rand  Tower,  Minneapolis,  Exec.  Vice-Pres. 
American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17, 
1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology.  Mr.  D.  Weiss,  33  W.  60th, 
New  York  23,  Exec,  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson.  79  W.  Monroe,  Chi- 
cago 3.  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Chicago.  Feb.  6-9,  1963.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Francisco. 
Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers.  40  East  Erie.  Chicago, 
Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas. 

Dr.  Glenn  Gullickson,  30  N.  Michigan,  Chicago  2,  Exec.  Dir. 
American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  New  Orleans,  May  13-15i  1963. 

Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Association.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10,  Sec. 
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American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th.  New  York  32,  Sec. 

American  Prortologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.  Dr.  B.  F.  Mattison,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists.  Mr.  J.  W.  Andes,  515  Busse 
Highway,  Park  Ridge,  111.,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

American  Surgical  Association,  Phoenix,  April.  3-5,  1963.  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  5-6,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  W.  F.  James, 
1540  N.  State  Parkway,  Chicago,  Sec. 

South  Central  Association  of  Blood  Banks,  Fort  Worth,  1962.  L.  R. 

Guy,  Ph.D.,  2927  Maple,  Dallas  4.  Sec. 

Southern  Psychiatric  Association.  Dr.  Sullivan  Bedell,  1103  Barrs  St., 
Jacksonville,  Fla.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963-  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  1963.  Dr.  Grady  Morrow, 
1900  N.  Oregon,  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress,  Mexico  City,  April  22-25,  1963.  Dr. 

R.  B.  Howard,  544  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 
Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson.  Jr..  940  Margaret 
Place,  Shreveport,  Sec 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26,  1963- 
Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller, 
Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr.  F.  L. 

Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio. 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Wonh, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April.  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 

1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Dermatological  Society.  Dr.  M.  A.  Forbes,  607  W.  14th  Street, 
Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society.  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd..  Austin  3.  Exec.  Sec. 
Texas  Heart  Association.  Mr.  E.  T.  Guy,  404  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Ophthalmological  Association,  Dallas,  April  28-30.  1963.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Faitmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas.  April  29-30,  1963.  Dr. 

J.  P.  Moran.  3154  Reid  Dr..  Corpus  Christi.  Sec. 

Texas  Pediatric  Society.  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Doaor’s  Bldg.,  Fort  Worth,  Sec. 
Texas  Proaologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston.  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 


Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  San  Antonio.  July  26-28,  1962. 

D.  Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Dufloc, 
173  San  Marino.  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proaologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin.  6648  Fannin,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin,  Dec. 

7-8,  1962.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  Inc.,  Austin,  Jan.,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School.  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Medical  Examiners.  Dr.  M.  H.  Crabb,  1714 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Surgical  Society.  Dr.  W.  B.  king,  Jr.,  2320  Columbus  Ave., 
Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28.  1963.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association.  Miss  Pansy  Nichols,  2106  Manor 
Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Lubbock.  Jan.,  1963.  Dr.  N.  F.  McDonald. 

915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco.  El  Paso,  Sec. 

District- 

First  District  Society,  Pecos,  Feb.  2,  1963.  Dr.  G.  L.  Black,  1501 
Arizona,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones. 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 

S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 
Eighth  Distria  Society,  July,  1963.  Weldon  G.  Kolb.  421  S.  Oak, 

La  Marque,  Sec. 

Ninth  District  Society. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  -Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  District  Society,  Waco.  January,  1963.  Dr.  Walker  Lea. 

Scott  and  White  Clinic.  Temple.  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  Distria  Society. 

Fifteenth  Distria  Sociay.  Dr.  J.  S.  Leeves.  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-l, 
Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 

Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  28-30.  1963.  S.  E.  Cockrell.  Jr.,  202  W.  French  Place.  San 
Antonio.  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Qinical  Conference.  Dr.  F.  J. 

Lee.  1300  8th.  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Conference.  Miss  Alma  F.  O'Donnell,  503 
Medical  Arts  Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Qinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic.  Big  Spring,  Sec. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin.  Mrs. 
Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 
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Controls  Needed  For 
Habituating  Drugs 

Physicians  need  not  be  reminded  that  many  habit- 
forming drugs  which  can  be  obtained  without  prescrip- 
tions are  unsafe  for  self  medication.  Tighter  controls 
on  the  dispensing  of  such  products  is  essential  for  the 
safety  of  Texas  citizens. 

Perhaps  the  "pep  pills”,  used  by  those  who  think 
they  must  stay  awake  for  long  periods  of  time,  consti- 
tute the  greatest  potential  hazard  to  the  greatest  num- 
ber of  people.  The  Federal  Drug  Administration  esti- 
mated in  1955  that  1,500  deaths  and  more  than 
100,000  injuries  occurred  in  accidents  where  ampheta- 
mine products  were  silent  partners.  The  administration 
further  reported  that  in  I960,  enough  amphetamine 
was  manufactured  in  the  United  States  to  make  35  tab- 
lets for  every  man,  woman,  and  child  in  the  country. 
Much  of  it  could  never  be  traced  to  a legal  outlet. 

Law  enforcement  officers  and  others  who  come  in 
contact  with  the  problem  have  testified  that  drug  ad- 
dicts, when  unable  to  obtain  heavy  narcotics,  go  from 
store  to  store  buying  the  legal  amount  of  paregoric  at 
each  outlet.  Boiled  down,  it  can  provide  the  desired 
effect.  The  easy  accessibility  of  this  drug  has  brought 
strong  comments  from  the  lay  press.  A Fort  Worth  re- 
porter wrote,  "The  hole  in  the  law  must  be  plugged. 
The  only  way  to  do  it  is  to  place  paregoric  on  a pre- 
scription basis.  The  hands  of  the  law  enforcement  of- 
ficers are  tied  unless  the  public  demands  action  for  its 
own  protection.” 

Of  course  the  Texas  Dangerous  Drug  Law  places 
all  drugs  that  are  considered  dangerous  for  self-medica- 
tion under  written  or  oral  prescription  laws.  However, 
the  minor,  or  exempt  (Class  5)  narcotics  and  other 
"borderline”  drugs  can  be  bought  without  prescription 
in  limited  amounts. 
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Many  attempts  have  been  made  to  bring 
habituating  drugs  under  written  prescription. 
This  step  is  recommended  by  law  enforcement 
officers  and  by  others  concerned.  Another  sug- 
gestion put  forth  is  that  invoices  for  any  drugs 
coming  into  the  state  be  mailed  to  a central 
agency  such  as  the  Texas  Department  of  Public 
Safety  or  State  Board  of  Pharmacy.  Still  an- 
other suggested  method  is  to  have  these  prod- 
uas  ordered  on  a special  order  blank,  as  nar- 
cotics are.  With  these  three  measures,  I be- 
lieve that  we  can  gain  control  of  the  problem. 

That  Texas  was  (and  probably  still  is)  a na- 
tional center  for  dispensing  these  drugs  is  illus- 
trated by  the  fact  that  until  the  law  forbade 
sale  of  Class  5 narcotics  by  any  except  regis- 
tered pharmacists,  half  of  all  the  1,700  Class  ^ 
drug  permits  in  the  United  States  were  issued 
to  Texas  dealers. 

The  Executive  Board  of  the  Texas  Medical 
Association  in  September  went  on  record  as 
advocating  legislation  to  place  paregoric  under 
written  prescription  laws.  Bills  are  being  draft- 
ed, and  will  be  introduced  in  the  legislature  in 
January. 

Legislation  for  written  prescriptions  for  all 
habituating  drugs  would  improve  the  existing 
situation. 

— G.  W.  Cleveland,  M.D.,  Austin. 

United  Medical  Front 

"Never  has  there  been  a more  solid  need  for 
a united  medical  front  to  move  in  harmony 
against  the  forces  that  would  destroy  the  pro- 
fession as  we  know  it”*  . . . and  never  have 
there  been  so  many  petty  differences  to  serve 
to  disorganize  medicine  and  to  alienate  physi- 
cians engaged  in  the  various  phases  of  educa- 
tion, private  practice,  and  research.  To  combat 
the  current  adverse  economic,  social,  and  politi- 
cal forces,  all  physicians — be  they  practitioners 
or  nonpractitioners — must  (1)  return  to  and 
unswervingly  believe  in  the  tenets  of  the  oath 

*Ingegno,  A.  P. : One  Medical  Fold  for  Town  and  Gown, 
Medical  Economics,  39:21  (Oct.  8)  1962. 


of  Hippocrates,  and  ( 2 ) form  a united  medical 
front  and  advance  under  the  organized  leader- 
ship of  the  American  Medical  Association,  the 
various  state  medical  associafions,  and  the 
county  medical  societies. 

The  common  interest  for  the  praaitioner  and 
for  the  nonpractitioner  is,  and  always  will  be, 
better  patient  care.  The  controversial  questions 
are:  What  is  better  patient  care?  How  should 
better  patient  care  be  accomplished?  The  time 
has  come  for  all  of  us  to  concentrate  on  this 
common  interest  and  to  exhaust  every  means 
at  our  disposal  to  accomplish  this  goal. 

The  establishment  of  medical  school  liaison 
committees  at  the  county  society  level  is  of  pri- 
mary importance.  The  members  of  this  commit- 
tee should  be  chosen  most  carefully,  for  theirs 
is  a great  responsibility.  Here  is  where  the 
problems  of  both  groups  should  be  thrashed 
out  in  a cool-headed,  mature  deliberation  with 
careful  consideration  of  all  aspects  of  the  prob- 
lems, and  not  in  open  meeting  or  in  doctors’ 
dressing  rooms  where  uninformed,  biased  opin- 
ions tend  to  prevail. 

Medical  school  faculties  need  to  become  bet- 
ter acquainted  with  problems  of  physicians  in 
remote  areas  of  their  state.  They  will  then 
recognize  that  medicine  as  practiced  in  a uni- 
versity center  and  medicine  as  practiced  in,  let’s 
say  Van  Horn,  Texas,  are  two  quite  different 
matters.  Not  only  the  manner  of  making  a di- 
agnosis and  giving  treatment,  but  also  the  cost 
of  the  medical  care  is  a major  faaor.  Decisions 
necessarily  must  be  made  on  the  basis  of  the 
patient’s  ability  to  pay  for  elaborate  hospital 
and  laboratory  procedures,  and  not  on  the  basis 
of  available  endowments  or  research  grants. 
The  patient  in  Van  Horn  is  not  interested  in 
the  statistics  or  experimental  procedures.  The 
only  thing  he  is  interested  in  is  how  soon  he 
can  get  back  to  work,  and  how  much  his  illness 
or  injury  will  cost. 

On  the  other  side  of  the  picture,  the  doctor 
in  practice  needs  to  realize  that  without  the 
pure  research  and  endless  and  expensive  clinical 
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trials  which  are  so  vitally  a part  of  the  medical 
school  setting,  he  would  be  without  many  of 
his  most  useful  tools  in  the  fight  against  disease 
and  suffering.  Although  the  practicing  M.D. 
may  not  be  particularly  interested  in  pure  re- 
search, he  cannot  help  but  have  great  admira- 
tion for  the  men  and  women  who  keep  a con- 
tinuous supply  of  praaical  materials  and  meth- 
ods coming  his  way. 

Let  us  unite  to  preserve  the  freedom  of  the 
medical  profession;  let  us  share  our  responsi- 
bilities more  closely;  let  us  participate  more  ac- 
tively in  solving  the  problems  of  our  fellow 
physicians.  By  doing  so,  we  may  reach  our  ul- 
timate goal  of  better  patient  care. 

— R.  L.  Deter,  M.D.,  El  Paso, 
Chairman,  Committee  on  Liaison 
with  Medical  Schools. 

On  Writing  to  a Dean 

B.  A.  Goodguy,  M.D. 

The  University 
Ivory  Tower,  Texas 

Dear  Dean  Goodguy: 

I understand  that  young  Four  H.  Smithson  is  ap- 
plying for  admission  to  medical  school  next  faU. 
This  fine  young  man  comes  from  an  outstanding 
family  in  these  parts,  and  since  the  day  he  was  born, 
he  has  been  a real  upstanding  lad — God-fearing  and 
liked  by  everyone.  He  should  make  a fine  doctor; 
they  just  don’t  come  any  better! 

Sincerely  yours, 

On  TTie  Spot,  M.D. 

This  is  something  (but  not  much)  of  a 
caricature  of  the  majority  of  letters  received 
year  after  year  by  medical  school  deans.  They 
come  from  legislators,  lawyers,  ministers,  and 
particularly  from  doctors. 

This  letter  contains  no  more  pertinent  or 
substantial  information  about  the  applicant 
than  we  find  in  80  per  cent  of  letters  of  rec- 
ommendation from  physicians.  Incidentally, 
preadmission  physical  examinations  of  fresh- 
men by  their  family  doctors  also  seem  to  ex- 
press a similar  impression  of  superficiality  and 
unconcern. 


It  is  as  though  the  majority  of  the  profes- 
sion couldn’t  care  less  about  the  integrity  and 
thoroughness  of  the  only  quality-screening  of 
the  medical  profession  effective  today. 

Let  no  one  forget  that  more  than  90  per 
cent  of  students  admitted  to  medical  school 
will  graduate.  There  are  3,000  to  4,000  more 
approved  internships  than  there  are  graduates, 
and  twice  as  many  approved  residencies  as  there 
are  applicants  for  further  graduate  training. 
State  or  national  board  examinations  set  up  no 
serious  hurdles  nowadays.  Hospital  staff  mem- 
bership has  become  more  a right  than  a privi- 
lege, and  the  quality  of  one’s  practice  is  regard- 
ed as  nobody’s  business,  at  least,  outside  the 
doctors’  locker  room.  As  individuals  in  a pro- 
fession, we  are  notoriously  (and  perhaps  dis- 
astrously) tolerant  of  the  practices  of  some  of 
our  colleagues,  not  to  mention  some  of  our 
own.  But  this  belongs  in  another  editorial. 

The  point  is  that  in  this  critical  period  of 
recruitment  and  seleaion  for  the  study  of  med- 
icine, every  conceivable  source  of  information 
must  be  made  available  to  those  on  admis- 
sions committees  who  "choose  the  future  gen- 
eration of  doctors  at  the  most  difficult  age 
period  in  which  to  assess  character,  and  in 
terms  of  performance  to  be  hoped  for  10  to 
30  years  hence!” 

When  you  write,  therefore,  let  us  know  how 
well  you  actually  know  the  applicant.  If  you 
do  not  know  him  well  enough  to  write  more 
than  two  sentences  as  stereotyped  as  the  above, 
say  so;  and  we  will  interpret  the  letter  as  one 
you  feel  obliged  to  write  as  a courtesy  to  the 
family.  However,  if  you  have  known  the  ap- 
plicant well  in  the  past,  been  hunting  with 
him,  employed  him  in  your  office  or  hospital, 
or  have  other  personal  knowledge  of  his  abil- 
ities, let’s  hear  about  it — and  bring  it  up  to 
date  with  at  least  a two-hour  interview  with 
him,  based  upon  your  past  and  current  friend- 
ship or  knowledge.  And  if  you  feel  you  can’t 
write,  telephone! 

In  the  spotting  of  two  particular  types  of  ap- 
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plicant,  your  help  could  be  invaluable,  at  first 
in  the  identification  itself,  but  later  in  the  in- 
terpretation to  parents  and  politicians  of  ad- 
missions committee  rejections.  You  are  familiar 
with  both  types:  the  dedicated  but  dumb,  and 
the  P.  T.  Barnum  type. 

There  are  heartbreaks  in  the  first  group, 
but  the  only  decent  thing  to  do  is  break  the 
news  to  the  applicant  from  the  very  start, 
rather  than  at  the  end  of  a repeated  freshman 
or  sophomore  year.  (Under  such  circumstances, 
the  rare  student  who  has  latent  talents  some- 
how generally  finds  a way  to  prove  his  dis- 
couraging advice  was  wrong.)  The  group  on 
the  whole  is  easy  to  spot,  but  hard  to  discour- 
age— and  their  parents  and  friends  are  gen- 
erally certain  that  medical  schools  are  no  long- 
er interested  in  really  dedicated  people,  just 
grades  and  the  luck  of  passing  those  aptitude 
tests! 

More  serious  is  the  second  group,  which  is 
often  difficult  to  spot  but  even  harder  to  dis- 
courage. Psychiatrists  call  them  psychopathic 
personalities,  which  refers  particularly  to  their 
dulled  sense  of  morality  and  justice.  They  are 
the  students  whose  study  is  but  a means  to  an 
end — the  end  being  the  opportunity  to  run  a 
big  business  in  the  praaice  of  medicine,  but  in 
the  ethics  of  the  jungle.  Often  motivated  in 
school  by  an  insensitive  drive  to  achievement 
of  grades  and  to  graduation,  they  also  betray 
themselves  in  their  sense  of  values  to  class- 
mates, patients,  and  faculty.  But  they  are  within 
the  law,  within  the  code,  and  as  difficult  to  re- 
move from  medical  school  as  they  are  from  ac- 
tive medical  practice  years  later.  Yet  these  stu- 
dents are  graduated  with  the  same  M.D.  degree 
which  labels  our  profession  as  deserving  the 
trust  of  strangers  in  our  ability  and  our  dispo- 
sition to  do  everything  possible  to  alleviate  a 
patient’s  anxiety,  distress,  pain,  and  to  cure  the 
disease  problem. 

A thorough  history  and  physical  examina- 
tion by  the  family  physician  would  probably 


be  of  invaluable  assistance  to  the  admissions 
committee,  yet  this  is  a rarity  even  in  response 
to  our  request  for  a health  examination  upon 
students  already  accepted  for  admission.  Surely 
it  is  better  to  discover  prior  to  admission,  rath- 
er than  weeks  or  months  later,  a problem  of 
deafness,  a history  of  diabetes,  a story  of  severe 
rheumatic  fever,  so  that  we  may  help  the 
student  or  at  best  understand  some  of  the  prob- 
lems he  encounters.  But  not  only  have  these 
conditions  been  found  (without  having  been 
noted  in  the  family  physician’s  health  record) 
but  so  also  have  been  found,  after  the  fact, 
histories  of  mental  illness,  and  hospitalization 
in  rare  cases. 

One  of  the  traditions  of  our  profession  has 
been  the  apprenticeship  praaice  of  recruitment 
and  education  of  new  generations  of  the  heal- 
ing art.  From  several  decades  of  "apartheid” 
between  the  medical  school  and  the  medical 
community,  medical  education  and  medical 
practice  are  increasingly  appreciating  their  es- 
sential interdependence  and  their  identical  aims 
of  service  to  people. 

Nowhere  is  this  interdependence  more  evi- 
dent than  in  this  critical  area  of  recruitment 
and  seleaion;  and  medical  school  admissions 
committees  need  more  help  than  they  are  get- 
ting from  the  profession  for  the  fulfillment 
of  a medical  school’s  obligation  and  duty  to 
the  future  of  American  medicine. 

Therefore,  let  your  letters  and  records  be 
informative  and  reflect  the  exaa  extent  of 
your  first-hand  knowledge  of  the  applicant. 
Describe  the  extent  of  your  own  experience  in 
which  the  applicant’s  mettle  has  been  tested 
and  found  sound.  Help  us  to  spot  the  extremes 
of  inadequacy  on  the  one  hand  and  of  ruthless- 
ness on  the  other,  and  to  interpret  our  deci- 
sions to  those  for  whom  they  are  ultimately 
made:  our  patients  of  tomorrow,  the  general 
public. 

— John  B.  Truslow,  M.D.,  Executive 
Dean  and  Director,  University  of 
Texas  Medical  Branch,  Galveston. 
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Op  ini  o n s 

and 

Views 


The  Keogh  Bill: 

Some  Initial  Considerations 


The  old  saying  that  "the  third  time  is  a charm” 
apparently  has  been  proven  once  more;  on  Oct. 
10,  the  President  signed  into  law  H.R.  10  which  had 
twice  before  cleared  the  House  and  gone  to  the 
Senate,  only  to  die  in  an  unsympathetic  committee. 

This  article  has  a two-fold  purpose;  to  acquaint 
the  doctors  of  Texas  with  the  existence  of  the  new 
law,  and  to  sketch,  very  broadly,  some  of  its  principal 
features  and  how  they  may  affect  the  pocketbook  of 
the  average  doctor. 

As  originally  planned,  this  bill,  known  as  the 
Keogh  Act,  would  have  allowed  self-employed  per- 
sons who  perform  personal  services  to  accumulate 
the  same  before-tax  retirement  nest-egg  which  has 
been  available  to  corporate  employees  for  some  years. 
By  the  time  the  bill  emerged  from  the  joint  confer- 
ence committee,  however,  it  showed  the  combined 
efforts  of  the  social  planners  and  the  balanced-budget 
advocates. 

As  finally  signed  into  law,  the  Keogh  bill  would 
allow  a doctor  to  set  up  a retirement  plan,  using 
one  of  five  specifically  authorized  types  of  invest- 
ments, to  which  he  may  contribute  $2,500  or  10 
per  cent  of  his  annual  before-tax  income  from  pro- 
fessional services,  whichever  is  less.  The  resulting 
fund  will  accumulate  tax  free  income  until  retirement 
age,  which  must  be  somewhere  between  the  ages 
of  59 Vi  and  19V2.  At  retirement,  the  fund  may 
either  be  taken  as  a lump  sum,  or  allowed  to  remain 
as  an  annuity.  If  drawn  out  in  one  lump  sum,  it  is 
taxed  at  ordinary  income- rates,  but  allowed  a special 
spread-back  treatment  which  limits  the  tax  to  that 
which  would  have  been  due  if  the  fund  had  been 
spaced  out  equally  over  five  years.  If  taken  as  an 
annuity,  the  same  rules  apply  to  its  taxation  as  are 
generally  applied  to  an  annuity;  annuity  receipts 
generally  are  taxed  at  ordinary  income  rates  after 
allowing  a pro  rata  recovery  of  investment.  There 
are  two  main  defects  in  this  scheme.  Except  in  the 
case  of  a partner  who  owns  less  than  10  per  cent  of 


his  partnership,  a doctor  who  forms  such  a plan  must 
contribute  to  the  plan  an  equal  percentage  of  the 
salary  of  each  employee  who  has  worked  longer 
than  three  years  for  him.  Further,  as  to  the  doctor’s 
own  contributions,  only  one-half  of  the  contribution 
is  deductible  from  his  taxable  income;  the  other  one- 
half  must  be  absorbed  by  after-tax  dollars,  just  as 
if  H.R.  10  never  had  been  passed. 

This,  then  is  the  framework  of  the  Keogh  bill  as 
signed  into  law  by  the  President.  Most  of  the  details 
of  the  law  must  await  the  issuance  of  government 
regulations  which  will  explain  and  clarify  it,  but  the 
law  itself  is  fairly  specific  as  to  allowable  forms 
of  investment  for  the  funds  put  into  the  plan. 

Five  general  types  of  investment  are  authorized  by 
the  law:  bank  trust  funds,  insurance  plans,  mutual 
funds  or  insurance  contracts  if  placed  with  a bank 
as  custodian,  face  amount  certificates  issued  by  com- 
panies registered  under  the  Investment  Company 
Act  of  1940,  and  a new  series  of  U.  S.  Treasury 
Bonds  which  are  to  be  sold  only  for  this  purpose. 
If  the  bank  trustee  plan  is  chosen,  the  law  specifical- 
ly authorizes  the  self-employed  person  to  be  a co- 
trustee with  the  bank,  but  never  to  be  sole  trustee 
himself.  The  bank  trustee  plan  seems  to  offer  the 
most  flexible  form  of  investment  for  retirement 
funds,  since  the  bank  may  choose  a range  of  invest- 
ments from  common  stock  to  certain  high  level  real 
estate  mortgages,  as  well  as  bonds  and  other  more 
conservative  types  of  investments.  However,  many 
of  the  banks  have  expressed  concern  about  the  high 
cost  of  administering  such  a trust  during  the  early 
years  when  the  trust  corpus  is  relatively  low,  and  at 
this  time  no  concrete  plan  has  been  worked  out  to 
overcome  this  objection.  This  writer  would  suggest 
that  perhaps  this  obstacle  could  be  overcome  by  an 
attempt  on  the  part  of  the  various  professional  or 
trade  associations  to  work  up  a master  plan  which 
would  in  effect  pool  individual  plans  into  large 
enough  funds  for  economic  administration  by  a bank. 
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The  authorization  of  insurance  contracts  as  a per- 
missible investment  for  funds  is  interesting  to  most 
doctors,  since  nearly  everyone  has  an  insurance  plan 
which  must  presently  be  paid  for  from  after-tax 
dollars.  To  the  extent  that  this  obligation  can  be 
shifted  to  before-tax  dollars,  it  represents  a real  dol- 
lar back  in  the  pocket.  The  law  is  silent  as  to  wheth- 
er previously  purchased  annuities  or  other  contracts 
could  be  transferred  to  the  plan,  but  it  is  thought 
that  so  long  as  the  contraa  is  of  a type  which  can 
be  made  non-transferable  and  does  not  have  too  large 
an  investment  already,  it  would  be  permissible. 

At  one  time  or  another,  most  doctors  have 
read  of  the  so  called  Kintner  Trust  approach  to 
the  pension  and  profit  sharing  plan  problem  for 
professional  persons.  It  is  interesting  to  compare 
the  major  feamres  of  H.R.  10  with  the  advantages 
obtained  by  Kintner  type  associations.  Under 
Kintner  a group  of  professional  persons  band  to- 
gether to  practice  under  articles  of  association  which 
contain  sufficient  attributes  of  a corporation  to  qual- 
ify as  such  for  federal  income  tax  purposes.  This 
determinaton,  in  turn,  is  then  alleged  to  qualify 
the  associates  as  "employees”  of  the  pseudo-corpora- 
tions, so  that  they  may  join  the  pension-profit  shar- 
ing plan  set  up  by  the  association  for  its  employees. 

The  most  apparent  advantage  of  Kintner  type 
plans  over  Keogh  type  plans  is  that  the  contribu- 
tions to  the  trust  for  owner  associates  are  deductible 
in  full  by  the  association  instead  of  only  to  the  ex- 
tent of  one-half,  as  under  the  Keogh  Law.  Further, 
there  is  no  $2,500  per  year  limit  under  Kintner 
type  plans,  only  the  15  per  cent  of  annual  compen- 
sation limitations.  And  finally,  under  the  corporate 


plan,  employees  need  not  be  given  an  immediate 
unqualified  right  to  their  portion  of  the  annual  con- 
tribution; instead,  it  can  be  held  up  so  as  to  give 
them  an  incentive  to  stay  with  one  employer.  This 
privilege  is  not  available  in  the  Keogh  type  plans; 
each  year’s  contribution  must  vest  immediately  and 
unconditionally. 

The  Keogh  type  plan  is  better  than  the  Kint- 
ner type  plan  only  in  certainty  and  initial  organi- 
zation cost.  If  H.R.  10  is  followed  to  the  letter,  the 
result  is  completely  predictable,  whereas  a Kintner 
type  of  association  is  surroimded  by  a great  deal  of 
uncertainty,  particularly  in  Texas.  This  imcertainty 
coupled  with  the  comparatively  high  cost  of  legal 
and  tax  work  connected  with  the  formation  of  an 
association  taxable  as  a corporation  for  federal  tax 
purposes  makes  the  resulting  tax  saving  seem  insig- 
nificant. 

In  conclusion,  it  is  far  too  early  to  be  specific 
about  the  interpretation  and  effect  of  the  Keogh  Law. 
It  will  be  months,  perhaps  even  a year,  before  full 
regulations  are  issued  by  the  U.S.  Treasury  Depart- 
ment which  interpret  these  extremely  complicated 
provisions  of  the  new  law,  and  perhaps  more  weeks 
before  banks  and  insurance  companies  can  act  on 
them.  As  a result,  this  writer  would  counsel  each 
doctor  to  wait  until  sometime  next  year  to  take  any 
action  on  a plaa  The  law  is  not  effective  until  Jan. 
1,  1963,  and  contributions  for  the  calendar  year 
1963  can  be  made  up  until  Dec.  31,  1963,  so  there 
is  no  real  hurry.  When  the  time  to  act  does  arrive, 
act  very  cautiously,  and  then  only  after  consulting 
your  tax  attorney  or  certified  public  accountant. 

— J.  Howard  Hayden,  C.P.A.,  Austin. 


Texas'  New  Congressmen  Give  Views 
On  Government  Intervention  in  Medicine 


The  major  issues  of  the  fall  Congressional  elec- 
tions did  not  include  medical  care  for  the  aged  and 
similar  proposals  involving  the  federal  government 
and  its  relationship  to  the  medical  profession.  How- 
ever, it  is  believed  that  these  issues  will  become 
topics  of  exceedingly  great  import  during  the  com- 
ing year. 

For  the  readers  of  the  Texas  State  Journal  of  Medi- 
cine, the  state’s  two  newly-elected  Congressmen  have 
made  the  following  statements  of  their  opinions  on 
this  subject: 

Representative  Ed  Foreman,  Odessa,  l6th  Congres- 
sional District. — Generally,  I am  inclined  to  favor 
private  enterprise  over  government  intervention  in 


almost  all  fields,  including  medicine.  I believe  that 
local  charitable  organizations  and  local  governments 
are  best  able  to  provide  medical  care  for  those  who 
are  unable  to  care  for  themselves.  I believe  that  de- 
pendence on  the  federal  government  for  care  can  be 
provided  only  at  the  expense  of  individual  liberty. 

Representative  Joe  Pool,  Dallas,  Congressman-at- 
Large. — I am  opposed  to  socialized  medicine,  and 
feel  that  most  of  the  plans  on  medical  care  for  the 
aged  so  far  advocated  in  Congress  are  simply  first 
steps  in  beginning  socialized  medicine.  I believe  that 
a common  sense  plan  can  be  worked  out  to  aid  de- 
serving senior  citizens;  in  fact,  Texas  already  has  a 
private  enterprise  contract  with  Blue  Cross. 
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Intern  and  Resident  Compensation 

Prior  to  the  second  world  war,  compensation  of  interns  and  resi- 
dents was  not  a major  problem  of  hospit?ils  or  young  doctors  in 
graduate  training.  Today  about  85  per  cent  of  doctors  serving 
internships  and  residencies  are  married,  most  are  in  debt,  and 
a large  ntunber  have  family  responsibilities. 

It  is  now  evident  that  the  house  officers  must  be  adequately 
paid  if  this  system  of  medical  graduate  education  and  medical 
care  is  to  be  continued.  Some  educators  believe  that  the  intern- 
ship should  be  abolished  and  that  students  in  the  last  two 
years  of  undergraduate  medical  training  should  heindle  such 
hospital  duties.  That  plan  would  deprive  hospitals,  outside 
the  iiniversity-af filiated  groups,  of  a major  portion  of  their 
house  staffs. 

We  must  face  the  fact  that  each  year  there  are  a few  more  than 
7,000  doctors  graduated  from  United  States  medical  schools,  and 
there  are  approximately  12,000  internships  available.  One  might 
think  that  hospitals  providing  the  best  educational  possibili- 
ties would  quickly  sign  all  of  these  yoxing  men  and  women.  But 
that  doesn't  prove  to  be  true.  The  financial  pinch  is  so  great, 
after  years  of  expensive  premedical  and  medical  education,  that 
a living  wage  becomes  a most  important  factor  in  the  choice  of 
a hospital  for  internship.  The  financial  consideration  is  of 
even  greater  importance  in  the  selection  of  a residence  of  two 
to  five  years. 


It  is  a well  recognized  fact  that  many  outstanding  high  school 
students  who  are  planning  a life  in  one  of  the  professions  pass 
over  medicine  because  it  takes  too  long  to  reach  a point  where 
a living  wage  is  attainable.  In  other  professions  a young  per- 
son can  look  forward  to  a fair  income  as  soon  as  he  receives 
his  diploma.  Today's  youth  refuses  to  accept  the  period  of 
medical  serfdom,  which  those  of  us  who  are  older  endured  with 
more  or  less  grace.  They  know  that  they  don't  have  to  do  it, 
because  the  demand  for  interns  and  residents  is 
almost  double  the  supply.  Beyond  that,  the  outlook 
when  training  is  completed  is  dismal  because  our 
federal  government  promises  to  make  adequate  com- 
pensation for  professional  responsibilities  and 
services  rendered  an  impossible  goal. 

Once  medicine  might  have  been  considered  a calling, 
but  now  it  is  regarded  as  a professional  oppor- 
tunity. If  it  is  to  be  an  attractive  endeavor  it 
cannot  be  a financial  threat  to  one  who  goes  into  it. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


Maternal  and  Fetal  Physiology 

Present  Day  Concepts  Regarding  Gestation  and  Labor 


The  progress  of  technique  in  this  century  has 
influenced  medicine.  Surgery  is  no  longer  satisfied 
with  the  gastric  resection  and  now  aims  toward  the 
transplantation  of  the  whole  organ.  Internal  medicine 
desires  to  understand  the  funaion  of  all  organs  and 
to  control  the  diseased  organ  objectively.  Obstetrics 
seems  to  have  exhausted  the  technical  aspects  of  a 
controlled  delivery  and  its  new  trend  is  apparent  in 
the  exploration  of  placental,  uterine,  and  fetal  physi- 
ology. 

Placental  Function 

Ernest  Page^^  has  been  smdying  the  transfer  across 
the  placenta.  As  a background,  it  is  necessary  to  con- 
sider the  placenta  as  a tissue  which  is  bathed  on  one 
side  by  maternal  blood  and  on  the  other  by  the  fetal 
blood  stream.  The  intervillous  space  is  considered  to 
be  a "lake”  of  blood  in  which  the  individual  viUi 
are  bathed,  and  the  significance  of  this  "lake”  lies  in 
the  fact  that  it  is  neither  arterial  nor  venous  blood, 
but  it  is  a blood  which  contains  all  maternal  nutri- 
ents which  are  offered  to  the  baby. 

The  basic  mechanism  of  transfer  is  assumed  to 
begin  by  diffusion  which  occurs  across  the  semi- 
permeable  membrane.  The  rates  and  directions  of 
diffusion  are  determined  by  chemical  forces,  chemi- 
cal gradients,  electrical  charge  of  the  molecules, 
temperature,  and  solubility  of  the  compounds  in  the 
placental  membrane.  There  is  evidence  of  another 
mechanism  of  so-called  facilitated  diffusion  by  which 
the  nutrients,  like  glucose,  are  speeded  up  by  carriers 
which  oscillate  between  boundaries  of  the  cells.  The 
third  mechanism  of  the  transfer  across  the  placenta 
involves  active  enzymatic  transfer  by  which  some 
foodstuffs,  such  as  essential  amino-acids,  may  be  kept 
at  a higher  concentration  in  the  fetal  plasma  than 
in  maternal  plasma.  The  placenta  has  been  found  to 
inactivate  certain  molecules  during  their  transfer  by 
virtue  of  specific  enzymes,  and  this  mechanism  is 


obviously  a protective  mechanism  for  the  fetus.  It 
has  been  observed  in  the  mammalian  placenta  that 
whole  droplets  may  be  engulfed  and  transferred.  This 
process  is  called  pinocytosis.  There  is  no  evidence  of 
this  process  occurring  in  the  human  placenta.  There 
is  always  leakage  from  one  cell  to  the  other  and 
perhaps  even  arteriovenous  fistulas  may  develop. 

It  has  been  estimated  that  water  diffuses  across 
the  placental  barrier  in  both  directions  with  great 
rapidity  (some  300  to  600  cc.  per  hr.).  The  transfer 
of  radioactive  sodium  from  mother  to  fetus  has  been 
measured  to  be  1 mg.  per  sec.  It  is  not  known  exactly 
what  governs  the  transfer  of  electrolytes  but  it  is 
known  that  the  iso-osomotic  equilibrium  is  main- 
tained on  both  sides  of  the  placental  barrier. 

Glucose  is  transferred  by  means  of  carriers  and 
fructose  is  synthesized  by  the  human  placenta.  The 
latter  is  found  in  higher  concentration  in  the  fetal 
than  in  the  maternal  plasma. 

It  was  originally  thought  that  most  of  the  protein 
which  crosses  the  placental  membrane  reached  the 
amniotic  fluid  and  was  swallowed  by  the  infant  with- 
in the  uterus.  However,  recent  experiments  indicate 
that  most  of  the  globulin  fractions,  including  gamma 
globulin,  are  transmitted  directly  across  the  placenta. 
Antibodies  which  have  large  molecules  are  transmit- 
ted 15  to  20  times  more  rapidly.  Albumin  and  alpha 
and  beta  globulins  are  not  transferred  at  all.  It  seems 
that  the  old  theory  of  transfer  based  on  the  size  of 
the  molecule  is  no  longer  valid.  The  essential  amino 
acids,  that  is,  the  amino  acids  which  are  necessary  for 
building  up  a new  protein  on  the  fetal  side,  are  trans- 
ferred against  the  concentration  gradients  by  active 
participation  of  the  placenta.^^  Cholesterol  and  phos- 
pholipids are  not  capable  of  crossing  rhe  human  pla- 
centa. The  nonesterified  fatty  acids  on  the  other  hand 
are  transferred  in  significant  amounts. 

Water-soluble  vitamins  (C  and  B complex)  are 
transferred  actively  and  found  in  higher  concentra- 
tion in  the  fetal  blood. 
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Findings  in  some  of  the  newer  studies  of 
placental,  uterine,  and  fetot  physiology  are 
reported.  Transfer  across  the  placenta, 
studies  of  amniotic  fluid,  effects  of  uterine 
contractions  on  pressures  in  maternal 
circulation  and  vice  versa,  and  the  interrela- 
tionship of  fetal  and  moternal  circula- 
tion are  discussed. 


Iron  is  transferred  actively.  The  mechanism  of  iron 
transfer  across  the  placenta  resembles  that  of  mech- 
anism of  iron  transfer  across  the  intestinal  mucosa. 

Inorganic  phosphate  measures  twice  as  much  on 
the  fetal  side  as  on  the  maternal  side.  Since  minerals 
exist  in  the  form  of  large  complex  molecules,  it  is 
likely  that  structural  alteration  of  the  molecules  oc- 
curs within  the  placenta  before  the  transfer  of  cal- 
cium, iron,  magnesium,  zinc,  copper,  and  cobalt  takes 
place. 

A word  should  be  mentioned  about  the  transfer 
of  hormones.  Wislocki^®  documented  that  chorionic 
gonadotropin  is  produced  in  the  cytotrophoblast  and 
it  is  excreted  directly  into  the  maternal  blood.  If 
chorionic  gonadotropin  were  secreted  to  the  fetal 
side,  we  should  see  its  biologic  effect  on  the  fetal 
ovaries  with  the  development  of  luteal  cysts,  and 
this  occasionally  may  be  the  case.  Such  ovarian  cysts 
in  the  newborn  should  not  be  operated  upon  since 
they  regress  spontaneously  within  two  to  three 
months. 

Estrogen  and  progesterone  are  produced  in  the 
syncytial  trophoblast  and  cross  the  placenta  readily. 
Their  effect  on  the  baby  is  frequently  noted  at  birth 
in  the  form  of  enlargement  of  breasts,  vaginal  dis- 
charge, or  high  cornification  count  in  the  smear  from 
the  baby’s  vaginal  wall. 

The  adrenal  gluco-corticoids  (17-OH)  cross  the 
placenta.  Their  transfer  is  slow,  which  can  be  ex- 
plained by  their  binding  ability  to  specific  proteins. 

Another  factor  worth  mentioning  in  consideration 
of  maternal-fetal  placental  transfer  is  related  to  fetal 
or  maternal  red  cells  which  may  be  the  source  of 
iso-immunization. 

Amniotic  Fluid 

The  smdy  of  amniotic  fluid  has  many  facets  of 
physiologic  and  phylogenetic  significance.  It  acts  as 
a fluid  cushion  to  protect  the  fragile  embryo  against 
shock  and  injury  and  allows  symmetrical  develop- 
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ment  of  the  embryo  in  all  dimensions.  It  contributes 
to  the  nutrition  of  the  embryo  and  acts  as  a fluid 
reservoir  for  the  fetal  urine. 

Serial  samples  of  amniotic  fluid  can  be  obtained 
easily  during  the  prenatal  course  or  during  labor  by 
transabdominal  amniocentesis,  and  thus  the  content 
of  the  fetal  "aquarium”  can  be  made  available  for 
analysis.  In  collaboration  with  Dr.  Bloor,  a neuro- 
surgeon who  is  the  originator  of  the  oxygen  elec- 
trode, we  have  been  able  to  measure  directly  the 
oxygen  tension  in  maternal  and  fetal  fluids^®  (Fig- 
1 ) . If  proof  can  be  obtained  that  oxygen  tension  of 
amniotic  fluid  reflects  that  of  the  fetus,  the  fetal  con- 
dition can  be  estimated  from  the  analysis  of  amniotic 
fluid.  Maternal  arterial  blood,  amniotic  fluid,  spinal 
fluid,  blood  in  the  intervillous  space,  blood  from  the 
umbilical  vein  and  umbilical  artery  of  the  baby,  and 
also,  in  a few  cases,  cerebrospinal  fluid  which  was 
taken  from  the  baby  at  the  time  of  its  birth,  have 
been  analyzed  for  oxygen  tension  (pOo).  Serial  and 
simultaneous  samples  of  these  fluids  were  taken  in 
patients  who  underwent  elective  cesarean  sections 
and  who  had  vaginal  deliveries.  These  patients  re- 
ceived 100  per  cent  oxygen  for  five  minutes  and 
samples  were  obtained  again.  In  the  study  of  some  3 1 
patients  it  has  been  found  that  the  gradient  of  oxy- 
gen tension  (the  difference  of  oxygen  tension  be- 
tween maternal  and  fetal  side)  went  in  the  direction 
from  the  maternal  arterial  blood  to  the  intervillous 
space,  umbilical  vein,  amniotic  fluid,  and  umbilical 
artery.  When  the  100  per  cent  oxygen  was  breathed 
for  five  minutes  the  increase  of  oxygen  tension  was 
found  in  all  fluid  media.  Our  study  suggests  that  the 
oxygen  diffusion  in  these  various  anatomic  areas 

( 1 ) follows  the  physical  law  of  gas  diffusion  and 

( 2 ) depends  on  the  geographic  anatomic  location  of 
that  fluid. 

Cantarow  and  others®  studying  the  chemical  com- 
position of  human  amniotic  fluid  showed  that  it  re- 
sembles closely  the  blood  serum  in  early  pregnancy 
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Fig.  1.  The  increment  of  oxygen  tension  in  various  each  fluid  when  21  per  cent  O2  is  breathed.  Full  col- 
fluid  media.  Empty  columns  express  the  mean  pO=  in  umns  express  the  mean  pO^  in  each  fluid  when  100 

per  cent  O2  is  breathed  for  five  minutes. 


and  becomes  progressively  more  dilute  with  advanc- 
ing pregnancy,  presumably  as  a result  of  the  addition 
of  fetal  urine.  Studies  which  would  correlate  the 
fetal  condition  in  various  stages  of  pregnancy  with 
the  composition  of  amniotic  fluid  are  not  yet  avail- 
able. 

Amniotic  fluid  is  known  to  contain  a high  concen- 
tration of  antibodies  which  can  be  identified  and 
which  can  have  a diagnostic  value  in  studying  the 
immunologic  aspects  of  pregnancy. 

The  sex  of  the  baby  can  be  determined  before  its 
birth.®  This  is  another  aspect  of  the  study  of  amniotic 
fluid  which,  although  of  no  practical  value  at  the 
present,  may  become  a useful  adjunct  in  diagnosing 
developmental  defects  of  the  sex.  The  cells  which  are 
sloughed  from  the  surface  of  the  fetal  body  can  be 
stained  by  Papanicolaou  method  and  the  sex  positive 
chromatin  cells  can  be  identified. 

Uterine  contractility  can  be  serially  measured  by 
placing  a thin  polyethylene  tube  into  the  amniotic 
cavity  and  connecting  the  catheter  to  a pressure 
transducer  and  direct-writing  oscillograph.  Thus,  pres- 
sure which  the  myometrium  exerts  on  the  amniotic 
fluid  during  contraction  or  relaxation  can  be  con- 
tinuously recorded. 


This  method  of  measuring  uterine  contractions  was 
suggested  by  Reynolds  from  experimental  animal 
studies  and  introduced  into  human  obstetrics  by  Al- 
varez and  Caldeyro-Barcia.^  We  have  been  using  this 
method  for  four  and  a half  years.  Our  major  interest 
has  been  the  study  of  uterine  innervation  and  the  ef- 
fect of  general  and  conduction  anesthesia  on  uterine 
contractions.  Uterine  innervation  has  been  thought  to 
be  mediated  by  the  sympathetic  and  parasympathetic 
nervous  system.  However,  what  the  function  of  uter- 
ine innervation  is  remains  to  be  answered.  Our 
smdies^®  point  out  that  the  blockade  of  the  sympa- 
thetics  by  means  of  high  spinal  anesthesia  (Fig.  2 a) 
does  not  alter  the  uterine  contractility.  On  the  other 
hand,  general  anesthetics  readily  inhibit  the  uterine 
contractions  when  the  patient  is  brought  to  the  sec- 
ond plane  of  general  anesthesia.  Ether  (Fig.  2 b) 
and  Fluothane  (Fig.  2 c)  seem  to  be  the  most  po- 
tent inhibitors  of  uterine  contractility. 

Effect  of  Uterine  Contractions 
On  Pressures  in  Maternal  Circulation 

Each  uterine  contraction,  which  in  normal  labor  is 
about  50  to  60  mm.  of  mercury,  increases  the  central 
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Fig.  2.  a.  Uterine  contractions  before  and  after  high  Note  recovery  rate.  e.  Inhibition  of  uterine  contractil- 

spinal  anesthesia  (Ca,  T2).  Vertical  lines  represent  ity  by  Fluothane.  Note  recovery  rate, 

flushing  of  the  tube.  b.  Inhibition  of  labor  by  ether. 


venous  pressure  by  3 to  6 mm.  of  mercury,  and  sig- 
nificantly increases  the  pressure  in  the  femoral  vein 
by  10  to  30  mm.  of  mercury.  The  effect  of  uterine 
contractions  on  hemodynamics  has  been  studied  by 
Hendricks®  who  estimated  that  some  300  cc.  of  blood 
are  redistributed  during  each  uterine  contraction,  and 
this  amount  of  blood  is  infused  into  the  central  ven- 
ous system  during  the  uterine  contraction.  The  pres- 
sure in  the  right  heart  increases  and  obviously  the 
cardiac  output  increases  too  by  some  20  per  cent.  The 
increase  of  cardiac  output  inevitably  increases  periph- 
eral systolic  blood  pressure  by  some  10  mm.  of  mer- 
cury, which  can  clinically  be  measured  by  the  blood 
pressure  cuff  during  a contraction. 


Thus,  uterine  contractions  increase  the  venous  pres- 
sure in  the  central  venous  system  and  femoral  vein, 
but  there  is  no  change  in  brachial  or  cerebral  vein 
pressure. 

The  spinal  fluid  pressure  and  the  pressures  in  the 
amniotic  cavity  during  labor  also  have  been  measured 
simultaneously  in  our  laboratory.^^  The  spinal  fluid 
pressures  are  increased  at  the  peak  of  each  uterine 
contraction  in  the  patient  who  was  not  medicated 
( Fig.  3 ) . When  the  patient  was  given  Meperidine  hy- 
drochloride or  morphine  medication  this  increase  was 
minimal  (Fig.  4) . When  the  patient  was  given  spinal 
anesthesia  the  increase  in  the  spinal  fluid  pressure 
was  abolished  ( Fig.  5 ) . This  demonstrates  that  uter- 
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Fig.  3.  Increase  of  cerebrospinol  fluid  pressure  dur- 
ing labor  with  no  analgesia. 


ine  contractions  alone  do  not  cause  elevations  of 
spinal  fluid  pressure.  The  rise  of  cerebrospinal  fluid 
pressure  in  labor  is  due  to  the  bearing  down,  pain 
sensation,  peripheral  muscular  activity,  and  Valsalva’s 
maneuver. 

Sudden  Changes  in  Maternal  Circulation 
And  Uterine  Contractility 

Not  too  much  is  known  about  this  subject  in 
human  obstetrics.  The  following  two  records,  which 
were  obtained  accidentally,  illustrate  the  effect  of 
sudden  hypotension  and  hypertension  on  uterine  con- 
tractions. 

Fig.  6 shows  uterine  contractions  in  the  form  of 


bigeminy  in  a patient  who  was  5 cm.  dilated  and  in 
active  labor.  The  intensity  is  approximately  40  mm. 
of  mercury  and  contractions  occur  approximately 
every  four  minutes.  After  the  high  spinal  anesthesia 
to  To,  the  sudden  drop  of  blood  pressure  is  followed 
by  a significant  change  of  uterine  contractions.  The 
intensity  of  contractions  never  returned  to  the  pre- 
anesthesia level,  while  the  blood  pressure  of  the 
patient  was  maintained  somewhere  between  80  to  90 
mm.  of  mercury.  It  may  be  assumed  that  the  change 
of  the  uterine  contractions  is  related  to  the  spinal 
anesthesia;  however,  in  some  60  patients  with  various 
levels  of  spinal  anesthesia  who  were  studied  in  our 
laboratory,  none  showed  this  change  so  long  as  the 
blood  pressure  was  maintained  within  normal  limits, 
although  levels  of  spinal  anesthesia  were  as  high  as 
Q. 

Fig.  7 shows  the  sudden  change  of  the  blood  pres- 
sure following  the  administration  of  methoxamine 
hydrochloride.  This  patient  had  poor  uterine  contrac- 
tions before  a spinal  anesthetic  was  given.  Following 
spinal  anesthesia  to  Te,  the  patient’s  blood  pressure 
dropped  from  120  to  90  mm.  of  mercury  systolic  and 
within  three  minutes  intravenous  methoxamine  hy- 
drochloride (Vasoxyl)  was  given  in  the  amount  of 
2.5  mg.  in  a 5 per  cent  glucose  drip.  The  reaction  of 


Fig,  4.  obove.  Ten  milligrams  of  morphine  alters  Fig,  5.  below.  High  spinol  anesthesia  abolishes  the 
slightly  the  cerebrospinal  fluid  pressures  during  con-  elevations  of  cerebrospinal  fluid  pressure  during  the 
tractions.  Note  minimal  effect  of  morphine  on  fre-  uterine  contraction, 
quency  and  intensity  of  contractions. 
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the  patient  to  this  amount  of  methoxamine  hydro- 
chloride was  violent  and  the  blood  pressure  rose  from 
90/70  mm.  of  mercury  to  dangerous  levels  of 
220/120  mm.  of  mercury.  The  uterine  contractions 
increased  in  intensity  with  a poor  relaxation  period. 
The  tonus  was  increased  and  subsequent  contractions 
were  higher  in  intensity.  No  measurements  of  uterine 
or  regional  blood  flow  were  done.  Both  of  these 
records  are  examples  of  what  a change  of  the  blood 
flow  may  do  to  uterine  contractions.  This  area  of 
physiology  currently  is  being  investigated. 


Maternal  Hemodynamics  and  The  Fetus 

The  interrelationship  of  fetal  and  maternal  circula- 
tion is  of  interest  to  obstetricians  from  both  the 
diagnostic  and  therapeutic  points  of  view.  Fetal  cir- 
culation begins  about  23  days  after  ovulation.  For 
practical  purposes  the  fetal  heart  can  be  heard  any- 
time after  the  fifth  month  of  pregnancy.  Using  the 
more  sensitive  electronic  devices,  Hon”  has  monitored 
the  fetal  heart  continuously  and  simultaneously  with 
recordings  of  the  maternal  heart  function.  His  studies 
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I Fig.  6.  above.  Effect  of  high  spinal  anesthesia  (U)  Fig.  7.  below.  Effect  of  acute  hypertension  on  uter- 

j followed  by  circulatory  failure  (acute  hypotension)  ine  contractions, 

uterine  contractions. 
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are  of  interest  in  explaining  the  regulatory  mech- 
anisms of  the  fetal  heart.  On  the  basis  of  Reynolds’ 
studies  in  experimental  animals, it  is  assumed  that 
the  vagus  is  the  main  nerve  regulating  the  fetal  heart 
rate,  although  the  presence  of  chemoreceptors  has 
been  established.  This  indicates  that  the  fetal  anoxia 
or  hypoxia  is  an  equally  important  regulatory  mech- 
anism. The  old  concept  that  the  fetus  is  growing  in 
the  uterus  under  constant  hypoxia  does  not  seem  to 
be  true,  and  the  current  studies  of  oxygen  tension  in 
the  maternal  and  fetal  fluids  indicates  that  the  fetus 
is  not  actually  hypoxic. 

The  course  of  the  blood  through  the  fetal  heart 
and  the  degree  of  mixing  of  vena  cava  of  superior 
and  inferior  streams  is  one  of  the  classic  problems  of 
fetal  physiology.  It  was  originally  thought  that  the 
vena  cava  superior  blood  passes  into  the  left  ventricle 
after  passing  through  the  foramen  ovale.  Recent 
studies  of  Born  and  others^  in  sheep,  and  Lind  and 
Wegelius®  in  the  human  fetus,  using  the  cineangio- 
graphic  method  and  suitable  contrast  media,  have 
demonstrated  that  there  is  mixing  of  the  vena  cava 
superior  and  inferior  streams.  Studies  of  oxygen  sat- 
uration by  means  of  cardiac  catheterization  also  indi- 
cate that  there  is  a mixing  of  these  two  streams. 

There  is  no  good  evidence  of  the  presence  of  baro- 
receptors  in  the  fetal  circulation.  It  is  known  that 
the  fetal  heart  pressure  is  maintained  by  the  periph- 
eral resistance  of  the  arterial  and  venous  sinuses  of 
the  placenta.  Immediately  after  the  third  stage  of 
labor  and  the  birth  of  the  placenta  this  peripheral 
resistance  is  increased,  and  expansion  of  the  baby’s 
lungs  takes  place  with  his  first  breath.  With  the 
acute  dilatation  of  the  pulmonary  vascular  tree  there 
is  a fall  in  the  pulmonary  arterial  pressure  and  the 
flow  in  the  ducms  arteriosus  is  immediately  reversed. 
Now  the  blood  flows  from  the  aorta  into  the  pul- 
monary artery.  At  the  same  time  the  rise  in  pressure 
in  the  left  atrium  causes  the  foramen  ovale  to  close. 
This  closure  is  aided  by  the  fall  in  pressure  in  the 
right  atrium  due  to  the  decreased  blood  flow  from 
the  placenta.  'These  observations  have  a direa  bearing 
on  the  mechanism  of  resuscitation  of  the  newborn 
baby. 

Considering  maternal  cardiovascular  function  dur- 
ing pregnancy,  the  peripheral  resistance  in  pregnancy 
is  considered  by  Burwell^  to  decrease  by  virme  of  the 
interposition  of  the  placenta  between  the  maternal 
and  fetal  circulation.  Burwell  considers  maternal  cir- 
culation in  pregnancy  as  an  arteriovenous  fistula  and 
points  out  the  presence  of  all  maternal  characteristics 
of  an  arteriovenous  fistula,  namely,  tachycardia,  in- 
creased cardiac  output,  and  decreased  peripheral 
resistance.  Cardiac  output  during  pregnancy  increases 
by  some  30  to  50  per  cent  above  normal  levels.  'The 


peak  of  this  rise  occurs  at  about  the  30th  gestational 
week  of  pregnancy,  then  the  cardiac  output  declines 
and  at  the  time  of  delivery  it  has  returned  to  normal 
values.  The  resting  heart  rate  also  increases  in  normal 
pregnancy.  This  increase  also  reaches  the  peak  some- 
where around  the  30th  gestational  week.  An  increased 
number  of  systoles  obviously  are  exerted  at  the  ex- 
pense of  the  duration  of  the  diastoles.  For  the  normal 
heart  this  is  inconsequential,  but  it  may  have  a seri- 
ous meaning  for  a diseased  heart.  No  significant 
change  in  systolic  blood  pressure  has  been  found 
during  pregnancy.  The  diastolic  pressure,  however, 
has  been  found  decreased  by  10  mm.  of  mercury. 
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Therefore,  the  mean  of  the  arterial  pressure  is  rela- 
tively decreased.  Adams^^  and  Werko^^  found  that 
these  pressures  are  unchanged  in  early  pregnancy  and 
that  they  are  slightly  lower  than  normal  during  the 
last  trimester. 


Summary 

During  patients’  prenatal  visits  obstetricians  ob- 
serve maternal  endocrine  changes  peculiar  to  preg- 
nancy, clinical  manifestation  of  shifting  water,  and 
changes  in  maternal  hemodynamics,  but  there  is  no 
way  to  know  how  these  relate  to  the  fetal  develop- 
ment and  fetal  circulation.  No  direct  physiologic 
studies  exist  on  the  human  fetus  from  the  time  of 
formation  until  birth.  The  fetus  is  not  accessible. 
Until  obstetricians  are  able  to  study  these  functions 
directly  on  the  human  fetus,  they  can  continue  only 
to  explore  the  composition  and  function  of  amniotic 
fluid,  placenta  intervillous  space,  and  uterine  con- 
tractility. 

There  are  indications  that  the  fetal  circvdation  can 
be  studied  directly  in  the  uterus  as  soon  as  more 
progress  is  made  with  the  fetal  electrocardiogram. 
There  also  are  indications  that  some  of  the  fetal  car- 
diopulmonary functions  will  be  measured  directly 
during  intra-uterine  life.  Only  recently  Margolis^® 
succeeded  in  directly  measuring,  in  6 of  28  cases,  the 
pressures  in  the  umbilical  vein  and  artery  in  the 
human  fetus  at  the  time  of  cesarean  section. 

These  advances  in  the  fetal  and  maternal  physiol- 
ogy of  pregnancy  are  the  result  of  continuous  efforts 
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of  clinicians  and  basic  scientists  in  obstetric  labora- 
tories. They  have  been  aided  by  the  keen  observa- 
tions of  gestational  physiology  made  by  the  practic- 
ing physicians.  Together  we  one  day  may  succeed  in 
understanding  the  mysteries  of  the  uterus. 
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Just  Bring  It  Straight  from  the  Refrigerator,  Dad! 

The  average  150  to  200  mother-  or  father-hours  spent  per  year  in  warming 
bottles  for  each  of  the  nation’s  babies  is  a waste  of  time. 

The  old  concept  that  a baby’s  formula  should  be  served  at  body  temperature 
has  no  basis  in  fact  report  four  members  of  the  pediatric  service  at  Bellevue 
Hospital  and  New  York  University  School  of  Medicine  in  New  York.  This  find- 
ing is  based  on  66,000  separate  observations  of  the  sleep,  crying,  and  movement 
behavior  of  premature  infants  before,  during,  and  after  feedings  with  either  warm 
or  cold  formulas.  Intake  of  food,  weight  gain,  and  regurgitation  was  also  recorded 
in  the  study. 

In  none  of  these  activities  did  the  Bellevue  group  find  a significant  differ- 
ence between  babies  fed  the  cold  and  warm  formula. 

Premature  babies  were  used  for  the  study  because  "if  any  differences  existed 
in  the  results  of  warmed  and  cold  feedings  in  the  case  of  full-term  infants,  these 
should  be  more  conspicuous  and  readily  detected  in  premature  infants”. 

They  concluded  that  "the  experiences  in  this  study  fail  to  demonstrate  that 
the  traditional  procedure  of  warming  the  feeding  is  in  any  way  advantageous  to 
the  child”. 

"If  the  practice  is  abandoned,  the  saving  of  labor  in  infant  care  would  be 
enormous,”  said  the  Bellevue  group  in  a mild  understatement. 
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Patient  Participation  in  Labor  and  Delivery 


A HEALTHY  attitude  concerning  childbirth  does 
not  happen  by  accident.  It  will  prevail  only 
when  women  cease  to  spread  ill  advised  and  exag- 
gerated tales  of  the  labor  room,  when  obstetric 
supervisors  are  selected  for  their  appreciation  and 
understanding  of  women  as  well  as  their  knowledge 
of  parturition,  and  when  physicians  cooperate  with 
physical  therapists  and  nurses  in  establishing  a well 
planned  and  coordinated  program  for  education  for 
childbirth. 

One  may  compare  a program  of  education  for 
childbirth  to  practice  sessions  for  a football  game. 
An  athlete  must  learn  the  basic  fundamentals  of  the 
sport,  and  at  the  same  time  he  must  develop  confi- 
dence in  himself  and  his  coach.  An  expectant  mother 
should  be  well  informed  concerning  the  basic  physi- 
ologic factors  of  pregnancy.  Moreover,  she  must  de- 
velop confidence  in  herself,  her  body,  and  her  ob- 
stetrician. 

No  coach  would  tell  his  team  that  the  game  of 
football  is  fought  without  some  discomfort,  a num- 
ber of  bruises,  and  an  occasional  minor  injury.  He 
may  say  with  vehemence,  however,  that  the  game  is 
rewarding  and  well  worth  the  transit  pains  and  dis- 
comfort. The  obstetrician  could  well  impart  the  same 
philosophy  to  his  patients. 

Preparation  for  Childbirth 

A series  of  parents’  classes  is  the  most  practical 
method  of  providing  a complete  prenatal  education. 
No  physician  has  sufficient  time  to  privately  instruct 
his  patients  in  the  many  facets  of  prenatal  care.  Yet 
physicians,  obstetric  supervisors,  nutritionists,  and 
physical  therapists  in  even  the  smallest  hospitals  can 
divide  among  themselves  the  responsibility  of  teach- 
ing so  that  there  is  no  burden  placed  on  any  one 
individual.  Ideally  the  classes  should  be  held  in  the 
evening  so  that  expectant  fathers  may  attend  with 


their  wives;  they  then  appropriately  may  be  called 
parents’  classes.  . - • , - ■ 

Parents'  Classes 

Parents’  classes  may  be  divided  into  five  sessions: 
( 1 ) physiology  of  childbirth,  ( 2 ) two  films  entitled 
"Generation  to  Generation”  and  "A  Normal  Birth”, 
(3)  discussion  by  the  nutritionist  and  the  physical 
therapist,  (4)  a preview  of  the  hospital  experience, 
and  (5)  discussion  with  the  pediatrician  in  prepara- 
tion for  breast  feeding. 

If  these  sessions  are  held  in  order  on  the  same 
night  each  week  every  month,  patients  who  miss 
a particular  session  will  know  when  to  attend  to 
complete  the  series.  The  final  session  may  be, held 
for  parents  who  are  particularly  interested  in  breast 
feeding  when  the  regular  night  falls  on  a fifth  week 
in  the  month. 


Physiology  of  Childbirth 

The  object  of  parents’  classes  is  to  provide  basic 
information  that  will  allow  an  expectant  mother  to 
have  a normal  prenatal  period,  labor,  and  delivery.  It 
should  be  made  clear  that  the  exercises,  relaxation, 
and  autohypnosis  are  useful  to  all  patients  whether 
they  desire  to  be  awake  at  delivery  or  not.  Patients 
may  be  encouraged  to  remain  awake  at  delivery  if 
this  is  their  choice.  However,  no  patient  should  be 
led  to  believe  that  only  by  avoiding  all  drugs  can  a 
baby  be  born  safely  and  normally.  Many  safe  tech- 
niques of  obstetric  analgesia  and  anesthesia  have  been 
developed.  It  must  be  emphasized  further  that  there 
is  no  psychologic  advantage  to  either  mother  or 
child  for  labor  and  delivery  to  be  managed  without 
drugs.  However,  there  are  instances  where  patient 
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A measurable  step  in  obstetrics  will  be  made 
if  the  tremendous  odvances  in  anesthesia 
and  analgesia  can  be  combined  with  a 
healthy  ottitude  toward  childbearing. 
Such  an  attitude  is  one  not  contaminated  by 
unfounded  fears,  hysteria,  and  centuries 
of  old  wives'  tales.  It  is  the  product  of  a well 
planned  program  of  education. 


participation  in  labor  and  delivery  may  reduce  peri- 
natal mortality  and  morbidity. 

Conditioned  Reflex  in  Obstetrics 

It  is  an  unusual  patient  who  has  not  developed 
certain  fears  and  phobias  concerning  labor  and  de- 
livery. She  has  been  told  by  words  or  innuendo  that 
childbirth  is  a dangerous  and  horrible  function  of 
womanhood. 

Pavlov’s  dog  yelped  with  pain  when  he  was  first 
given  food  at  the  moment  he  felt  an  electric  shock. 
But  gradually  the  dog  felt  no  pain  at  the  time  of 
shock  since  the  pleasant  anticipation  of  food  pre- 
vented the  shock  from  registering  as  pain.  One  of 
the  objects  of  parents’  classes  is  to  recondition  ex- 
pectant mothers  to  the  rewarding  aspects  of  child- 
bearing. 

Expectant  parents  should  understand  the  primitive 
necessity  of  pain  and  fear.  Primitive  women  were 
warned  by  pain  at  the  onset  of  labor  so  that  they 
would  realize  the  necessity  of  taking  refuge  during 
parturition  when  they  would  be  defenseless.  Ad- 
vantage from  fear  was  gained  if  they  were  attacked 
by  some  predator.  Fear  releases  adrenalin;  adrenalin 
may  cause  the  cessation  of  uterine  contractions.  Thus 
the  primitive  woman  would  cease  uterine  contrac- 
tions during  the  time  of  danger  and  could  seek  fur- 
ther refuge.  Today,  fear  must  be  controlled  in  order 
that  labors  are  not  unduly  prolonged. 

It  is  important  that  patients  have  an  explanation 
of  uterine  growth  and  preparation  of  the  cervix, 
vagina,  and  perineum  for  labor  and  delivery.  Uterine 
contractions  can  be  explained  in  terms  of  early  labor 
Braxton  Hicks  contractions,  false  labor,  and  true  la- 
bor. Expectant  parents  should  also  receive  a simple 
explanation  of  the  onset  of  labor  as  well  as  a discus- 
sion of  the  first,  second,  and  third  stages  of  labor. 


CHARLES  E.  FLOWERS,  JR.,  M.D. 


A very  important  facet  of  obstetrics  that  requires 
an  explanation  is  the  latent  and  acceleration  phases 
of  labor.  Expectant  mothers  should  understand  that 
analgesia  must,  in  general,  be  delayed  until  the  ac- 
celeration phase  of  labor  has  been  reached.^  They 
may  then  practice  physical  therapy  exercises  and  auto- 
hypnosis more  enthusiastically. 

It  is  also  felt  that  patients  should  be  given  some 
basic  concepts  of  obstetric  analgesia  and  anesthesia 
in  order  that — provided  there  are  no  obstetrical  com- 
plications— they  may  select  their  own  methods  of 
pain  relief. 

Prenatal  Exercises 

Prenatal  exercises  are  one  of  the  most  important 
facets  in  the  preparation  of  a patient  for  labor  and 
delivery.  Physicians  must  emphasize  the  importance 
of  muscle  coordination  and  muscle  training,  other- 
wise patients  will  not  seek  the  services  of  the  physi- 
cal therapist. 

It  is  not  proposed  that  patients  undergo  elaborate 
exercises  in  preparation  for  childbirth.  It  is  impor- 
tant, however,  that  they  learn  how  to  conduct  them- 
selves during  labor.  The  patient  who  practices  body 
discipline  and  muscle  coordination  will  have  a much 
more  satisfactory  labor.  There  is  a striking  contrast 
between  the  patient  who  breathes  properly  and  re- 
laxes during  uterine  contractions  and  the  undisci- 
plined and  poorly  oriented  patient  who  rolls  from 
side  to  side  during  her  uterine  contractions.  The  pa- 
tient must  be  taught  that  labor  proceeds  more  effi- 
ciently when  one  hes  on  her  side.  She  must  learn  to 
breathe  deeply  and  slowly  in  order  that  periods  of  in- 
spiration and  expiration  can  be  prolonged.  Patients 
also  must  be  taught  the  necessity  of  voluntary  efforts 
and  the  relaxation  of  the  vaginal  sphincters  during 
the  second  stage  of  labor. 

At  least  two  sessions  with  the  physical  therapist 
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PATIENT  PARTICIPATION  — Flowers  — continued 

should  be  arranged.  The  first  session  should  occur 
around  the  I4th  to  the  l6th  week  with  a final  session 
occurring  between  the  34th  and  the  36th  week. 

Autohypnosis 

Hypnosis  may  be  defined  as  the  projection  of 
thought  through  the  primitive  centers  of  the  brain 
which  allow  thought  to  be  obeyed  without  being 
analyzed.  Autohypnosis  simplifies  disciplinary  proc- 
esses so  that  a patient  can  develop  complete  control 
over  her  mind  and  muscular  action  during  labor. 

Autohypnosis  can  be  a useful  tool  for  all  patients 
no  matter  what  type  of  analgesia  they  desire  since 
it  will  allow  the  acceleration  phase  of  labor  to  be 
reached  before  deep  analgesia  or  amnesia  is  required. 

Hypnosis  can  be  a useful  obstetric  tool,  but  for 
the  patient  to  achieve  the  trance  level  during  labor 
requires  time-consuming  prenatal  sessions  and  gen- 
erally makes  the  patient  dependent  on  the  obste- 
trician’s presence  during  labor.  These  factors  reduce 
the  practicability  of  hypnosis. 

Autohypnosis,  however,  can  be  taught  and  prac- 
ticed easily  before  labor.  During  labor  the  responsi- 
bility for  autohypnosis  is  on  the  patient  rather  than 
on  the  physician. 

Technique  of  Autohypnosis 

There  are  many  techniques  that  are  applicable  in 
the  teaching  of  autohypnosis.  The  patient  is  directed 
to  lie  on  her  side  and  completely  relax.  She  first 
consciously  relaxes  the  muscles  of  her  toes,  ankles, 
legs,  thighs,  abdomen,  chest,  arms,  and  finally  the 
muscles  of  the  face.  She  then  concentrates  on  a famil- 
iar but  very  pleasant  scene.  By  concentrating  on  the 
scene,  she  directs  herself  to  become  more  deeply 
relaxed  with  each  inspiration  and  expiration.  Daily 
practice  during  afternoon  rest  periods  and  before  re- 
tiring in  the  evening  will  allow  the  patient  to  rapidly 
relax  her  muscles  and  mind  and  improve  her  ability 
to  breathe  deeply.  When  proficiency  has  been  de- 
veloped, the  patient  may  imagine  that  a uterine  con- 
traction is  approaching.  She  then  rapidly  relaxes  all 
of  her  muscles,  begins  the  deep  breathing  and  con- 
centration. Following  two  or  three  minutes  of  deep 
relaxation  she  then  visualizes  that  the  uterine  con- 
traction is  over  and  awakens  herself.  She  repeats  this 
procedure  at  least  five  times  each  day.  Praaice  at 
home  and  demonstration  of  her  technique  to  her 
obstetrician  at  prenatal  visits  will  allow  a patient 
to  discipline  her  body  and  mind  and  eliminate  hys- 
teria during  labor. 

The  use  of  physical  therapy  techniques  and  auto- 
hypnosis allows  patients  who  desire  amnesia  to  ap- 
proach the  acceleration  phase  of  labor  before  amnesia 


is  initiated  and  permits  patients  who  desire  to  be 
awake  at  delivery  to  accomplish  their  objective. 

Films  and  Reading  Material 

The  film  "Generation  to  Generation”  produced  by 
the  Maternity  Center  of  New  York  and  printed  by 
McGraw-Hill  is  an  informative,  well  produced,  and 
beautifully  portrayed  story  of  conception,  fetal  de- 
velopment, and  parturition.  This  film  may  be  com- 
plemented by  an  unabridged  film  showing  a normal 
birth.  Such  films  are  available  from  many  health  de- 
partments. 

Supplemental  reading  material  should  be  suggested 
to  every  prenatal  patient.  There  are  three  excellent 
sources  of  material  for  expectant  mothers.  Dr.  East- 
man’s "Expectant  Motherhood”  is  excellent  and  com- 
prehensive. Dr.  Niles  Newton’s  "Family  Book  of 
Child  Care”  (Harper  Brothers)  is  a most  practical 
and  informative  book  for  mothers  interested  in  breast 
feeding  and  participation  in  labor  and  delivery.  It 
also  is  an  excellent  resource  book  for  the  care  of 
the  young  child.  The  booklet,  "Prenatal  Care”,  pro- 
duced by  the  Department  of  Health,  Education,  and 
Welfare,  is  free  and  extremely  well  written. 

Nutritionist  and  Physical  Therapist 

The  third  parents’  class  may  be  provided  by  the 
nutritionist  and  physical  therapist.  The  nutritionist 
can  review  the  prenatal  diet,  discuss  the  palauble 
preparation  of  foods  that  are  high  in  protein  and 
low  in  sodium. 

The  physical  therapist  can  review  the  need  for 
physical  therapy  exercises  and  give  brief  demon- 
strations. She  can  make  appointments  for  the  patients 
to  attend  group  exercise  classes. 

Hospital  Experience  and  Pediatrician 

The  expectant  parent  should  become  familiar  with 
the  hospital  admission  procedure.  She  should  know 
where  she  is  to  be  admitted  and  meet  some  of  the 
personnel  who  will  be  responsible  for  her  care  during 
the  conduct  of  her  labor.  This  may  be  accomplished 
by  actual  visitation  to  the  delivery  area  or  can  be 
more  easily  accomplished  by  the  use  of  lantern  slides. 

The  pediatrician  can  orient  the  parents  in  the  care 
of  the  newborn  infant. 

Breast  Feeding 

The  fifth  session  on  breast  feeding  may  be  elec- 
tive. Breast  feeding  is  not  mandatory  for  the  normal 
physical  and  psychologic  development  of  a child.  It 
may  be  a most  rewarding  experience  to  some  moth- 
ers and  a distasteful  chore  to  others.  Breast  feeding 
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should  be  freely  elected  by  a mother  and  not  forced 
upon  her  by  propaganda. 

Mothers  who  elect  to  breast  feed  their  infanrs 
should  receive  prenatal  instruction  and  orientation. 
The  success  of  breast  feeding  can  be  measured  in 
terms  of  the  mother’s  interest  and  the  type  of  instruc- 
tion she  receives  prenatally  and  in  the  hospital.  A 
pediatrician,  a nursery  supervisor,  and  a mother  who 
has  successfully  lactated  can  provide  many  helpful 
hints  and  adjuncts  concerning  successful  lactation. 
The  average  mother  does  not  accomplish  successful 
lactation  by  accident. 

Labor  Area 

Adeqate  prenatal  education  and  solicitous  care  by 
the  obstetrician  must  be  complemented  by  an  attrac- 
tive and  efficient  labor  area. 

Private  labor  rooms  should  be  available  for  each 
patient.  Ideally  they  should  have  comfortable  chairs, 
music,  and  reading  material.  Husbands  should  be 
given  the  oppormnity  of  remaining  with  their  wives 
during  the  latent  phase  of  labor.  It  would  seem  in- 
advisable, however,  to  allow  husbands  to  remain  with 
their  wives  during  the  acceleration  phase  of  labor 
and  delivery  since  one  can  not  always  predict  the 
development  of  obstetric  or  resuscitation  complica- 
tions. 'The  husband’s  presence  conceivably  could  in- 
hibit the  physician’s  proper  management  of  these 
complications.  The  latent  phase  of  labor,  however,  is 
often  boring  and  a well  adjusted  husband  can  aid  his 
wife  in  relaxation  and  the  conduct  of  her  labor. 


Analgesia  and  Anesthesia 

'The  object  of  a complete  program  of  education 
for  childbirth  is  to  allow  an  expectant  mother  to 
have  a rewarding  prenatal  experience  and  as  pleasant 
a labor  and  delivery  as  possible.  An  acceptable  and 
satisfactory  labor  is  generally  dependent  upon  ade- 
quately and  skillfully  given  analgesia. 

It  is  felt  that  with  proper  orientation  patients  may 
select  their  own  methods  of  obstetric  pain  relief, 
provided  there  are  no  obstetric  complications. 

There  are  five  basic  methods  of  obstetric  analgesia 
and  anesthesia;  (1)  labor  without  systemic  medica- 


Table  1. — Comparison  of  Mean  and  Median  Durations 
of  Total  Labor  According  to  the  Type  of  Analgesia. 


Type  of  Analgesia 

Primiparas 
Mean  Median 

Multiparas 
Mean  Median 

Natural  childbirth 

6.8  7.3 

4.3  3.8 

Analgesia  without 

scopolamine 

10.2  9.2 

5.8  5.3 

Analgesia  with 

scopolamine 

11.9  10.9 

7.0  6.2 

tion  and  delivery  under  pudendal  block  or  local  infil- 
tration, (2)  continuous  conduction  analgesia  using 
epidural  techniques,  (3)  analgesia  without  amnesia 
and  delivery  under  pudendal  block  or  spinal  anes- 
thesia, (4)  analgesia  without  amnesia  and  delivery 
under  pudendal  block  and  nitrous  oxide  or  punden- 
dal  block,  nitrous  oxide,  and  cyclopropane  anesthesia, 
and  ( 5 ) amnesia  with  appropriate  general  anesthesia. 

Table  1 shows  the  mean  and  median  durations  of 
labor  with  various  types  of  analgesia. 

Labor  without  Systemic  Medication 

There  are  a number  of  expectant  mothers  who 
desire  to  have  their  labor  and  delivery  conducted 
without  systemic  medication.  These  women  may  be 
motivated  by  the  unfounded  fears  that  any  medica- 
tion is  harmful  to  the  child.  There  are  some  women 
who  conscientiously  practice  physical  therapy  exer- 
cises and  autohypnosis  and  have  extremely  simple 
and  easy  labors  and  deliveries.  They  do  not  require 
medication.  These  mothers  are  sincere  in  their  efforts 
and  deserve  our  support,  understanding,  and  encour- 
agement. These  women,  however,  can  be  measurably 
benefited  by  the  use  of  a uterosacral  block  late  in 
labor  and  a pudendal  block  at  the  time  of  delivery.®’  ® 

A number  of  women  desire  to  have  their  babies 
without  medication  but  find  their  labor  and  delivery 
more  difficult  and  longer  than  they  anticipated.  It 
must  be  emphasized  to  every  patient  that  moderate 
systemic  medication  will  not  induce  somnolence  but 
can  be  beneficial  in  allowing  her  to  participate  fully 
in  labor  and  delivery. 

Those  patients  who  find  that  their  labors  are  sim- 
ple and  relatively  painless  will  have  the  shortest  dura- 
tions of  total  labor.  Primiparas  in  this  group  wiU 
have  mean  and  median  labors  of  approximately  6.8 
and  7.3  hours  respectively  while  the  multiparas  wiU 
have  mean  labors  of  approximately  4.3  hours  and 
median  labors  of  3.8  hours.  These  patients  wiU  also 
have  95  per  cent  of  their  infants  born  with  Apgar 
scores  of  eight  to  ten  and  less  than  2 per  cent  of  in- 
fants born  with  scores  of  less  than  five. 

Continuous  Conduction  Analgesia 

Continuous  epidural  and/or  caudal  analgesia  are 
highly  specialized  techniques.  'They  increase  the  du- 
ration of  labor  and  increase  the  incidence  of  op- 
erative deliveries  and  Pitocin  stimulation.  Under 
careful  management,  however,  they  may  be  very  re- 
warding techniques  for  the  patient  and  the  physician. 
However,  even  in  these  specialized  conduction  meth- 
ods, it  is  important  that  patients  have  proper  orien- 
tation to  obstetrics  and  proper  prenatal  education 
since  the  conduction  block  should  not  be  initiated 
until  the  acceleration  phase  of  labor  is  reached. 
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Analgesia  without  Amnesia; 

Delivery  under  Pudendal  Block 

Patients  who  selea  analgesia  without  amnesia  and 
delivery  under  a local  block  represent  a highly  moti- 
vated group  of  mothers  who  have  an  intellectual  ap- 
proach to  obstetrics  and  desire  to  participate  as  com- 
pletely as  possible  in  the  labor  process.  They  are  not 
fearful  of  obstetric  analgesia  and  realize  that  it  can 
be  safely  alministered. 

There  are  a number  of  analgesic  techniques  and 
drugs  that  are  satisfactory.  However,  it  is  felt  that 
the  medication  should  be  withheld  until  the  accelera- 
tion phase  and  only  four  to  six  hours  of  labor  re- 
main. 

When  analgesia  is  withheld  until  the  acceleration 
phase  of  labor,  it  necessarily  must  be  given  intraven- 
ously. However,  the  use  of  50  to  60  mg.  of  Demerol 
Hydrochloride  and  50  to  75  mg.  of  Nembutal  used 
intravenously  will  give  excellent  analgesia. 

Since  these  women  are  desirous  of  being  com- 
pletely awake  at  the  time  of  delivery,  a pudendal 
block  or  spinal  are  the  anesthetics  of  choice.  Spinal 
anesthesia  is  a means  of  providing  comfort  for  the 
patient  and  also  a convenience  for  the  obstetrician. 
It  is  an  obstetric  luxury  not  a necessity.  The  majority 
of  deliveries  including  forcep  rotations  can  be  ac- 
complished under  a satisfactory  pudendal  block. 
Spinal  anesthesia  may  be  most  advantageous,  how- 
ever, for  a difficult  delivery  which  requires  perineal 
relaxation.  Under  this  type  of  analgesia,  primiparas 
can  expect  mean  and  median  labors  of  10.2  hours  and 
9.2  hours,  respectively,  while  the  multiparas  can  ex- 
pect a mean  labor  of  5.8  hours  and  a median  labor 
of  5.3  hours.  Eighty-two  per  cent  of  these  infants 
will  be  born  with  an  Apgar  Index  of  eight  to  ten,  13 
per  cent  with  scores  of  five  to  seven,  and  5 per  cent 
with  scores  of  zero  to  four. 


Analgesia  without  Amnesia; 

Minimal  Terminal  Anesthesia 

These  patients  have  motivations  similar  to  the  last 
group.  However,  they  elect  some  form  of  terminal 
analgesia  or  anesthesia  because  their  deliveries  are 
more  difficult  than  they  anticipated  or  they  have  not 
overcome  their  fear  of  delivery.  In  general,  however, 
they  desire  minimal  amounts  of  terminal  anesthesia 
so  that  they  will  awaken  in  the  delivery  room  soon 
after  delivery.  A 60-40  mixture  of  nitrous  oxide  is 
a safe  and  pleasant  analgesia  mixture  that  does  not 
change  the  Apgar  scores  of  infants.  The  use  of  pu- 
dendal block,  nitrous  oxide,  oxygen,  and  cyclopropane, 
however,  does  reduce  the  number  of  infants  with 


Apgar  scores  of  eight  to  ten  to  62  per  cent  and  in- 
creases the  infants  with  Apgar  scores  of  five  to  seven 
to  30  per  cent  and  increases  the  number  of  infants 
with  scores  of  zero  to  four  to  8 per  cent.  This  does  not 
indicate  that  properly  administered  cyclopropane  ni- 
trous oxide  anesthesia  is  contraindicated;  cyclopro- 
pane causes  muscular  relaxation  and  reduces  nasophar- 
yngeal irritability  thereby  reducing  the  Apgar  score.  A 
pudendal  block  is  always  added  to  the  nitrous  oxide, 
oxygen,  and  cyclopropane  in  order  to  reduce  the  du- 
ration of  anesthesia  allowing  the  episiotomy  to  be 
repaired  under  the  local  block.  Pudendal  block  may 
also  carry  a portion  of  the  anesthesia  and  reduce  the 
concentration  of  cyclopropane  that  is  used.  There  is 
no  question  but  that  these  infants  are  more  lethargic 
than  infants  born  without  systemic  anesthesia.  They 
require  more  resuscitative  measures  and  more  care- 
ful pediatric  care.  These  infants  should  not  be  dam- 
aged, however,  by  the  birth  process  unless  labor  has 
been  associated  with  major  obstetric  complications. 
However,  these  data  do  indicate  that  if  the  child  is 
to  be  born  with  the  most  satisfactory  reaction  time, 
systemic  anesthesia  must  be  used  skillfully  and  cau- 
tiously. 


Dr.  Charles  E.  Flowers,  Jr., 
of  the  Deportment  of  Ob- 
stetrics and  Gynecology, 
School  of  Medicine,  Univer- 
sity of  North  Carolina,  pre- 
sented this  and  a second 
poper  on  obstetrics  ot  o 
Symposium  on  Cerebral  Pal- 
sy at  the  1%2  Annual  Ses- 
sion of  Texas  Medical  As- 
sociation in  Austin. 

Amnesia  with  Terminal  Anesthesia 

Patients  who  desire  amnesia  prefer  to  be  asleep 
during  the  majority  of  their  labor  and  at  delivery. 
These  patients  can  be  assured  that  their  labor  and 
delivery  can  be  managed  safely  for  themselves  and 
their  babies. 

These  patients  should  be  encouraged  to  attend  the 
parents’  classes  and  the  physical  therapist’s  sessions. 
Analgesia  should  not  be  administered  until  the  ac- 
celeration phase  of  labor  is  reached  and  only  four  to 
five  hours  of  labor  remains. 

Ninety-four  per  cent  of  patients  will  achieve  com- 
plete amnesia  if  50  to  60  mg.  of  Demerol  Hydro- 
chloride and  .6  mg.  of  scopolamine  are  given  intra- 
venously followed  in  15  minutes  by  .2  to  .4  mg.  of 
scopolamine  intramuscularly  and  50  to  100  mg.  of 
Nembutal  intravenously.  Twenty-five  to  40  mg.  of 
Demerol  Hydrochloride  may  occasionally  be  required 
in  one  and  one  half  to  two  hours.  Scopolamine  and 
Nembutal  are  metabolized  slowly  and  do  not  need 
repeating. 
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Table  2. — Type  of  Delivery  According  to  Method  of  Analgesia. 


Type  of  Analgesia 

Type  of  Delivery 

Primiparas 

No.  % 

Multiparas 

No.  % 

Natural  childbirth 

Spontaneous 

53 

88 

58 

90 

Low  forceps 

5 

9 

3 • 

5 

Breech 

2 

3 

3 

5 

Analgesia  without  scopolamine 

Spontaneous 

73 

52 

105 

86 

Low  forceps 

'64 

45 

: : 12 

10 

Breech 

4 

4 

Analgesia  with  scopolamine 

Spontaneous 

36 

30 

99 

68 

Low  forceps 

n 

65 

41 

29 

Breech 

6 

,,  ■ 5 

6 

4 

Many  of  these  patients  can.  be  delivered  under  a 
pudendal  block  since  rhe  analgesia  is  profound.  A 
portion  of  the  patients  are  excited  and  a pudendal 
block,  nitrous  oxide,  and  cyclopropane  are  necessary. 
The  excitement,  however,  will  vary  in  direct  propor- 
tion to  the  seriousness  with  which  the  patient  is 
prepared  for  labor  and  delivery.  When  scopolamine 
is  used  only  at  the  culmination  phase  of  labor,  the 
mean  and  median  durations  of  labor  are  not  unduly 
prolonged.  Primiparas  will  have  mean  labors  of  ap- 
proximately 11.9  hours  and  median  labors  of  10.9 
hours  respectively.  For  multiparas  the  mean  duration 
of  labor  will  be  seven  hours  and  the  median  6.2 
hours. 

Scopolamine,  however,  does  delay  the  reaction  time 
of  infants  born  of  primiparas.  Studies  have  indicated 
that  approximately  twice  as  many  infants  are  born 
with  breathing  time  and  crying  time  greater  than  30 
and  60  seconds  in  primiparas  who  had  scopolamine 
than  primiparas  who  had  only  Nembutal  and  Dem- 
erol Hydrochloride.  However,  in  multiparas  receiv- 
ing amnesia  there  is  no  increase  in  delayed  reaction 
time  of  infants.^ 

Scopolamine  increases  slightly  the  second  stage  in 
primiparas  and  increases  the  number  of  operative 
deliveries  and  necessitates  deeper  anesthesia.  These 
factors  contribute  to  the  greater  number  of  depressed 
infants.  It  must  be  emphasized,  however,  that  these 
infants  should  suffer  no  damage  if  proper  resuscita- 
cive  measures  and  pediatric  care  are  available. 

Correlation  of  Method  of  Delivery 
With  Types  of  Analgesia 

The  method  of  delivery  will  vary  according  to 
obstetric  complications,  the  obstetric  philosophy  of 


the  obstetrician,  and  the  type  of  analgesia  which  is 
employed.  It  is  evident  in  Table  2 that  approximately 
90  per  cent  of  primiparas  and  multiparas  who  elect 
to  use  no  medication  in  labor  will  deliver  spontane- 
ously. When  analgesia  without  amnesia  is  used,  52 
per  cent  of  the  primiparas  and  86  per  cent  of  the 
multiparas  will  deliver  spontaneously.  The  use  of 
amnesia,  however,  reduces  the  number  of  spontaneous 
deliveries  among  primiparas  to  approximately  30 
per  cent  and  among  multiparas  to  68  per  cent.  How- 
ever, it  may  be  emphasized  to  patients  that  a low  for- 
ceps delivery  is  a safe  method  of  terminating  a preg- 
nancy. 


Summary 

It  is  felt  that  a well  conceived  and  conscientiously 
conducted  program  of  parents’  classes  and  patient 
education  can  reduce  the  incidence  of  some  of  the 
antepartum  complications  of  obstetrics.  Classes  in 
relaxation  and  the  practice  of  autohypnosis  will  allow 
greater  patient  participation  in  labor  and  delivery 
which  can  reduce  the  incidence  of  prolonged  labors, 
difficult  forceps  deliveries,  and  deep  obstetric  anes- 
thesia. 
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The  best  automobile  seat  belts  today  can  be  unfastened  in  a split  second  with 
the  flip  of  a finger.  A seat  belt  can  bring  you  through  a terrific  crash  without  being 
knocked  senseless.  Then  you  flip  your  finger  and  walk  away. 
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Pelvic  Pneumography 

In  Diagnosis  of  Gynecologic  Disorders 


Giles  J.  Andrews,  M.D.,  and  Jack  Reynolds,  M.D. 


PELVIC  PNEUMOGRAPHY  or  gynecography  is 
a radiographic  means  of  studying,  in  excellent  de- 
tail, the  female  pelvic  organs.  Contrasting  density, 
usually  absent  in  the  pelvic  soft  tissues,  is  produced 
by  the  introduction  of  gas  into  the  pelvic  portion  of 
the  peritoneal  cavity.  This  causes  separation  and 
better  delineation  of  anatomic  strucmres. 

Although  the  original  concept  of  peritoneal  insuf- 
flation for  diagnostic  purposes  was  developed  near 
the  turn  of  the  century,  general  interest  in  the  pro- 
cedure came  at  a later  date.  An  extensive  study  was 
reported  by  Stein  and  Stewart®  in  1919,  in  which  they 
sought  to  demonstrate  intraperitoneal  organs  such  as 
the  liver,  spleen,  and  gallbladder.  They  were  the  first 
to  report  visualization  of  the  female  pelvic  organs 
by  air  contrast,  but  the  studies  were  not  specifically 
designed  for  this  purpose  and  detail  was  somewhat 
poor. 

Others  in  that  era  introduced  technical  refinements 
and  described  their  application  in  the  diagnosis  of 
a broad  range  of  abdominal  diseases.  Sante®  modified 
the  technique  for  the  smdy  of  retroperitoneal  struc- 
tures. Alvarez^  was  the  first  to  describe  the  use  of 
CO2  rather  than  oxygen  as  a contrast  medium  of 
choice.  He  favored  the  former  because  of  its  more 
rapid  disappearance  and  increased  safety.  Rubin,^  in 
1921,  described  his  invaluable  method  of  establishing 
the  patency  of  the  fallopian  mbes  by  the  radiographic 
demonstration  of  intraperitoneal  gas  after  instilling 
oxygen  by  the  transuterine  method.  His  apparatus 
for  instilling  the  gas  has  been  modified  very  little  in 
the  ensuing  years. 


The  female  pelvic  organs  can  be  visual- 
ized in  detail  by  means  of  pelvic  pneu- 
mography. The  literature  is  reviewed, 
the  process  is  described,  and  its  useful- 
ness as  a diagnostic  tool  is  illustrated 
with  examples. 


The  first  report  of  diagnostic  pneumoperitoneum 
specifically  produced  to  evaluate  the  pelvic  organs 
was  that  of  OrndofF  in  1920.  He  used  oxygen  with- 
out significant  morbidity,  but  visualization  of  the 
structures  was  not  optimal  because  of  the  radiograph- 
ic projection  employed. 

It  was  largely  through  the  efforts  of  Van  Zwalu- 
wenburg  and  Peterson^^  that  techniques  were  evolved 
which  permit  the  excellent  visualization  of  pelvic 
organs  achieved  today.  These  authors  employed  CO2 
introduced  through  the  anterior  abdominal  wall.  They 
designed  a wooden  wedge  which  formed  an  angle 
of  30  degrees  with  the  table  top.  When  placed  be- 
neath the  prone  patient’s  pelvis,  it  served  to  produce 
a modified  knee-chest  position.  The  resulting  radio- 
graph, taken  in  this  projection  with  the  central  beam 
directed  through  the  long  axis  of  the  pelvis,  was  of 
improved  diagnostic  value. 

Although  other  investigators  have  advocated  pelvic 
pneumography,^’  it  was  mainly  through  the  efforts 
of  Stein'^'^^  that  enthusiasm  for  the  technique  sur- 
vived. In  addition  to  technical  refinement  in  the  pro- 
cedure, he  and  his  co-workers  did  much  to  allay  the 
concern  of  subsequent  investigators  by  their  publica- 
tions describing  hundreds  of  cases  performed  without 
significant  complication. 

Materials  and  Methods 

The  authors  believe  that  the  technique  of  the 
examination  at  Parkland  Memorial  Hospital  is  quite 
simple.  Preparation  of  the  colon  by  cathartic  and  low 
cleansing  enema  is  preferred.  This  removes  amor- 
phous, intracolonic  densities  which  may  cast  confus- 
ing shadows.  The  bladder  is  emptied  just  before  the 
procedure.  CO2,  as  dispensed  by  a Rubin  apparatus, 
is  employed  as  the  contrast  material.  With  this  de- 
vice, the  flow  of  the  gas  from  rhe  CO2  cartridge  is 
easily  controlled  by  a valve.  Volume  is  measured  by 
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Fig.  1 , Normal  pelvic 
pneumogram.  Note  the 
clarity  with  which  the 
uterus,  ovaries,  and  broad 
ligaments  are  delineated. 
The  rectosigmoid,  con- 
taining feces,  is  seen  pos- 
teriorly in  an  axial  projec- 
tion. The  bladder  is  usual- 
ly seen  immediately  be- 
hind the  pubic  symphysis, 
separated  from  the  uterus 
by  gas.  The  ovary  normal- 
ly is  about  one-half  the 
size  of  the  uterus. 


displacement  of  a known  quantity  of  water  and  the 
pressure  is  observed  on  a mercury  monometer.  The 
usual  study  requires  1,000  to  1,500  ml.  of  gas,  al- 
though satisfactory  examinations  have  been  done 
with  as  little  as  500  ml. 

There  are  two  acceptable  methods  of  introducing 
the  CO2;  the  transuterine  method  is  preferred.  The 
cervix  is  fixed  with  a tenaculum  and  cannulated;  the 
cannula  is  joined  to  the  outlet  tubing  of  the  Rubin 
apparatus  and  gas  is  instilled  via  the  uterus  and 
patent  fallopian  mbes.  Slight  lower  abdominal  cramp- 
ing occasionally  is  encountered.  The  alternate  method 
entails  puncture  of  the  anterior  abdominal  wall  with 
an  18  gauge  spinal  needle  after  appropriate  skin 
cleansing  and  infiltration  with  a local  anesthetic. 
After  placement  of  the  needle,  about  1 inch  below 
and  to  the  left  of  the  umbilicus,  its  position  within 
the  peritoneal  cavity  is  checked  by  connecting  a sus- 
pended bottle  of  sterile  saline  solution  and  observing 
the  rapid,  free  flow  from  the  bottle. 

The  transabdominal  method  is  quick  and  easy  and 
is  the  only  method  available  when  the  fallopian  tubes 
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are  not  patent;  however,  the  transuterine  approach 
is  preferred  since  only  with  this  technique  can  the 
gas  be  introduced  with  the  patient  in  the  prone  posi- 
tion and,  in  our  experience,  visualization  has  been 
better  with  the  transuterine  method.  This  is  probably 
because  the  gas  more  readily  surrounds  the  pelvic 
structures  which  are  forced  into  a more  ventral  lo- 
cation in  the  knee-chest  position.  When  the  transab- 
dominal method  is  used,  better  delineation  of  the 
organs  results  if,  after  the  patient  is  positioned  for 
the  film,  the  cervix  and  parametrium  are  manipu- 
lated to  improve  distribution  of  the  gas. 

A modified  knee-chest  position  is  used  for  the 
examination.  All  that  is  required  is  a standard,  tilt- 
type  x-ray  table.  Following  the  introduction  of  the 
CO2,  a cross-bar,  raised  approximately  4 inches  from 
the  table  top,  is  attached  to  the  table  and  placed 
beneath  the  pubic  symphysis  to  obtain  the  proper 
pelvic  tilt.  Anything  which  elevates  the  pubis  in  this 
fashion  could  be  employed.  Therefore,  no  special 
equipment  is  necessary.  After  the  patient  has  been 
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Fig.  2.  Pelvic  pneumogrom  of  a 17  year  old  patient 
who  complained  of  amenorrhea.  Notice  that  both 
ovaries  appear  large  and  the  uterine  fundus  relative- 
ly small.  This  is  characteristic  of  the  Stein-Leveothdl 
syndrome.  At  surgery,  the  ovaries  were  found  to  be 
thickly  sclerocystic.  Wedge  resection  resulted  in  nor- 


mal menses. 


placed  across  the  bar,  the  head  of  the  table  is  low- 
ered 30  degrees  from  the  horizontal.  With  the  central 
ray  perpendicular  to  the  floor,  and  centered  on  the 
tip  of  the  coccyx,  an  exposure  of  the  pelvis  is  made. 
A second  exposure  is  usually  obtained  with  the  table 
angle  changed  to  20  degrees,  arbitrarily,  to  vary  the 
projection,  as  the  optimal  angle  differs  among  pa- 
tients. After  the  procedure,  it  is  recommended  that 
the  patient  remain  recumbent  for  30  or  40  minutes. 
This  permits  the  absorption  of  most  of  the  gas  and 
eliminates  the  discomfort  often  produced  by  subdia- 
phragmatic  collection  with  resultant  shoulder  pain. 


Discussion 

In  the  normal  pelvic  pneumogram  (Fig.  1),  the 
uterus  and  ovaries  are  clearly  visualized.  The  body  of 
the  uterus  is  about  twice  the  size  of  the  ovary,  ac- 
cording to  our  observations  and  those  in  the  litera- 
ture. The  fallopian  tubes  and  broad  ligaments  are 
seen  in  the  normal  examination  and  the  round  liga- 
ments can  be  identified  as  they  extend  laterally  from 
the  body  of  the  uterus  toward  the  internal  inguinal 
rings.  The  urinary  bladder  usually  is  well  visualized 
anteriorly.  Posteriorly,  a rounded  density  may  be 
noted  representing  an  axial  view  of  the  rectosigmoid 
surrounded  by  gas. 


Fig.  3.  Pelvic  pneumo- 
gram of  a 21  year  old 
patient  with  amenorrhea 
and  sterility.  The  right  ov- 
ary is  not  well  seen  be- 
cause of  superimposed 
bowel  shadows,  but  the 
left  ovary  is  almost  as 
lorge  as  the  uterus.  The 
urinary  bladder  is  seen  an- 
teriorly as  a curved  shad- 
ow separated  from  the 
uterus  by  gas. 


Fig,  4.  Pelvic  pneumo- 
gram of  o 20  year  old  pa- 
tient with  omenorrheo 
and  sterility.  Each  ovary  Is 
large,  being  at  least  three- 
fourths  the  size  of  the 
uterus,  which  is  normal  in 
size.  Sclerocystic  ovories 
were  found  at  surgery  ond 
normal  menses  followed 
wedge  resection. 


A review  of  some  of  the  interesting  cases  en- 
countered at  Parkland  Memorial  Hospital  will  serve 
to  illustrate  the  diagnostic  value  of  the  procedure  in 
more  precisely  defining  pelvic  strucmre  in  the  pres- 
ence of  known  or  suspected  gynecologic  disorders. 
We  have  found  it  particularly  useful  in  the  complete 
evaluation  of  sterility.  It  is  often  employed  when  rou- 
tine methods  of  physical  examination  are  inconclu- 
sive or  when  there  are  conflicting  opinions  among 
observers  concerning  pelvic  abnormalities.  It  is  of 
special  value  in  the  study  of  developmental  abnor- 
malities of  the  female  genital  system. 

Sterility. — Not  uncommonly,  patients  are  encoun- 
tered with  complaints  of  sterility,  irregular  menstrual 
bleeding,  and  anovulatory  cycles  as  evidenced  by  the 
detection  of  endometrium  in  the  proliferative  or 
resting  stage  on  biopsy.  Prior  to  the  comprehensive 
description  of  the  entity  by  Stein  and  LeventhaP-  in 
1935,  little  was  known  about  ovarian  structure  and 
function  in  patients  with  this  symptom  complex.  In 
patients  so  afflicted,  perhaps  due  to  hormonal  imbal- 
ance, cyst  formation  in  the  follicle  apparatus  becomes 
excessive.  As  a result,  the  ovaries  become  enlarged 
and  ultimately  encased  in  a tough  fibrous  capsule 
overlying  multiple  small  cysts.  This  barrier  prevents 
the  maturation  of  follicles  and  the  extrusion  of  the 
ova.  In  recent  years  the  condition  has  been  diagnosed 


with  greater  frequency  and  a simple  procedure,  help- 
ful in  establishing  the  diagnosis,  is  valuable. 

In  the  Stein-Leventhal  syndrome,  the  characteristic 
radiographic  appearance  is  that  of  a symmetrical  en- 
largement of  the  ovaries  (Figs.  2-4).  This  can  be  of 


Fig.  5.  Pelvic  pneumogram  of  a patient,  25  yeors 
old,  with  complaints  of  irregular  menses  and  vaginal 
spotting.  Physical  examination  revealed  enlargement 
of  the  right  ovary  and  thickening  of  the  left  adnexa. 
The  film  shows  bilaterol  enlorgement  of  the  ovaries, 
particulorly  on  the  left.  This  finding  wos  borne  out 
at  surgery,  and  the  sclerocystic  disorder  was  treated 
L.  by  wedge  resecticm. 
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Fig.  6.  Pelvic  pneumogram  of  a 29  year  old  patient. 
Several  years  prior  to  this  examination,  she  suffered 
a postpartum  infarction  of  the  pituitary  gland.  Note 
the  excellent  demonstration  of  the  atrophic  uterus 
and  the  extremely  small  ovaries  which  appear  as 
small  nodules  at  the  end  of  the  fallopian  tubes. 


variable  degree,  but  usually  the  size  of  the  ovary  ap- 
proaches that  of  the  uterus.  The  uterine  fundus  is 
often  smaller  than  normal.  These  roentgen  findings 
supplement  those  of  endometrial  biopsy.  Surgical 
correction  in  the  form  of  wedge  resection  can  then 
be  undertaken  with  greater  assurance.  In  the  majority 
of  our  patients,  normal  menses  ensued  and  secretory 
endometrium  was  found  on  subsequent  examination. 

Occasionally,  abnormal  cyst  formation  is  predomi- 
nantly unilateral  and  the  enlargement  of  the  ovaries 
is  not  symmetrical  in  these  individuals.  This  asym- 
metry is  reflected  in  the  roentgenogram,  and  the  situ- 
ation makes  the  radiographic  diagnosis  difficult  since 
the  appearance  simulates  a number  of  disorders 
which  may  cause  unilateral  ovarian  enlargement.  Cor- 
relation of  radiographic  and  clinical  findings  aid  in 
the  differentiation. 

In  the  complete  evaluation  of  the  usual  patient  who 
has  failed  to  conceive,  hysterosalpingography  may  be 
employed.  Whenever  this  relatively  common  pro- 
cedure is  contemplated,  diagnostic  thoroughness  and 
efficiency  would  dictate  that  it  would  be  combined 
with  pelvic  pneumography.  No  added  instrumenta- 
tion and  only  a few  seconds  are  required  to  instill  the 
opaque  contrast  material  as  a final  step  in  the  pro- 
cedure. Subsequent  films  provide  additional  informa- 


Fig.  7.  This  23  year  old 
patient  complained  of 
lower  abdominal  pain  and 
tenderness.  On  pelvic  ex- 
amination, a mass  was 
tentotively  identified,  but 
marked  tenderness  pre- 
vented adequate  palpa- 
tion and  reliable  evalua- 
tion. Since  an  intra-uter- 
ine  pregnancy  could  not 
be  excluded,  the  pneumo- 
gram was  performed  by 
the  transperitoneal  route. 
It  demonstrates  a large 
right  adnexal  mass,  pos- 
sibly attached  to  the  right 
side  of  the  uterus  which  is 
displaced  to  the  left.  Pre- 
operatively,  tubal  preg- 
nancy or  tubo-ovarian  ab- 
scess was  suspected.  The 
latter  was  found  at  sur- 
gery. 
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Fig.  8.  Pelvic  pneumo- 
gram of  a 24  year  old 
patient  who  complained 
of  irregular  menses  and 
moderate  jjelvic  discom- 
fort. Physical  examination 
failed  to  reveal  a definite 
adnexal  mass,  but  on  the 
pelvic  pneumogram  an 
adnexal  mass  was  seen  on 
the  right.  A normal  right 
ovary  was  not  visualized. 
The  left  ovary  was  slight- 
ly larger  than  normal.  At 
surgery,  a corpus  luteum 
cyst  of  the  right  ovary  was 
found.  The  left  ovary  was 
large  and  sclerocystic. 


tion  of  great  value  with  no  increase  in  gonadal  dos- 
age. 

Equivocal  Physical  Findings. — Not  infrequently,  bi- 
manual examination  of  the  pelvis  is  inadequate  in 
solving  diagnostic  problems.  Uncertainty  concerning 
the  clinical  findings  are  encountered  occasionally  in 
obese  individuals,  patients  with  marked  pelvic  tender- 
ness, and  in  those  unable  to  cooperate.  Error  and  un- 
certainty arise  most  frequently  when  the  abnormal 
structure  in  question  is  small  or  soft  and  yielding. 
Examples  of  this  dilemma  are  not  lacking  (Figs. 
6-10).  In  one  patient,  gonadal  atrophy,  suspected 
clinically,  was  clearly  demonstrated  on  film  (Fig.  6). 
In  another  (Fig.  8),  a soft  cystic  ovarian  mass  was 
palpated  by  some  examiners  but  evaluation  was  dif- 
ficult and  opinions  varied.  The  radiograph  proved  a 
mass  to  be  present.  The  doubts  that  occasionally  re- 
main in  the  mind  of  the  examiner,  even  after  thor- 
ough palpation,  often  can  be  lifted  by  pelvic  pneu- 
mography which  permits  visualization  and  inspection. 

Developmental  Abnormalities. — The  evaluation  of 
suspected  developmental  abnormalities  of  the  pelvic 
genital  organs  is  greatly  facilitated  by  pelvic  pneu- 
mography. Often  the  patient’s  age  or  abnormality  of 
the  external  genitalia  prevents  an  adequate  physical 
examination.  A pelvic  pneumogram  can  provide  the 
needed  information  as  exemplified  by  the  case  of  a 
young  patient  with  vaginal  atresia  who,  radiograph- 
ically, was  shown  to  have  normally  developed  uterus 


Fig.  9.  Pelvic  pneumogram  of  a 32  year  old  patient 
who  had  a hysterectomy  and  right  salpingo-oopho- 
rectomy  several  years  before.  A left  adnexal  mass 
was  palpated  approximately  six  months  prior  to  this 
study.  The  pelvic  pneumogram  demonstrates  a large, 
slightly  lobulated  mass  in  the  left  adnexal  region, 
thought  to  be  the  ovary.  The  irregular  structure  at- 
tached to  its  medial  wall  was  thought  to  be  the 
left  fallopian  tube  or  an  adherent  loop  of  bowel.  At 
surgery,  a large  corpus  luteum  cyst  of  the  left  ovary 
was  discovered  and  there  were  adhesions  between 
bowel  and  ovary. 
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and  ovaries  ( Fig.  11).  Other  developmental  condi- 
tions such  as  bicornuate  or  double  uterus  can  be  satis- 
factorily evaluated  by  combining  pelvic  pneumog- 
raphy and  hysrerosalpingography.  The  sex  of  a pseu- 
dohermaphrodite may  be  determined  by  this  method. 

The  diagnostic  value  of  the  procedure  is  great  and 
it  has  many  applications  in  gynecologic  diagnosis. 


There  are  times,  however,  when  it  should  not  be 
employed.  The  contraindications  to  pelvic  pneumog- 
raphy employing  the  transperitoneal  method  are  ( 1 ) 
general  debility  or  severe  cardiovascular  or  pulmon- 
ary disease,  (2)  acute  pelvic  inflammatory  disease, 
and  ( 3 ) extensive,  invasive  pelvic  tumor.  The  con- 
traindications to  the  transuterine  method  include 
( 1 ) all  of  those  which  relate  to  the  transperitoneal 
method,  ( 2 ) the  presence  of  any  disorder  which 
would  contraindicate  transuterine  instrumentation 
such  as  suspected  pregnancy,  uterine  bleeding,  puru- 
lent cervical  discharge,  or  malignancy  of  the  uterus. 

One  of  the  attributes  of  the  procedure  is  the 
absence  of  significant  morbidity.  No  complications 
occurred  in  the  authors’  experience.  The  literature 
describes  very  few  complications.  Those  of  greatest 
concern  are  peritonitis  and  gas  embolism.  The  former 
is  unlikely  if  strict  aseptic  technique  in  the  abdomi- 


Fig.  10.  Upper  left:  A film  obtained  at  pelvimetry 
of  0 23  year  old  patient,  at  term,  shows  an  amor- 
phous calcific  density  in  the  right  side  of  the  pelvis, 
below  the  fetal  head.  A second  film  (not  shown) 
reveals  a similar  shadow  above  the  left  iliac  crest. 
Cesarean  section  was  performed,  but  no  ovarian  ab- 
normalities were  described. 

Upper  right;  Postpartum  film  of  the  pelvis  demon- 
strates bilateral  calcific-appearing  shadows.  A foint 
area  of  radiolucency  is  associated  with  that  on  the 
left. 


Lower  left:  Pelvic  pneumogram  demonstrating  a 
large,  indistinct,  adnexal  mass  on  the  right  and  a 
smaller,  more  clearly  marginated  mass  on  the  left 
within  which  calcification  is  noted.  Surgery  for  bi- 
lateral ovarian  dermoid  cyst  was  successfully  per- 
formed. 

Lower  right;  Radiograph  of  operative  specimens 
which  show  multiple  areas  of  calcification.  As  dem- 
onstrated in  the  pelvic  pneumogram,  the  larger  cyst 
was  on  the  patient's  right  and  was  adherent  to  sur- 
rounding structures,  perhaps  accounting  for  its  in- 
distinct margins  on  the  film. 
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Fig.  n.  Pelvic  pneumo- 
gram of  a 1 3 year  old  pa- 
tient with  congenital  vagi- 
nal atresia.  Due  to  the 
anomaly,  pelvic  evalua- 
tion was  limited  to  palpa- 
tion by  rectum  and  was 
inadequate.  With  pneu- 
mography, the  uterus  and 
both  ovaries  were  well 
demonstrated  on  film  and 
appear  normal.  This  pro- 
vided information  which 
could  not  have  been  ob- 
tained otherwise  without 
laparotomy,  and  which 
was  of  aid  in  planning 
treatment. 


nal  puncture  is  exercised  and  the  latter  is  minimized 
by  careful  placement  of  the  needle  or  cannula  and 
the  use  of  CO2,  which  is  safe  because  it  is  quickly 
absorbed. 

In  spite  of  its  attributes,  this  valuable  diagnostic 
procedure  has  not  gained  general  acceptance.  The 
reason  is  not  known.  It  is  suspected  that  the  fear 
of  complications,  the  unfounded  belief  that  expen- 
sive equipment  is  necessary,  and  the  thought  that  it 
is  time-consuming  are  factors  responsible  for  its  ap- 
parent unpopularity.  As  previously  mentioned,  com- 
plications are  exceedingly  rare  and  the  equipment 
employed  is  not  expensive.  The  investment  in  time 


is  seldom  more  than  20  or  30  minutes,  a bargain  in 
view  of  the  diagnostic  dividends. 

Summary 

1.  A brief  review  of  the  literature  regarding  pel- 
vic pneumography  is  presented. 

2.  The  procedure  employed  at  Parkland  Memorial 
Hospital  using  simple,  readily  available  equipment  is 
described  in  detail. 

3.  The  radiographic  appearance  of  the  normal  pel- 
vic pneumogram  is  described  and  illustrated. 
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4.  The  usefulness  of  the  procedure  in  diagnostic 
problems  relating  to  sterility,  equivocal  findings  on 
physical  examination,  and  developmental  abnormali- 
ties of  the  pelvic  organs  is  described.  Case  material 
is  cited  with  illustrations. 
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Myasthenia  Gravis  Cause  Sought 

Man’s  natural  immunity  mechanism,  his  ability  to  produce  antibodies  to 
counteract  invading  germs,  is  being  investigated  as  a possible  cause  of  myasthenia 
gravis,  or  fatigue  of  the  muscular  system,  by  four  researchers  at  the  University  of 
Buffalo  School  of  Medicine  in  Buffalo. 

Auto-antibodies,  substances  which  are  originally  manufactured  by  the  body 
for  protection  but  which  turn  against  their  host,  have  been  associated  with  the 
muscular  disorder,  the  researchers  reported  in  the  Oct.  6 issue  of  the  Journal  of 
the  American  Medical  Association. 

There  seem  to  be  two  auto-antibodies  involved,  the  authors  said.  One  acts 
upon  skeletal  and  heart  muscle,  whereas  the  other  acts  only  on  skeletal  muscle. 
Final  proof  of  the  existence  of  these  substances  depends  on  further  extensive 
experimentation. 

The  actual  cause  of  myasthenia  gravis  is  not  known,  although  it  may  result 
from  a functional  abnormality  in  the  connection  between  nerves  and  muscles.  The 
authors  stressed  that  even  if  it  is  assumed  that  the  disorder  has  an  auto-immune 
cause,  the  triggering  mechanism  of  the  immunologic  derangement  remains  un- 
known. 
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Pitfalls  In  Clinical  Gynecologic  Diagnosis 


Curtis  H.  Tyrone,  M.D. 


A POET  ONCE  said  that  the  proper  study  of 
mankind  is  man,  and  perhaps  the  proper 
smdy  of  man  is  woman.  Women  represent  the  largest 
percentage  of  patients  in  medical  practice.  Of  every 
100  patients  admitted  to  the  Ochsner  Clinic,  56  are 
women.  Therefore,  we  should  listen  to  their  com- 
plaints sympathetically  and  evaluate  them  accurately, 
understand  their  problems,  attempt  to  alleviate  their 
fears,  and  by  all  means,  try  to  relieve  their  symptoms. 
Thus  can  they  be  assured  that  physicians  are  inter- 
ested in  them  and  will  try  to  prevent  development 
of  cancer  and  other  disabling  conditions. 

History-taking,  though  laborious  and  time-consum- 
ing, is  an  essential  part  of  good  medical  practice.  It 
is  wise  to  let  the  patient  talk,  interrupting  only  if 
she  digresses.  If  allowed  to  tell  their  complete  stories, 
many  patients  eventually  will  make  their  own  diag- 
noses. Allowing  patients  to  talk  will  increase  their 
confidence  so  that  they  will  unburden  themselves  as 
to  their  real  reasons,  however  obscure,  for  consulting 
a physician.  A large  part  of  gynecologic  practice  con- 
sists of  handling  emotional  problems. 

The  triad  of  symptoms  for  which  most  women  con- 
sult a gynecologist  is  pelvic  pain,  irregular  menstrual 
bleeding,  and  vaginal  discharge.  The  principal  prob- 
lem of  gynecologic  diagnosis  is  inadequate  interpre- 
tation of  these  symptoms. 

Pain 

Of  all  symptoms  that  bring  patients  to  the  physi- 
cian, pain  is  the  most  frequent.  Many  patients  at- 
tribute pain  to  disease  of  the  female  organs.  It  is 
remarkably  difficult  to  separate  any  pain  that  a 
woman  may  have  from  her  menstrual  rhythm  or 
pelvic  organs.  It  has  been  our  experience  that  the 
patient  complaining  of  pain  frequently  has  no  pelvic 
disease.  Therefore,  meticulous  history-taking  and  con- 
sideration of  all  the  patient’s  activities,  along  with 
thorough  examination  to  eliminate  organic  causes  of 
pain,  are  necessary. 


It  is  not  difficult  to  recognize  the  cases  caused  by 
definite  organic  changes,  such  as  far-advanced  cancer, 
uterine  or  ovarian  tumors,  and  advanced  endometri- 
osis. Cases  caused  by  infection  are  somewhat  more 
difficult  to  distinguish,  since  the  average  patient  at- 
tributes her  pain  to  "inflammation  of  the  female  or- 
gans”. Such  pelvic  inflammation  unquestionably  was, 
at  one  time,  prevalent  and  uncontrolled,  and  led  to 
disastrous  sequelae.  Today,  inflammatory  conditions 
involving  the  internal  female  organs  are  uncommon 
among  patients  in  the  middle  and  upper  economic 
classes,  and  the  pain  is  usually  the  result  of  some 
other  disease. 

The  gastrointestinal  tract  is  a common  source  of 
pain,  and  the  reason  may  be  functional  rather  than 
pathologic.  Gaseous  distention  from  the  colon 
through  the  sigmoid,  and  poor  bowel  habits  are 
common  among  women.  The  average  American 
woman  is  likely  to  be  indiscreet  in  her  eating  and 
drinking  habits.  Sandwiches  and  soft  drinks  form 
a large  part  of  her  diet,  and  there  are  no  better 
foods  than  these  to  produce  painful  gaseous  disten- 
tion. Poor  bowel  habits  develop  in  a young  woman 
for  several  reasons — foremost  is  inadequate  fluid  in- 
take. Women  seldom  drink  water  alone  but  prefer 
carbonated  drinks,  tea,  coffee,  or  milk.  Inadequate 
intake  of  water  allows  the  colonic  contents  to  become 
packed  and  inspissated.  Moreover,  reluctance  to  take 
time  for  bowel  evacuation  leads  to  sluggish  bowel 
habits,  "irritable  bowel”,  and  hemorrhoids,  all  of 
which  contribute  to  pelvic  discomfort.  In  the  elderly 
woman,  diverticulosis  or  diverticulitis  may  be  an  un- 
suspected source  of  pelvic  discomfort. 


The  common  symptoms  of  pelvic  pain, 
irregular  menstrual  bleeding,  and  vagi- 
nal discharge  can  indicate  both  minor 
and  major  disorders.  In  gynecologic 
practice,  diagnosis  depends  heavily  on 
the  proper  interpretation  of  these  symp- 
toms. 
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Orthopedic  problems  often  are  encountered  in  pa- 
tients who  have  pain  in  the  lower  abdominal  quad- 
rant or  groin,  or  in  the  lower  part  of  the  back  and 
extending  to  the  lower  abdominal  quadrants.  Often 
the  patient  with  "pain  in  the  ovaries”  does  not  have 
ovarian  disease,  but  does  have  pressure  on  the  lumbo- 
sacral nerve  root,  or  pain  of  cervical  origin.  At  times, 
it  is  difficult  to  eliminate  the  lumbar  spine  as  a 
source  of  pain  in  the  pelvic  area.  One  of  the  author’s 
patients  had  such  acute  pain  that  exploratory  lapa- 
rotomy was  performed.  At  times,  even  the  orthopedic 
consultants  are  misled.  Postural  defects  should  be 
suspected  as  a possible  cause  of  pelvic  pain,  espe- 
cially if  the  internal  genitalia  seem  to  be  normal. 

Considerable  time  and  space  have  been  devoted 
to  a discussion  of  pain  caused  by  the  pelvic  congestion 
syndrome,  the  pain  associated  with  uterine  prolapse, 
and  pain  of  cervical  origin.  These  conditions  may 
cause  varying  degrees  of  discomfort.  The  manifesta- 
tions of  pelvic  congestion  syndrome  are  so  indistinct 
that  there  are  no  specific  criteria  to  identify  it.  It 
most  often  occurs  in  multiparas  who  have  some 
degree  of  hypertrophy  of  the  cervix  with  chronic 
cervicitis,  uterine  prolapse,  uterine  fibrosis  and  en- 
largement, and  vague  discomfort.  Attempts  to  clarify 
this  syndrome  unfortunately  seem  only  to  confuse  it 
in  the  minds  of  many  gynecologists.  Differentiation 
of  this  obscure  syndrome  from  other  causes  of  pelvic 
pain  is  difficult,  but  multiparity,  mild  to  moderate 
obstetrical  injuries  of  a chronic  nature,  and  hyper- 
menorrhea  usually  are  associated  findings. 

More  difficult  to  assess  is  the  discomfort  of  uterine 
prolapse.  Considerable  degrees  of  uterine  prolapse 
may  be  asymptomatic.  Procidentia  in  the  elderly 
woman  may  be  accompanied  only  by  a sense  of  an- 
noyance from  eversion  of  the  vagina.  Descensus  of 
the  uterus  in  the  nullipara  is  a gradual  process,  usu- 
ally asymptomatic  until  manifestations  of  pressure 
and  protrusion  of  the  cervix  become  apparent.  Uter- 
ine prolapse  in  the  parous  woman  is  frequently  as- 
sociated with  cystocele,  a relaxed  perineum,  varying 
degrees  of  urinary  or  intestinal  disorders,  and  dis- 
comfort which  occurs  with  increasing  pelvic  pressure 
from  straining,  working,  or  walking.  These  symp- 
toms may  be  minimized  by  those  who  desire  more 
children  or  magnified  by  those  who  fear  pregnancy. 
Here,  careful  history-taking  and  interpretation  of  the 
symptoms  are  necessary.  A therapeutic  test  with  the 
old-fashioned  Hodge  pessary  might  be  employed  in 
these  patients.  Pelvic  pain  due  to  prolapse  of  the 
uterus  will  be  relieved  completely  by  use  of  a well- 
fitted  Hodge  pessary.  On  examination,  traction  on 
the  cervix  with  the  tenaculum  often  will  indicate 
whether  prolapse  is  sufficient  to  produce  pain,  and 
whether  traction  will  exaggerate  and  reproduce  the 
type  of  pain  of  which  the  patient  complains.  Leading 


questions  should  not  be  asked,  since  the  examiner 
may  be  misled  by  the  patient’s  desire  to  obtain  relief. 
It  is  important  to  remember  that  the  pessary  provides 
only  temporary  relief  for  a progressive  condition. 
This  is  particularly  true  of  patients  with  uterine  pro- 
lapse who  are  undergoing  or  nearing  the  menopause. 

They  should  be  urged  to  have  the  proper  opera- 
tion performed  and  advised  not  to  wear  a pessary 
indefinitely,  since  this  will  provide  only  temporary 
relief  and  eventually  could  lead  to  more  serious  prob- 
lems. If  childbearing  is  desirable,  the  temporary  use 
of  a pessary  may  be  helpful. 

The  pain  of  cervicitis  is  also  difficult  to  evaluate, 
particularly  since  many  women  with  hypertrophied, 
lacerated,  and  chronically  diseased  cervices  have  little 
or  no  discomfort.  The  pain  of  cervicitis  is  related  to 
the  groin  and  tends  to  be  exaggerated  when  pressure 
is  placed  on  the  pelvic  floor  through  prolonged 
standing,  walking,  or  exertion.  Motion  of  the  cervix 
on  examination  tends  to  reproduce  the  pain,  and 
traaion  on  the  cervix,  although  painful,  causes  little 
descensus  of  the  uterus  and  cervix.  The  cervix  as  a 
source  of  pain  may  be  suspected  also  when  the  pa- 
tient complains  of  deep-seated  dyspareunia. 

A group  of  women  whose  pelvic  pain  is  difficult 
to  evaluate  are  mothers  who  have  become  "overex- 
tended” by  their  duties  or  who  have  not  been  able 
to  adjust  to  the  new  member  of  the  family.  The 
"tired  mother”  syndrome,  reported  in  the  press  two 
years  ago,  should  be  easily  recognized.  The  mother 
has  a number  of  children,  a new  puppy,  a parakeet, 
goldfish,  and  possibly  an  energetic  husband.  Her 
work  is  never  done.  Frequently,  her  inability  to  adjust 
is  manifested  by  vague  pelvic  pain.  She  "hurts”  but 
nothing  anatomically  wrong  can  be  found  except  for 
slight  obstetric  injuries.  A meticulous  history  must 
be  obtained  and  her  emotional  problems  must  be 
discussed  with  her.  Often,  all  she  needs  is  some 
patient  explanation,  a short  vacation,  and  a little 
help  in  the  management  of  her  household  duties. 
Different  women  react  differently  to  the  various  de- 
mands made  on  them  by  their  families.  Some  seem 
to  be  able  to  care  for  a family  of  four  with  no 
trouble.  Some  can  easily  manage  a family  of  six.  In 
stiU  others,  even  two  new  members  of  the  family  will 
cause  development  of  numerous  vague  complaints. 

A variation  of  the  "tired  mother”  syndrome  is  the 
"new  mother”  syndrome,  during  which  the  patient 
is  adjusting  to  the  new  member  of  her  family,  has 
difficulty  securing  enough  rest,  seems  to  be  unable 
to  satisfy  the  demands  of  the  older  children  and,  not 
the  least  of  all,  the  demands  of  her  husband.  Discreet 
and  thorough  history-taking,  as  well  as  sympathetic 
explanation  allowing  the  patient  to  vent  her  feelings, 
will  often  help  tide  her  over  this  difficult  period. 

Latent  or  overt  marital  incompatibility  sometimes 
is  the  basic  cause  of  pelvic  pain.  It  is  difficult  to  cor- 
relate the  history  with  the  physical  findings.  The 
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symptoms  are  out  of  proportion  to  the  pathologic 
changes.  This  suggests  that  undue  emphasis  has  been 
placed  on  the  female  organs  for  some  obscure  rea- 
son; as  in  the  mother  who  has  the  "tired  mother” 
syndrome,  the  patient  with  marital  incompatibility 
complains  of  pelvic  pain  in  order  to  avoid  sexual 
activity.  Discreet  questioning  of  patients  concerning 
their  sex  life  has  been  most  rewarding  and  has  pre- 
vented many  unnecessary  operations.  Since  women 
naturally  are  reluctant  to  consult  a gynecologist  pri- 
marily because  of  marital  incompatibility,  this  infor- 
mation must  be  extracted  from  them  gradually  and 
sympathetically.  Frequently,  their  problem  is  not  of 
their  own  making,  and  joint  counseling  of  husband 
and  wife  becomes  necessary. 

Irregular  Menstrual  Bleeding 

The  next  most  troublesome  problem  in  gyneco- 
logic diagnosis  is  irregular  menstrual  bleeding.  Near- 
ly every  woman  has  had  at  least  one  episode  of  irreg- 
ular menstrual  bleeding,  and  many  have  had  frequent 
episodes  of  irregularity,  some  of  which  are  functional 
and  some  organic.  Such  irregularities  may  begin  in 
adolescence  with  prolongation  of  flow  or  somewhat 
too-frequent  periods.  Rarely  is  hypermenorrhea  or 
polymenorrhea  of  serious  consequence  in  adolescence, 
and  correction  may  be  anticipated  chiefly  by  restora- 
tion of  the  patient’s  general  physical  condition  to 
normal.  In  the  author’s  experience  curettage,  for 
example,  has  rarely  been  necessary  in  adolescent  men- 
strual bleeding  problems.  The  physician  may  pre- 
scribe the  proper  diet,  inquire  into  the  living  habits, 
give  reassurance  to  the  patient  and  her  mother,  re- 
store the  hemoglobin  to  adequate  levels,  and  correct 
overweight  if  necessary.  The  administration  of  pro- 
gesterone or  progesterone-like  compoimds  from  mid- 
cycle on  sometimes  is  indicated,  but  estrogenic  prep- 
arations are  rarely,  if  ever,  needed.  Administration 
of  thyroid  should  depend  upon  other  signs  of  hypo- 
metabolism  rather  than  upon  the  menstrual  condi- 
tion. Women  at  the  other  extreme  of  menstrual  life 
become  increasingly  anxious  about  the  menstrual 
flow.  A careful  history,  as  well  as  laboratory  examina- 
tion, is  important  to  exclude  exaggeration  by  the 
patient  that  an  abnormality  is  present.  Total  irregu- 
larity and  profuse  bleeding  are  indications  for  endo- 
metrial study  by  curettage,  especially  in  women  who 
already  have  undergone  the  menopause.  Many  pa- 
tients have  a tendency  to  exaggerate  the  amount  of 
blood  lost  or  to  mistake  vaginal  secretion  for  uterine 
bleeding.  During  the  intervening  years  between  pu- 
berty and  the  menopause,  ovulatory,  mittelschmerz 
bleeding,  or  "two  periods  in  one  month”,  may  occur 
as  simply  a single  accident  in  the  normal  menstrual 
history  of  many  women.  'This  does  not  indicate  that 


the  patient  is  in  dire  need  of  curettage  or  hysterec- 
tomy. Ovulatory  bleeding  frequently  corrects  itself, 
so  that  after  three  episodes,  two  of  which  were  nor- 
mal menstrual  cycles,  the  interval  bleeding  of  an 
abnormal  nature  will  not  recur  for  a long  time.  Such 
patients  need  no  more  than  an  adequate  follow-up 
examination-  These  remarks  should  not  be  interpreted 
as  meaning  that  diagnostic  curettage  is  not  necessary 
in  the  presence  of  irregular,  intermittent,  and  pro- 
longed uterine  bleeding  which  cannot  be  explained 
in  any  way. 

Vaginal  Discharge 

'The  third  group  of  patients  who  present  a diag- 
nostic problem  are  those  complaining  of  a vaginal 
discharge.  Failure  to  recognize  this  as  a justifiable 
complaint  and  to  make  thorough  studies  to  determine 
the  cause  is  often  a disappointment  to  the  patient  and 
a cause  of  continued  complaint. 

Vaginal  discharge  means  many  things  to  the  mod- 
ern patient.  She  has  been  lead  to  believe  that  there 
is  no  normal  secretion  from  the  genitalia,  and  that 
any  mucus  or  moisture  represents  an  abnormal  con- 
dition. Furthermore,  she  believes  that,  once  she  is 
married,  vaginal  douching  should  be  a daily  ritual. 
Unfortunately,  the  hucksters  have  sold  the  modern 
woman  on  the  antiseptic  way  of  life,  and  in  so  doing, 
have  increased  her  problems  many-fold.  Many  dis- 
charges are  physiologic,  and  once  this  is  explained  to 
the  patient,  she  has  no  problem.  Some  discharges  are 
due  to  excessive  douching,  creating  the  "Franken- 
stein” of  which  the  patient  complains.  Often,  the 
gynecologist  must  counteract  the  enthusiasm  of  the 
detail  man  and  the  huckster  in  order  to  overcome 
"vaginal  discharge”. 

Vaginal  discharges  of  pathologic  origin  are  fre- 
quent enough  to  deserve  the  attention  of  every  prac- 
titioner who  treats  women.  Discharges  of  pathologic 
origin  are  principally  the  result  of  Trichomonas  in- 
festation, moniliasis,  or  nonspecific  infection  in  post- 
menopausal women.  Differentiation  of  these  entities 
in  the  office  may  be  easy,  but  it  may  also  be  diffi- 
cult. In  the  acute  infection,  considerable  irritation 
about  the  introitus,  a bloody  discharge,  and  dys- 
pareunia  are  common  complaints.  Trichomonas  vag- 
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initis  is  readily  diagnosed  by  microscopic  examination 
of  a fresh,  hanging  drop  smear,  or  simply  a drop  of 
vaginal  secretion  in  normal  saline.  Demonstration  of 
the  mobile  organisms  is  specific,  and  although  mixed 
infections  do  occur,  they  are  infrequent.  Failure  to 
demonstrate  Trichomonas  has  led  to  innumerable 
therapeutic  measures  without  success.  Even  with  the 
best  treatment,  some  forms  of  trichomoniasis  are 
hard  to  eradicate.  Failure  to  examine  a fresh  smear 
when  trichomoniasis  is  present  obviously  leads  to 
improper  treatment.  Monilial  infections  of  the  vulva 
and  vagina  are  common,  especially  in  women  of 
childbearing  age  and  in  obese  women.  This,  like 
Trichomonas  infestation,  results  in  pronounced  irri- 
tation of  the  vulva  and  introitus,  but  instead  of  a 
watery  discharge,  the  appearance  is  cheesy.  Practically 
all  of  these  patients  will  admit  consuming  excessive 
amounts  of  sweet  and  starchy  foods  and  soft  drinks. 
Regardless  of  the  medication  prescribed,  symptoms 
will  not  be  relieved  until  the  diet  is  corrected.  In 
fact,  the  appearance  of  monilial  vulvovaginitis  in 
women  at  or  beyond  the  menopause  is  suggestive  of 
the  presence  of  diabetes.  In  a study  of  monilial  vul- 
vovaginitis during  pregnancy  at  Tulane  University, 
more  than  60  per  cent  of  pregnant  women  with  vul- 
vovaginitis due  to  Monilia  had  an  abnormal  glucose 
tolerance  curve;  this  suggests  a pre-diabetic  condi- 
tion. Certainly  the  patient  with  monilial  infection 
which  is  resistant  to  therapy  should  be  thoroughly 
tested  for  diabetes. 

Senile  vaginitis,  or  nonspecific  vaginitis,  may  be 
associated  with  a pink  or  brown  discharge  suggesting 
postmenopausal  bleeding.  Here,  the  use  of  Papanico- 
laou smears,  as  well  as  fresh  preparations,  is  helpful 
in  establishing  a diagnosis.  These  patients  may  re- 
quire estrogenic  vaginal  creams  before  relief  is  ob- 
tained. 


Incomplete  Rapport  with  Patients 

If  careful  investigation  uncovers  disease  in  the 


female  genitalia  requiring  surgical  treatment,  the 
gynecologist  should  explain  to  the  patient  in  lay 
terms  the  type  and  scope  of  the  operation  anticipated. 
The  patient  should  be  told  the  anticipated  period  of 
hospitalization  and  convalescence,  and  the  effects 
upon  her  future  well-being.  These  patients  appreciate 
frankness.  Most  women  are  interested  in  knowing 
about  the  "change  of  life”,  whether  they  will  gain 
weight  or  be  nervous  postoperatively,  and  the  effects 
the  operation  will  have  on  their  sex  life.  Although 
they  may  be  reluctant  to  inquire  about  these,  they 
are  grateful  to  the  physician  who  volunteers  this 
information.  Reassurance  is  'of  great  importance, 
since  most  patients  have  an  exaggerated  concept  of 
what  they  will  experience.  After  the  operation,  the 
patient  should  be  told  exaaly  what  was  done.  It  is 
her  legal  right  to  know,  and  certainly  it  is  an  aid 
to  any  other  physician  who  examines  her  in  the  fu- 
ture. Repetition  is  sometimes  necessary  because,  in 
the  excitement  of  learning  that  an  operation  is  neces- 
sary, many  patients  fail  to  understand  or  to  hear  ex- 
actly what  is  said;  the  wise  surgeon  will  make  certain 
that  both  the  patient  and  her  family  have  no  miscon- 
ceptions. There  is  no  better  way  to  lose  a patient’s 
confidence  than  to  tell  her  one  thing  and  do  another. 
Adequate  rapport  also  extends  into  the  field  of  non- 
surgical  therapeutics,  so  that  the  patient  can  under- 
stand reasonably  well  what  is  anticipated  with  the 
outlined  treatment.  This  is  especially  true  in  patients 
requiring  long-term  forms  of  therapy,  as  in  infertility, 
endometriosis,  and  endocrine  disturbances. 


Summary 

The  three  most  common  symptoms  that  bring 
women  to  the  gynecologist  are  pelvic  pain,  irregular 
menstrual  bleeding,  and  vaginal  discharge.  The  pit- 
falls  in  clinical  gynecologic  diagnosis  lie  in  inade- 
quate interpretation  of  these.  Only  by  careful  history- 
taking and  thorough  pelvic  examination  can  these 
pitfalls  be  avoided. 

I Dr.  Tyrone,  Ochsner  Clinic,  3503  Prytania  Street,  New 
Orleans. 


TV  Medical  Ethics 

Despite  all  the  publicity  given  the  running  feud  between  the  medicine- 
based  television  shows  of  "Dr.  Kildare”  and  "Ben  Casey”,  there  still  remains  a 
certain  amount  of  professional  ethics.  TV  Guide  reports  in  the  Oct.  20,  1962, 
issue  that  just  as  real  doctors  and  scientists  share  their  knowledge,  so  do  the  per- 
sonnel of  these  two  series.  When  "Ben  Casey”  people  hear  that  the  "Dr.  Kildare” 
crowd  is  planning  an  approach  to  a disease  similar  to  one  they’ve  already  taken, 
they  call  them  up  and  advise  them  of  it.  And  vice  versa. 
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First  and  Second  Trimester  Bleeding 


Herbert  L Skogiand,  Jr.,  M.D. 


The  protean  etiology  of  vaginal  bleeding  dur- 
ing pregnancy  is  well  known.  Indeed,  there  is 
probably  no  other  complication  of  pregnancy  that  is 
so  frequently  encountered. 

This  paper  has  been  restricted  to  bleeding  occur- 
ring during  the  first  two  trimesters.  It,  of  necessity, 
includes  at  least  a mention  of  those  diagnoses  occur- 
ring incidental  to  gestation  as  well  as  a presentation 
of  causes  of  bleeding  which  are  secondary  to  preg- 
nancy itself. 

When  a patient  complains  of  vaginal  bleeding,  an 
organized  approach  is  necessary  to  ascertain  two 
facts:  whether  pregnancy  exists,  and  if  so,  its  dura- 
tion, and  whether  the  bleeding  is  of  uterine  origin. 
Careful  history  and  physical  evaluation,  including 
vaginal  speculum  examination  with  adequate  light- 
ing, should  establish  these  two  points.  If  the  former 
is  equivocal,  one  of  the  pregnancy  tests  may  be  of 
assistance.  The  speculum  examination  should  con- 
firm or  refute  an  intrauterine  origin  of  bleeding. 

Fig.  1 lists  the  common  causes  of  bleeding,  not 
necessarily  associated  with  pregnancy,  which  must  be 
ruled  our.  They  are  grouped  into  the  four  categories 
of  infections,  tumors,  trauma,  and  miscellaneous. 

We  might  expect  that  the  informed  laity  of  today 
should  be  able  to  differentiate  vaginal  bleeding  from 
that  of  urinary  and  rectal  origin.  However,  bleeding 
from  hemorrhoids  may  be  confused  with  vaginal 
bleeding,  and  we  must  resort  to  a diagnosis  by  exclu- 
sion. 

Causes  of  uterine  bleeding  commonly  associated 
with  the  third  trimester  may  be  etiological  late  in 
the  second  trimester,  but  these  are  only  listed  for 
completeness:  placenta  previa,  rupmre  of  marginal 
sinus,  vaso  previa,  abruptio  placentae  (and  hypofi- 
brinogenemia) . 

The  contents  of  this  article  reflect  the  personal  views  of 
the  author,  and  are  nor  necessarily  statements  of  official 
Air  Force  policy. 


We  now  turn  to  the  causes  of  bleeding  in  the 
first  two  trimesters  and  a brief  discussion  of  their 
diagnoses  and  current  management  ( Fig.  2 ) . 

Implantation  Bleeding 

Eastman  states  that  there  are  several  causes  of 
benign  uterine  bleeding  in  early  pregnancy.  The  ap- 
parent success  in  the  treatment  of  threatened  abor- 
tion may  be  due  to  benign  abbreviated  menses  after 
conception  or  to  physiological  implantation  bleeding. 
Implantation  bleeding,  caused  by  "ruptured  parapla- 
centally  situated  blood  vessels”,  occurs  very  early  after 
the  missed  menstruation.  It  characteristically  is  bright 
red  in  color,  spotty  in  nature,  and  not  associated  with 
cramps.  If  its  true  naatre  is  recognized,  reassurance 
is  the  only  treatment  necessary. 

Threatened  Abortion 

Once  pregnancy  has  been  confirmed  and  the  com- 
plaint of  vaginal  bleeding  is  substantiated  by  specu- 
lum examination  as  coming  from  the  cervical  os,  un- 
less dilatation  or  rupture  of  the  bag  of  water  has  oc- 
curred, the  diagnosis  of  threatened  abortion  is  made. 
It  occurs  in  the  first  20  weeks  of  gestation.  Char- 
acteristically, this  bleeding  begins  as  a dark  spotting 
or  brown  discharge  but  may  progress  to  frank  hem- 
orrhage. 

Potter  has  observed  in  1,500  abortions  that  only 
20  per  cent  of  the  embryos  were  normal,  and  one-half 
of  these  had  been  dead  for  a considerable  period 


Diagnosis  and  treatment  of  various  caus- 
es of  bleeding  during  the  first  two  tri- 
mesters of  pregnancy  are  reviewed.  Care- 
ful history  and  physical  examination  are 
emphasized. 
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prior  to  abortion.  She  believes  that  after  bleeding 
begins,  the  process  is  irreversible.  Of  Colvin’s  series 
of  1,570  abortions  (patients  were  treated  with  seda- 
tion and  bed  rest)  only  3 per  cent  of  the  embryos 
could  theoretically  have  been  salvaged.  Locke  states 
that  there  is  no  difference  in  the  result  of  intensive 
medical  care  and  simple  supportive  measures. 

A bright  spot  is  seen  in  Hodgkinson’s  work,  which 
shows  a 39.4  per  cent  salvage  in  patients  treated  with 
luteoid,  compared  with  15.5  per  cent  in  a control 
group.  He  notes  that  in  patients  who  received  luteoid, 
abortion  in  46  per  cent  was  delayed  for  four  weeks 
or  more.  Eighty-one  per  cent  of  a control  group 
aborted  within  two  weeks.  This  suggests  that  the 
number  of  missed  abortions  may  be  increased  by  this 
form  of  therapy. 

The  accepted  treatment  of  rest  and  sedation  and 
the  philosophy  that  the  problem  is  beyond  medical 
control  is  challenged  by  these  two  interesting  con- 
cepts: Greeley  offers  an  opinion  that  a psychological 
mechanism  exists,  and  advocates  that  the  patient  be 
seen  within  24  hours  of  the  onset  of  bleeding.  A 
maximum  attempt  to  allay  apprehension  and  fears 
by  education  and  reassurance  is  made.  Activity  is  not 
restricted  and  emotional  factors  are  corrected.  The 
patient  is  encouraged  to  report  by  phone  the  next 
day  and  frequently  thereafter  as  necessary,  and  she  is 
seen  weekly  until  the  bleeding  stops.  Soule,  in  com- 
menting about  the  relationship  of  low  pregnanediol 
excretion  reported  in  some  abortions,  states  that  pro- 


gesterone may  benefit  this  group  and  that  probably 
no  other  treatment  will.  He  recommends  providing 
the  new  patient  with  the  necessary  hormones  for  her 
to  take  immediately  if  she  should  begin  to  bleed. 
She  could  then  be  seen  at  a convenient  time  to  con- 
firm or  refute  the  diagnosis  whereupon  the  drug 
would  be  discontinued  if  not  needed. 

The  psychological  etiology  and  the  general  man- 
agement suggested  by  Greeley  is  advocated  by  Javert 
for  the  treatment  of  patients  with  a history  of  habitu- 
al abortions.  He  also  stresses  proconception  interviews 
with  the  husband,  correction  of  all  possible  minor  ail- 
ments, and  sexual  abstinence.  He  reports  an  84  per 
cent  success  rate. 


Incomplete  Abortion 

This  diagnosis  is  usually  readily  made  by  the  his- 
tory of  passage  of  a ferns  or  tissue  ( with  the  presence 
of  a dilated  cervical  os)  or  the  finding  of  conception 
products  in  the  cervix  or  vagina.  The  usual  manage- 
ment of  hospitalization  and  dilatation  and  curettage 
under  semi-emergency  conditions  is  being  challenged. 
Levin,  at  Queens  Hospital,  in  surveying  the  manage- 
ment of  500  abortions,  recommends  the  following: 
the  usual  work-up,  IV  Pitocin,  removal  of  gross  tissue 
with  sponge  forceps,  ergotrate  and  elective  dilatation 
and  curettage.  Immediate  curettement  was  done  only 
after  16  weeks  gestation  and  in  those  with  uncon- 
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CAUSES  OF  VAGINAL  BLEEDING  IN  PREGNANCY 

(INTRAUTERINE  ) 


FIRST  TRIMESTER 

ABBREVIATED  MENSTRUATION 
IMPLANTATION  BLEEDING 
ABORTION 

ECTOPIC  PREGNANCY 

SECOND  TRIMESTER 

ABORTION  ( and  Hy pof i brinogenemia) 
ECTOPIC  PREGNANCY 
HYDATI  DI  FORM  MOLE 


Fig.  2. 


trolled  hemorrhage.  Only  1.4  per  cent  had  an  emer- 
gency dilatation  and  curettage.  The  study  proved  that 
incomplete  abortion  was  not  generally  a surgical 
emergency. 

At  Jefferson  Davis  Hospital  in  Houston,  a series 
of  some  400  patients,  to  be  reported  soon,  have  had 
a curettage  for  incomplete  abortion,  many  septic,  on 
an  outpatient  basis.  Again,  the  usual  history  and 
physical  examination  is  done.  If  sepsis  is  present, 
intravenous  and  intramuscular  antibiotics  are  given. 
If  shock  is  present,  Dextran  or  blood  is  given.  Pitocin 
is  begun  intravenously  and  a curettage  is  done,  using 
Demerol  or  paracervical  block  as  analgesia.  The  pa- 
tients remain  from  2 to  8 hours  in  the  emergency 
ward.  When  vital  signs  are  stable  and  temperature 
is  below  100  F.,  the  patients  are  discharged  to  the 
clinic  (on  antibiotics,  if  indicated).  Persistent  shock, 
bleeding,  and  fever  result  in  admission.  An  estimated 
10  per  cent  require  curettage  under  anesthesia  or  in- 
tensive in-patient  care. 

Ectopic  Pregnancy 

Of  all  gynecologic  catastrophes,  none  is  so  dramatic, 
and  satisfying  to  the  physician  when  properly  man- 
aged, as  the  tubal  pregnancy.  Dunnihoo  and  Masters, 
in  a survey  of  2 19  patients  over  a ten  year  period, 
noted  an  incidence  of  0.54  per  cent.  The  triad  of 
amenorrhea,  abdominal  pain,  and  vaginal  bleeding  is 
emphasized,  and  they  mention  that  without  pain,  the 


diagnosis  is  doubtful  since  96  per  cent  of  patients  had 
this  complaint.  The  diagnosis,  however,  is  not  always 
obvious,  but  the  "ectopic  conscious”  physician  will 
not  often  miss  the  diagnosis.  Other  helpful  symptoms 
are  syncope,  shock,  and  shoulder  pain.  Pregnancy 
tests  are  unreliable.  In  this  series,  only  50  per  cent 
were  positive.  Culdecentesis  is  emphasized  as  an  ex- 
tremely helpful  procedure,  92  per  cent  being  positive. 
The  technique  requires  only  a 10  cc.  syringe,  a ten- 
aculum, and  a number  18  spinal  needle,  other  than 
the  usual  examining  equipment. 

Treatment  consisted  of  blood  replacement,  only 
if  the  patient  was  in  shock,  and  immediate  surgery 
regardless  of  the  severity  of  the  shock.  Sixty-six  per 
cent  were  treated  with  a unilateral  salpingectomy 
and  24  per  cent  with  imilateral  salpingo-oophorec- 
tomy.  In  only  1.5  per  cent  were  tuboplasty  procedures 
done. 

Stromme,  and  others,  recently  reported  21  of  38 
patients  on  whom  conservative  surgery  was  done,  that 
is,  salpingotomy  and  milking  of  the  mbe  in  tubal 
abortions.  Their  experience  was  encouraging  for  se- 
lected patients  who  desire  fumre  pregnancies.  Un- 
equivocal results  in  four  patients,  having  only  the 
operated  tube,  boast  of  a total  of  ten  pregnancies  ( at 
least  one  each). 

The  rare  cervical  pregnancy  may  present  with  pro- 
fuse hemorrhage.  Rabban  states  that  confusion  and 
delay  characterize  this  disaster,  which  usually  occurs 
in  the  first  trimester.  A ballooned  cervix  is  found, 
and  tissue  is  seen  through  a slightly  dilated  cervical 
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OS.  Exsanguination,  when  the  tissue  is  removed,  may 
be  treated  by  a simple  packing,  but  often  cervical 
amputation,  hysterectomy,  or  ligation  of  the  uterine 
vessels  is  required.  If  for  no  other  reason,  the  tempta- 
tion should  be  resisted  to  perform  surgery  in  the 
office  for  removal  of  tissue  from  the  os  in  a patient 
with  suspected  incomplete  abortion. 


Dr.  Skogland,  a captain  in 
the  U.S.A.F.  Medical  Corps, 
will  complete  his  residency 
at  Baylor  University  College 
of  Medicine  in  June,  1964. 
This  paper  was  given  at 
the  TMA  Annual  Session  in 
Austin  in  May,  1962. 


Hydatidiform  Mole 

A rather  rare  pregnancy  complication,  commonly 
identified  with  second  trimester  bleeding,  is  the 
hydatidiform  mole.  Novak  nores  an  incidence  of  1 in 
2,500  pregnancies.  Arban  reiterates  the  characteristic 
findings  of  rapid  early  uterine  enlargement,  early 
pre-eclampsia,  and  lack  of  absolute  signs  of  pregnan- 
cy. A fetogr^m  and  urinary  chorionic  gonadotropin 
levels  are  helpful  in  making  the  diagnosis. 

He  recommends  delivery,  when  the  diagnosis  is 
made,  by  the  vaginal  route  with  Pitocin  stimulation 
if  necessary,  and  hysterotomy  if  this  fails.  A thorough 
curettage  is  done  and  repeated  in  seven  to  ten  days. 
The  patient  is  followed  with  monthly  qualitative 
pregnancy  tests  and  weekly  quantitative  tests  if  a 
positive  qualitative  test  is  found.  Monthly  chest 
roentgenograms  are  obrained.  If  bleeding  occurs,  a 
curettage  is  repeated.  A third  bleeding  episode  or  a 
rising  titer  necessitates  a hysterectomy  to  provide  an 
accurate  diagnosis,  to  prevent  erosion  of  the  uterus 
and  hemorrhage,  and  to  remove  the  source  of  a pos- 
sible malignancy.  Obviously,  pregnancy  is  contraindi- 
cated. Following  hysterectomy,  an  elevated  gonado- 
tropin level  demands  chemotherapy  with  methotrex- 
ate ( or  amethopterin ) . 


Hypofibrinogenemia 


This  rarely  occurs  in  the  second  trimester  in  missed 
and  septic  abortions.  Its  diagnosis  and  management 
are  not  unlike  hypofibrinogenemia  found  in  abruptio 
placentae. 
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Miss  America's  Looks^  Yes! 

But  No  Applause  for  Her  Diet 

Skipping  lunch  and  going  without  breakfast  may  trim  a 150  pound  teen-age 
girl  into  a Miss  America,  but  such  a diet  definitely  has  no  respectable  place  in 
good  nutrition  according  to  Philip  L.  White,  Sc.D.,  secretary  of  the  American 
Medical  Association’s  Council  on  Foods  and  Nutrition. 

Since  one  of  the  main  problems  in  American  nutrition  is  the  teen-age  girl 
who  is  not  overweight  but  who  thinks  she  will  be  more  attractive  if  she  loses 
10  pounds.  Dr.  White  warned  that  the  public  pronouncement  of  Jacquelyn 
Mayer,  1962  Miss  America,  concerning  her  "semi-starvation”  diet  when  she  was 
15,  may  touch  off  similar  crash  dieting  among  teen-agers. 
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Painless  Bleeding  Of  Late  Pregnancy 


George  B.  Coale,  III,  M.D. 


There  is  little  that  is  more  alarming  to  the 
pregnant  female  in  the  late  stage  of  gestation 
than  the  sudden  passage  of  blood  per  vagina  unassoci- 
ated with  any  warning  symptoms.  More  likely  than 
not,  she  has  been  told  that  she  and  her  baby  are  in 
fine  shape  and  need  only  wait  for  labor  to  begin. 
The  patient’s  fears  are  well  justified,  because  the 
presence  of  bleeding  in  late  pregnancy  is  an  ominous 
sign  with  respect  to  fetal  mortality  and  morbidity  to 
say  nothing  of  the  maternal  risks  involved.  It  is  the 
purpose  of  this  paper  to  explore  the  causes  of  third 
trimester  and  related  intrapartum  bleeding  apart  from 
abruptio  placentae  and  the  associated  coagulation 
defects.  With  rare  exception  (notably  rupture  of  the 
uterus)  the  causes  of  bleeding  in  the  third  trimester 
not  due  to  abruptio  placentae  are  without  associated 
pain. 

The  incidence  of  third  trimester  and  intrapartum 
bleeding  is  estimated  at  about  5 per  cent  of  all  preg- 
nancies.^’ ® In  a smdy  presented  by  Fish®  marginal 
sinus  rupture  accounted  for  40  per  cent  of  the  cases; 
placenta  previa,  30  per  cent;  abruptio  placentae,  10 
per  cent;  and  undiagnosed  and  lesser  causes,  20  per 
cent.  In  a perhaps  more  candid  review  of  2,251  de- 
liveries, Ferguson’^  estimated  that  marginal  sinus  rup- 
ture constituted  34  per  cent  of  the  total;  the  unde- 
termined causes  made  up  the  next  biggest  group  of 
30  per  cent;  abruptio  placentae,  13  per  cent;  cervi- 
citis, 10  per  cent;  placenta  previa,  10  per  cent;  and 
other  causes,  3 per  cent. 

Placenta  Previa 

Placenta  previa  is  the  best  known  of  all  of  the 
causes  of  painless  third  trimester  bleeding.  It  was 
first  described  in  1683  and  later  was  demonstrated 
in  an  anatomic  specimen  in  1709  by  Schacher.  Prior 
to  this  time,  it  was  believed  that  bleeding  from  a 
placenta  previa  was  due  to  a shifting  of  the  placenta 
by  a sliding  mechanism  to  present  over  the  cervical 
os. 


Placenta  previa  results  from  implantation  of  the 
fertilized  ovum  at  a low  point  in  the  uterine  cavity, 
or  from  spread  of  the  placenta  to  approach  or  cover 
the  internal  cervical  os.  The  most  popular  theory  to 
explain  this  is  that  there  is  poor  maternal  soil  and 
that  the  placenta  must  extend  over  a wider  area  to 
obtain  proper  nourishment.  Multiparity  and  previous 
inflammatory  conditions  of  the  endometrium  may 
lead  to  poor  maternal  soil.  Semmens^®  states  that 
there  is  a four  to  one  ratio  of  multiparas  to  primi- 
paras  in  his  166  smdy  cases. 

Placenta  previa  is  classified  with  regard  to  the 
relationship  between  the  placenta  and  the  internal 
cervical  os.  With  the  total  placenta  previa,  the  en- 
tire os  is  covered  by  placental  tissue.  Approximately 
one-fourth  of  the  cases  of  placenta  previa  fall  in 
this  group.’^®  Partial  placenta  previa  implies  that  the 
os  is  partially  covered  by  placental  tissue.  This  group 
makes  up  another  one-fourth  of  the  cases.  The  third 
type  of  placenta  previa  is  the  low  implantation  group 
which  comprises  the  remaining  one-half  of  the  cases. 
Until  fairly  recently  this  group  was  broken  down 
into  the  marginal  placenta  previa  and  the  low-lying 
placenta.  However,  with  the  changes  that  occur  in 
the  lower  uterine  segment  prior  to  and  during  labor, 
the  relationship  between  the  cervical  os  and  the  pla- 
centa changes  progressively  so  that  what  originally 
was  a rharginal  placenta  previa  may  regress  to  a 
low  lying  placenta.  Suffice  it  to  say  that  if  the  pla- 
cental edge  may  be  palpated  at  the  margin  of  the  in- 
ternal os  or  on  the  lower  uterine  segment  immedi- 
ately adjacent,  a low  implantation  exists. 

Hemorrhage  from  placenta  previa  is  thought  to 
result  from  progressive  formation  of  the  lower 


Placenta  previa,  marginal  sinus  rupture, 
and  other  causes  of  painless  bleeding 
during  the  third  trimester  of  pregnancy 
are  discussed.  Diagnosis  and  principles 
of  conservative  management  are  out- 
lined. 
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uterine  segment  and  dilatation  of  the  internal  cervical 
os  which  produces  stretching  and  eventual  tearing 
of  marginal  veins  of  the  placenta. 

The  incidence  of  placenta  previa  is  given  as 
anywhere  between  1 in  100  and  1 in  408,  depending 
on  which  author  is  consulted.®’  Kerr®  makes  a good 
point  in  stating  that  the  incidence  cannot  be  gauged 
from  the  statistics  of  large  maternity  hospitals,  be- 
cause patients  with  this  and  other  complications  of 
pregnancy  naturally  gravitate  to  these  centers.  He 
judges  that  a fairer  estimate  of  the  incidence  of  pla- 
centa previa  is  1 in  1,000  births. 

Bleeding  from  placenta  previa  almost  always  occurs 
prior  to  the  onset  of  labor  although  Fish®  estimates 
that  30  per  cent  of  patients  will  go  into  labor  spon- 
taneously within  24  hours.  The  period  of  gestation 
at  which  the  first  bleeding  from  placenta  previa  oc- 
curs is  presented  in  Table  1 as  adapted  from  Sem- 
mens.^^  It  is  to  be  noted  that  approximately  one-half 
of  the  patients  bleed  at  a stage  of  relative  fetal  pre- 
maturity. 

The  diagnosis  of  placenta  previa  rests  upon  the 
demonstration  by  one  means  or  another  of  the  pla- 
centa located  either  over  or  immediately  adjacent  to 
the  cervical  os.  The  clinical  history  is  useful  in  mak- 
ing a presumptive  diagnosis.  The  bleeding  is  clas- 
sically painless.  Physical  examination  frequently  will 
reveal  some  type  of  fetal  malpresentation  or  at  least 
an  unengaged  presenting  part.  In  StaUworthy’s  series, 
one  of  these  findings  was  present  in  20  per  cent  of 
the  cases  of  placenta  previa.^'^  Another  point  in  the 
abdominal  examination  is  that  the  uterus  generally 
is  soft,  non-tender  and  non-irritable  in  contradistinc- 
tion to  abruptio  placentae  or  marginal  sinus  rupture. 
The  direct  demonstration  of  the  placenta  previa  by 
intracervical  digital  examination  or  sterile  speculum 
examination  should  be  undertaken  with  great  caution, 
or  in  many  cases  should  be  postponed  until  other 
diagnostic  means  have  been  employed.  As  previously 
noted,  one-half  of  the  cases  have  the  first  bleeding 
episode  at  a stage  prior  to  fetal  maturity,  and  an 
attempt  to  prove  a diagnosis  of  placenta  previa  in 
these  patients  by  direct  examinations  may  result  in 
hemorrhage  and  subsequent  delivery  of  a premature 
infant. 

An  invaluable  aid  in  the  diagnosis  of  placenta 
previa  is  the  use  of  roentgenograms  for  localization 
of  the  placenta.  Many  various  means  have  been 


Table  1. — Placenta  Previa:  Stage  of  Gestation  at  Time 
of  First  Hemorrhage. 


Weeks  gestation 

% of  cases 

under  30 

14 

30-33 

17 

34-37 

24 

37-40 

45 

Fig.  1.  Normal  placental  implantation.  The  placenta 
is  identified  by  the  cottony  densities  of  contrast  ma- 
terial within  the  placental  sinuses. 


suggested  for  accomplishing  this.  We  have  obtained 
very  reliable  results  at  the  John  Sealy  Hospital  using 
the  technique  of  intravenous  aortography  for  locali- 
zation of  the  placenta.  This  technique  is  quite  simple 
and  in  our  series  of  more  than  60  patients,  we  have 
obtained  only  one  incorrect  diagnosis.  Briefly  the 
procedure  consists  of  the  rapid  injection  into  an  arm 
vein  of  approximately  80  cc.  of  Renografin.  A plain 
film  of  the  abdomen  is  exposed  from  9 to  11  seconds 
following  injection,  depending  on  the  patient’s  cir- 
culation time.  Typical  results  are  shown  in  Fig.  1, 
which  shows  a normal  implantation,  and  in  Fig.  2, 
which  shows  a total  placenta  previa.  This  method 
does  not  replace  the  time-honored  "double  set-up’’ 
for  the  patient  with  a mature  ferns.  Its  use  will  be 
discussed  later  in  regard  to  the  management  of  third 
trimester  bleeding. 


Marginal  Sinus  Rupture 

Marginal  sinus  rupture  has  been  given  little  atten- 
tion in  the  differential  diagnosis  of  third  trimester 
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Fig.  2.  Placenta  previa.  The  placenta  is  indicated  by 
the  arrows. 


bleeding  as  compared  with  placenta  previa  and  ab- 
ruptio  placentae.  The  standard  texts  by  Greenhill  and 
by  Eastman  give  only  passing  reference  to  marginal 
sinus  rupture.  The  standard  codebook  for  nomen- 
clature of  diseases  and  operations  does  not  even  rec- 
ognize marginal  sinus  rupture  as  a separate  codeable 
entity.  The  criteria  for  the  diagnosis  of  marginal 
sinus  rupture  are  presented  by  Ferguson^  as  follows: 

1.  The  presence  at  the  placental  margin  of  a clot 
within  the  marginal  sinus.  This  clot  frequently 
is  seen  to  be  continuous  with  a collection  of 
clotted  blood. 

2.  There  is  no  evidence  of  interposition  of  the 
clotted  blood  between  the  placenta  and  uterus. 

With  these  criteria,  the  diagnosis  of  marginal  sinus 
rupture  can  only  be  confirmed  by  the  careful  exami- 
nation of  the  placenta  after  delivery  in  all  cases  of 
hemorrhage,  even  minor  ones. 

This  clinical  entity  was  first  described  in  1896  by 
Jacquemier.  Little  note  was  taken  of  this  until  1945, 
when  the  philosophy  of  conservative  management  of 
painless  hemorrhage  was  introduced  by  Johnson®  and 
Macafee.^^  Many  cases  of  supposed  placenta  previa 
were  carried  to  term  and  eventually  turned  out  not  to 


involve  previa  at  all.  This  necessitated  the  recogni- 
tion of  another  entity  besides  placenta  previa  as  a 
frequent  cause  of  third  trimester  bleeding. 

Because  the  diagnosis  of  marginal  sinus  rupture 
requires  such  meticulous  examination  of  the  placenta, 
its  reported  incidence  varies  in  direct  proportion  to 
the  interest  of  the  observer.  Fish  reports  the  inci- 
dence to  be  1 in  50  in  his  series  of  5,800  patients.® 
The  placentas  in  all  of  these  patients  were  studied, 
and  it  was  found  that  35  per  cent  of  the  marginal 
sinus  ruptures  involved  concealed  hemorrhage.  The 
incidence  of  overt  bleeding  from  this  cause  would 
then  be  about  1 in  150.  Table  2 shows  the  period 
of  gestation  at  which  bleeding  from  sinus  rupture 
occurred.  As  compared  with  placenta  previa,  far  few- 
er of  these  first  hemorrhages  appear  at  a period  of 
fetal  premamrity. 


Table  2. — Marginal  Sinus  Rupture:  Stage  of  Gestation 
at  Time  of  First  Hemorrhage 


Weeks  gestation 

% of  cases 

30-36 

20 

36-40 

20 

Intrapartum 

60 

The  mechanism  of  marginal  sinus  rupture  is 
thought  to  involve  increasing  tension  of  the  sinus 
membrane  due  to  stretching  during  the  development 
of  the  lower  uterine  segment.^’  ® It  is  interesting  to 
speculate  whether  an  abruption  of  the  placenta  may 
occur  first,  with  a marginal  sinus  rupture  and  sub- 
sequent dissection  of  the  blood  between  the  placenta 
and  decidual  plate,  producing  retroplacental  separa- 
tion and  arterial  hemorrhage  which  completes  the 
abruption.’^^  Since  the  formation  of  the  lower  uterine 
segment  is  involved  in  the  process  of  producing  a 
marginal  sinus  rupture,  it  is  obvious  that  an  abnor- 
mally implanted  placenta  would  have  a very  vulner- 
able sinus  and  that  bleeding  from  placenta  previa 
probably  is  initiated  by  marginal  sinus  rupture. 

The  clinical  diagnosis  of  marginal  sinus  rupture 
can  be  only  a presumptive  one,  because  the  definitive 
diagnosis  cannot  be  made  until  after  delivery.  Retro- 
spective studies  have  revealed  no  relation  between 
sinus  rupture  and  age  or  multiparity.^’  ® The  bleeding 
is  painless,  but  many  patients,  if  closely  questioned, 
will  report  nagging  pain  or  localized  uterine  tender- 
ness of  low  degree.  Fish®  states  that  the  patient  with 
placenta  previa  will  awake  at  night  to  find  the  bed 
wet  with  blood,  while  the  patient  with  marginal 
sinus  rupture  will  awake  with  a desire  to  void  and 
proceed  to  bleed  while  on  the  commode. 

The  management  of  marginal  sinus  rupture  will  be 
discussed  later  in  connection  with  the  management 
of  placenta  previa. 
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Bleeding  from  Other  Causes 

The  lesser  causes  of  third  trimester  bleeding  con- 
stitute from  20  to  33  per  cent  of  the  total,  depending 
on  which  smdy  is  consulted.  This  corresponds  to  an 
approximate  incidence  of  1 in  75  cases.  The  inci- 
dence, of  course,  will  vary  depending  upon  the  cri- 
teria for  bleeding  and  the  degree  of  follow-up  em- 
ployed. Srromme  and  Wagner,^®  in  a study  of  403 
cases,  present  "cause  undetermined”  as  being  re- 
sponsible for  59  per  cent  of  their  cases;  however,  no 
case  of  marginal  sinus  rupture  was  recognized.  The 
next  greatest  cause  was  "show”.  Cervicitis  accounts 
for  bleeding  in  late  pregnancy  in  from  5 to  10  per 
cent  of  cases,  or  an  incidence  of  1 in  200.  In  Fergu- 
son’s group,  the  incidence  of  cervicitis  was  the  same 
as  the  incidence  of  placenta  previa.^  Other  causes  of 
bleeding  are  trauma,  genital  varicosities,  genital  tu- 
mors, and  finally  hematuria  and  rectal  bleeding.  Trau- 
ma includes  the  variety  of  surgical  procedures  which 
now  are  becoming  more  prevalent  in  late  pregnancy 
— namely  surgical  procedures  related  to  the  incompe- 
tent cervical  os  and  conization  or  biopsy  of  the  cervix 
in  an  attempt  to  differentiate  between  in  sim  and 
invasive  squamous  cell  carcinoma. 

Genital  varicosities  are  present  in  approximately 
10  per  cent  of  those  patients  with  varicosities  of  the 
lower  extremities.  Bleeding  from  them  may  be  initi- 
ated by  trauma,  examination,  or  intercourse.  One 
patient  was  brought  to  John  Sealy  Hospital  in  shock 
and  with  massive  hemorrhage  from  rupmre  of  a vagi- 
nal varix  which  occurred  during  intercourse.  Genital 
tumors  include  both  benign  polyps  and  carcinoma  of 
the  cervix.  The  incidence  of  cervical  carcinoma  dur- 
ing pregnancy  is  reported  as  1 in  2,000,^®  but  hemor- 
rhage from  this  cause  is  even  more  rare.  Anorectal 
lesions  may  be  reported  during  the  third  trimester 
as  hemorrhage.  The  most  common  lesion  is  the  bleed- 
ing hemorrhoid. 

The  diagnosis  of  these  various  causes  of  third  tri- 
mester bleeding  depends  on  their  demonstration  by 
direct  examination.  It  is  beyond  the  scope  of  this 
article  to  enumerate  the  individual  treatments  of 
these  lesions. 


Management 

The  principal  maternal  risk  from  third  trimester 
bleeding  is  from  hemorrhage.  Modern  techniques  of 
blood  banking  and  transfusion  have  greatly  reduced 
maternal  mortality  from  this  cause.  Several  series  re- 
port zero  maternal  mortality  from  either  placenta 
previa  or  marginal  sinus  rupmre. 

The  principal  fetal  risk  involved  in  third  trimester 
bleeding  is  from  premamrity  and  its  associated  neo- 


natal problem  of  hyaline  membrane  disease.  Peri- 
natal mortality  from  placenta  previa  approximates 
15  to  20  per  cent,  while  4 per  cent  perinatal  mor- 
tality is  associated  with  marginal  sinus  rupture.®’ 
There  is  an  association  between  fetal  malpresenta- 
tion  and  placenta  previa,  so  it  is  not  surprising  that 
there  is  an  increased  incidence  of  fetal  abnormality 
in  placenta  previa.  It  is  estimated  that  the  incidence 
is  increased  by  four  times  over  the  normal  incidence. 

Since  the  maternal  risks  in  third  trimester  bleed- 
ing have  become  amenable  to  management,  there  has 
been  increased  emphasis  over  the  past  15  years  in 
decreasing  the  fetal  risks  through  a program  of  man- 
agement designed  to  yield  as  much  additional  intra- 
uterine gestation  as  possible.  The  first  proponents  of 


Dr.  Coale  presented  this  pa- 
per before  the  TMA  Sec- 
tion on  Obstetrics  and  Gyne- 
cology during  the  Annual 
Session  in  Austin  in  May, 
1962. 


this  type  of  program  were  Johnson®  in  Houston  and 
Macafee^^  in  Ireland,  both  of  whom  published  their 
results  in  1945.  Prior  to  this  time,  fetal  mortality 
rates  in  placenta  previa  had  been  reported  as  up- 
wards of  30  per  cent.®  Fig.  3 presents  the  principles 
of  management  of  third  trimester  bleeding.  Phase  1 
consists  of  the  careful  evaluation  and  prenatal  care 
of  all  patients  as  soon  as  they  are  first  seen.  All  pa- 
tients should  be  handled  as  potential  bleeders.  Care- 
ful physical  examination  and  Papanicolaou  smear 
may  help  to  rule  out  some  of  the  other  causes  of 
bleeding  such  as  cervicitis,  carcinoma,  or  varicosities. 
Proper  attention  to  the  hemoglobin  determination, 
with  the  use  of  hematinic  agents  as  indicated,  will 
put  the  patient  in  the  best  possible  shape  to 
withstand  hemorrhage  should  it  occur. 

Phase  2 consists  of  the  steps  taken  immediately 
after  the  first  hemorrhage.  Regardless  of  what  the 
ultimate  diagnosis  may  be,  all  patients,  whether  they 
bleed  a few  drops  or  a few  ounces,  must  be  man- 
aged as  if  their  cases  are  obstetric  emergencies.  They 
must  be  hospitalized  where  facilities  for  treatment 
are  readily  available.  Following  hospitalization,  no 
rectal  or  vaginal  examinations  are  to  be  done.  Not 
only  is  there  the  risk  of  doing  physical  damage  to 
the  placenta  and  causing  further  bleeding,  but  rectal 
and  vaginal  examinations  can  stimulate  the  lower 
uterine  segment  and  produce  premature  labor.  The 
patient  must  have  absolute  bed  rest.  Laboratory  and 
other  supportive  measures  are  to  be  carried  out  as 
outlined. 
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Prenatal  care 
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Fig.  3.  This  diagram  shows  principles  of  management  of  bleeding  in  the  third  trimester  of  pregnancy. 


Phase  3 consists  of  the  separation  of  the  patients 
into  the  groups  for  which  expectant  management  is 
feasible  and  the  group  in  which  continued  bleeding 
necessitates  direct  progression  to  Phase  4.  If  hem- 
orrhage fails  to  correct  itself  within  a few  hours  of 
hospitalization,  delaying  intervention  because  of  fetal 
immamrity  is  unlikely  to  produce  any  benefit.  When 
hemorrhage  still  is  present  after  12  hours,  and  the 
pregnancy  has  continued  at  least  33  weeks,  the 
chances  for  the  infant’s  survival  are  higher  with 
cesarean  section,  despite  prematurity.'^’  If  hemor- 
rhage stops  or  markedly  slows  after  bed  rest  and 
the  other  measures  outlined  in  Phase  2,  the  patient 
is  a candidate  for  expectant  management.  The  acmal 
management  will  depend  on  the  presumptive  diag- 
nosis. Marginal  sinus  rupture,  although  it  has  a 
great  tendency  to  show  recurrent  bleeding,  results 
only  rarely  in  massive  hemorrhage.  After  a period  of 
stabilization,  the  patient  may  be  allowed  to  go  home. 
On  the  other  hand,  placenta  previa  constimtes  a 
great  potential  hazard  of  recurrence  with  massive 
hemorrhage.  A definitive  diagnosis  of  placenta  previa 


will  in  aU  but  a very  few  instances  result  in  the 
hospitalization  of  the  patient  until  delivery.  In  sepa- 
rating the  cases  of  placenta  previa  from  the  cases  of 
hemorrhage  in  which  there  is  a normal  placental  at- 
tachment, we  have  made  great  use  of  intravenous 
aortography.  Not  until  the  aortogram  of  the  placenta 
has  been  made  do  we  attempt  a vaginal  examination 
to  rule  out  the  other  causes  of  vaginal  bleeding. 

Phase  4 encompasses  the  modes  of  delivery.  Mar- 
ginal sinus  rupture  can  be  handled  in  most  cases  by 
rupture  of  the  membranes  to  shorten  labor  as  much 
as  possible.  This  also  succeeds  in  some  elimination 
of  the  tension  in  the  lower  uterine  segment  and 
allows  some  spontaneous  closure  or  compression  of 
the  rupmred  sinus.  In  some  cases,  a Pitocin  drip  may 
be  used  to  stimulate  labor.  Cesarean  section  is  neces- 
sary only  in  rare  instances.  On  the  other  hand,  cesar- 
ean section  is  the  treatment  of  choice  in  most  cases 
of  placenta  previa.  The  rate  of  cesarean  section  in 
most  series  ranges  around  70  per  cent.^®- 

Kerr  states  that  cesarean  section  is  the  treatment 
of  choice  for  all  cases  of  placenta  previa  unless  one 
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BLEEDING  IN  EARLY  PREGNANCY  — Skogland  — continued 

of  three  situations  is  present,  in  which  case  vaginal 
delivery  may  be  considered.  These  three  situations 
are  as  follows: 

1.  The  placenta  is  one  of  the  low  implantation 
group  and  labor  is  progressing  rapidly.  The 
membranes  should  be  rupmred. 

2.  The  fetus  is  dead  or  malformed  and  hemorrhage 
does  not  constitute  a maternal  hazard. 

3.  The  infant  is  markedly  immature  and  hemor- 
rhage does  not  constimte  a maternal  hazard. 

If  cesarean  section  is  performed,  the  low  verti- 
cal incision  is  recommended.  There  is  some  hazard 
in  cutting  into  the  placenta  via  this  route,  but  at 
least  75  per  cent  of  cases  have  a posterior  attachment 
to  the  lower  uterine  segment  and  do  not  encroach 
on  the  anterior  segment.^® 

In  cases  of  placenta  previa  where  vaginal  delivery 
is  employed,  the  second  stage  should  be  carried  out 
as  smoothly  and  with  as  little  manipulation  as  pos- 
sible. With  attachment  of  the  placenta  in  the  lower 
segment,  this  area  is  extremely  vascular  and  friable, 
thus  operative  intervention  or  a tumultous  second 
stage  can  result  in  severe  lacerations  and  attendant 
hemorrhage. 

Summary 

The  causes  of  third  trimester  bleeding  are  dis- 
cussed. Particvilar  reference  is  made  to  marginal  sinus 
rupture  and  its  relationship  to  placenta  previa.  The 
importance  of  accurate  diagnosis  of  these  conditions 


when  they  occur  prior  to  fetal  maturity  is  stressed, 
and  a radiologic  method  involving  intravenous  aor- 
tography for  exact  location  of  the  placenta  is  pre- 
sented. The  principles  of  conservative  management 
of  third  trimester  bleeding  are  outlined  and  discussed. 
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'Sequential  Therapy'  Studied 
For  Improved  Oral  Contraceptives 

A new  approach  to  birth  control  by  oral  administration  of  hormones,  called 
"sequential  therapy”,  was  reported  by  four  physicians,  one  of  them  from  Texas, 
Oct.  7,  1962,  at  the  tenth  annual  meeting  of  the  Pacific  Coast  Fertility  Society. 

The  system  provides  for  administration  of  an  estrogen,  followed  by  a com- 
bination of  the  estrogen  and  a new  progestational  agent,  chlormadinone,  which 
is  still  under  investigation  and  is  not  ready  for  general  use. 

Starting  on  the  5th  day  of  the  female  cycle,  a 15  day  course  of  the  estrogen 
is  given.  On  the  20th  day,  the  system  switches  to  the  combination  and  continues 
for  5 days.  Withdrawal  of  the  drugs  on  the  25th  day  allows  the  cycle  to  begin 
again,  commonly  within  the  next  2 to  4 days. 

Dr.  Joseph  W.  Goldzieher  of  the  Southwest  Foundation  for  Research  in  San 
Antonio,  Drs.  J.  Martinez  Manoutou  and  Harry  W.  Rudel  of  the  Syntex  Labora- 
tories, and  Dr.  J.  M.  Maas  of  the  Lilly  Research  Laboratories  presented  the  report. 

The  new  progestational  agent  was  developed  by  the  cooperative  research 
programs  of  Syntex  Laboratories  and  Eli  Lilly  and  Company. 
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Pelvic  Cancer 

The  Modern  Approach 


Curtis  H.  Tyrone,  M.D. 


During  the  past  three  decades,  many  important 
changes  have  been  made  and  considerable  prog- 
ress has  taken  place  in  the  diagnosis  and  treatment  of 
malignant  lesions  of  the  female  pelvic  organs.  Per- 
haps the  most  important  of  these  is  earlier  recogni- 
tion. 

Between  1930  and  1940,  there  were  relatively  few 
organized  institutions  for  the  graduate  training  of 
obstetricians  and  gynecologists,  and  medical  schools 
were  staffed  largely  by  physicians  whose  training  had 
been  general  but  who  had  drifted  into  one  specialty 
or  another,  and  who  could  devote  but  a small  part  of 
their  time  to  teaching.  Their  investigative  work  was 
limited  primarily  to  research  on  patients  and  smdy 
of  their  records,  but  upon  this  foundation  a good  por- 
tion of  our  knowledge  of  the  course  and  treatment  of 
malignant  disease  has  been  built.  Patients  came  to 
such  institutions  only  after  malignant  disease  was  so 
far  advanced  that  little  more  than  palliation  could 
be  expected.  Awareness  by  the  general  public  of  the 
importance  of  the  warning  signs  of  cancer  was  not 
to  come  for  many  years. 

Since  about  1940,  the  clinical  departments  of  med- 
ical schools  have  been  staffed  largely  by  full  time 
physicians  who  devote  considerable  time  to  graduate 
training  and  to  research  in  the  early  diagnosis  and 
treatment  of  malignant  disease.  Remarkable  advances 
have  been  made  and  are  continuing  to  be  made. 
These  advances  have  been  achieved  by  private  initi- 
ative, a way  of  life  which,  it  is  my  hope,  will  con- 
tinue in  this  country. 

Although  our  knowledge  of  malignant  processes 
has  increased  many-fold  during  the  past  few  decades, 
and  although  remarkable  strides  have  also  been  made 
in  the  management  of  the  disease,  an  outstanding 
advance  in  our  fight  against  cancer  has  been  the  part 
played  by  public  education.  Such  organizations  as 
the  American  Cancer  Society — a private,  not  a gov- 
ernmental, organization — have  educated  the  Ameri- 
can people  to  the  importance  of  periodic  health  ex- 
aminations. They  have  emphasized  the  significance  of 
early  recognition  of  abnormalities  which  might  be 
premalignant,  and  of  early  stages  of  malignant  disease 
which  might  be  amenable  to  treatment. 

From  the  Department  of  Gynecology  and  Obstetrics, 
Ochsner  Qinic,  New  Orleans. 


Emphasis  upon  the  fact  that  cancer  need  not  be 
fatal  has  led  to  more  widespread  "check-ups”  than 
ever  before.  The  frequency  with  which  women  ask 
their  physicians  if  a "smear  test”  has  been  performed 
attests  to  the  effectiveness  of  this  form  of  public 
education. 

Public  education  has  made  the  examination  for 
cancer  one  to  be  done  by  all  medical  practitioners, 
whether  they  be  specialists,  family  physicians,  or 
general  practitioners.  They  are  the  ones  who  have 
the  opportunity  to  detect  an  incipient  malignant  le- 
sion. Perhaps  too  little  credit  has  been  given  to  the 
obstetrician,  who  was  one  of  the  first  of  the  special- 
ists to  practice  preventive  measures  against  cancer. 
By  insisting  on  routine  prenatal  and  postnatal  exami- 
nations, he  was  able  to  offer  the  patient  better  care. 
During  these  visits  he  would  inspect  and  repair  torn 
cervices  and  treat  infections  and  other  pathologic 
processes  of  the  cervix  that  may  have  developed. 

Carcinoma  of  the  Cervix 

Only  a very  few  obstetricians  have  seen  carcinoma 
of  the  cervix  develop  in  a patient  whom  they  have 
delivered,  to  whom  they  have  given  routine  prenatal 
and  postnatal  care,  and  periodic  pelvic  examinations. 
The  neglected,  rather  than  the  treated,  patients  are 
the  ones  in  whom  cervical  cancer  develops.  Even 
physicians  who  are  not  especially  trained  in  obstetrics 
have  the  equipment  available  for  the  early  diagnosis 
of  cervical  cancer.  A vaginal  speculum,  a tongue 
blade,  and  a glass  slide  are  all  that  are  necessary  for 
a Papanicolaou  smear.  Laboratories  are  located 
throughout  the  state,  and  usually  the  rates  are  mini- 
mal or  reasonable.  Papanicolaou  deserves  acclaim  for 
devising  the  technic  of  staining  and  interpreting 
smears  from  the  vaginal  tract  which  show  the  pro- 
gression from  normal  to  malignant  classification. 


Diagnosis  and  treatment  of  pelvic  can- 
cer during  the  past  30  years  are  re- 
viewed, and  improvements  are  noted. 
Education  of  the  public  has  led  to 
earlier  detection  and  more  effective 
treatment  of  cancer. 
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Dr.  Tyrone  presented  this  paper  before  the  Texas 
Medical  Association's  Section  on  Surgery  during  the 
Annual  Session  in  Austin  in  May,  1962. 


This  test  makes  it  possible  for  every  physician  who 
sees  a female  patient  to  detect  a premalignant  or 
malignant  lesion  which,  overlooked,  might  eventually 
be  fatal.  Although  such  smears  are  not  infallible, 
false  positive  results  are  rare  enough  that  positive 
reports  should  be  thoroughly  investigated  by  biopsy 
or  conization.  If  it  were  possible  to  secure  an  annual 
Papanicolaou  smear  on  every  woman,  it  is  not  un- 
reasonable to  believe  that  carcinoma  of  the  cervix 
would  be  eliminated. 

During  the  past  decade,  the  diagnosis  of  carcinoma 
in  situ  has  received  considerable  attention  in  the 
literature,  and  more  recently,  atypia  or  dysplasia  of 
the  cervical  epithelium  has  come  into  prominence. 
These  conditions  represent  a change  from  the  normal, 
on  one  hand,  to  the  frankly  malignant  on  the  other, 
and  require  the  careful  consideration  of  competent 
pathologists.  There  is  a long  interval  between  the 
normal  and  the  frankly  malignant,  an  interval  with 
limits  not  too  well  defined  as  yet.  A precise  method 
for  differentiation  between  the  two  and  the  reasons 
for  progression  of  the  disease  have  yet  to  be  discov- 
ered. The  time  lag  offers  us  the  opportunity  of  early 
detection  of  a potentially  fatal  condition.  If  smears 
have  been  reported  as  abnormal,  Class  III  or  IV,  de- 
pending upon  the  laboratory,  the  true  state  of  affairs 
should  be  determined  by  biopsy  or  conization.  Atypia 
or  basal  cell  dysplasia  of  the  cervix  can  be  adequately 
treated  by  conization,  particularly  in  the  young, 
childless  woman  desiring  one  or  more  pregnancies, 
for  adequate  conization  followed  by  frequent  Papa- 
nicolaou smears  will  enable  her  to  complete  her  fam- 
ily with  reasonable  safety.  In  women  beyond  the 
child  bearing  age  with  cervical  carcinoma  in  situ, 
total  hysterectomy  is  the  treatment  of  choice,  but 
again,  conization  may  be  employed  in  relatively 
young  women  whose  desire  for  a family  is  important. 
The  average  age  of  patients  with  carcinoma  in  situ  is 
about  ten  years  younger  than  that  of  patients  with 
invasive  carcinoma. 

Treatment  of  invasive  cancer  of  the  cervix  has 
undergone  significant  changes.  Surgical  therapy  is 
being  reappraised  after  a long  period  during  which 
operative  treatment  was  abandoned.  Discussion  be- 
tween proponents  of  radium  and  roentgen-ray  ther- 
apy versus  surgical  treatment,  or  combinations  there- 
of, continues.  Only  by  comparison  of  results  of  both 
methods  of  treatment  of  a large  number  of  patients 
over  a long  period  of  time  can  the  best  method  be 
determined.  At  the  moment,  one  must  follow  his  own 
philosophy.  It  is  the  author’s  opinion  that  roentgen- 
ray  and  radium  therapy  should  be  properly  adminis- 


tered first  and,  about  four  weeks  later,  in  all  but  the 
advanced  cases,  radical  abdominal  hysterectomy  with 
pelvic  gland  dissection  should  be  performed.  Al- 
though some  will  disagree  with  this,  our  experience 
indicates  that  this  is  the  best  treatment  if  reasonable 
hope  for  cure  exists. 

Carcinoma  of  the  Endometrium 

Whereas  carcinoma  of  the  cervix  is  readily  acces- 
sible to  early  detection  and  treatment,  carcinoma 
of  the  endometrium  seems  likely  to  become  more 
common  in  the  next  few  years.  Endometrial  carci- 
noma usually  develops  during  the  postmenopausal 
years,  and  more  and  more  patients  are  living  to  the 
age  when  they  become  susceptible  to  malignant  dis- 
ease. In  1930,  the  life  expectancy  of  the  American 
female  was  estimated  to  be  57  years,  whereas  today 
it  is  73  years.  In  1930,  the  ratio  of  carcinoma  of  the 
cervix  to  carcinoma  of  the  endometrium  was  about 
10  to  1.  Now,  many  medical  centers  are  reporting 
an  equal  number  of  cases  of  carcinoma  of  the  endo- 
metrium and  carcinoma  of  the  cervix. 

As  in  cervical  carcinoma,  endometrial  cancer  de- 
velops from  localized  or  atypical  changes  within  the 
endometrium.  These  are  not  as  easy  to  detect  by 
smear  tests  as  are  those  of  the  cervix.  Attempts  to 
obtain  cells  by  aspiration  techniques  or  an  endo- 
metrial brush  have  shown  some  promise,  but  today 
are  stiU  experimental.  Again,  however,  routine  pelvic 
examinations  with  probing  of  the  cervical  and  endo- 
metrial canals  often  will  indicate  which  patients 
should  be  studied  further.  Certainly,  if  probing^  re- 
sults in  a watery  or  blood-tinged  discharge,  further 
examination  is  necessary.  Curettage  in  women  at  or 
near  the  menopause  who  have  abnormal  bleeding 
often  reveals  atypical  changes  in  the  endometrium, 
which  are  suspected  by  some  authors  as  being  pre- 
maiignant. 

Hysterectomy  is  not  indicated  in  all  patients  with 
atypia  of  the  endometrium,  but  any  recurrence  of 
abnormal  bleeding  in  these  patients  demands  defini- 
tive treatment.  Similarly,  hysterectomy  for  benign 
disease,  such  as  symptomatic  fibroids,  endometriosis, 
or  pelvic  infection,  has  eliminated  the  possibility  of 
development  of  endometrial  carcinoma  in  the  uterus 
in  later  life.  No  one  would  claim  that  fibroids  cause 
carcinoma  of  the  endometrium.  Nevertheless,  in  any 
series  of  women  with  endometrial  carcinoma,  a sig- 
nificant number  have  fibroids.  Hysterectomy  is  pre- 
ferable to  radium  or  roentgen-ray  therapy,  which  has 
been  employed  in  the  past. 

Treatment  of  cancer  of  the  endometrium  primarily 
consists  of  surgical  excision  of  the  uterus.  It  is  my 
belief,  however,  that  implantation  of  radium  before 
hysterectomy  has  increased  the  cure  rate  by  about 
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10  per  cent.  Improved  methods  of  irradiation,  espe- 
cially the  one  advocated  by  Dr.  John  Wall  of  Hous- 
ton, in  which  the  vagina  around  the  cervix  and  para- 
metrium is  thoroughly  irradiated,  have  decreased  the 
incidence  of  local  recurrence.  Radium  or  roentgen- 
ray  therapy  should  be  followed  by  removal  of  the 
uterus,  tubes,  and  ovaries.  I do  not  believe  that  gland 
dissection  will  significantly  increase  the  cure  rate. 

Our  experience  with  carcinoma  of  the  endometri- 
um tends  to  show  a higher  percentage  of  cure^  than 
formerly,  but  undoubtedly,  this  should  be  attributed 
to  the  fact  that  patients  are  presenting  themselves  for 
treatment  of  the  disease  at  a much  earlier  stage  than 
formerly.  Today,  we  rarely  see  extensive  carcinoma 
of  the  endometrium  involving  the  entire  abdominal 
structures  as  we  did  in  the  past.  Fortunately,  educa- 
tion has  caused  the  postmenopausal  woman  to  seek 
medical  examination  at  the  first  sign  of  abnormal 
discharge  or  bleeding,  when  the  disease  is  in  relative- 
ly early  stages,  and  the  majority  of  cases  are  amen- 
able to  cure  by  proper  treatment. 

Carcinoma  of  the  Ovary 

Carcinoma  of  the  ovary  stiU  remains  the  one 
malignant  pelvic  disease  of  importance  which  devel- 
ops and  progresses  in  an  asymptomatic  manner.  No 
significant  strides  have  been  made  in  the  detection  of 
this  disease.  As  yet,  there  is  no  diagnostic  procedure 
that  will  enable  early  diagnosis.  Although  the  disease 
usually  is  encountered  in  patients  in  the  late  men- 
strual or  postmenopausal  years,  it  may  occur  at  any 
time. 

Symptoms  are  usually  related  to  the  size  of  the 
tumor  rather  than  to  pathognomonic  signs.  It  is  here 
that  periodic  examination,  particularly  of  patients 
who  have  no  pelvic  symptoms  and  have  not  menstru- 
ated for  a number  of  years,  offers  the  best  hope  of 
early  detection  of  ovarian  carcinoma.  Progressive 
ovarian  enlargement  demands  investigation.  Remov- 
al of  the  uterus  and  ovaries,  before  perforation  of 
the  ovary  has  occurred  with  resultant  extension  of 
disease,  will  increase  the  cure  rate.  In  patients  whose 
symptoms  are  caused  by  enlargement  of  the  abdomen, 
pelvic  pressure,  or  pain,  surgical  removal  is  necessary, 
but  the  survival  rate  drops  precipitously  once  exten- 
sion has  occurred.  Postoperatively,  prompt  use  of 
alkylating  agents  or  intraperitoneal  infusion  of  radio- 
active chromic  phosphate  offers  hope  for  cure  in 
many  of  these  patients  with  local  extension.  Even  if 
cure  is  not  offered,  considerable  palliation  and  pro- 
longation of  comfortable  life  are  obtained.  It  has 
been  my  experience  that  when  these  agents  have 
been  employed,  even  if  the  disease  recurs,  the  usual 
accompanying  ascites  is  reduced  in  extent,  and,  in 
most  instances,  is  not  a major  problem.  Extensive 
roentgenotherapy  has  unquestionably  increased  life 
expectancy  in  many  patients  with  ovarian  carcinoma; 


it  should  be  employed  in  every  inoperable  case,  for 
some  of  them  respond  sufficiently  po  permit  defini- 
tive surgical  treatment  later. 

Carcinoma  of  the  Vulva 

Today  there  is  no  more  excuse  for  a patient  to  die 
from  carcinoma  of  the  vulva  than  there  is  for  one 
to  die  from  an  epithelioma  of  other  surfaces  of  the 
body.  I believe  that  carcinoma  of  the  vulva,  which 
arises  from  the  skin  or  mucous  membrane,  is  due 
primarily  to  uncleanliness  over  a long  period  of  time. 
This  opinion  is  based  on  the  extreme  rarity  of  this 
disease  among  private  patients,  where  personal  clean- 
liness is  the  rule,  and  the  frequency  of  the  disease 
among  the  lower  economic  class,  where  personal 
cleanliness  is  the  exception.  Meticulous  periodic  ex- 
aminations, smears  of  suspicious  areas,  and  biopsies 
of  all  vulval  ulcers  will  uncover  this  disease  in  its 
earliest  stages  when  surgical  treatment  can  be  cura- 
tive. Malignant  changes  in  the  glandular  structures 
of  the  vulva  are  most  likely  to  cause  enlargement 
before  ulceration,  and  the  intelligent  patient  will  re- 
port this  enlargement  long  before  the  ulcerative  stage 
is  reached. 

Malignant  disease  of  the  vulva  must  be  treated  by 
extensive  surgical  excision  with  bilateral  inguinal 
gland  dissection.  In  our  opinion,  roentgenotherapy 
has  no  place  in  the  treatment  of  this  disease.  If 
carcinoma  in  sim  is  found,  vulvectomy  without  in- 
guinal node  dissection  may  be  employed,  but  one 
should  be  certain  that  thorough  examination  has  elim- 
inated the  possibility  of  invasion. 

Carcinoma  of  the  Fallopian  Tubes 

Carcinoma  of  the  fallopian  tubes  is  rare  and,  al- 
though the  diagnosis  might  be  suspected,  there  is  no 
way  to  make  it  preoperatively.  The  cases  that  we 
have  encountered  have  been  diagnosed  before  opera- 
tion as  carcinoma  of  the  ovary.  Their  treatment 
should  parallel  that  of  ovarian  carcinoma. 

Conclusion 

Much  progress  has  been  made  in  the  fight  against 
cancer.  The  current  trend  toward  periodic  health  ex- 
aminations results  in  more  frequent  early  diagnosis 
and  treatment  of  malignant  and  potentially  malig- 
nant changes.  Advances  have  been  made,  and  each 
of  us,  in  a small  way,  has  been  helpful.  But  physi- 
cians will  continue  to  wage  war  on  this  dreaded  dis- 
ease until  it  has  been  conquered. 
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Vaginal  Trichomoniasis 

Effective  Treatment  with  Flagyl 


Warren  B.  Poole,  M.D. 


INFESTATION  with  Trichomonas  vaginalis  is  a 
common  vaginal  disorder  encountered  in  the  prac- 
tice of  gynecology.  In  private  practice,  it  likely 
does  not  approach  the  20  to  30  per  cent  incidence 
reported  by  most  authors,  but  search  for  relief  from 
its  symptoms  is  probably  the  most  common  reason 
that  women  change  from  one  gynecologist  to  another. 

Since  Donne  first  described  the  flagellate,  T.  vagi- 
nalis, in  1836,  literally  thousands  of  articles  have  been 
written  on  the  subject.  An  estimated  300  to  400 
drugs,  chemicals,  and  combinations  of  chemicals 
have  been  utilized  in  combating  the  organism — a 
reflection  of  the  difficulty  encountered  by  those  who 
treat  the  condition.  A simple  form  of  treatment,  and 
one  which  carries  an  excellent  assurance  of  success, 
is  needed. 

This  is  a report  of  a clinical  trial  with  a new  drug, 
Flagyl,  a brand  of  metronidazole.  Excellent  results 
were  achieved. 

Although  some  women  may  harbor  the  parasite 
without  symptoms,  most  patients  complain  of  vary- 
ing degrees  of  leukorrhea,  itching,  dysuria,  dyspare- 
unia,  offensive  odor,  perineal  irritation,  dermatitis, 
and  discomfort. 

The  diagnosis  usually  is  simple.  The  usual  symp- 
toms, plus  the  presence  of  a thin,  usually  frothy, 
mucopurulent  discharge  with  a fiery  red  vaginal  mu- 
cosa and  punctate  hemorrhagic  areas  on  the  cervix 
usually  comprise  positive  evidence  for  diagnosis.  Mic- 
roscopic observation  of  motile  flagellates,  in  a drop 
of  the  discharge  mixed  with  warm  normal  saline  solu- 
tion, confirms  the  diagnosis.  A culture  on  Nickerson’s 
media  will  indicate  the  possibility  of  a coexisting 
monilial  infection. 


When  used  systemically  and  vaginally, 
Flagyl  has  been  effective  in  eradicating 
Trichomonas  vaginalis  in  26  consecutive 
cases.  Reports  of  other  investigators  are 
reviewed  also. 


The  organism,  T.  vaginalis,  is  said  to  be  able  to 
resist  five  minutes  of  boiling  and  one  month  of  desic- 
cation, but  is  sensitive  to  freezing,  temperatures  above 
40  C.,  and  sunlight.  Water  kills  it  in  40  minutes,  but 
it  can  live  in  urine  at  20  C.  for  24  hours.  In  vaginal 
mucous  on  wood,  paper,  or  towels  it  may  exist  for  at 
least  six  hours. 

T.  vaginalis  vaginitis  is  considered  by  many  to  be 
a venereal  disease.  It  definitely  occurs  most  common- 
ly during  intensive  sex  life,  between  the  ages  of  18 
and  45,  and  certainly  may  be  passed  on  by  sexual 
intercourse.  However,  it  seems  entirely  possible  that 
the  disease  also  may  be  spread  by  bath  water,  towels, 
toilet  seats,  and  the  like.  The  infection  is  sometimes 
found  in  mother  and  daughter,  in  sisters,  and  occa- 
sionally in  small  children. 

It  has  long  been  felt  that  when  an  ideal  treatment 
for  trichomoniasis  is  found,  it  will  be  a systemically 
effective  trichomonacide  capable  of  reaching  all  tis- 
sues of  the  genitourinary  system.  Optimal  effective- 
ness may  be  expected  only  when  infected  sex  partners 
are  also  treated. 

As  a Frenchman  was  the  first  to  describe  the  flag- 
ellate responsible  for  trichomonal  vaginitis,  it  is  only 
fitting  that  the  drug  that  may  be  specific  for  its 
eradication  was  developed  in  France.  DureF'^  and 
his  associates  made  an  initial  report  on  the  use  of  the 
drug,  now  known  as  Flagyl,  on  19  patients  with  tri- 
chomonal vaginitis  in  1959.  They  reported  disappear- 
ance of  the  organisms  in  16  of  19  intractable  cases. 
This  was  soon  followed  by  enthusiastic  reports  by 
English  and  Canadian  investigators.^®'^^ 

When  the  author’s  clinical  trial  was  started,  18 
American  investigators  had  reported  their  observa- 
tions, covering  a total  of  635  patients,  with  a compos- 
ite cure  rate  of  96.4  per  cent  when  both  sexual  part- 
ners were  treated  at  the  same  time.  Now  more  than 
600  clinicians  in  the  United  States  have  participated 
in  the  clinical  evaluation,  and  their  reports  confirm 
the  early  published  reports  here  and  abroad.^’ 

This  evaluation  was  started  in  March,  1961.  Flagyl 
was  administered  to  28  women,  seen  consecutively  in 

Flagyl,  brand  of  metronidazole,  was  supplied  for  clinical 
investigation  by  Dr.  J.  William  Crosson,  G.  D.  Searle  & 
Co.,  Chicago,  111. 
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private  practice,  who  had  T.  vaginalis  vaginitis.  These 
patients  had  varying  degrees  of  severity  of  symptoms, 
which  had  been  present  from  one  week  to  ten  years. 
Their  ages  ranged  from  17  to  56.  All  but  one  were 
given  vaginal  tablets  as  well  as  oral  medication.  All 
who  had  husbands  or  admitted  having  sex  partners 
were  furnished  oral  tablets  for  their  sex  mates.  The 
oral  dose  was  250  mg.  twice  a day  for  10  days,  and 
the  vaginal  dose  was  500  mg.  daily  for  10  days.  The 
patients  were  advised  to  return  for  a follow-up  exam- 
ination, without  a douche,  about  four  days  following 
completion  of  the  course  of  treatment.  Efforts  were 
made  to  have  repeated  check-ups  over  a period  of 
several  months  in  order  to  detect  any  relapse  or  re- 
currence. 

One  patient  was  pregnant  and  had  monilial  vagin- 
itis as  well  as  trichomoniasis.  She  probably  was  a 
barbiturate  addict,  for  when  her  request  for  barbitur- 
ates was  refused  she  became  enraged  and  failed  to 
return  for  evaluation. 

One  patient  has  moved  away  and  efforts  to  trace 
her  to  learn  the  outcome  of  her  treatment  have  been 
fruitless. 

The  remaining  26  women  all  reported  complete 
relief  of  symptoms  within  five  days.  No  trichomonad 
has  been  found  in  the  follow-up  examinations.  Each 
patient  has  had  from  one  to  five  examinations. 

Women  whose  vaginitis  had  resisted  many  forms 
of  treatment  were  called  in  for  a trial  with  this  new 
treatment  first,  and  because  of  the  almost  unbeliev- 
ably good  results  obtained,  the  study  was  carried  on 
as  new  cases  were  found. 

Each  patient  was  informed  that  she  was  being 
given  a new  drug,  and  was  advised  to  report  any 
side  effects  noted  by  herself  or  her  sex  partner.  Not 
one  side  effect  has  been  reported. 

In  other  studies,  some  of  which  concerned  a larger 
number  of  cases,  a few  patients  exhibited  gastroin- 
testinal disturbances,  dry  mouth,  furred  tongue,  bad 
taste  in  the  mouth,  hot  flashes,  or  skin  rashes.  In  most 
cases,  it  was  not  possible  to  determine  whether  these 
effects  were  related  to  any  action  of  the  drug.  Most 
investigators  have  found  no  iU  effects  related  to  the 
use  of  the  drug. 

Previous  experience  in  treating  T.  vaginalis  with 
drugs  that  had  been  enthusiastically  reported  causes 
one  to  be  hesitant  in  reporting  results  such  as  these. 
However,  every  effort  has  been  made  to  critically 
evaluate  the  effectiveness  of  this  drug.  Even  though 
the  series  is  small,  there  is  no  doubt  that  when  Flagyl 
is  used  both  vaginally  and  systemically  in  women, 
and  systemically  and  concurrently  in  their  sex  mates, 
it  is  an  extremely  effective  trichomonacide  capable 
of  reaching  all  tissues  that  harbor  T.  vaginalis.  It  is 
entirely  possible  that  systemic  treatment  alone  is  ade- 
quate, since  one  woman  who  was  supplied  with  the 
oral  medication  only  responded  as  well  as  the  others. 


Dr.  Poole  practices  surgery 
and  gynecology  in  Lubbock. 
He  is  a fellow  of  the  In- 
ternational College  of  Sur- 
geons. 


Summary 


Since  the  discovery  of  T.  vaginalis  125  years  ago, 
and  especially  during  the  past  30  years,  this  organ- 
ism, as  a cause  of  itching  and  vaginal  discharge,  has 
been  challenging  the  attention  and  therapeutic  abili- 
ties of  gynecologists  the  world  over.  Trichomonal 
vaginitis  is  common.  It  is  reported  by  some  to  be 
present  in  one  of  five  women,  but  it  is  doubtful  that 
it  is  so  common  in  private  practice.  The  symptoms 
are  varying  degrees  of  leukorrhea,  itching,  dysuria, 
dyspareunia,  offensive  odor,  and  perineal  irritation. 
The  diagnosis  is  made  by  visualizing  the  motile 
flagellate  in  a hanging  drop  of  saline  under  a micro- 
scope. Literally  hundreds  of  drugs  have  been  advo- 
cated for  the  eradication  of  the  parasite,  but  the 
large  number  shows  that  previously  there  has  been 
no  completely  satisfactory  treatment. 

This  report  of  the  use  of  a new  drug,  Flagyl,  used 
systemically  and  vaginally,  reveals  26  "cures”  and  no 
side  effects  in  26  consecutive  private  patients. 
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Hyperkalemia  and  Sudden  Death 
During  Spironolactone  (Aldactone)  Therapy 


Walter  E.  Sjoberg,  Jr.,  M.D.,  and  James  E.  Kreisle,  M.D. 


SPIRONOLACTONE,  a substance  capable  of  an- 
tagonizing the  sodium-retaining  aaion  of  aldo- 
sterone, has  proven  helpful  in  the  management  of 
certain  cases  of  edema  associated  with  a variety  of 
disease  states.^’  Most  published  reports  on  the  clin- 
ical use  of  this  agent  indicate  that  its  administration 
to  edematous  patients  carries  little  likelihood  of  seri- 
ous adverse  effects.  However,  the  following  case  re- 
port indicates  that  under  certain  conditions  spiro- 
nolactone therapy  may  precipitate  a fatal  dismrbance 
of  electrolyte  balance. 


Case  Report 

The  patient,  a 41  year  old  telephone  lineman,  had  been 
known  to  one  of  us  since  1949,  when  he  developed  diabetes. 
This  condition  was  regulated  by  diet  and  32  units  of  pro- 
tamine zinc  insulin  daily.  In  1952  he  was  hospitalized 
because  of  a severe  diabetic  coma,  apparently  precipitated 
by  an  acute  respiratory  infection.  After  the  patient’s  recov- 
ery, his  diabetes  was  again  regulated;  finally  he  was  re- 
ceiving 70  units  daily  of  protamine  zinc  insulin  after  an 
unsatisfaCTory  trial  of  the  neutral  protein  Hagerdorn  type. 
Diabetes  control  was  adequate  to  prevent  symptoms,  main- 
tain weight,  and  allow  normal  employment,  but  recurring 
hyperglycemia  and  glycosuria  could  not  be  eliminated. 

Following  the  coma  for  which  he  was  hospitalized,  the 
patient  noted  diminution  of  libido  and  sexual  potency,  and 
tendon  reflexes  were  absent  in  the  legs.  From  1954  on, 
mild  diastolic  hypertension  (blood  pressure  120/90  to 
144/90  mm.  of  mercury)  was  noted  intermittently,  and 
urinalysis  occasionally  showed  "one  plus”  albumin.  The 
maximal  urinary  specific  gravity  on  a sugar-free  routine 
specimen  was  1.018  (Feb.  17,  1959).  The  optic  fundi  re- 
mained normal. 

In  May,  I960,  several  days  after  onset  of  a mild  respira- 
tory infeaion,  the  patient  developed  progressive  swelling 
of  the  legs  and  abdomen.  Examination  showed  a blood 
pressure  of  156/100;  moderate  ascites;  liver  and  spleen  en- 
largement to  3 fingerbreadths  below  the  costal  margins; 
marked  pitting  edema  of  the  lower  legs;  "four  plus”  al- 
buminuria; and  small  numbers  of  leukocytes,  erythrocytes, 
and  coarsely  granular  casts  in  the  urinary  sediment. 

On  a hospital  regimen  of  bed  rest  and  sodium  restriaion, 
edema  and  ascites  were  rapidly  controlled.  However,  heavy 
albuminuria,  red  and  white  cells  and  granular  casts  in  the 
urinary  sediment,  mild  hypertension,  and  liver  and  spleen 
enlargement,  all  persisted.  The  most  significant  laboratory 


data  were  as  follows:  serum  bilirubin,  direct:  0.2-0.35 
mg.  per  100  cc.,  indirea:  0.9-1.20  mg.  per  100  cc.; 
thymol  turbidity,  16  units;  cephalin  flocculation,  four  plus 
in  48  hours;  prothrombin  time,  control:  12.7  sec. — patient: 

13.6  sec.,  control:  12.7  sec. — patient:  11.8  sec.;  total  serum 
protein,  4.9-6.35  Gm.  per  100  cc.;  albumin,  2.5-3.75  Gm. 
per  100  cc.;  globulin,  2.16-3.05  Gm.  per  100  cc.;  serum 
glutamic  oxalacetic  transaminase,  270,  108,  210,  280, 

178  units  per  100  cc.;  serum  glutamic  pyruvic  transaminase, 

342,  150  units  per  100  cc.;  total  serum  cholesterol,  ? 

314,  440,  285,  360  mg.  per  100  cc.;  cholesterol  esters,  r 

66-75  per  cent  of  total;  blood  urea  nitrogen,  26.3-38  mg.  i 

per  100  cc.;  Congo  red  test,  75  per  cent  of  dye  retained  in  | 

serum  (negative  test);  lupus  erythematosus  cell  test,  twice 
negative;  antistreptolysin-O  titer,  50-125  Todd  units.  Chest 
roentgenogram  and  intravenous  pyelogram  were  normal. 

A liver  punch  biopsy  showed  portal  cirrhosis  with  re- 
generation of  liver  cells  and  no  areas  of  aaive  necrosis  or 
leukocytic  infiltration;  amyloid  stains  were  negative.  A very 
scant  renal  punch  biopsy  showed  two  "heavily  fibrosed” 
glomeruli,  some  normal  looking  tubules  containing  pink 
casts,  and  thickening  of  the  arterioles;  these  features  were 
considered  consistent  with  chronic  glomerulonephritis. 

In  September  I960,  the  patient  was  feeling  well,  had  a 
good  appetite,  and  was  free  of  edema  on  a low  sodium 
diet  and  7 5 mg.  daily  of  hydrochlorothiazide.  He  was 
allowed  to  resume  indoor  work,  but  by  December  he  had 
again  become  very  edematous,  and  his  blood  pressure  was 
210/114.  Meanwhile,  heavy  albuminuria,  abnormal  urinary 
sediment,  and  hepatosplenomegaly  persisted. 

After  failure  of  bed  rest,  sodium  restriaion,  and  methy- 
clothiazide  (Enduron)  to  control  ascites  and  edema,  all 
medications  were  discontinued;  in  the  latter  part  of  January  T 

1961,  the  patient  was  started  on  spironolactone  (Aldaaone),  ' 

400  mg.  daily.  By  late  February,  edema  had  been  eliminated, 
and  the  patient  was  allowed  to  resume  light  work  while 
continuing  a low  sodium  diet  and  200  mg.  of  spironolac-  ; 

tone  daily.  1 

By  March  17,  edema  was  recurring,  so  the  daily  dose  of  J 

spironolaaone  was  increased  to  400  mg.  Obvious  diabetic 
retinopathy  was  observed  on  March  27,  at  which  time 
methyclothiazide  (Enduron)  5 mg.  daily  was  added  to  the 
regimen;  this  drug  was  discontinued  on  April  5,  as  it 
seemed  to  cause  nausea  and  weakness. 

In  the  face  of  continued  swelling,  the  dose  of  spironolac- 
tone was  increased  to  500  mg.  daily  on  April  11,  and  a 
further  increase  to  600  mg.  was  made  on  April  26.  The  I 

patient’s  blood  pressure  at  this  point  was  170/110,  and  he  I 

showed  moderate  ascites,  dependent  pitting  edema,  and  firm  P 

hepatomegaly  to  3 fingerbreadths  below  the  right  costal  • 

margin.  He  was  continuing  to  do  light  work.  K 

On  May  2 and  3,  1961,  the  following  laboratory  data  IJ 

were  obtained:  hemoglobin,  12.6  Gm.  per  100  cc.;  non-  U 
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In  this  case,  hyperkalemia  and  sudden  death 
occurred  during  spironolactone  (Aldactone) 
therapy.  The  patient  had  both  renal  and  hepatic 
disease.  In  such  circumstances,  periodic 
potassium  determinations  are  essential. 


protein  nitrogen,  60  mg.  per  100  cc.;  sugar  (non  fasting), 
162  mg.  per  100  cc.;  total  serum  protein,  5.7  Gm.  per  100 
cc.;  albumin,  3.6  Gm.  per  100  cc.;  globulin,  2.1  Gm.  per 
100  cc.;  bilirubin,  1.2  mg.  per  100  cc.;  indirect,  0.85  mg. 
per  100  cc.;  direa,  0.35  mg.  per  100  cc.;  calcium,  4.8  mEq. 
per  liter;  chloride,  98.9  mEq.  per  liter. 

On  the  afternoon  of  May  3,  1961,  the  patient  was  exam- 
ined at  home  because  while  he  had  been  at  work  he  had 
developed  marked  weakness  of  both  legs,  so  that  although 
able  to  stand,  he  could  not  walk.  His  pulse  was  regular  at 
110  per  minute  and  his  blood  pressure  150/110.  The  lower 
extremities  were  weak  and  rather  flaccid,  but  the  patient 
could  move  his  toes  and  elevate  each  leg  about  one  foot 
while  lying  on  his  back.  As  before,  deep  tendon  reflexes 
were  absent  in  the  legs.  Muscle  strength  in  the  arms  seemed 
about  normal.  No  disturbance  of  sensation  was  observed. 
In  vfew  of  the  long  history  of  diuretic  therapy,  hypokalemia 
was  suspected,  so  the  patient  was  given  0.66  Gm.  of  po- 
tassium chloride  by  mouth,  and  additional  blood  chemistry 
studies  were  ordered  for  the  following  morning. 

On  May  4,  1961,  while  laboratory  reports  were  being 
awaited,  the  patient  received  another  0.66  Gm.  of  potassium 
chloride.  In  the  early  afternoon,  the  following  data  were 
reported:  potassium,  8.7  mEq.  per  liter;  sodium,  129  mEq. 
per  liter;  calcium,  4.25  mEq.  per  liter;  chloride,  99-3  mEq. 
per  liter. 

Before  aaive  therapy  for  hyperkalemia  could  be  started, 
the  patient  developed  weakness  of  the  arms.  Shortly  there- 
after, while  laughing  and  talking  normally,  he  suddenly 
gasped  and  died. 

Postmortem  examination  showed  the  heart  to  be  normal 
in  size  and  without  gross  evidence  of  myocardial  disease; 
the  valve  leaflets  were  slightly  thickened  and  the  coronary 
arteries  moderately  sclerotic  and  narrowed  but  not  occluded. 
There  was  some  pallor  and  fragmentation  of  the  myocardial 
fibers,  as  well  as  interstitial  edema;  but  evidence  of  myo- 
carditis was  not  present.  A 3,000  cc.  peritoneal  effusion  was 
present.  The  liver  was  slightly  smaller  than  normal  and 
showed  a diffusely  nodular  surface  with  some  gross  scarring 
of  both  lobes.  Microscopic  seaions  disclosed  regenerating 
islands  of  liver  tissue  and  diffuse  lymphocytic  infiltration 
and  fibrosis  of  the  periportal  areas.  The  spleen  weighed 
800  Gm.  and  showed  marked  engorgement  of  sinusoids  but 
no  inflammatory  change  and  little  fibrosis.  The  kidneys 
were  equal  in  size,  smooth,  and  slightly  enlarged.  Micro- 
scopic sections  showed  some  glomeruli  to  be  completely 
fibrosed  and  others  to  exhibit  the  characteristics  of  intra- 
capillary sclerosis,  with  marked  thickening  of  the  glomer- 
ular capillary  walls  and  fibrinoid  degeneration.  Some  glom- 
eruli showed  a "wire  loop”  appearance.  There  was  some 
endothelial  cell  proliferation  and  fibrosis  of  glomerular 
capsules  with  diminution  of  Bowman’s  space;  many  glom- 
erular arterioles  were  thickened  and  showed  fibrinoid  de- 


generation. The  renal  tubules  were  decreased  in  number, 
and  there  was  fibrosis  and  focal  lymphocytic  and  plasma 
cell  infiltration  of  the  intervening  stroma.  Stromal  fibrosis 
was  also  observed  about  the  collecting  tubules,  many  of 
which  were  plugged  with  cellular  debris,  intermingled  in 
some  instances  with  hemosiderin  or  with  pink-staining  pre- 
cipitate. The  urinary  bladder  contained  approximately  500 
cc.  of  clear  yellow  urine.  No  significant  abnormalities  were 
found  in  the  brain  or  cervical  cord.  The  remainder  of  the 
examination  was  negative  except  for  moderate  to  severe  gen- 
eralized atherosclerosis.  The  principal  pathologic  diagnoses 
were  (1)  severe  intracapillary  glomerulosclerosis,  and  (2) 
cirrhosis  of  the  liver,  post-necrotic  type. 

Discussion 

The  clinical  picture  shown  by  our  patient  terminal- 
ly is  characteristic  of  the  syndrome  of  potassium 
intoxication  as  previously  described  in  the  litera- 
ture.^’ ® The  patients  reported  by  Finch  and  March- 
and  developed  paresthesias  and  flaccid  paralysis  of 
the  extremities  and  died  of  cardiac  arrest.^  In  many 
cases,  however,  the  neuromuscular  phenomena  have 
been  either  absent  or  very  minor  before  the  occur- 
rence of  cardiac  standstill.  The  patient  may  maintain 
full  consciousness  and  show  no  sign  of  circulatory 
failure  until  shortly  before  the  heart  ceases  to  con- 
tract. Serious  disturbances  of  cardiac  mechanism 
have  been  observed  to  occtu:  at  serum  potassium 
levels  between  8 and  10  mEq.  per  liter.^ 

There  is  fairly  general  agreement  that  aldosterone 
promotes  the  reabsorption  of  sodium  ions  and  the 
reciprocal  elimination  of  hydrogen  and  potassium 
ions  in  the  distal  convoluted  segments  of  the  renal 
tubules.  Spironolactone,  therefore,  in  opposing  these 
effects,  may  be  expected  to  favor  sodium  elimination 
and  hydrogen  and  potassium  retention  during  periods 
of  aldosterone  activity.  It  has,  in  fact,  been  observed 
that  mild  hyperkalemia  and  acidosis  develop  in  nor- 
mal persons  who  receive  spironolactone  while  aldo- 
sterone secretion  is  being  stimulated  by  a low-sodium 
diet.  Furthermore,  unlike  most  other  diuretic  agents, 
spironolactone  does  not  produce  increased  potassium 
excretion  during  the  course  of  a sodium  and  water 
diuresis,  and  the  potassium-wasting  effect  of  other 
diuretic  agents  may  be  counteracted  by  the  concur- 
rent administration  of  spironolactone.  In  general, 
however,  there  has  been  little  evidence  that  serum 
potassium  levels  tend  to  exceed  normal  values  during 
spironolactone  therapy.  One  author  found  that  the 
simultaneous  administration  of  400  mg.  of  spirono- 
lactone and  6 Gm.  of  potassium  chloride  daily  to  a 
patient  with  hepatic  cirrhosis  and  ascites  did  result 
in  a rise  of  serum  potassium  to  6.5  mEq.  per  liter, 
an  observation  which  prompted  a warning  as  to  the 
potential  hazard  of  potassium  loading  during  spirono- 
lactone therapy.^  Friedberg,  in  a recent  review  of  the 
clinical  use  of  spirolactones,  states  that  "occasionally 
hyperkalemia  has  been  induced”.^® 
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New  Product  Brochure  No.  32  on  Aldactone  cau- 
tions that  this  agent  "should  be  administered  judi- 
ciously to  patients  with  elevated  serum  potassium 
levels  since,  theoretically,  it  might  produce  a further 
elevation”d^  This  publication  also  states  that  "with 
one  exception,  abnormal  elevation  of  the  serum  potas- 
sium level  has  not  been  observed”;  but  the  details  of 
this  exception  are  not  provided,  and  no  reference  to 
its  description  is  cited.  The  Medical  Letter  makes  no 
mention  of  the  hazard  of  hyperkalemia  and  remarks 
that  "Aldactone  appears  to  have  very  low  toxicity”.® 
One  month  following  the  death  of  our  patient. 
Manning  and  Behrle  reported  the  development  of 
serious  degrees  of  hyperkalemia  in  three  azotemic 
adult  patients  under  therapy  with  spironolactone  for 
renal  edema.'’^  Electrocardiograms  showing  signs  of 
potassium  intoxication  associated  with  a serum  po- 
tassium level  of  7.8  mEq.  per  liter  were  shown.  These 
authors  warned  that  in  patients  with  severe  impair- 
ment of  renal  function,  careful  observation  of  serum 
potassium  levels  should  be  maintained  during  spi- 
ronolactone administration.  It  is  of  interest  that  the 
recently  published  New  Product  Brochure  No.  32 
on  Aldactazide  (spironolactone  with  hydrochloro- 
thiazide) devotes  two  paragraphs  to  the  prevention, 
recognition,  and  treatment  of  hyperkalemia.^® 

In  retrospect,  the  patient  here  reported,  who  had 
intracapillary  glomerulosclerosis  with  nephrotic  syn- 
drome and  azotemia,  falls  into  the  same  category  as 
the  hyperkalemia-prone  individuals  described  by 
Manning  and  Behrle.^  At  the  time  this  patient  was 
under  our  care  we  were  not  alert  to  the  possibility 
of  potassium  intoxication,  as  the  patient  apparently 
was  maintaining  a fairly  good  urine  output.  Further- 
more, the  neuromuscular  symptoms  of  hyperkalemia 
were  mistaken  initially  for  the  very  similar  manifes- 
tations of  potassium  depletion. 

It  is  hoped  that  this  account  of  our  experience 
will  help  others  to  avoid  the  same  pitfalls.  Needless 


to  say,  periodic  determinations  of  serum  potassium 
are  indicated  during  spironolactone  treatment,  espe- 
cially in  patients  with  any  degree  of  renal  insuffi- 
ciency. It  also  is  important  to  remember  that  the 
electrocardiogram  affords  a rapid  and  reliable  means 
of  detecting  the  effects  of  potassium  depletion  or 
excess  on  the  cardiac  mechanism. 

It  is  interesting  to  note  that,  in  a sense,  our  pa- 
tient represents  the  iatrogenic  counterpart  of  the  re- 
cently described  syndrome  of  hypoaldosteronism,  a 
disorder  characterized  by  episodes  of  cardiac  arrest 
occiurring  in  relation  to  hyperkalemia  and  an  isolated 
deficiency  of  adrenal  mineralocorticoid.^  ® 


Summary 

1.  A case  is  reported  in  which  hyperkalemia  and 
sudden  death  occurred  during  the  course  of  spirono- 
lactone (Aldactone)  therapy  in  the  presence  of 
severe  renal  insufficiency. 

2.  The  observed  effects  of  spironolactone  on  ser- 
um potassium  levels  are  briefly  reviewed. 

3.  The  need  for  periodic  serum  potassium  deter- 
minations during  spironolactone  therapy,  especially 
in  the  presence  of  renal  insufficiency,  is  emphasized. 
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Surgical  Grand  Rounds: 

Adrenal  Cortical  Adenoma 


G.  T.  Shires,  M.D.;  R.  D.  Patman,  M.D.;  I.  Lehman,  M.D.; 

J.  Reynolds,  M.D.;  R.  S.  Putnam,  M.D.;  and  V.  A.  Stembridge,  M.D. 


Adrenal  cortical  adenoma  is  a newly  rec- 
ognized entity,  and  relevant  information 
is  changing  rapidly.  A case  is  presented, 
and  background  material  is  provided. 


This  is  the  ninth  in  a series  of  clinicopathologic  confer- 
ences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  Clinical  discussions  are  by  Dr.  G.  T.  Shires, 
professor  and  chairman  of  the  Department  of  Surgery,  Drs. 
R.  D.  Patman  and  I.  Lehman,  residents  in  surgery.  Radio- 
logic  findings  are  presented  by  Dr.  J.  Reynolds,  assistant 
professor  of  radiology;  pathologic  findings  are  discussed  by 
Dr.  R.  S.  Putnam,  fellow  in  pathology;  and  Dr.  V.  A. 
Stembridge,  professor  of  pathology. 

The  patient,  a 34  year  old  white  woman,  was 
admitted  to  the  hospital  because  of  weakness, 
fatigability,  headaches,  and  numbness  and  tingling 
of  the  upper  extremities  and  face.  The  patient’s 
blood  pressure  had  been  high  for  some  ten  years. 
Eight  years  ago,  during  her  last  pregnancy,  the  pa- 
tient had  an  episode  of  extreme  hypertension.  The 
systolic  pressure  was  as  high  as  220  mm.  of  mercury 
and  was  associated  with  profound  weakness.  During 
the  hospital  course  at  that  time,  it  was  observed  that 
the  patient’s  senun  potassium  was  low;  she  was  given 
supplementary  potassium  and  her  symptoms  im- 
proved. Since  that  time  she  had  been  treated  inter- 
mittently with  supplementary  potassium  and  with 
numerous  antihypertensive  agents.  During  this  in- 
terim, she  was  hospitalized  several  times,  but  the 
etiology  of  the  hypertension  remained  obscure.  She 
continued  to  have  intermittent  episodes  of  extreme 
hypertension  and  weakness.  A history  of  polydipsia 
with  little  or  no  polyuria  was  obtained.  'There  had 
been  no  other  significant  illnesses,  but  appendectomy, 
uterine  myomectomy,  and  a uterine  suspension  had 
been  performed  two  years  previously. 

The  patient  was  well  developed,  well  nourished, 
anxious,  and  in  no  obvious  distress.  Her  blood  pres- 
sure on  admission  was  140/100;  pulse,  86  and  regu- 
lar; respirations,  16;  temperature,  98.6  F.  Funduscopic 
examination  revealed  slight  arteriovenous  nicking 
without  hemorrhage  or  exudate.  'The  chest  was  clear; 
the  heart  was  thought  to  be  in  the  upper  limits  of 
normal  size.  The  point  of  maximum  impulse  was  just 


outside  the  mid-clavicular  line.  A soft,  grade  1 to  2 
systolic  murmur  was  heard  at  the  apex.  The  aortic 
second  sound  was  distinctly  greater  than  the  second 
pulmonic  sound.  Abdominal  and  pelvic  examinations 
revealed  no  abnormalities.  Chvostek’s  and  Trousseau’s 
signs  were  negative.  Muscle  strength  was  good  and 
normal  deep  tendon  reflexes  were  present.  There  was 
no  peripheral  edema. 

Significant  laboratory  data  included:  hemoglobin, 
15.3  Gm.  per  100  cc.;  urine  specific  gravity,  varying 
from  1.004  to  1.010;  uxine,  persistently  alkaline;  pH, 
ranging  from  7.0  to  7.5;  BUN,  12  mg.  per  100  cc.; 
carbon  dioxide,  30.2  mEq.  per  L.;  multiple  sodium 
determinations,  varying  from  137  to  141  mEq.  per  L. 
Serum  potassium  on  multiple  determinations  ranged 
from  2.2  to  3.4  mEq.  per  L.  A Regitine  test  was 
done,  and  was  normal.  Plasma  volume  and  extracel- 
lular fluid  volume  determinations  showed  elevated 
values.  During  the  hospital  course,  the  blood  pressure 
ranged  from  132/94  to  170/130.  A consistently  high 
output  of  urinary  potassium  was  found,  even  after 
sodium  restriction.  Urine  aldosterone  determinations 
ranged  from  29-9  to  6l  meg.  per  24  hours,  the  nor- 
mal being  15  to  18  meg.  per  24  hours. 

About  one  month  after  admission,  a bilateral 
adrenal  exploration  through  a transabdominal  route 
was  performed.  At  surgery,  the  left  adrenal  gland 
was  explored  first  and  was  entirely  normal.  Upon 
exploration  of  the  right  adrenal,  however,  a 1.2  cm. 
nodule  was  palpated  in  the  superior  medial  aspect 
of  the  gland.  A right  total  adrenalectomy  was  done 
at  that  time,  as  was  a biopsy  of  the  right  kidney. 

The  postoperative  course  was  entirely  uneventful. 
The  patient  left  the  hospital  nine  days  after  surgery. 
Blood  pressure  on  discharge  from  the  hospital  was 
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110/70.  Electrolyte  studies  which  had  previously 
been  abnormal  were  gradually  returning  to  normal 
without  additional  potassium  supplementation. 

Clinical  Discussion 

Dr.  G.  T.  Shires:  For  the  first  Grand  Rounds  of 
this  academic  year  we  were  fortunate  in  having  two 
patients  admitted  to  the  hospital  this  summer  who 
illustrate  an  entirely  new  entity.  In  fact,  the  entity 
is  so  new  that  it  is  changing  quite  rapidly.  I would 
like  to  quote  from  an  article  written  in  I960,  by 
Jerome  Conn  from  Michigan:®  "In  October,  1954,  I 
described  and  designated  a primary  aldosteronism, 
an  intriguing  clinical  syndrome  which  is  completely 
curable  by  surgical  removal  of  adrenal  cortical  ade- 
noma.” This  was  only  two  years  ago,  and  since  that 
time  we  have  learned  that  even  the  last  words  of 
this  statement  are  no  longer  entirely  correct.  The 
disease  has  been  cured  by  surgery  in  every  instance 
reported  now  in  more  than  200  patients.  The  etiol- 
ogy, however,  is  not  always  an  adrenal  cortical  ade- 
noma, although  it  is  in  the  majority  of  the  patients. 

Having  seen  these  two  patients,  one  of  whom  has 
been  presented  today,  we  all  suddenly  became  ex- 
perts on  the  disease  and  reviewed  all  the  available 
literature.  Dr.  Patman  was  involved  in  the  manage- 
ment of  both  of  these  patients  and  I will  ask  him 
to  start  the  discussion.  Since  this  is  a new  entity  to 
all  of  us,  I will  ask  him  to  review  the  hormone, 
where  it  is  made,  what  it  does,  how  it  produces  the 
symptoms,  the  clinical  entity  of  aldosteronism,  and 
how  the  diagnosis  is  best  made.  Since  this  syndrome 
is  now  diagnosed  with  increasing  frequency  and  is  a 
surgical  illness,  these  parameters  of  the  disorder  are 
of  special  interest. 

Dr.  R.  D.  Patman:  We  will  go  over  the  physiology 
of  aldosterone  in  a little  more  detail  than  perhaps 
we  would  some  of  the  other  problems  considered  at 
Grand  Rounds  because,  as  Dr.  Shires  pointed  out, 
many  times  the  diagnosis  is  difficult  to  make  and 
confirmatory  evidence  rests  heavily  upon  the  labora- 
tory findings.  At  the  time  of  surgery  the  findings 
may  be  confusing.  Therefore,  one  must  be  relatively 
sure  of  the  diagnosis  prior  to  exploration  and  be 
prepared  to  carry  out  a major  procedure  even  if  one 
finds  what  grossly  appear  to  be  normal  adrenal 
glands. 

In  the  past  15  years,  numerous  hormones  have 
been  isolated  from  the  adrenal  cortex  but  perhaps 
four  major  types  characterize  nearly  all  of  the  bio- 
logic properties  of  the  adrenals: 

1.  The  corticoids  or  the  glucocorticoids  which  have 
a primary  influence  upon  protein,  fat,  and  carbo- 


hydrate metabolism.  Hydrocortisone  is  the  most  im- 
portant one  in  this  category. 

2.  17-ketosteroids. 

3.  Estrogens,  the  properties  of  which  are  well 
known. 

4.  Aldosterone,  isolated  in  crystalline  form  in  1953 
by  a group  of  Swiss  and  British  workers.^® 

This  latter  was  important  because  of  its  different 
biologic  properties  and  the  fact  that  this  was  the 
first  adrenal  hormone  isolated  which  enjoyed  a rela- 
tive freedom  from  control  of  the  anterior  pituitary 
and  ACTH.  Further  work  characterized  aldosterone 
as  being  the  18-aldehyde  of  corticosterone.  The  bio- 
synthetic pathway  by  which  aldosterone  is  formed 
is  not  clear.  It  would  appear  that  aldosterone  is 
synthesized  directly  from  progesterone  and  that 
corticosterone  is  not  an  obligatory  intermediate.  Ex- 
perimentally, by  using  calf  adrenal  perfusion  studies, 
Rosemberg  and  co-workers®  demonstrated  that  pro- 
gesterone appeared  to  be  the  most  likely  precursor. 

Aldosterone  is  primarily  produced  in  the  outer 
layer  of  the  adrenal  cortex  or  within  the  zona  glom- 
erulosa.  The  glucocorticoids  are  believed  to  be  pro- 
duced primarily  within  the  zona  fasciculata,  while  the 
androgens  are  thought  to  be  synthesized  in  the  transi- 
tion zone  between  the  fasciculata  and  the  reticularis, 
or  within  the  zona  reticularis  proper.  There  is  still 
some  question  as  to  the  specificity  of  this  concept 
of  adrenocortical  zones,  but  most  studies  point  in 
this  direction. 

The  main  target  organ  of  the  biologic  action  of 
aldosterone  is  the  kidney.  Aldosterone  affects  tubular 
function  by  increasing  reabsorption  of  sodium.  As 
sodium  is  reabsorbed,  potassium  and  hydrogen  ions 
are  excreted  in  an  increased  fashion.  The  site  and 
mode  of  action  remain  obscure,  but  the  main  re- 
sponse probably  is  within  the  distal  tubule. 

The  adrenocortical  hormones  may  be  compared  by 
reference  to  their  three  major  properties  which  are 
of  interest  clinically:  (1)  the  anti-inflammatory  ef- 
fect, (2)  the  pituitary  suppressive  action  and  (3) 
sodium  retention  effect.  Hydrocortisone  is  the  basis 
for  this  comparison  and  each  of  the  above  properties 
is  given  the  arbitrary  number  of  one.  Aldosterone  has 
a negligible  anti-inflammatory  effect  and  the  pitui- 
tary suppressive  effect  is  also  minimal,  as  would  be 
expected.  Yet  the  sodium  retaining  action  of  aldo- 
sterone is  quite  in  excess  of  any  of  the  other  naturally 
occurring  steroids,  being  20  to  30  times  as  potent  as 
hydrocortisone. 

When  there  is  an  excessive  increase  of  aldosterone 
certain  metabolic  derangements  occur.  These  are 
important  to  keep  in  mind  when  one  is  attempting 
to  make  the  diagnosis  of  primary  aldosteronism.  As 
sodium  is  reabsorbed  from  the  kidney  tubules,  potas- 
sium and  hydrogen  ions  are  exchanged  and  there  is 
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a resultant  depletion  of  total  body  potassium.  This 
affects  the  kidney  adversely  and  is  responsible  for 
part  of  the  syndrome.  Under  these  circumstances,  the 
kidney  is  unable  to  reabsorb  water  in  a normal 
fashion,  and  polyturia  results.  The  kidney  is  unable 
to  acidify  the  urine  efficiently,  and  the  kidney  am- 
monia output  is  increased,  thus  causing  a persistently 
neutral  or  alkaline  urine  even  with  excessive  hydro- 
gen ion  loss.  These  changes,  which  are  secondary  to 
potassium  depletion,  are  referred  to  by  Conn^  as  the 
"kaleopenic  nephropathy”. 

As  stated  previously,  very  little  control  of  aldo- 
sterone secretion  can  be  attributed  to  the  anterior 
pituitary  gland  and  to  ACTH  control.  The  work 
of  Farrell  and  others^  has  shown  that  the  hypophysec- 
tomized  animals  show  very  little  change  in  the  aldo- 
sterone secretion.  Likewise,  inhibition  of  ACTH  out- 
put by  the  anterior  pimitary  gland  affects  aldosterone 
secretion  very  little.  The  converse  also  is  true  in  that 
a considerable  quantity  of  ACTH  injected  into  the 
experimental  animal  results  in  little  change  in  aldo- 
sterone secretion. 

The  next  question  to  be  answered  is,  "What  is  the 
major  influence  controlling  aldosterone  elaboration 
by  the  adrenals?”  Several  factors  have  been  postulated 
to  exert  such  a controlling  effect,  and  each  is  sup- 
ported by  some  experimental  evidence. 

Electrolytes  influence  the  secretion  of  aldosterone. 
If  a patient  is  placed  on  a salt  free  or  low  sodium 
diet,  aldosterone  secretion  is  enhanced.  If  free  access 
to  sodium  is  allowed,  aldosterone  secretion  decreases. 
Serum  potassium  likewise  influences  aldosterone  se- 
cretion. A low  serum  potassium  is  associated  with 
decreased  aldosterone  secretion.  Various  combinations 
of  electrolyte  abnormalities  affect  aldosterone  secre- 
tion, and  this  must  be  considered  when  an  effort  is 
made  to  establish  a diagnosis  by  urine  aldosterone  de- 
terminations. Suffice  it  to  say  that  electrolytes  prob- 
ably exert  only  a secondary  action,  and  that  extra- 
cellular fluid  volume  (ECF)  plays  a more  important 
role  in  determining  aldosterone  elaboration.  Bartter 
and  others^’  ® showed  that  in  the  normal  individual, 
decrease  in  ECF  causes  an  increase  in  aldosterone 
secretion.  This  occurs  regardless  of  whether  the  in- 
tracellular fluid  volume  is  increased,  decreased,  or 
remains  unchanged.  The  effect  is  also  independent 
of  the  serum  sodium  level.  In  normal  indivduals, 
conversely,  increase  in  ECF  is  attended  by  a decreased 
aldosterone  production. 

The  central  nervous  system  also  has  some  control 
over  aldosterone  secretion,  but  to  what  extent  it 
exerts  overall  influence  is  difficult  to  assess.  Farrell 
and  others^’  ^ showed  that  decapitation  decreases  uri- 
nary aldosterone  levels  in  experimental  animals.  This 
did  not  occur  with  simple  transection  of  the  cord. 
The  injection  of  extracts  of  diencephalon  causes  aldo- 
sterone secretion  to  be  increased  70  per  cent  over 
normal  controls.  Destruction  of  the  diencephalon 


causes  a decrease  of  aldosterone  secretion. 

Recently  the  kidneys  have  been  shown  to  exert  a 
major  influence  on  the  control  of  aldosterone.  This 
seems  logical  since  the  kidney  is  a target  organ  for 
the  action  of  aldosterone.  Probably  the  effect  of  the 
kidney  is  exerted  through  the  juxtaglomerular  ap- 
paratus (JGA)  of  the  afferent  arteriole.  The  JGA 
is  believed  to  be  sensitive  to  pressure  changes  to 
which  the  glomerulus  is  subjected,  and  acts  through 
elaboration  of  renin  or  a renin-like  substance.  In 
turn,  this  is  believed  to  act  upon  angiotensinogen, 
forming  angiotensin  1,  and  then  angiotensin  2.  This 
probably  then  stimulates  aldosterone  secretion.  Al- 
though much  work  is  being  done  to  clarify  this  com- 
plex problem,  it  must  be  stated  that  the  factors  in- 
fluencing aldosterone  secretion  remain  ill-defined.  At 
the  present  time,  the  main  factors  seem  to  be  closely 
related  to  the  volume  of  the  ECF  which  is  mediated 
through  volume  receptors  somewhere  in  the  arterial 
tree  or  in  the  central  nervous  system. 

With  so  many  different  factors  that  appear  to  in- 
fluence aldosterone  elevation,  it  would  follow  that 
aldosterone  should  be  increased  in  several  disease 
states.  Indeed  this  is  true  (see  Table  1). 

Table  1. — Classification  of  Disturbances  in  Aldosterone 
Metabolism. 

Hyperaldosteronism 

A.  Primary 

B.  Secondary 

1.  With  Edema 

a.  cirrhosis  of  the  liver 

b.  congestive  heart  failure 

c.  nephrosis 

d.  eclampsia 

e.  "idiopathic  edema” 

2.  Without  Edema 

a.  salt-losing  nephritis — (some) 

b.  dietary  restriction  of  sodium 

c.  intense  sweating 

3.  Transient  Hyperaldosteronism 

a.  surgical  trauma  and  other  stresses 

Hypoaldosteronism  ( Aldosteronopenia ) 

A.  Primary 

B.  Secondary 


Secondary  hyperaldosteronism  is  seen  regularly  in 
some  of  the  most  common  disease  states.  Patients 
with  edema,  as  in  cirrhosis  of  the  liver,  congestive 
heart  failure,  and  nephrosis,  usually  have  elevated 
aldosterone  levels.  The  difference  between  these  pa- 
tients and  those  with  primary  aldosteronism  is  diffi- 
cult to  assess.  One  factor  that  may  be  important  is 
the  amount  of  sodium  reaching  the  distal  tubules. 
In  cases  of  secondary  aldosteronism  with  edema,  very 
little  sodium  passes  to  the  distal  tubule,  and  this  can 
be  exchanged  for  potassium  and  hydrogen  ions. 
Therefore  the  typical  syndrome  does  not  occur. 

Aldosterone  was  first  thought  to  be  a major  factor 
in  the  development  of  preeclampsia  or  toxemia  of 
pregnancy.  However,  it  was  shown  subsequently  that 
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aldosterone  secretion  is  elevated  in  normal  pregnancy, 
and  that  it  probably  plays  very  little  part  in  this  dis- 
ease, except  in  a secondary  sense. 

Idiopathic  edema  is  a bizarre  illness  characterized 
by  intermittent  edema.  The  exact  initiating  cause  of 
this  is  unknown,  however  aldosterone  levels  are 
elevated. 

Secondary  aldosteronism  without  edema,  such  as 
occurs  in  salt-losing  nephritis,  may  be  difficult  to 
differentiate  from  primary  aldosteronism.  If  the  pa- 
tient with  secondary  aldosteronism  is  placed  on  a 
low  sodium  diet,  a significant  amount  of  salt  will 
continue  to  be  excreted  in  the  urine.  This  is  not 
true  with  the  primary  type.  Dietary  restriction  of 
sodium  is  again  stressed  as  having  a significant  in- 
fluence on  the  control  of  aldosterone  secretion.  Pa- 
tients subjected  to  dietary  restriction  of  sodium  for 
congestive  heart  failure,  hypertension,  and  other  con- 
ditions, constitute  an  important  problem  in  diagnosis. 

Intense  sweating,  especially  in  the  unacclimatized 
patient,  is  also  a potent  stimulus  to  aldosterone  secre- 
tion. Transient  hyperaldosteronism  occurs  daily  in 
hospital  patients.  Surgical  trauma  and  other  stresses 
will  cause  a transient  rise  in  the  secretion  of  aldo- 
sterone, as  well  as  hemorrhagic  shock.  The  latter  is 
one  of  the  most  potent  causes  of  secondary  hyper- 
aldosteronism. 

Now,  just  a brief  comment  about  hypoaldostero- 
nism.  Only  a few  cases  have  been  reported.  What  this 
will  eventually  mean  in  the  overall  management  of 
patients  we  are  not  sure.  In  the  primary  type,  the 
pure  variety  is  usually  manifested  by  potassium  in- 
toxication, and  leads  to  cardiac  death.  Mixed  cases 
are  seen  with  Addisonian  type  disease.  Secondary 
cases  may  be  seen  with  destruction  or  surgical  re- 
moval of  the  adrenal  glands. 

The  symptomatology  and  physical  findings  in  pri- 
mary aldosteronism  are  subtle,  and  one  must  have  a 
high  index  of  suspicion.  The  primary  symptoms  con- 
sist of  the  following: 

1.  Frequent  episodes  of  severe  muscular  weakness 
may  occasionally  proceed  to  a flaccid  paralysis  which 
usually  affects  the  lower  extremities.  It  may,  however, 
progress  to  include  the  entire  body.  It  is  interesting 
also  that  usually  no  precipitating  cause  for  the  onset 
of  paralysis  is  recognized.  It  is,  at  this  time,  unre- 
lated to  the  level  of  serum  potassium. 

2.  Muscular  tetanic  contractions  and  positive 
Chvostek’s  and  Trousseau’s  signs  are  present.  These 
usually  affect  the  upper  extremities  as  contrasted  to 
the  paralysis  which  more  often  involves  the  lower 
extremities. 

3.  Polydipsia,  polyuria,  and  increasing  nocturia  are 
among  the  secondary  effects  due  to  total  body  deple- 
tion of  potassium,  and  are  common  findings. 


4.  Severe  headache  is  said  to  be  a very  frequent 
occurrence.  It  is  usually  refractory  to  the  usual  forms 
of  therapy. 

5.  Paresthesias,  consisting  of  prickling  and  tingling 
of  the  face,  hands,  and  feet  are  also  quite  common. 
These  manifestations  are  more  common  than  muscu- 
lar tetanic  manifestations. 

Physical  findings  also  are  subtle.  Most  of  the  find- 
ings are  those  which  are  seen  with  many  other  ill- 
nesses, as  follows: 

1.  Hypertension,  which  is  usually  mild  to  moderate 
in  severity.  When  the  patient  is  first  seen,  however, 
it  may  be  in  a malignant  stage’  with  marked  papille- 
dema, hemorrhages,  and  exudates  within  the  retina. 

2.  Positive  Chvostek’s  and  Trousseau’s  signs  are 
seen  in  about  80  per  cent  of  the  cases.  Interestingly 
enough,  the  case  presented  in  the  protocol  did  not 
exhibit  these  findings  during  our  observation. 

3.  Cardiac  enlargement  is  usually  related  to  the 
severity  and  duration  of  symptoms,  and  to  the  de- 
gree of  hypertension. 

4.  The  conspicuous  absence  of  edema  is  a differ- 
ence between  primary  and  secondary  aldosteronism. 

The  normal  patient  responds  to  the  administra- 
tion of  aldosterone  by  an  initial  retention  of  sodium, 
followed  by  the  release  of  sodium  and  return  to  a 
relatively  normal  balance.  Patients  with  secondary 
aldosteronism  associated  with  congestive  heart  failure, 
cirrhosis  with  ascites,  and  nephrosis  respond  to  aldo- 
sterone in  a different  way.  Nelson  and  August®  found 
edematous  patients  to  respond  by  an  initially  greater 
sodium  retention,  and  no  subsequent  sodium  release. 
The  patient  with  primary  aldosteronism  responds  to 
aldosterone  in  the  normal  manner,  exhibiting  the 
secondary  sodium  release  after  earlier  sodium  reten- 
tion. 

Nevertheless,  three  or  four  cases  of  primary  aldo- 
steronism have  been  studied  now  which  have  exhib- 
ited edema.  Therefore,  the  presence  of  edema  does 
not  exclude  the  diagnosis  of  primary  aldosteronism. 

The  main  laboratory  findings  in  primary  aldo- 
steronism are  listed  in  Table  2.  Several  deserve  com- 
ment. First  of  all,  one  must  rely  heavily  on  the  lab- 
oratory in  establishing  the  diagnosis.  Second,  one 
must  realize  the  pitfalls  of  interpretation  of  the  find- 
ings when  certain  conditions  prevail.  Hypokalemia 
is  the  most  consistent  finding,  especially  as  a screen- 
ing procedure.  It  is  not  present  every  day,  and  with 
a single  determination  this  finding  may  escape  de- 
tection. If  the  potassium  is  low,  it  may  be  of  a 
severe  degree,  but  completely  asymptomatic.  The 
value  may  range  from  1.8  to  2.2  mEq.  per  liter  and 
still  be  unattended  by  symptoms.  Hypernatremia  is 
intermittent  in  its  appearance  and  usually  mild.  It 
is  only  rarely  over  145  mEq.  per  liter.  Alkalosis  is 
present  and  is  a metabolic  type.  The  pH  is  elevated 
and  CO2  content  or  combining  power  may  range 
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Table  2. — Laboratory  Findings  in  Primary 
Aldosteronism. 

1.  Hypokalemia 

2.  Hypernatremia 

3.  Alkalosis 

4.  Mild  albuminuria 

5.  Persistently  alkaline  or  neutral  urine  with  inability 
to  respond  to  an  ammonium  chloride  load 

6.  Large  urine  volumes  of  low  specific  gravity  respon- 
sive to  neither  water  restriaion  nor  administered 
vasopressin 

7.  Variable  degree  of  decreased  renal  function 

8.  Electrocardiographic  changes  typical  of  hypokalemia 
9-  Moderate  to  great  increase  in  urinary  aldosterone 

level,  Normal  = 5-15  mcg./24  hours 

10.  Very  high  urine  potassium  with  low  serum  potas- 
sium (High  U/P  ratio  for  potassium) 

11.  Normal  17-hydroxycorticoids  and  17-ketosteroids 

12.  Low  levels  of  sodium  in  thermal  sweat 


from  30  to  40  mEq.  per  liter.  Mild  albuminuria  is 
present,  which  may  be  persistent  or  intermittent.  The 
urine  is  usually  alkaline  or  neutral  and  there  is  an 
inability  to  respond  to  an  ammonium  chloride  load. 
This  is  caused  by  kaleopenic  nephropathy,  the  term 
that  Conn  has  applied  to  the  renal  changes  that  fol- 
low the  long-time  presence  of  low  serum  potassium. 
Polyuria  is  a very  frequent  finding,  and  the  specific 
gravity  usually  ranges  from  1.004  to  1.010.  The 
specific  gravity  is  responsive  neither  to  water  re- 
striction nor  to  administered  vasopressin.  In  the 
fully  developed  syndrome  some  degree  of  decreased 
renal  function  is  invariably  present.  This  is  almost 
completely  reversible,  however,  after  surgical  removal 
of  the  primary  stimulus.  Electrocardiographic  changes 
typical  of  hypokalemia  also  are  seen  very  frequently. 

Once  the  suspicion  of  aldosteronism  has  been 
raised,  other  studies  can  be  done.  There  is  a moderate 
to  great  increase  in  urinary  aldosterone  levels.  The 
normal  range  in  most  laboratories  is  from  5 to  15 
or  18  meg.  per  24  hours.  This  level  is  influenced  by 
diet  and  by  potassium  depletion.  The  level  may  not 
be  elevated  on  every  determination.  A high  level  of 
urine  potassium  with  exceedingly  low  serum  potas- 
sium level  is  another  important  detection  method. 
If  the  urine  potassium  excretion  is  over  20  mEq.  per 
day  in  the  face  of  a low  serum  potassium  level,  this 
is  quite  a significant  finding.  Urinary  17-hydroxycor- 
ticoids and  17-ketosteroids  are  normal,  and  the  sodi- 
um content  of  thermal  sweat  is  lowered. 

Special  precautions  must  be  taken  when  performing 
the  more  refined  diagnostic  smdies.  If  the  total  body 
potassium  is  low  when  urinary  aldosterone  levels 
are  being  measured,  they  may  be  either  normal  or 
high  normal  and  give  confusing  results.  If  a patient 
is  placed  on  60  to  150  mEq.  of  potassium  per  day, 
20  mEq.  of  potassium  will  continue  to  be  excreted 
daily  even  though  a total  body  potassium  deficit 
exists.  During  this  time,  the  urinary  aldosterone  levels 
usually  are  elevated  in  primary  aldosteronism.  Low 


sodium  diet  increases  the  level  of  aldosterone  secre- 
tion. This  can  be  used  to  determine  the  response  to 
such  a diet.  It  must,  however,  be  emphasized  that 
the  serum  potassium  may  be  normal  in  the  face  of 
a low  sodium  diet.  Therefore,  certain  dietary  restric- 
tions during  these  tests  are  quite  important.  There 
is  available  an  aldosterone  secretion  test  which  is 
more  refined  and  a little  more  accurate.  In  this  test, 
a minute  amount  of  radioactive  aldosterone  is  in- 
jected. This  equilibrates  with  the  total  body  aldo- 
sterone and  then  the  excretion  is  measured  in  the 
urine.  The  normal  value  in  this  test  is  usually  be- 
tween 100  to  200  meg.  per  day.  Aldosterone  antago- 
nists such  as  Amphenone  and  Spirolactone  are  men- 
tioned only  to  emphasize  that  they  have  no  place 
in  therapy.  A patient  should  not  be  on  one  of  these 
agents  during  a workup  for  primary  aldosteronism, 
for  they  may  confuse  the  tests  immeasurably. 

Retroperitoneal  gas  studies  play  a small  part  in 
the  diagnosis  of  primary  aldosteronism  since  most 
of  the  tumors  are  quite  small,  usually  between  1 and 
3 Gm. 

In  summary  one  could  say  that  given  a patient  with 
hypertension,  if  he  is  not  under  therapy  and  is  on  a 
regular  diet,  the  serum  potassium  determination  will 
be  of  diagnostic  value.  If  the  level  is  below  3.5  mEq. 
per  liter  and  there  is  no  other  obvious  cause  for 
low  potassium,  such  as  vomiting,  diarrhea,  fistulas, 
chlorothiazide  therapy,  and  so  forth,  the  test  should 
be  repeated,  and  at  the  same  time  the  urinary  potas- 
sium level  should  be  determined.  If  the  latter  exceeds 
20  mEq.  per  day,  this  is  strongly  presumptive  evi- 
dence of  the  diagnosis  of  primary  aldosteronism. 
Other  more  refined  studies  should  then  be  done. 

Conn  states  that  it  was  his  good  fortune  that  the 
first  case  he  encountered  was  a classic  example  of 
primary  aldosteronism.  The  truth  of  this  is  indicated 
by  the  fact  that  very  little  additional  symptomatology 
or  biochemical  findings  have  been  added  to  his 
original  description.  He  states  further  that  if  one 
insists  on  all  of  the  so-called  classic  findings  being 
present,  only  about  30  per  cent  of  the  cases  will  be 
diagnosed. 

Dr.  Shires:  So,  here  is  a new  disease  which  basically 
revolves  about  a new  adrenocortical  hormone,  aldo- 
sterone, the  most  potent  salt-retaining  hormone 
known  to  man.  When  increased  it  produces  a char- 
acteristic set  of  symptoms.  Basically  the  symptoms 
are  all  related  to  ( 1 ) hypertension  and  ( 2 ) low 
serum  potassium.  This  includes  the  interesting  entity, 
kaleopenic  nephropathy.  These  are  the  things  that 
are  characteristic  of  the  disease.  This  is  why  many 
of  the  symptoms  Dr.  Patman  mentioned  are  non- 
specific and  are  incident  to  the  result  of  the  aldo- 
sterone increase,  such  as  hypertension  and  the  renal 
damage  from  the  low  serum  potassium.  The  patient 
presented  demonstrates  many  of  the  features  that  Dr. 
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Patman  has  outlined.  Once  the  diagnosis  is  estab- 
lished, then  the  question  is  how  to  do  the  adrenal 
exploration  and  what  results  can  one  anticipate  with 
a pre-operative  diagnosis  of  primary  hyperaldo- 
steronism? I will  ask  Dr.  Lehman  to  review  these 
aspects  of  the  problem. 

Dr.  I.  Lehman:  As  with  any  question,  there  are 
two  sides  to  the  argument.  Some  people  prefer  the 
posterior  translumbar  approach,  while  other  surgeons 
are  strong  proponents  of  the  anterior  transperitoneal 
or  transabdominal  approach  through  a midline  inci- 
sion. Both  have  their  advantages  and  disadvantages, 
however.  The  anterior  approach  allows  better  visual- 
ization of  the  adrenal  area  and  easier  control  of  any 
excessive  bleeding.  Also,  the  anterior  approach  allows 
easy  palpation  of  the  bifurcation  of  the  aorta  and 
exploration  for  accessory  or  aberrant  adrenal  tissue. 
Since  there  is  hyperplasia  in  about  9 per  cent  of  the 
cases,  and  since  in  another  6 per  cent  the  adrenal 
glands  appear  perfectly  normal,  it  is  of  great  benefit 
to  be  able  to  compare  the  two  glands  and  feel  them 
easily.  With  the  anterior  approach  one  may  either 
expose  the  adrenal  glands  through  the  transverse 
mesocolon  and  dissect  down  to  the  adrenals,  or  in- 
cise the  posterior  peritoneum,  depending  on  which 
is  the  more  technically  feasible  in  the  individual 
patient.  The  anterior  approach  has  the  disadvantage 
of  being  more  affected  by  the  patient’s  body  config- 
uration and  the  degree  of  obesity,  than  does  the 
posterior  approach.  The  posterior  approach  allows 
two  teams  to  work  simultaneously  if  this  is  so  de- 
sired. Since  theoretically  there  is  no  handling  of  the 
bowel,  postoperative  ileus  may  be  somewhat  less  of 
a problem,  although  with  the  anterior  approach,  ileus 
is  essentially  also  problem-free.  In  addition  to  the 
possible  difficulty  of  controlling  excessive  bleeding  or 
hemorrhage  from  the  posterior  approach,  the  patient 
is  more  prone  to  develop  a pneumothorax  through 
the  posterior  approach.  The  posterior  approach  re- 
quires resection  of  the  12th  rib,  and  then  incision 
through  two  fascial  compartments.  The  transversalis 
fascia  which  lines  the  entire  pelvic  cavity  and  then 
fuses  with  the  anterior  and  posterior  layers  of  the 
thoracolumbar  fascia  at  the  lateral  border  of  the 
quadrants  muscle,  thickens  medially  and  laterally  to 
form  the  lumbocostal  arches  which  participate  in  the 
formation  of  part  of  the  diaphragm.  Since  these  are 
below  the  medial  portion  of  the  12  th  rib,  then  it 
follows  that  the  pleural  reflection  and  pleural  space 
would  be  below  the  medial  portion  of  the  12  th  rib 
and  anterior  to  it  also.  While  the  right  kidney  is 
lower  than  the  left,  it  is  usually  found  that  the  right 
adrenal  is  higher  than  the  left  one  and  in  a series 
of  some  225  autopsy  specimens,  27  per  cent  showed 
that  the  right  adrenal  gland  was  adherent  to  the 
bare  area  of  the  liver  by  fibrous  tissue.  The  adrenal 


glands  themselves  usually  are  located  superiorly, 
medially,  and  posteriorly  on  the  upper  pole  of  the 
respective  kidney.  On  the  right  there  is  close  prox- 
imity to  the  vena  cava,  on  the  left,  to  the  spleen  and 
the  splenic  vessels. 

The  adrenals  are  endowed  with  a rich  blood  sup- 
ply. The  arteries,  the  superior  adrenal  arising  from 
the  inferior  phrenic  artery,  medial  adrenal  arising 
from  the  aorta,  and  inferior  adrenal  artery  arising 
from  the  renal  artery  are  small  and  somewhat  in- 
constant in  their  location.  The  venous  supply  is 
somewhat  more  constant  and  the  veins  are  larger. 
Each  gland  is  drained  by  a veritable  venous  plexus 
which  culminates  in  a central  vein  for  each  gland. 
The  central  vein  for  the  left  adrenal  gland  drains 
into  the  left  renal  vein,  while  on  the  right  it  drains 
directly  into  the  vena  cava.  Damage  to  these  vessels 
can  cause  considerable  bleeding,  and  most  surgeons 
are  prone  to  handle  this  by  use  of  silver  clips  on  these 
small  and  fragile  vessels,  rather  than  trying  to  use 
the  conventional  ties. 

In  about  70  per  cent  of  the  cases  there  is  a single 
benign  adenoma;  the  weight  will  vary  from  about 
0.5  Gm.  to  some  87  Gm.,  the  average  weight  being 
1 to  3 Gm.  These  are  small,  and  because  of  their 
location,  retroperitoneal  air  infiltration  studies  usually 
will  be  valueless.  Furthermore,  they  can  be  dangerous 
and  carry  a considerable  morbidity.  Multiple  ade- 
nomas form  about  15  per  cent  of  other  cases.  This  is, 
therefore,  usually  considered  the  explanation  for  re- 
current disease.  Cortical  hyperplasia  comprises  about 
9 per  cent  of  the  cases,  and  usually  occurs  in  chil- 
dren and  young  adults,  although  it  has  been  found 
as  late  as  the  fifth  decade  of  life.  The  hyperplasia 
is  usually  of  a nodular  type.  In  6 per  cent  of  the 
cases  the  glands  are  grossly  normal,  although  micro- 
scopically they  may  show  focal  areas  of  nodular  hy- 
perplasia. The  adenomas  usually  are  located  in  the 
zona  glomerulosa  and  may  or  may  not  extend  into 
or  involve  part  of  the  zona  fasciculata.  Preoperative 
workup  should  be  such  that  it  substantiates  the  diag- 
nosis to  a degree  that  should  the  glands  appear  gross- 
ly normal,  and  should  one  be  able  to  detect  no  tumor 
or  enlargement,  a 90  per  cent  resection  of  the  adrenal 
tissue  still  would  be  justified.  The  postoperative 
course  is,  in  general,  smooth. 

Removal  of  the  source  of  production  of  the  excess 
aldosterone  results  in  an  almost  dramatic  disappear- 
ance of  the  entire  syndrome  in  many  instances.  'The 
blood  pressure  may  behave  in  three  different  ways. 
About  60  per  cent  of  the  patients  have  a return  of 
blood  pressure  to  normal  within  three  months,  and 
there  remain  indefinitely.  Another  25  per  cent  have  a 
fall  in  blood  pressure  to  lower  levels,  but  it  never 
quite  reaches  normotensive  levels  for  the  individual. 
The  remaining  15  per  cent  of  patients  have  a fall 
in  blood  pressure  for  several  months  and  then  a 
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return  to  preoperative  levels.  Regardless  of  the  blood 
pressure  response,  however,  the  metabolic  abnormal- 
ities and  electrolyte  metabolism  have  been  completely 
obliterated.  If  this  has  not  taken  place,  either  a missed 
adenoma  remains,  or  there  is  a secondary  renal  lesion. 

The  kaleopenic  nephropathy,  as  Conn  calls  this 
particular  entity,  is  at  least  partially  reversible  in  all 
cases.  Since  electrolyte  abnormalities  regress  in  every 
instance,  one  is  almost  obligated  to  recommend  sur- 
gery in  all  patients,  even  when  there  is  severe  renal 
damage. 

Many  patients  have  an  ECF  volume  25  to  30  per 
cent  above  normal.  Postoperatively  these  have  marked 
diuresis,  up  to  4,000  or  5,000  cc.  of  urine  per  day. 

The  complications  of  this  surgical  procedure  are 
not  great.  They  fall  essentially  into  just  two  cate- 
gories. The  fall  in  blood  pressure  may  cause  a de- 
crease in  glomerular  filtration  rate,  temporarily  in- 
creasing or  intensifying  the  pre-existing  level  of 
uremia.  This  usually  improves  or  disappears  entirely. 
The  second  complication  is  that  temporary  aldo- 
steronopenia  may  occur,  in  which  exogenous  salt  may 
be  required.  Many  patients  put  out  large  amounts  of 
salt  in  their  urine  in  the  diuretic  phase,  requiring 
supplementation  with  exogenous  sodium.  We  have 
not  given  steroids  to  any  of  these  patients  preopera- 
tively.  The  postoperative  courses  in  our  two  cases 
have  been  very  smooth  without  any  serious  complica- 
tions. 

Dr.  Shires:  As  far  as  the  approach  is  concerned, 
we  have  almost  adopted  the  philosophy  that  this 
depends  upon  the  individual  surgeon’s  preference. 
Certainly  adrenalectomies  can  be  and  are  done  daily 
by  both  the  posterior  and  anterior  approach.  There 
are  many  advocates  of  each  avenue  of  approach.  We 
usually  have  used  the  anterior  approach  because  most 
of  the  adrenal  diseases  we  see  involve  either  both 
glands  and/or  extra-adrenal  tissue.  Certainly  this  has 
been  true  of  the  pheochromocytomas  and  now  with 
the  aldosterone  group.  On  the  other  hand,  adrenalec- 
tomy for  carcinoma  of  the  breast  is  done  just  as  well 
from  the  front  or  the  back  and  this  seems  to  be  a 
matter  of  individual  preference.  Both  have  been  used 
with  a high  degree  of  success.  One  interesting  thing 
about  this  disease  is  that  at  least  85  per  cent  of  these 
patients  have  benign  adenomas.  Carcinomas  as  such 
do  not  occur  with  primary  hyperaldosteronism.  Hy- 
peraldosteronism has  been  reported  in  cases  with 
adrenocortical  carcinoma  but  only  in  conjunction 
with  evidence  bf  other  excesses  of  adrenocortical 
hormones.  Carcinoma  of  the  adrenal  cortex  as  the 
specific  cause  of  the  aldosterone  excess  apparently 
has  not  as  yet  been  described. 

As  mentioned  earlier,  the  radiologist  has  not  been 
able  to  help  us  much  with  this  disease  entity.  Dr. 
Reynolds,  do  you  believe  in  the  use  of  retroperitoneal 
gas  studies? 


Radiologic  Findings 

Dr.  J.  Reynolds:  It  is  perhaps  significant  that, 
while  recent  publications  devoted  to  internal  medi- 
cine and  surgery  feature  articles  on  aldosteronism,  the 
radiology  literature  does  not  mention  the  disorder. 
When  a disease  entity  is  ignored  in  this  way  it 
usually  means  that  there  are  no  radiographic  signs 
or  that  the  radiographic  findings  are  of  little  diag- 
nostic value. 

As  mentioned  earlier,  when  the  diseased  gland  is 
viewed  directly  by  the  surgeon  or  the  pathologist, 
the  majority  show  no  gross  abnormality;  there  is  no 
tumor.  When  a tumor  is  present,  it  is  nearly  always 
small  and  thus  produces  only  a minor  alteration  in 
the  size  or  shape  of  the  organ,  which  is  small  to  be- 
gin with.  Subtle  changes  in  contour  might  be  ap- 
preciated in  a symmetrical,  paired  organ,  but  the 
adrenal  is  nor  such  an  organ,  and,  more  to  the  point, 
the  normal  or  slightly  enlarged  gland  cannot  be 
seen  on  the  plain  film  of  the  abdomen  since  it  is 
surrounded  by  tissue  of  the  same  density. 

This  problem,  of  course,  may  be  resolved  through 
the  use  of  presacral  gas  insufflation,  after  which 
plain  films  and  laminograms  show  the  outlines  of 
the  glands.  Bur,  in  spite  of  these  refinements,  little 
information  of  diagnostic  value  can  be  anticipated 
in  this  disease.  The  reason  is  apparent:  gross  morpho- 
logic change  is  rare  and  the  glands  appear  radio- 
graphically normal. 

The  films  of  the  patient  under  discussion  today 
demonstrate  this  diagnostic  problem.  Plain  films  of 
the  abdomen  and  intravenous  pyelograms  show  no 
abnormalities.  A presacral  air  insufflation  was  fol- 
lowed by  laminography.  It  can  be  seen  that  the  out- 
lines of  the  adrenal  glands  are  successfully  delineated 
by  this  method;  these  margins  are  not  sharp  and 
clear,  but  the  smdy  is  of  good  technical  quality.  The 
right  adrenal  is  seen  as  a pyramidal  shadow  in  normal 
position.  Even  in  retrospect,  I can  see  no  enlargement 
or  abnormal  lobulation. 

It  is  my  feeling  that  the  role  of  diagnostic  radiol- 
ogy is  a limited  one  in  aldosteronism — limited  by  the 
paucity  of  gross  morphologic  changes  which  occur  in 
the  disease.  A normal  kidney,  ureter,  and  bladder  and 
presacral  air  study  therefore  are  to  be  expected,  and 
negative  findings  in  these  studies  are  of  no  diag- 
nostic value.  I really  believe  that  the  presacral  gas 
smdies  should  not  be  a part  of  the  routine  evalua- 
tion of  these  patients;  there  will,  of  course,  be  rare 
exceptions.  In  the  main,  identification  of  the  disease 
should  be  based  on  clinical  and  biochemical  findings. 

Dr.  Shires:  There  are  several  articles  in  the  lit- 
erature now  supporting  your  views.  In  San  Francisco, 
Drs.  Conn  and  Mathiewson,  and  several  others  ex- 
pressed the  same  view — that  this  procedure  adds 
nothing  but  discomfort  to  the  patient  and  therefore 
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Fig.  1.  This  gross  photograph  of  the  adrenal  gland 
demonstrates  the  sharply  circumscribed  ovoid  adreno- 
cortical adenoma  in  the  right  upper  segment. 


they  no  longer  recommend  its  use.  This  is  too  small 
a tumor  for  this  procedure  to  be  of  much  help.  Well, 
will  the  pathologists  now  show  us  what  was  found, 
and  give  us  their  views  on  the  pathogenesis  of  this 
disease? 


Pathologic  Findings 

Dr.  R.  S.  Putnam:  The  adrenal  gland  removed 
clearly  shows  an  adenoma  composed  of  light  yellow 
tissue.  It  is  well  demarcated  from  the  surrounding 
normal  tissue  and  occupies  a cortical  position  (Figs. 
1 and  2 ) . Adjacent  to  the  adenoma  is  grossly  normal 
adrenal  cortex  which  is  slightly  lobulated  and  pale 
yellow.  The  entire  adrenal  gland  weighed  8 Gm.,  and 


Fig.  2.  Gross  photograph  of  the  cut  section  of  the 
adrenocortical  adenoma,  shows  the  sharp  demarca- 
tion between  the  tumor  and  the  adjacent  atrophic 
adrenal  cortical  tissue. 

the  adenoma  measured  2.5  x 1 x 1 cm.  The  capsule 
is  intact,  and  the  adenoma  compresses  the  surround- 
ing normal  cortex. 

Microscopic  study  (Figs.  3,  4,  and  5)  shows  the 
cells  of  the  adenoma  to  be  large  and  to  contain 
abundant  lipid.  The  nuclei  are  small  and  uniformly 
dense.  The  tumor  cells  are  separated  into  small  groups 
and  cords  by  delicate  connective  tissue  fibers.  The 
adjacent  normal  adrenocortical  cells  are  smaller  in 
total  size,  contain  less  lipid,  and  have  larger  and  less 
darkly-stained  nuclei.  Histochemical  study  demon- 
strates a large  amount  of  cholesterol  in  the  adenoma 
cells.  This  substance  is  the  precursor  of  the  hormones 
produced  in  the  adrenal  cortex.  An  increased  cyto- 
plasmic enzymatic  activity  by  the  adenoma  ceils  was 
demonstrated  by  the  use  of  the  DPN  diaphorase 


Fig.  3.  The  photomicro- 
graph illustrates  the  en- 
larged, markedly  vacuo- 
lated adrenocortical  cells. 
The  nuclei  are  prominent 
and  chromatin  is  clumped. 
Hematoxylin  and  eosin 
stain,  (x  328) 


1032 


TEXAS  State  Journal  of  Medicine 


Fig.  4.  top.  Photomicro- 
graph of  adrenocortical 
adenoma  demonstrates 
the  intense  cholesterol 
deposition,  depicted  here 
by  the  darkly  staining 
masses.  Cholesterol  stain, 
(x  90) 


Fig.  5.  bottom.  Photo- 
micrograph demonstrates 
the  enzymatic  activity  of 
the  adrenal  cortical  ade- 
noma cells  with  the  DPN 
diaphorase  stain.  The 
dark  stippling  represents 
the  increased  enzymatic 
activity.  DPN  diaphorase 
stain,  (x  92) 


Stain.  In  response  to  the  hyperaldosteronism,  the 
normal  zona  glomerulosa  has  undergone  atrophy,  and 
only  scattered  small  nests  of  glomerulosa  cells  remain. 

The  renal  biopsy  illustrates  the  apparent  absence 
of  the  juxtaglomerular  apparatus  which  normally  oc- 
cupies the  position  just  proximal  to  the  glomerulus 
along  the  course  of  the  afferent  arteriole.  The  kidney 
shows  arteriolar  sclerosis  and  hyalinized  glomeruli 
indicating  that  the  kidneys  have  been  affected  by 
the  prolonged  hypertension.  The  proximal  convoluted 
cells  are  the  seat  of  mild  vacuolization  of  the  cyto- 
plasm consistent  with  a hypokalemic  state. 

Dr.  V.  A.  Stembridge:  In  addition,  the  lesion  was 
examined  by  electron  microscopy  (Figs.  6 and  7). 
There  is  increased  clumping  of  the  chromatin  within 


the  nucleus  of  the  tumor  cells.  The  nucleoli  are  of 
normal  size  and  structure.  Within  the  cytoplasm  are 
large  vacuoles  filled  with  lipid.  Much  of  the  lipid  is 
missing,  having  been  removed  in  tissue  preparation. 
The  mitochondria  also  are  swollen.  These  findings  are 
quite  similar  to  those  described  for  normal  adreno- 
cortical cells. 

Dr.  Reynolds  and  Dr.  Garvey®  recently  smdied  the 
effect  of  DDD  upon  the  adrenal  "land.  They  found 
that  this  agent  produced  necrosis  of  cells  in  the 
zona  reticularis  and  ultimately  the  zona  fasciculata. 
Five  days  following  the  administration  of  this  drug, 
selective  necrosis  had  occurred  within  the  zona 
reticularis,  and  12  days  after  administration,  both  the 
zona  reticularis  and  the  zona  fasciculata  were  ne- 
crotic, but  there  was  persistence  of  the  zona  glom- 
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Fig.  6.  Electron  micro- 
graph of  adrenocortical 
adenoma.  The  cytoplasm 
of  the  tumor  cells  contain 
numerous  large,  clear  ves- 
icles. These  are  consid- 
ered to  have  contained 
lipid,  especially  cholester- 
ol, which  has  been  re- 
moved by  fat  solvents  in 
tissue  preparation. 

(x  5,655) 


erulosa.  After  two  months,  regeneration  of  the  com- 
plete adrenal  cortex  had  occurred.  This  suggests  that 
the  zona  glomerulosa  is  primarily  responsible  for 
the  development  of  the  cells  of  the  zona  fasciculata 
and  zona  reticularis  of  the  adrenal  cortex. 

In  conclusion,  we  have  demonstrated  an  adrenal 
cortical  adenoma  with  concomitant  atrophy  of  the 
zona  glomerulosa  of  the  remaining  adrenal  cortex. 
In  addition,  kaleopenic  nephropathy  was  present  in 
the  renal  biopsy.  This  consisted  of  absence  or  de- 
granulation  of  the  juxtaglomerular  cells,  and  hy- 
dropic degeneration  of  the  proximal  convoluted  tub- 
ules. 
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Fig.  7.  Electron  micro- 
graph of  cell  of  adreno- 
cortical adenoma.  In  ad- 
dition to  vacuoles  in  the 
cytoplasm,  numerous 
large'  mitochondria  are 
present  and  are  variably 
swollen.  The  nucleus  re- 
veals irregular  clumping 
of  chromatin  granules,  (x 
1 1,185) 


Medical  Preparedness,  Liberty  Amendment 
Favorably  Received  by  AMA 


T EXAS  RESOLUTIONS  relating  to  medical  prepared- 
ness for  disaster  and  the  Liberty  Amendment  were 
favorably  received  by  the  American  Medical  Associa- 
tion House  of  Delegates  during  the  1962  Clinical 
Meeting  at  Los  Angeles  on  Nov.  26-28. 

Texas  physicians  also  took  an  active  interest  in 
several  other  issues,  such  as  physician  ownership  of 
drug  stores  and  drug  repackaging  houses,  in  debates 
before  reference  committees  of  the  House  of  Dele- 
gates. More  than  20  Texas  delegates,  alternates,  offi- 
cers of  the  Texas  Medical  Association,  and  others 
participated  in  the  deliberations  on  questions  of 
AMA  policy. 

The  House  of  Delegates  approved  a Texas  resolu- 
tion calling  for  the  AMA  to  provide  maximum  assist- 
ance possible  to  all  state  societies  in  medical  pre- 
paredness for  disaster.  The  resolution  pointed  out 
that  preparedness  is  most  timely  and  necessary  in 
view  of  international  tensions  in  Cuba,  India,  Berlin, 
and  other  points  around  the  world. 

The  AMA  Council  on  National  Security  and  the 
Committee  on  Disaster  Medical  Care  have  been  en- 
gaged in  programs  designed  to  provide  assistance  to 
state  societies.  Programs  include  a pilot  plan  involv- 
ing visits  to  Texas  and  other  states  for  the  primary 
purpose  of  attending  a regular  meeting  of  the  state 
medical  society’s  committee  on  emergency  medical 
care.  The  House  of  Delegates  commended  the  Coun- 
cil on  National  Security  and  the  Committee  on  Disas- 
ter Medical  Care,  and  encouraged  them  to  continue 
their  important  programs. 

A second  Texas  resolution  calling  for  support  of 
the  Liberty  Amendment  was  supported  by  Drs.  John 
K.  Glen  and  Denton  Kerr,  Houston,  and  Dr.  Mai 
Rumph,  Fort  Worth,  in  statements  before  a reference 
committee.  Texas  physicians  were  joined  by  delegates 
from  Illinois  and  other  states  in  support  of  the  reso- 
lution. 


The  Liberty  Amendment  is  a proposed  constitu- 
tional amendment.  It  provides  that  ( 1 ) the  U.  S. 
government  shall  not  engage  in  any  business  or  en- 
terprise except  as  specified  in  the  Constitution;  (2) 
the  U.  S.  Constitution  or  laws  of  any  state  shall  not 
be  subject  to  the  terms  of  any  foreign  or  domestic 
agreement  which  would  abrogate  this  amendment; 
(3)  government  activities  which  violate  the  intent 
of  the  amendment  shall  be  liquidated  and  the  prop- 
erties and  facilities  affected  shall  be  sold;  and  (4) 
the  l6th  article  of  amendments  to  the  U.S.  Constitu- 
tion shall  stand  repealed,  and  Congress  shall  not  levy 
taxes  on  personal  incomes,  estates,  and  gifts.  The 
Liberty  Amendment  must  be  ratified  by  two-thirds 
of  the  states  in  order  to  be  in  force. 

Testimony  before  the  reference  committee  con- 
cerned the  question  as  to  whether  the  formation  of  a 
policy  on  the  Liberty  Amendment  was  properly 
within  the  purview  and  activities  of  the  AMA.  It 
was  agreed  that  the  AMA  should  express  policy  on 
this  question.  The  Texas  resolution  subsequently  was 
referred  to  the  AMA  Council  on  Legislative  Activi- 
ties for  further  study.  A report  and  recommendations 
are  expected  at  the  1963  AMA  Annual  Meeting  in 
June  at  Atlantic  City. 

In  addition  to  testimony  on  these  resolutions,  Tex- 
as physicians  contributed  significantly  to  a spirited 
debate  in  reference  committee  in  regard  to  physician 
ownership  of  drug  stores,  drug  repackaging  houses, 
and  drug  companies.  The  AMA  Judicial  Council, 
after  deliberation  and  study,  had  expressed  the  opin- 
ion that  it  is  unethical  for  a physician  to  participate 
in  the  ownership  of  a drug  store  in  his  medical  prac- 
tice area  unless  adequate  drug  store  facilities  are 
otherwise  unavailable.  This  opinion  represented  a 
modification  of  the  existing  opinion.  The  Judicial 
Council  previously  had  expressed  the  view  that  it 
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does  not  believe  it  can  be  considered  unethical  for 
a physician  to  own  or  operate  a pharmacy  provided 
that  there  is  no  exploitation  of  the  patient. 

Texas  physicians  spoke  in  favor  of  the  proposed 
opinion  which  would  make  more  firm  the  ethical 
standards  related  to  ownership  of  pharmacies  by  phy- 
sicians. Dr.  James  H.  Sammons,  Highlands,  presented 
the  views  of  the  TMA  Board  of  Councilors.  Testi- 
mony also  was  given  by  Dr.  Robert  Mayo  Tenery, 
Waxahachie,  TMA  President-Elect. 

Dr.  Sammons  pointed  out  that  the  ownership  of 
pharmacies  by  physicians  had  increased  significantly 
in  recent  years.  He  expressed  the  view  that  it  is  un- 
ethical for  physicians  to  own  pharmacies  or  to  be 
the  limited  or  part  owners.  He  further  pointed  out 
that  this  practice  is  not  in  the  public  interest,  and 
that  it  has  adversely  affected  relationships  with  phar- 
macists. He  supported  the  position  that  any  arrange- 
ment by  which  the  physician  profits  from  the  rem- 
edy he  prescribes  or  supplies  is  unethical. 

Considerable  opposition  was  voiced  to  the  pro- 
posed stiffening  of  the  opinion,  however.  Points  cited 
in  opposition  included  ( 1 ) the  constitutional  rights 
of  the  physician  would  be  violated  if  he  were  denied 
the  opportunity  to  own  a pharmacy;  (2)  drug  stores 
are  maintained  by  some  physicians  as  a service  to 
their  patients;  and  (3)  questions  of  ethics  should  be 
handled  at  the  local  level  by  county  medical  societies; 
consequently,  no  action  by  the  AMA  was  needed  or 
indicated. 

The  AMA  House  of  Delegates  voted  not  to  take 
any  action  on  that  issue  at  this  time,  and  to  return 
it  to  the  Judicial  Council  for  further  study  and  re- 
port. 

Similarly,  no  action  was  taken  on  modifications  of 
opinions  by  the  Judicial  Council  concerning  drug 
repackaging  companies  and  stock  ownership  by  phy- 
sicians in  pharmaceutical  firms.  The  Council  had  ex- 
pressed the  opinion  that  it  is  unethical  for  a physi- 
cian to  own  or  have  an  interest  in  a drug  repackaging 
company  under  any  circumstances,  and  that  it  is 
unethical  for  a physican  to  own  stock  in  a pharma- 
ceutical company  which  he  can  control  while  actively 
engaged  in  the  private  practice  of  medicine. 

Texas  physicians  also  supported  those  opinions  at 
hearings  before  the  reference  committee.  They  point- 
ed out  that  several  state  and  county  societies  charged 
with  enforcing  the  Principles  of  Medical  Ethics  have 
been  confronted  with  complaints  regarding  small 
pharmaceutical  companies  which  are  owned  or  partly 
owned  by  physicians.  Complaints  that  physicians  have 
formed  corporations  to  repackage  and  sell  drugs  un- 
der a corporate  name  also  have  been  received. 

"There  is  ethical  concern  about  the  propriety  of 
physicians’  owning  stock  in  pharmaceutical  compa- 
nies which  they  can  control  while  in  the  active  prac- 
tice of  medicine,”  Dr.  Sammons  testified.  "A  physi- 
cian who  owns  stock  in  a small  company  may  not  be 


able  to  divorce  this  relationship  from  the  practice  of 
medicine  and  the  treatment  of  patients  in  prescribing 
drugs  supplied  by  a firm  which  sells,  repackages,  or 
manufactures.” 

Texas  physicians  who  participated  in  deliberations 
at  Los  Angeles  were  Drs.  J.  B.  Copeland,  J.  L.  Coch- 
ran, and  Max  E.  Johnson,  San  Antonio;  Drs.  Milford 
O.  Rouse,  Ridings  E.  Lee,  and  J.  E.  Miller,  Dallas; 
Drs.  John  K.  Glen,  Denton  Kerr,  and  George  W. 
Waldron,  Houston;  James  H.  Sammons,  Highlands; 
Drs.  T.  C.  Terrell,  E.  P.  Hall,  Jr.,  James  D.  Murphy, 
and  Mai  Rumph,  Fort  Worth;  Dr.  G.  W.  Cleveland, 
Austin;  Dr.  John  L.  Otto,  Galveston;  Dr.  J.  C.  Ter- 
rell, Stephenville;  Dr.  George  'Turner,  El  Paso;  Dr. 
Robert  Mayo  Tenery,  Waxahachie;  and  Dr.  Robert 
A.  Murray,  Temple.  They  were  assisted  by  four  rep- 
resentatives of  the  Austin  offices  of  the  General 
Counsel  and  the  TMA  Headquarters  Staff,  Philip  R. 
Overton,  C.  Lincoln  Williston,  Donald  M.  Anderson, 
and  C.  Dean  Davis. 


Health  Mobilization  Training 
Planned  for  Texas  Physicians 

To  give  physicians  and  persons  in  allied  health 
fields  a ground  zero,  no-holds-barred  view  of  what 
nuclear  disaster  means,  and  to  prepare  them  for  their 
responsibilities  in  providing  emergency  health  serv- 
ices under  such  conditions,  a health  mobilization 
training  course  will  be  presented  in  Austin  Feb.  22- 
24  by  the  Texas  Medical  Association  and  State  De- 
partment of  Health. 

Edward  Teller,  Ph.D.,  D.Sc.,  will  be  one  of  the 
guest  speakers;  Dr.  Teller  is  director  of  the  Univer- 
sity of  California  Radiation  Laboratory,  and  was  in- 
strumental in  the  development  of  the  atom  and  hy- 
drogen bombs. 

Beginning  Feb.  22,  there  will  be  one  and  one-half 
days  of  intensive  lecture  sessions.  Not  limited  to 
the  "arm-chair”  approach,  the  lectures  will  be  fol- 
lowed by  a demonstration  of  the  unpacking  and  set- 
ting up  of  a civil  defense  emergency  hospital;  vol- 
unteers will  be  asked  to  participate  in  "treating”  the 
"casualties”,  who  will  be  prepared  with  moulage 
injuries. 

Dr.  Ben  A.  Merrick,  Dallas,  chairman  of  the 
TMA  Committee  on  Emergency  Medical  Service,  has 
expressed  the  hope  that  every  county  medical  society 
will  have  at  least  one  representative  at  this  training 
course.  Private  physicians  will  be  instructed  in  their 
responsibilities  for  emergency  medical  care.  Group 
participation  is  designed  to  increase  the  physician’s 
awareness  of  the  interdependence  of  the  various 
health  services,  and  to  encourage  joint  preparation 
and  implementation  locally  of  plans  for  providing 
these  services  under  emergency  conditions. 

The  statewide  disaster  plan  will  be  explained  at 
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this  meeting,  and  the  place  of  emergency  health 
services  within  the  overall  plan  will  be  made  clear. 
The  statewide  plan  for  emergency  health  services 
will  be  discussed  in  some  detail,  and  physicians  will 
have  an  opportunity  to  clarify  any  questions. 

Topics  such  as  the  following  will  be  covered:  the 
community  in  disaster,  post-attack  environment,  pre- 
ventive medicine  in  disaster,  fallout,  communist  con- 
trol of  the  individual,  management  of  mass  casualties 
and  expanded  function  training  of  paramedical  per- 
sonnel, community  health  mobilization  training,  dis- 
aster logistics,  and  expansion  of  hospital  services  in 
disaster. 

The  program  will  be  open  to  physicians,  nurses, 
pharmacists,  dentists,  morticians,  hospital  administra- 
tors, and  others  who  would  be  a vital  part  of  health 
care  services  should  disaster  strike. 

Complete  details  of  the  program  will  be  published 
in  the  January  issue  of  the  Journal. 

Postgraduate  Courses 

Infectious  Disease — 1963 — Recent  Contributions 
of  Lasting  Value,  Houston,  Feb.  28  and  March  1, 
1963. — ^The  University  of  Texas  Postgraduate  School 
of  Medicine  is  sponsoring  this  course  to  be  held  in 
the  Texas  Medical  Center. 

The  program  will  include  a number  of  outstanding 
guest  speakers,  who  will  discuss  new  concepts  in  im- 
munology, bacterial  hypersensitivity,  applied  pharma- 
cology of  antimicrobial  agents,  undue  susceptibility 
to  infection,  present  status  of  antifungal  antibiotics, 
some  basis  for  judgment  in  the  use  of  the  antimicro- 
bial agents,  hypersensitivity  and  penicillin,  fluores- 
cent antibody  techniques  in  the  diagnosis  of  infec- 
tious diseases,  progress  in  virology,  adventures  in  the 
presentation  of  hepatitis,  use  of  live  and  killed 
measles  vaccine,  prevention  of  viral  diseases  and  per- 
spectives of  infectious  disease. 

For  further  information,  one  may  write  to  the  Of- 
fice of  the  Dean,  University  of  Texas  Postgraduate 
School  of  Medicine,  102  Jesse  Jones  Library  Build- 
ing, Texas  Medical  Center,  Houston  25. 

Pediatrics,  Galveston,  Feb.  14-16,  1963. — The  De- 
partment of  Pediatrics  of  the  University  of  Texas 
Medical  School  in  conjunction  with  the  Maternal 
Child  Health  Division,  Texas  State  Department  of 
Health,  will  hold  its  annual  course  which  includes 
the  following  guest  speakers  and  topics:  Dr.  Alfred 
M.  Bongiovanni,  University  of  Pennsylvania,  "En- 
docrinology”; Dr.  Robert  W.  Deisher,  University  of 
Washington,  Seattle,  "Development”;  Dr.  Louis  K. 
Diamond,  Harvard  Medical  School,  "Hematology”; 
and  Dr.  Warren  E.  Wheeler,  Ohio  State  University, 
"Infectious  Disease”. 

For  additional  information,  one  may  write  to  Dr. 
Myron  M.  Nichols,  Department  of  Pediatrics,  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 


Pulmonary  Function,  San  Francisco,  Jan.  21-25, 
1963. — The  American  Thoracic  Society  offers  a spe- 
cial course,  "The  Evaluation  of  Pulmonary  Func- 
tion”, to  be  given  at  the  University  of  California 
Medical  Center. 

Applications  and  more  detailed  information  are 
available  now  from  Dr.  John  R.  Goldsmith,  chair- 
man, Pulmonary  Function  Course  Planning  Com- 
mittee, 130  Hayes  St.,  San  Francisco  2. 

General  Practice  Review,  Denver,  Jan.  13-19, 
1963. — An  annual  postgraduate  course  designed  es- 
pecially for  the  general  practitioner,  this  study  lasts 
a full  week;  each  day  is  devoted  to  a different  area 
of  practice.  Physicians  may  register  for  the  entire 
course  or  for  any  selected  days;  the  program  includes 
"Problems  of  Infection”  on  Sunday,  "Medicine”  on 
Monday,  “Pediatrics”  on  Tuesday,  "Surgery”  on  Wed- 
nesday, "Athletic  Injuries”  on  Thursday,  "Obstetrics 
and  Gynecology”  on  Friday,  and  "Dermatology”  on 
Saturday. 

For  details  and  further  information,  physicians 
may  write  to  the  Office  of  Postgraduate  Medical 
Education,  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Denver  20. 

Book  "Scientific  Exhibits" 

Offers  How-to-Do-lt  Tips 

Doctors  who  are  interested  in  scientific  exhibits, 
perhaps  for  Annual  Session  or  health  fairs,  will  find 
a new  book  by  Thomas  G.  Hull,  PhD.,  and  Tom 
Jones,  noted  medical  illustrator,  to  be  a practical  and 
readable  guide  in  the  preparation  of  scientific  ex- 
hibits. 

Drawing  upon  their  combined  75  years  of  experi- 
ence in  this  field,  the  authors  have  included  those 
principles  and  basic  factors  of  design  and  production 
which  have  proved  sound  and  constant  in  the  past. 

The  book  stresses  the  exercise  of  individual  taste 
and  ingenuity  in  preparing  medical  exhibits,  and 
explains  the  problems  and  pitfalls  faced  by  exhib- 
itors. Informative  illustrations,  spiced  with  several 
amusing  examples,  add  interest  to  the  brief  text. 
Emphasis  is  placed  on  the  "how  to”  of  exhibiting. 

"Scientific  Exhibits”  is  the  first  book  of  its  kind 
to  be  published,  and  the  authors,  who  have  been 
termed  professors  emeritus  of  the  scientific  exhibit, 
designed  their  work  especially  to  fit  the  needs  of 
science  and  research  exhibitors.  It  is  published  by 
Charles  C Thomas,  Springfield,  111. 

Applications  for  exhibit  space  at  the  96th  Annual 
Session  of  the  Texas  Medical  Association,  may  be 
obtained  from  and  should  be  returned  to  Dr.  Jasper 
H.  Arnold,  chairman.  Committee  on  Scientific  Ex- 
hibits, TMA,  1801  N.  Lamar  Blvd.,  Austin  1.  The 
deadline  for  receiving  applications  is  Jan.  14,  1963- 
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MAKB  A NOTE  TO  ATTEND  TMA'S 


Conference  for  Physicians 


and 


Orientation  Program 


Culpepper 


Registration  and  Coffee 


Opening  Session 

(For  all  Conference  registrants) 

9:00  Call  to  Order  and  Welcome,  George  W.  Wal- 
dron, M.D.,  Houston,  President,  Texas  Medi- 
cal Association 

9:15  "The  Miracle  of  the  American  Way",  Wayne 
Poucher,  Washington,  D.C.,  Radio  and  Tele- 
vision commentator  for  "Life  Line" 

9:45  "The  Profession's  Foremost  Issues — A Chal- 
lenge to  All  Physicians",  John  P.  Culpepper, 
Jr.,  M.D.,  Hattiesburg,  Miss.,  vice  president, 
American  Medical  Association 
10:15  "Texas'  Positive  Plan  for  Health  Care  of  Its 
Needy  Senior  Citizens",  Walter  R.  McBee, 
Dallas,  executive  director.  Blue  Cross-Blue 
Shield  of  Texas,  Inc. 

10:45  Coffee  Break 

Second  Session 

(Special  programs  for  orientation,  county  society 
officers,  and  county  society  secretaries) 


Poucher 


McBee 


Symposium  for  County  Society  Secretaries 
Facts  and  Details 

11:00  Introductory  Comments 
11:05  "The  Secretary's  Job",  David  Wade, 
M.D.,  Austin,  Councilor,  District  7, 
Texas  Medical  Association 
11:20  "TMA  Forms,  Reports,  Membership 
Classifications,  Dues,  and  Deadlines", 
Dick  Cason,  M.D.,  Hillsboro,  Vice 
Councilor,  District  12,  Texas  Medical 
Association 

1 1 :40  "By-Laws  — How  to  Use  Them", 
James  H.  Sammons,  M.D.,  Highlands, 
Councilor,  District  9,  Texas  Medical 
Association 

11:55  Discussion,  Questions,  and  Answers 
12:30  Luncheon 


Symposium  for  County  Society  Officials 
Current  Problems  ond  Recent  Developments 

11:00  Introductory  Comments 
11:05  "Medicine-Osteopathy  and  Optome- 
try in  Texas  and  Nationally",  Walter 
Walthall,  M.D.,  San  Antonio,  Vice 
Chairman,  Board  of  Councilors,  Tex- 
as Medical  Association 
1 1:20  "Advertising  and  Solicitation  as  a Lo- 
cal Problem",  Robert  Mayo  Tenery, 
M.D.,  Waxahachie,  President-Elect, 
Texas  Medical  Association 
11:35  "Doctor-Owned  Pharmacies  and  Doc- 
tor-Owned Drug  Companies  in  Texas 
and  Nationally",  Travis  Smith,  M.D., 

(Continued  col.  1,  p.  W39> 
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At  the  Headquarters  Building,  1801  N.  Lamar  Bivd.,  Austin,  Saturday, 
Jan.  19,  1963,  the  Conference  will  include  a symposium  on  legis- 
lation, symposia  for  county  society  officials  and  secretaries,  and  an 
orientation  program.  Council  and  committee  meetings  will  be  held, 
and  a simultaneous  Woman's  Auxiliary  legislative  conference  is  planned. 


The  Woman's  Auxiliary 


The  Woman's  Auxiliary  to  the  Texas 
Medical  Association  will  present  a Legisla- 
tive Program  from  9:00 
to  10:45  a.m.  All  Aux- 
iliary members  are  in- 
vited to  attend  this  ses- 
sion and  to  hear  the 
other  speakers  on  leg- 
islation scheduled  dur- 
ing the  remainder  of 
the  day. 

Miss  Dorothy  Kassel, 
Kassel  Fort  Worth,  lecturer 

and  teacher,  will  be  the  featured  speaker. 
Mrs.  Lawrence  Rapee,  Bethesda,  Md.,  chair- 
man of  the  legislative  committee.  Woman's 
Auxiliary  to  the  American  Medical  Associa- 


tion, will  attend  the  meeting  and  speak  on 
legislative  activities. 

Others  participating  on  the  program  will 
be  Mrs.  Garland  G.  Zedler,  Austin,  immedi- 
ate Past  President  of  the  Auxiliary;  Mr. 
Philip  R.  Overton,  Austin,  General  Coun- 
sel, Texas  Medical  Association;  Mrs.  R.  C. 
L.  Robertson,  Houston,  president.  Woman's 
Auxiliary,  Texas  Medical  Association;  Mrs. 
William  W.  McKinney,  Fort  Worth;  and 
Mrs.  John  J.  Andujar,  Fort  Worth. 

Preceding  this  meeting,  on  Friday,  Jan. 
18,  1963,  the  Planning  Committee  for  the 
1963-1964  Auxiliary  year  will  meet  with 
the  president-elect,  Mrs.  Hamilton  Ford,  at 
the  Headquarters  Building. 


Abilene,  Councilor,  District  13,  Tex- 
as Medical  Association 

1 1 :50  Discussion,  Questions,  and  Answers 

12:30  Luncheon 

Orientation  Program 

11:05  "Special  Message  for  New  Members; 
Objectives  of  the  Orientation  Pro- 
gram", Travis  Smith,  M.D.,  Abilene, 
Councilor,  District  13,  Texas  Medical 
Association 

11:15  "An  Accounting  of  Stewardship: 
What  Happens  to  Your  $45  Dues", 
Troy  A.  Shafer,  M.D.,  Harlingen, 
Chairman,  Board  of  Trustees,  Texas 
Medical  Association 

1 1:30  "The  Best  Medical  Care  for  All  Tex- 
ans", C.  Lincoln  Williston,  Austin, 
Executive  Secretary,  Texas  Medical 
Association 


12:00  Luncheon 

1 :00  "Medical  Ethics  Considerations  in  the 
Practice  of  Medicine",  C.  E,  Oswalt, 
Jr.,  Fort  Stockton,  Chairman,  Board 
of  Councilors,  Texas  Medical  Associ- 
ation 

1:20  "Medical  Etiquette;  Obligations  of 
the  Physician  to  Colleagues  and  to 
the  Profession",  Robert  Mayo  Tenery, 
M.D.,  Waxahachie,  President-Elect, 
Texas  Medical  Association 

(Program  continues  on  next  page) 

Luncheon  for  physicians  and  their  wives  will  be 
served  in  the  Headquarters  Building  basement 
from  12  to  1:40  p.m.  compliments  of  TMA. 
Requests  for  overnight  accommodations  should 
be  made  directly  to  the  hotel  or  motel. 
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Afternoon  Session 

(First  address  for  all  Conference  registrants;  after- 
wards, a continuation  of  the  orientation  program 
and  a symposium  on  legislation) 

1 :40  "Government  and  Business  Relationships — 
Their  New  Impact  on  Medicine",  John  T. 
Connor,  Rahway,  N.J.,  president,  Merck  & 
Co.,  Inc. 


Connor 


Symposium  on  Legislation 


Gates  Stetler 


2:20  1.  "The  88th  Congress — A Preview 

of  Health  and  Medical  Issues",  C. 
Joseph  Stetler,  LL.B.,  Chicago,  direc- 
tor, Legal  and  Socio-Economic  Divi- 
sion, American  Medical  Association 
2.  "The  58th  State  Legislature — A 
Preview  of  Health  and  Medical  Is- 
sues", Philip  R.  Overton,  LL.B.,  Aus- 
tin, General  Counsel,  Texos  Medical 
Association 


3.  "You  Are  a Lobbyist",  Aubrey  D. 
Gates,  Chicago,  director.  Division  of 
Field  Service,  American  Medical  As- 
sociation 

Discussion,  Questions,  and  Answers 


Orientation  Program 

2:20  "Serving  the  Doctors  of  Texas",  Don- 
ald M.  Anderson,  Austin,  Assistant 
Executive  Secretary,  Texas  Medical 
Association 

2:40  "Doctor-Patient  Relations",  Waiter 
Walthall,  M.D.,  San  Antonio,  Vice 
Chairman,  Board  of  Councilors,  Tex- 
as Medical  Association 

3:00  "Legal  Aspects  of  Medical  Practice: 
Malpractice — How  to  Avoid  It!",  C. 
Dean  Davis,  LL.B.,  Austin,  Office  of 
the  General  Counsel,  Texas  Medical 
Association 


Prochnow 


Closing  Session 

(For  all  Conference  registrants) 

4:00  "Freedom  and  Its  Responsibilities",  Herbert 
V.  Prochnow,  Chicago,  president.  First  Na- 
tional Bank  of  Chicago 
4:45  Adjournment 

Evening 

6:30  Hospitality  Hour,  Colonnade  Room,  Commo- 
dore Perry  Hotel,  Compliments  of  J.  A. 
Majors  Company 
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TMA  ANNUAL  SESSION 


Bonus  of  Five  Special  Programs 
To  Be  Offered  at  Dallas  Meeting 


T ime  will  be  a scarce  commodity  for  registrants 
at  the  96th  Annual  Session  in  Dallas  April  28-30. 
In  addition  to  the  scientific  section  and  related  or- 
ganization programs,  the  meeting  will  also  feature 
five  special  programs. 

These  will  include  a preconvention  conference 
sponsored  by  the  Texas  Heart  Association,  a seminar 
offered  by  the  Texas  Academy  of  General  Practice,  a 
Symposium  on  Medicine  in  Space,  Eidophor  televi- 
sion, and  the  new  Curbstone  Consultations. 

The  Conference  for  the  Rehabilitation  of  the  Car- 
diovascular Patient  is  planned  for  Friday  and  Satur- 
day, April  26-27,  before  Annual  Session  actually  be- 
gins. There  will  be  a reception  Friday  at  6:30  p.m. 
in  the  Baker  Hotel,  followed  by  dinner  at  7:30  p.m. 
The  scientific  session  will  be  held  all  day  Saturday, 
from  8:45  a.m.  to  6 p.m. 

The  TAGP  seminar  will  be  offered  on  Sunday, 
April  28,  at  1:30  p.m.  Attendance  at  the  seminar  will 
be  acceptable  for  Category  I credit  by  the  American 
Academy  of  General  Practice. 

The  Committee  on  Nuclear  Medicine  will  sponsor 
the  space  medicine  seminar,  which  is  scheduled  for 
Sunday  from  2:30  to  4:30  p.m. 

Actual  patients  will  be  used  in  case  presentations 
on  Eidophor,  the  closed  circuit,  large  screen,  color 
television  system  developed  by  Ciba  Pharmaceutical 
Co.  and  presented  for  the  first  time  at  the  1962  An- 
nual Session  in  Austin.  Two  selected  guest  speakers 
will  present  Eidophor  programs  on  Monday  morning 
and  Tuesday  afternoon. 

The  Curbstone  Consultations,  a new  program  of 
informal,  round-table  discussions  held  simultaneously 
in  one  room,  will  be  offered  on  Monday  evening,  be- 
tween 8 and  9:30.  Physicians  will  be  free  to  move 
from  table  to  table,  spending  as  much  time  as  they 
wish  at  each  of  the  ten  panels. 

The  1963  meeting  will  include  28  guest  speakers, 
about  150  TMA  member  essayists,  and  50  special 
state  guests  as  speakers  for  the  11  scientific  sections 
and  the  25  related  and  specialty  society  programs. 
Papers  from  Texas  essayists  will  be  submitted  to  the 
Council  on  Annual  Session  by  program  chairmen. 
The  Council,  at  its  meeting  Jan.  13  in  Austin,  will 
select  the  papers  to  be  presented. 

Two  presidents  have  been  designated  as  speakers 
to  present  the  General  Meeting  Luncheon  addresses. 
Eugene  N.  Beesley,  of  Eli  Lilly  and  Company  in  In- 
dianapolis, will  speak  Monday,  and  Dr.  George  M. 
Fister,  Ogden,  Utah,  President  of  the  American  Medi- 
cal Association,  will  talk  to  the  group  Tuesday.  New 


officers  of  TMA  will  also  be  installed  at  that  time. 
The  luncheons  will  be  held  at  12:30  p.m.  in  the 
Baker  Hotel  on  both  days. 

Music  for  the  annual  Membership  Dinner-Dance 
will  be  provided  by  A1  Nilson  and  his  orchestra. 
This  decision  was  made  by  the  Committee  on  Gen- 
eral Arrangements,  headed  by  Dr.  Lewter  H.  Quinn 
as  chairman,  and  the  sub-committee  on  entertainment, 
headed  by  Dr.  Jabez  Galt.  Both  are  from  Dallas.  The 
dance  will  be  held  in  the  Grand  Ballroom  of  the 
Statler-Hilton  Hotel,  Tuesday,  April  30,  at  8 p.m. 
Fraternity  parties  will  precede  the  dinner-dance. 

Alumni  parties  and  class  reunions  will  also  demand 
time  in  the  registrants’  busy  schedules.  The  Univer- 
sity of  Texas  has  scheduled  its  alumni  reception  and 
banquet  for  Saturday  at  6:30  p.m.  on  the  Roof  Gar- 
den of  the  Adolphus  Hotel.  Physicians  of  the  Texas 
class  of  1943  will  hold  a reunion  Saturday  preceding 
the  alumni  banquet,  and  the  class  of  1953  will  gather 
Sunday  from  6:30-8:30  p.m. 

Physician-golfers  are  invited  to  participate  in  the 
Golf  Tournament  planned  for  Monday  at  Glen  Lakes 
Country  Club. 

The  Memorial  Service,  held  in  memory  of  physi- 
cians and  wives  of  physicians  who  died  during  the 
preceding  year,  will  be  conducted  Sunday  at  5 p.m. 
in  Embree  Hall  of  the  First  Baptist  Church.  The 
church  is  located  downtown,  at  Ervay  Street  and  San 
Jacinto,  less  than  a ten  minute  walk  from  the  head- 
quarters hotels. 

Three  hotels  have  been  specified  headquarters  lo- 
cations for  the  1963  Annual  Session.  For  the  Associ- 
ation, the  Adolphus  and  Baker  Hotels  will  be  used, 
and  for  the  Woman’s  Auxiliary,  the  Statler-Hilton 
Hotel  has  been  named.  Blocks  of  rooms  at  these 
hotels  will  be  held  until  Feb.  1 for  Association  guest 
speakers,  officials,  and  delegates.  After  that  date, 
other  rooms  will  be  available  at  these  hotels. 

Reservations  and  requests  for  accommodations 
should  be  sent  directly  to  the  hotel  or  motel  of  the 
physician’s  choice. 

First  class  accommodations  may  be  secured  at  the 
folowing  hotels  and  motels:  Adolphus  Hotel,  1321 
Commerce;  Baker  Hotel,  1400  Commerce;  Statler- 
Hilton  Hotel,  1914  Commerce; 

Also  Executive  Inn,  3232  West  Mockingbird  Lane; 
Holiday  Inn  of  Dallas  Central,  4070  North  Central 
Expressway;  and  Marriott  Motor  Hotel,  2101  Stem- 
mons  Freeway. 
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DRUG  NOTES 

Sustained  Release  Parenterals 
And  a New  Antimalarial  Drug 


This  continuation  of  last  month’s  review^  on  liquid 
sustained  release  pharmaceutics  was  prompted  by  a 
number  of  recent  developments  in  the  field  of  par- 
enteral pharmaceutics.'^ 

Some  parenteral  suspensions  may  be  considered 
sustained  release  pharmaceuticals.  When  a drug  is 
injected  as  a suspension  rather  than  as  a solution, 
one  may  generally  expect  a longer  duration  of  action. 
It  is  possible  to  produce  such  suspensions  by  using  a 
solvent  in  which  a particular  drug  is  only  sparingly 
soluble,  or  the  drug  may  be  converted  into  a deriva- 
tive that  is  only  sparingly  soluble  in  a particular 
solvent. 

Duration  of  action  of  crystal  suspensions  of  hor- 
mones, for  example,  extra  zinc-containing  insulin,  is 
dependent  upon  the  size  of  the  suspended  crystals; 
therefore,  the  duration  of  action  of  long-acting  par- 
enteral drugs  can  be  controlled  by  signifying  a defi- 
nite particle  size.  This  principle  can  be  used  with 
drugs  that  can  be  prepared  in  a crystalline  form. 

In  order  to  apply  this  principle  to  drugs  that  can- 
not be  readily  obtained  in  crystalline  form,  a process 
has  been  devised  in  which  a powdered  drug  prepara- 
tion is  compressed  at  a pressure  of  at  least  2,500  kg. 
per  square  cm.  to  a solid  body.  This  solid  then  is 
subdivided  into  particles  that  are  a maximum  size 
of  approximately  250  p.  The  compressed  solid  and 
divided  particles  are  then  suspended  in  a suitable 
vehicle  in  which  they  are  substantially  insoluble.  The 
media  may  be  either  aqueous  or  oil.^ 

By  using  the  process  of  this  invention,  the  surface 
per  unit  by  weight  of  the  drug  is  strongly  minimized, 
and  therefore  the  dissolving  rate  is  reported  to  greatly 
decrease.  The  originators  of  this  invention  claim  that 
when  such  a suspension  is  injected,  a smaller  quantity 
of  the  drug  per  unit  time  is  made  available  than 
after  injection  of  a preparation  containing  the  drug 
in  a less  compressed  form. 

The  chief  value  of  this  invention  is  in  the  prepara- 
tion of  suspensions  which  have  a more  prolonged 
activity  than  the  known  suspensions. 

While  the  process  is  of  special  importance  for  the 
preparation  of  suspensions  of  drugs  which  cannot 
be  prepared  in  a crystalline  form,  it  can  also  be  ap- 
plied to  crystalline  preparations.  It  is,  however,  said 
to  be  of  little  value  for  drugs  that  are  readily  soluble 
in  water  or  under  physiological  conditions. 

After  being  compressed,  the  solid  product  is  di- 


vided into  particles  of  a size  chosen  to  give  the  de- 
sired duration  of  action.  Theoretically,  the  sizes  of 
the  particles  can  have  all  possible  values.  However, 
it  serves  no  purpose  to  make  the  particles  so  small 
that  they  provide  no  more  prolonged  activity  than 
did  the  starting  product.  Neither  is  it  desirable  to 
prepare  the  particles  so  large  that  there  may  be 
difficulties  on  injection.  The  maximal  particle  size  is 
reported  to  be  250  [x,  but  the  most  suitable  particle 
size  ranges  from  1 to  100  p.  This  size  range  provides 
the  suspensions  with  the  properly  prolonged  activity 
and  presents  no  injection  problems. 

The  solid  body  can  be  sterilized  after  compression 
or  during  the  subdivision  by  ionizing  rays. 

A fairly  prolonged  activity  for  soluble  drugs  can 
be  obtained  if  such  medicinals  are  first  mixed  with 
a compound  which  is  sparingly  soluble  under  physio- 
logical conditions  and  then  the  mixture  compressed 
as  usual. 

For  drugs  that  are  not  stable  in  aqueous  suspen- 
sion, or  the  physical  condition  of  which  is  not  stable 
in  aqueous  medium,  it  is  recommended  that  the  dry 
particles  be  suspended  in  the  medium  a short  time 
before  injection.  In  most  cases  the  suspension  is 
available  as  a separate  ampule. 

Using  this  invention  for  the  preparation  of  addi- 
tional zinc-containing  suspensions  of  amorphous  in- 
sulin, it  is  possible  to  produce  an  action  correspond- 
ing to  that  of  the  other  zinc-containing  suspensions 
of  crystalline  insulin  while  starting  from  amorphous 
insulin.^ 

The  patent  includes  the  following  products:  hep- 
arin-butacaine  complex,  glucagon,  three  types  of 
insulin,  insulin  glucagon,  two  types  of  adrenocortico- 
tropic hormones,  lipoic  acid,  thyrotropic  hormone, 
antidiuretic  hormone,  testosterone,  penicillin  pro- 
caine, heparin,  vitamin  B12,  and  atropine  tannate. 

To  conclude  this  review,  reference  will  be  made 
to  a new  pharmaceutical  product  that  is  currently 
under  clinical  investigation. 

C.I.-501  [4,  6-diamino-l-(p-chlorophenyl) -1,  2-di- 
hydro-2,  2-dimethyl-s-triazine  pamoate,  Parke-Davis 
and  Company}  is  under  experimental  study  as  an 
antimalarial  agent.®  This  new  product  is  an  ideal 
"follow-up”  of  this  review  on  liquid  sustained  release 
pharmaceutics  since  its  major  characteristic  is  that 
when  administered  by  injection,  it  is  absorbed  slowly 
into  the  blood  stream.  The  amount  of  drug  released 
is  sufficient  to  exert  antimalarial  effectiveness  for 
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more  than  six  months.  Consequently,  one  may  con- 
sider the  advent  of  this  product  as  a development  in 
"sustained  release”  parenteral  preparations. 

Admittedly,  there  are  a number  of  effective  anti- 
malarials  currently  available,  but  these  must  be  taken 
continuously  at  about  two-week  intervals  for  maxi- 
mum protection.  An  ideal  approach  would  be  a 
medicinal  product  that  would  be  effective  over  a 
long  period  of  time  when  administered  in  a siingle 
dose.  Obviously,  such  a product  also  would  have  to 
be  relatively  non-toxic  and  provide  prompt  thera- 
peutic response. 

It  is  interesting  to  note  that  there  is  a relationship 
between  the  development  of  C.I.-501  and  a type  of 
sustained  release  pharmaceuticals  reviewed  previous- 
ly.^ Many  sustained  release  preparations  have  been 
formulated  by  using  relatively  water-insoluble  forms 
of  the  therapeutic  agent,  such  as  amine  tannate  com- 
plexes, procaine  penicillin,  and  zinc  insulin.  A simi- 
lar line  of  attack  led  to  this  new  antimalarial.  Parke- 
Davis  chemists  reasoned  that  a compound  possessing 
a low  degree  of  water-solubility,  or  a compound  sus- 
ceptible to  in  vivo  degradation  to  an  active  form, 
would  exert  a protracted  mode  of  action  wherein 
the  rate  of  dissolution  or  degradation  would  be  in- 
versely proportional  to  the  duration  of  action.  These 
chemists  succeeded  in  synthesizing  more  than  500 


compounds  on  the  basis  of  this  line  of  approach. 
Among  these,  C.I.-501  was  selected  for  clinical  evalu- 
ation. 

Another  interesting  observation  is  that  this  new 
drug  is  a dihydrotriazine  derivative,  and,  hence,  a 
structure-activity  relationship  may  be  visualized  be- 
tween C.I.-50'l  and  the  well-known  antimalarial, 
chloroguanide  ( Paludrine ) Chloroguanide  exerts  its 
antimalarial  action  after  in  vivo  conversion  to  a tri- 
azine  form:  l-(p-chloro-phenyl)-2,  4-diamino-6-di- 
methyl-dihydro-s-triazine;  in  fact,  C.I.-501  may  be 
considered  as  the  pamoate  salt  of  the  active  form  of 
chloroguanide.  The  dihydrotriazine  in  the  free  form 
is  rapidly  excreted,  and  it  has  proved  to  be  less  suit- 
able as  an  antimalarial  than  chloroguanide.-  How- 
ever, its  pamoic  salt  has  a very  low  water  solubility. 
After  intramuscular  administration,  the  pamoate  salt 
remains  in  intramuscular  tissue  for  many  months  pro- 
viding a depot  for  slow  release  and  absorption  into 
the  blood  stream. 

Thus  far,  animal  experimentation  has  led  to  prom- 
ising results.  In  monkeys  infected  by  blood  transfu- 
sion, a single  dose  of  C.I.-501  offered  protection  for 
an  average  of  34  weeks.  No  local  irritation  or  sys- 
temic toxic  manifestations  were  noted,  and  infected 
animals  responded  to  treatment  within  two  or  three 
days. 

Preliminary  clinical  studies  also  led  to  favorable 
results.  The  drug  was  injected  into  a number  of 
volunteers  and,  after  approximately  a week,  some 
subjects  were  exposed  to  heavily  infected  Anopheles 
mosquitoes.  Other  subjects  were  not  exposed  for  five 
and  one-half  months.  To  date,  none  has  come  down 
with  malaria. 

More  extensive  clinical  studies  are  now  in  prog- 
ress. If  the  new  antimalarial  continues  to  perform 
favorably,  it  could  benefit  current  malaria  eradica- 
tion programs.  Dr.  P.  E.  Thompson  of  Parke-Davis 
also  notes  that  a long-acting  antimalarial  agent  ad- 
ministered just  twice  a year  for  three  consecutive 
years  in  malarious  regions  would  completely  wipe  out 
the  disease. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 

University  of  Texas  College  of  Pharmacy. 
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21  Day  European  Tour  to  Be  Sponsored  by  TMA 


X EX  AS  PHYSICIANS  Can  treat  themselves  and  their 
families  to  a 21  day  tour  of  six  European  countries, 
by  taking  advantage  of  the  European  Medical  Semi- 
nar arranged  for  and  sponsored  by  the  Texas  Medical 
Association. 

As  an  organization,  TMA  qualifies  for  the  new 
special  reduced  group  rates  for  international  air 
travel,  which  can  amount  to  a savings  of  38  per  cent. 
Only  active,  dues  paying  members  of  TMA  are  eli- 
gible, and  at  least  25  must  register  before  the  tour 
can  operate.  Cost  of  the  tour  is  $990  per  person. 

The  group  will  leave  Dallas  on  May  1 and  return 
there  May  21.  In  those  21  days,  they  will  visit  famous 
cities  in  England,  France,  Germany,  Switzerland, 
Italy,  and  Spain.  Four  days  will  be  spent  exploring 
Rome,  three  days  each  touring  London  and  Paris,  and 
two  days  each  seeing  Venice,  Madrid,  and  Lucerne. 
Zurich,  Lake  Como,  Milan,  and  Florence  are  also  on 
the  itinerary.  Visits  to  some  outstanding  medical 
centers  in  Europe  will  be  included. 

In  England,  physicians  will  be  invited  to  attend 
the  Eastborne  Medical  Conference  in  Eastborne,  and 
a private  reception  for  TMA  members  at  the  House 
of  Lords  in  London  is  tentatively  scheduled.  Other 
high  points  of  the  London  stay  will  include  seeing 
the  Changing  of  the  Guard,  Buckingham  Palace, 
Westminister  Abbey,  Big  Ben,  London  Bridge,  the 
Tower  of  London,  and  the  Crown  Jewels. 

From  London,  the  group  will  fly  to  Paris,  where 
a joint  dinner  meeting  with  the  Paris  Medical  Society 
has  been  planned,  subject  to  change.  Special  arrange- 
ments may  be  made  for  the  ladies  to  attend  fashion 
showings  of  the  leading  couturiers.  In  the  "gayest 
city  in  the  world”,  TMA  members  will  visit  the 
Champs  Elysses,  Arc  de  Triomphe,  Tomb  of  the 
Unknown  Soldier,  Eiffel  Tower,  Tuilleries  Gardens, 
Louvre  Museum,  Notre  Dame  Cathedral,  and  Sor- 
bonne  University. 

After  a brief  stop  in  Zurich,  Switzerland,  the  group 
will  continue  on  to  Lucerne,  where  they  will  be 
treated  to  spectacular  views  of  the  Alps,  Lake  Lu- 
cerne, and  picturesque  Swiss  villages.  From  Lucerne, 
they  will  travel  to  Milan,  there  visiting  the  third 
largest  church  in  the  world  and  the  largest  Gothic 
building  in  Italy,  the  Piazza  del  Duomo. 

Flying  from  Milan  to  Venice,  the  Texans  will 
transfer  from  the  airport  to  the  hotel  by  gondola. 
While  in  Venice,  they  will  see  the  Square  of  St. 
Mark’s,  the  Byzantine  Cathedral,  the  Bridge  of  Sighs, 
and  will  ride  on  the  Grand  Canal,  which  is  lined  with 
old  palaces. 

Gondolas  will  give  way  to  trains  when  the  group 
travels  to  the  art  center  of  Italy,  Florence.  There  they 
will  tour  the  art  treasures  in  the  city,  and  the  Cathed- 
ral Santa  Maria  del  Fiore,  which  is  the  second  largest 


church  in  the  world  and  contains  paintings  and 
sculptures  by  masters  such  as  Donatello  and  Michel- 
angelo. 

Next  on  the  itinerary  is  the  historic  city  of  seven 
hills.  While  in  Rome,  the  doctors  and  their  families 
will  visit  the  Basilicas  of  St.  Mary  Major  and  St. 
John  in  Laterna,  the  Appian  Way,  the  Temples  of 
Vesta  and  Sybil,  the  Vatican  and  the  Sistine  Chapel 
with  Michelangelo’s  famous  frescoes,  the  Colosseum 
and  the  Roman  Forum. 

From  Rome,  the  group  will  travel  to  Madrid,  where 
they  will  tour  the  Prado  and  Modern  Arts  Museum, 
the  Central  Market,  Canovas  Square  with  the  Nep- 
tune Fountain,  and  Retiro  Park. 

The  $990  cost  per  person  includes  transportation, 
hotel  accommodations,  meals  as  specified,  certain 
tips  and  taxes,  transfers  to  hotels,  and  sightseeing 
tours.  This  cost  is  $534.30  less  than  the  individual 
cost  of  all-inclusive  tours  having  less  than  25  people. 

The  group  will  travel  by  first  class  rail  and  local 
steamer  connections,  deluxe  motorcoaches,  and  econ- 
omy class  jet  flights.  They  will  stay  in  deluxe  and 
first  class  (Grade  A)  hotels,  with  twin  beds  and 
private  baths.  Continental  breakfasts  and  table  d’hote 
lunches  and  dinners  are  provided,  except  in  London, 
Paris,  and  Rome.  There  tour  members  may  choose 
among  world  famous  restaurants. 

To  secure  reservations  on  the  tour,  a deposit  of 
$100  per  person  must  accompany  each  application. 
Since  space  on  the  tour  is  limited,  reservations  will 
be  assigned  by  date  of  application.  Applications  and 
further  information  may  be  obtained  from  Lucy  Pope 
at  Bohn’s  Traveler  House,  Inc.,  located  in  the  Driskill 
Hotel  in  Austin. 


Tokyo,  New  York  Societies 
Form  Affiliation 

Proving  that  the  barrier  of  global  distance  can  be 
overcome  in  professional  relations,  the  New  York 
County  Medical  Society  recently  affiliated  with  the 
Medical  Society  of  Tokyo  Metropolis. 

The  formal  affiliation  was  an  unprecedented  move 
to  promote  international  good  will  and  accelerate  the 
flow  of  professional  knowledge  and  information  to 
other  nations.  The  two  largest  medical  societies  of 
the  United  States  and  Tokyo  pledged  to  cooperate 
with  one  another  on  a fraternal  basis  and  exchange 
information  regularly  on  subjects  such  as  how  medi- 
cine is  practiced  in  the  two  cities  and  developments 
in  health  insurance  and  medical  economics. 

Medical  affiliation  followed  the  I960  "sister-city 
affiliation”  of  New  York  and  Tokyo. 
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Anson  Jones,  M.D., 

We  AS  PHYSICIANS,  are  often  resentful  that  situa- 
tions in  public  affairs  make  it  necessary  for  us  to 
spend  our  time,  energy,  and  money  to  prevent  catas- 
trophes in  that  field. 

Perhaps  we  could  derive  some  comfort  by  reflect- 
ing that  Dr.  Anson  Jones,  of  Brazoria,  Texas,  felt 
the  same  way  in  1837.  Specifically,  Dr.  Jones  felt 
that  the  Texas  Railroad,  Navigation,  and  Banking 
Company  was  being  given  license  to  squander  and 
pillage  the  resources  of  the  new  Republic  of  Texas. 
So,  he  reluctantly  ran  for  Congress  and  was  elected. 

He  always  intended  to  return  to  his  practice  and 
occasionally  did  so  for  a few  months  at  a time,  but 
he  spent  most  of  the  rest  of  his  active  life  in  public 
office.  Although  remembered  principally  as  the  last 
President  of  Texas  and  the  "architect  of  the  annexa- 
tion”, he  held  many  offices  in  the  young  nation. 

Anson  Jones  was  born  Jan.  20,  1798,  on  a farm 
in  southwestern  Massachusetts.  He  was  the  13th  of 
the  14  children  of  Solomon  and  Mary  Strong  Jones. 
As  a youth  he  taught  school,  and  "read  medicine” 
with  preceptors  Daniel  Sheldon  of  Litchfield,  Conn., 
and  Amos  G.  Hull  of  Utica,  N.  Y.  He  was  licensed 
in  New  York;  but,  "failed”  as  a practitioner  in  Bain- 
bridge,  N.Y.  Twice  he  "failed”  in  the  practice  of 
medicine  in  Philadelphia,  once  in  Venezuela,  and 
again  in  New  Orleans  before  coming  to  Texas  where 
he  succeeded.  In  the  meantime,  he  had  "completed” 
his  medical  education  at  Jefferson  Medical  College 
in  Philadelphia,  While  living  in  Philadelphia,  he 
became  active  in  the  Masonic  and  Odd  Fellows 
Lodges.  As  a Mason  he  rose  to  Worshipful  Master 
of  Harmony  Lodge,  and  in  1832,  he  rose  to  Grand 
Master  of  all  Odd  Fellows  of  the  Commonwealth  of 
Pennsylvania.  His  early  experience  in  teaching  and 
in  lodge  work  undoubtedly  later  proved  useful  in 
legislative  halls. 

Later  in  1832,  he  renounced  medicine  and  moved 
to  New  Orleans,  intending  to  start  a commission 
house.  However,  his  partner  in  this  venture  proved 
to  be  a liability.  He  was  soon  out  of  the  commission 
business  and  heavily  in  debt.  Dr.  Jones  opened  a 
medical  office  at  40  Canal  Street  during  an  epidemic 
of  yellow  fever  or  cholera  (which  is  not  clear).  At 
any  rate,  he  contracted  the  disease  himself.  By  the 
time  he  had  recovered,  the  epidemic  had  subsided, 
and  he  was  still  in  debt. 

He  immigrated  to  Texas  in  1833,  arriving  at  the 
mouth  of  the  Brazos  River  in  October.  He  began 
practice  in  Brazoria,  some  20  miles  up  the  river, 
and  fortune  smiled  upon  Dr.  Jones.  Just  as  he  was 
getting  well  established,  however,  the  war  for  inde- 
pendence broke  out.  He  joined  Sam  Houston’s  army. 
Although  he  was  a regimental  surgeon  and  had  pa- 
tients in  Harrisburg  at  the  time,  he  fought  in  the 
Battle  of  San  Jacinto  as  a private. 


Physician-Statesman 


The  inscription  on  the  slob  over  Dr.  Jones'  grove 
reads;  "In  Memory  of  ANSON  JONES;  Lost  President 
of  the  late  Republic  of  Texas;  projector  and  con- 
summator  of  her  annexation  to  the  Confederacy  of 
North  American  States;  First  Grand  Master  and  Im- 
planter  of  Ancient  York  Masonry  in  Texas;  The 
Revered  of  Senates,  and  the  Light  of  Cabinets!  The 
echo  of  his  words  lingers  in  the  councils  of  his  coun- 
try, alone  and  unheard  by  ears  deaf  to  the  claims  of 
merit,  dull  to  the  voice  of  Honor,  and  dead  to  the 
calls  of  Justice;  To  them  the  sand,  to  Thee  the 
Marble!  Born  January  20th,  1798;  Immigrated  Oc- 
tober, 1833;  Departed  January  9,  1858;  Let  him 
rest  in  peace,  safe  in  the  hand  of  the  Disposing 
Power,  or  in  the  natal  or  the  mortal  hour." 


Then,  as  he  was  regaining  his  practice  in  Brazoria, 
his  neighbors  and  his  conscience  led  him  to  run  for 
congress.  After  serving  in  the  Second  Congress,  he 
became  minister  plenipotentiary  from  the  new  Re- 
public of  Texas  to  the  United  States;  then  he  served 
in  the  Texas  Senate  for  two  years.  After  this,  he  was 
secretary  of  state  during  President  Houston’s  second 
term.  In  all  these  offices  he  was  very  useful  to  the 
Republic,  and  laid  much  of  the  groundwork  for  the 
later  annexation.  On  Sept.  2,  1844,  he  was  elected 
president  of  Texas — only  11  years  after  immigrating 
here,  penniless  and  in  debt. 

President  Jones  labored  long  for  a sound  currency, 
sensible  finances,  and  increased  foreign  trade  for  the 
young  Republic.  He  also  worked  toward  eventual 
annexation  into  the  United  States  on  the  best  terms 
possible  and  as  soon  as  practicable.  However,  in 
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1845  the  populace  of  Texas  developed  an  annexa- 
tion "fever”  and  also  a suspicion  that  its  president 
was  blocking  annexation  for  personal  aggrandize- 
ment. 

His  last  acts  in  the  annexation  were  delivering  a 
short  speech  and  lowering  the  Lone  Star  flag  (with 
his  own  hands)  in  Austin  on  Feb.  19,  1846. 

Dr.  Jones’  life  after  the  annexation  was  an  anti- 
climax. He  was  not  a "failure”  again  (except  in  a 
race  for  the  U.  S.  Senate) ; in  fact,  he  had  acquired 
a wife,  four  children,  five  slaves,  a plantation,  and 
some  44  square  miles  of  land.  However,  he  suffered 
mental  depression.  His  last  act  was  to  shoot  himself 
in  the  head  in  the  old  Capital  Hotel  in  Houston 
(then  located  where  the  Rice  Hotel  now  stands)  in 
1858. 

The  Texas  Medical  Association  has  named  an  an- 
nual award,  for  excellence  in  medical  reporting,  the 
"Anson  Jones  Award”.  This  is  intended  to  promote 
improved  press  and  public  relations. 

— Lyman  C.  Blair,  M.D.,  Houston. 

New  Books  in  TMA  Memorial  Library 

American  School  Health  Association:  A Compen- 
dium of  State  Regulations  and  Recommendations 
Concerning  Tuberculosis  Screening  of  School  Chil- 
dren, July,  1962,  Pearl  River,  N.Y.,  Lederle  Labora- 
tories, 1962. 

Black,  D.  A.  K.,  Ed.:  Renal  Diseases,  Philadelphia, 
F.  A.  Davis  Co.,  1962. 

Boiko,  E.  L,  Ed.:  Studies  in  Higher  Neurodynam- 
ics as  Related  to  Problems  of  Psychology,  Jerusalem, 
Israel,  Program  for  Scientific  Translations,  1961. 

College  of  Physicians  of  Philadelphia,  Medical 
Documentation  Service:  An  Annotated  Bibliography 
of  Influenza,  Jan.,  1957-May  31,  I960,  Washington, 
American  Instimte  of  Biological  Sciences,  1962. 

de  Huszar,  G.  B.,  Ed.:  Fundamentals  of  Voluntary 
Health  Care,  Caldwell,  Idaho,  Caxton  Printers,  1962. 

Guttmacher,  A.  F.:  The  Complete  Book  of  Birth 
Control,  New  York,  Ballantine  Books,  1961. 

Marti-Ibanez,  F.:  The  Epic  of  Medicine,  New  York, 
Clarkson  N.  Potter,  1962. 

Meyer,  K.  F.:  Disinfected  Mail,  Holton,  Kansas, 
Gossip  Printery,  1962. 

Pharmacopeia  of  the  United  States  of  America, 
16th  revision,  Washington,  D.C.,  United  States  Phar- 
macopoeia! Convention,  Inc.,  I960. 

Sparks,  L.:  Self -Hypnosis,  New  York,  Grune  and 
Stratton,  Inc.,  1962. 

Williams,  R.  J.:  Nutrition  in  a Nutshell,  Garden 
City,  N.  Y.,  Dolphin  Books,  1962. 

Wililamson,  P.:  Office  Procedures,  2nd  ed.,  Phila- 
delphia, W.  B.  Saunders  Co.,  1962. 

Year  Book  of  Obstetrics  and  Gynecology,  1961- 
1962,  Chicago,  Year  Book  Medical  Publishers,  1962. 


Broken  Glass.  Sound,  color,  11  min.  1962.  C-120. 

A DRAMATIZED  Study  of  intersection  collisions 
through  high  speed  photographic  coverage  of  Uni- 
versity of  California,  Los  Angeles,  test  experiments, 
utilizing  adult  and  child  dummies.  Speeds  of  30  and 
40  mph  may  seem  moderate,  but  not  to  the  motorist 
slammed  against  glass  and  metal. 


From  This  Day  Forward.  Sound,  color,  20  min.  (no 
date).  D-88. 

AkN  EXCELLENT  nurse  recruitment  film  produced 
at  St.  Anthony’s  Hospital  in  Amarillo.  The  film  de- 
picts the  90  weeks  of  concentrated  nursing,  theory, 
and  practice  which  the  student  nurse  absorbs. 

Book  Notes 

Surgery  in  World  War  II;  Activities  of  Surgical 
Consultants,  VoI.  1.  Colonel  John  Boyd  Coates,  Jr., 
MC,  USA,  Ed.  621  pp.  Washington,  25,  D.C.,  Office  of 
the  Surgeon  General,  Department  of  the  Army,  $6.50. 

The  consultant  program  was  organized  first  on 
a national  basis  at  the  policy  making  level.  Those  in 
charge  had  the  responsibility  for  educational  pro- 
grams and  the  placement  of  key  personnel  and  dealt 
with  specialty  needs  of  all  components  of  the  armed 
services.  In  line  with  these  activities,  consulting  serv- 
ices were  extended  to  theaters  of  operations,  service 
commands,  and  even  smaller  divisions. 

Consultants  exert  influence  toward  improvement 
in  overall  medical  care  by  seeing  that  patients  are 
referred  to  the  proper  centers  for  care  of  specialized 
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injuries  or  diseases.  They  bring  to  bear  on  a specialty 
or  problern  men  of  different  training.  It  was  in  this 
manner  that  the  ophthalmologists,  in  conjunction 
with  dentists,  in  maxillofacial  injuries  came  up  with 
acrylic  for  artificial  eyes. 

The  bringing  together  of  people  with  similar  in- 
juries leads  to  effort  by  the  patients  to  overcome 
their  handicaps  and  the  progress  of  any  one  of  them 
has  a stimulating  effect  on  the  others.  For  this  rea- 
son, there  have  developed  convalescent  and  recovery 
centers  as  well  as  specialized  hospitals  for  the  re- 
habilitation of  those  with  eye,  central  nervous  system, 
peripheral  nerve,  cardiovascular,  urologic,  chest,  spine, 
and  other  injuries. 

The  activities  carried  on  by  the  consultant’s  divi- 
sion resulted  in  better  handling  of  casualties  because 
medical  talent  was  distributed  where  it  was  needed. 
By  bringing  people  together  who  were  an  educational 
inspiration  to  each  other,  the  program  thus  developed 
practical  research  contributions  as  well  as  procedures 
for  the  most  rapid  rehabilitation  of  casualties.  This 


procedure  increased  immediate  combat  strength  as 
well  as  later  usefulness  in  private  life. 

The  development  of  specialty  teams  both  in  mobile 
and  stationary  positions  is  one  of  the  great  medical 
contributions  of  our  time.  This  book  is  commended 
for  a better  understanding  of  these  teams’  tasks  and 
responsibilities. 

— ^Joe  C.  Rude,  M.D.,  Austin. 

Executives’  Health  Secrets.  Williams  P.  Shepard,  M.D. 
268  pp.  Indianapolis  and  New  York,  Bobbs-Merrill  Co., 
Inc.,  1961.  $4.95. 

FORMER  medical  director  of  the  Metropolitan 
Life  Insurance  Company  in  this  book  tells  executives 
how  to  be  more  effective.  He  gives  advice  concerning 
the  proper  balance  of  work,  play,  diet,  and  rest.  He 
has  thoughts  on  diet,  how  to  choose  physicians,  the 
woman  executive,  and  how  to  delegate  authority. 
There  are  lessons  here  for  the  busy  physician  who  is 
also  subject  to  "executivitis”. 

— A.  L.  Exline,  Jr.,  M.D.,  Austin. 


Recent  Deaths 


DR.  F.  FRUEHOLZ,  SR. 

Dr.  Frederick  Frueholz,  Sr.,  who  practiced  medicine 
for  35  years  in  New  Braunfels,  coming  there  from 
Germany,  died  at  his  home  on  Sept.  24,  1962,  fol- 
lowing a long  illness. 

The  veteran  physician  was  the  husband  of  a doc- 


DR.  F.  FRUEHOLZ,  SR. 


tor.  Dr.  Bertha  Frueholz,  and  the  father  of  another. 
Dr.  Frederick  Frueholz,  Jr. 

Born  in  Heidenheim,  Brenz,  Germany,  on  Nov.  6, 
1888,  Dr.  Frueholz  first  studied  architecmre  in  Stutt- 
gart. He  became  the  youngest  architect  and  youngest 
faculty  member  of  his  college  in  that  school’s  history. 

A year  and  half  later,  he  decided  to  study  medicine. 
He  did  his  medical  work  at  the  universities  at  Tubin- 
gen ( Eberhart-Karis  University)  and  Munich,  gradu- 
ating in  1918. 

Dr.  Frueholz  married  Dr.  Bertha  Eberle  in  1917, 
and  they  became  the  parents  of  a daughter,  Margaret. 
The  family  immigrated  in  1924,  and  the  two  physi- 
cians practiced  medicine  briefly  in  Nordheim,  Tex., 
before  moving  to  New  Braunfels  in  1926. 

Dr.  and  Mrs.  Frueholz  had  joint  offices  for  the 
general  practice  of  medicine  until  their  retirement 
last  year.  In  1954  their  son  Frederick,  Jr.,  joined 
them  in  practice. 

The  physician  was  a member  of  the  American 
Medical  Association  and  of  the  Texas  Medical  As- 
sociation, which  elected  him  to  honorary  membership 
in  1962.  He  also  belonged  to  the  Comal  County 
Medical  Society,  the  Southern  Medical  Association, 
and  the  Texas  Rheumatism  Association.  His  hobbies 
were  reading  and  photography. 

Survivors  include  Dr.  Frueholz’  widow;  his  son; 
his  daughter,  Mrs.  Margaret  Rosenberg  of  Iowa  City, 
Iowa;  and  a sister,  Mrs.  Matilda  Stierlen  of  Heiden- 
heim, Germany. 
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DR.  A.  G.  GARCIA 

Dr.  Alberto  Gonzalo  Garcia,  73,  died  in  Austin 
on  Sept.  23,  1962.  He  was  a native  of  Mexico.  Medi- 
cally-trained in  the  United  States,  he  practiced  in 
Austin  from  1915  until  a few  months  prior  to  his 
death. 


DR.  A.  G.  GARCIA 


Born  in  Zacatecas,  Mexico,  on  Feb.  11,  1889,  Dr. 
Garcia  was  the  son  of  Manuel  and  Fernanda  (Her- 
rera) Garcia.  He  grew  up  in  Battle  Creek,  Mich. 
He  received  an  M.D.  degree  from  the  American 
Medical  Missionary  College  in  Battle  Creek  in  1908, 
and  a seond  degree  from  the  Tulane  University  Medi- 
cal School  in  New  Orleans  in  1910.  Subsequently,  he 
practiced  briefly  in  Mexico  and  in  Honduras  of  Cen- 
tral America. 

In  1911  in  New  Orleans,  Dr.  Garcia  married  Miss 
Eva  Carrillo,  who  had  been  a missionary  nurse  in 
Puerto  Rico. 

From  1920  to  1921,  Dr.  Garcia  published  a Span- 
ish language  weekly  newspaper.  La  V an  guar dia,  socio- 
political in  nature,  in  Austin.  He  contributed  occa- 
sional articles  to  New  Age  magazine,  Washington, 
D.C.  He  was  trained  in  journalism  at  the  University 
of  Texas. 

A general  practitioner.  Dr.  Gracia  was  a member 
of  the  American  Medical  Association,  Texas  Medical 
Association,  and  Travis  County  Medical  Society.  He 
was  an  honorary  member  of  the  staff  of  Brackenridge 
and  Holy  Cross  hospitals  in  Austin.  He  was  a Mason 
and  a member  of  the  Methodist  church.  He  enjoyed 
theological  studies  as  well  as  those  pertaining  to 
sociology  and  psychology.  He  played  chess  as  a hobby. 

Surviving  are  Mrs.  Garcia;  two  sons.  Dr.  John  Gar- 


cia and  Nicanor  M.  Garcia  of  Austin;  five  daughters, 
Mrs.  E.  H.  Roach  of  Montreal,  Canada,  Mrs.  Victor  P. 
McNary  of  Seattle,  and  Mrs.  H.  C.  Curry,  Miss  Alicia 
Garcia,  and  Mrs.  J.  Rodriguez,  all  of  Austin;  and  15 
grandchildren. 


DR.  L D.  PARNELL 

Dr.  Luther  D.  Parnell,  75,  who  was  a resident  of 
Wichita  Falls  for  42  years,  died  in  a hospital  there 
July  14,  1962. 

Born  Jan.  20,  1887,  in  Chico,  Tex.,  Dr.  Parnell 
attended  Texas  Christian  University  and  was  gradu- 
ated from  the  Chicago  College  of  Medicine  and 
Surgery  in  1910.  He  began  practicing  in  Fort  Worth 
and  after  a short  time  located  in  Waxahachie  until 
he  entered  the  armed  services  in  World  War  I.  He 
was  commander  of  Field  Hospital  and  Ambulance 
Co.  10  at  Fort  Bliss,  El  Paso,  from  1917  to  December, 
1919-  He  began  practicing  in  Wichita  Falls  after  his 
release  from  the  armed  forces  and  continued  imtil 
the  time  of  his  death. 

Dr.  Parnell  was  a member  of  the  American  Medi- 
cal Association,  the  Texas  Medical  Association,  and 
the  Wichita  County  Medical  Society.  He  belonged  to 
the  First  Christian  Church  of  Wichita  Falls. 

Surviving  are  his  wife,  Mrs.  Jeffie  Parnell;  a son, 
Wayne  B.  Parnell  of  Norman,,  Okla.;  a daughter,  Mrs. 
S.  L.  Neibauer  of  Altus,  Okla.;  two  brothers,  the  Rev. 
Fred  V.  Parnell  of  Hargis  and  Glenn  W.  Parnell  of 
McAllen;  four  sisters,  Mrs.  Wayne  King  of  Wichita 
Falls,  Mrs.  Gladys  Greenwood  of  Houston,  Mrs. 
Zella  Nicholson  of  North  Carolina,  and  Mrs.  Maude 
Thuman  of  Lawrence,  Kan.;  and  six  grandchildrep. 


DR.  L.  D.  PARNELL 
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DR.  A.  J.  HACKFIELD 


DR.  A.  J.  HACKFIELD 

Dr.  Alfred  John  Hackfield  of  Industry  (Austin 
County)  died  at  his  home  Sept.  27,  1962.  Cause  of 
death  was  myocardial  failure.  He  was  64. 

He  was  born  Oct.  30,  1897,  at  Welcome  (Austin 
County),  Tex.  His  parents  were  Fred  and  Mary 
( Stutzenbecker ) Hackfield.  He  attended  the  Wel- 
come school  and  entered  the  East  Texas  State  College 
at  Commerce  where  he  received  a bachelor  of  science 
degree  in  1917.  From  1917  to  1919  he  attended  the 
University  of  Texas  going  on  to  the  Medical  Branch 
to  earn  his  M.D.  degree  in  1923. 

During  the  years  1923-1925  he  served  an  intern- 
ship and  a residency  at  old  Jefferson  Davis  Hospital 
in  Houston. 

On  July  25,  1925,  he  married  Sallie  C.  Fordtran 
of  Industry  in  Houston.  She  died  on  Oct.  10,  1932. 
They  had  no  children. 

Dr.  Hackfield  practiced  medicine  in  Houston  from 
July,  1925,  to  September,  1935,  when  he  moved  his 
office  to  Industry. 

During  World  War  I he  was  a seaman  in  the 
U.  S.  Navy  and  was  stationed  at  Norfolk,  Va. 

He  was  a member  of  the  Methodist  church,  the 
Masonic  Lodge,  and  the  Independent  Order  of  Odd 
Fellows. 

He  belonged  to  the  Austin-Waller  Counties  Medi- 
cal Society,  Texas  Medical  Association,  the  American 
Medical  Association,  Association  of  American  Physi- 
cians and  Surgeons,  Southern  Medical  Association, 
and  American  Academy  of  General  Practice. 

Dr.  Hackfield  is  survived  by  two  sisters,  Mrs.  Harry 
C.  Huebner  of  Industry  and  Mrs.  Frieda  Mueller  of 
Hobson,  and  by  one  brother,  Harry  W.  Hackfield  of 
Industry. 

DR.  A.  A.  GEMOETS 

Dr.  Albert  A.  Gemoets,  45,  of  El  Paso  died  there  of 
a heart  attack  on  June  20,  1962. 

A native  of  El  Paso,  he  attended  a secondary  school 


in  Mexico  City  and  was  graduated  from  the  National 
School  of  Medicine,  University  of  Mexico,  Mexico 
City,  in  June,  1942. 

While  a medical  smdent  he  worked  for  four  years 
at  the  International  Red  Cross  Hospital  in  Mexico 
City.  During  World  War  II  he  served  in  the  U.  S. 
Navy  at  the  San  Diego  Naval  Hospital  in  California. 
He  served  rotating  internships  at  Providence  Me- 
morial Hospital  and  Hotel  Dieu  Hospital  in  El  Paso 
from  1954  until  1956. 

He  had  practiced  medicine  in  El  Paso  for  six  years 
and  prior  to  that  had  practiced  in  Mexico  City  and 
Juarez. 

He  was  a member  of  the  El  Paso  County  Medical 
Society,  Southwestern  Medical  Association,  the  Texas 
Medical  Association,  and  the  American  Medical  As- 
sociation. 

He  was  a member  of  St.  Francis  Xavier  Church  in 
El  Paso. 

Survivors  are  his  widow,  Mrs.  Cristina  M.  Gem- 
oets; two  daughters,  Guadalupe  and  Victoria;  four 
sons,  Leopoldo,  Ernesto,  Alberto,  and  Leon,  all  of 
El  Paso.  Also  surviving  are  three  sisters:  Guadalupe 
Maynes  Gemoets,  Mexico  City;  Fabiola  G.  Caudeiro, 
Mexico  City;  and  Cleotilde  G.  Cavus,  Madrid,  Spain. 


DR.  B.  E.  SIMONS 


Dr.  Bryan  Elmo  Simons,  56,  Bay  City  bone  surgeon 
and  general  practitioner,  died  of  a heart  attack  in 
his  clinic  on  Oct.  3,  1962.  He  collapsed  shortly  after 
returning  from  his  daily  round  of  visiting  patients. 

Dr.  Simons  came  from  a family  of  doctors.  He  was 
born  Jan.  10,  1906,  in  Bay  City,  and  he  received  his 
education  at  Rice  Institute  (now  Rice  University) 
and  Baylor  University  College  of  Medicine,  from 
which  he  was  graduated  in  1929. 

The  physician  first  had  a joint  practice  with  Dr. 
H.  H.  Loos,  later  opening  his  own  clinic  in  Bay  City 
in  1947.  He  was  a member  of  the  American  Medical 
Association,  Texas  Medical  Association,  and  the 
Wharton- Jackson -Matagorda -Fort  Bend  Counties 
Medical  Society,  which  he  served  as  president  in 
1936-1937.  In  I96O-I96I  he  was  chief  of  staff  at 
Matagorda  General  Hospital. 

Dr.  Simons  was  active  in  community  and  civic 
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affairs.  Each  year  the  Simons  home  was  the  scene  of 
an  annual  tea  for  Rice  Festival  Queen  candidates.  He 
was  an  elder  of  the  First  Presbyterian  Church  of 
Bay  City. 

Survivors  include  Mrs.  Lenore  Simons;  a daughter, 
Mrs.  Wayne  Slone  of  Bay  City;  two  sons,  Bryan  E. 
Simons,  Jr.,  a smdent  at  Southwestern  Medical  School 
in  Dallas,  and  Jimmy  Simons,  student  at  North  Texas 
State  College,  Denton;  a brother.  Dr.  J.  W.  Simons 
of  Newgulf;  and  one  sister.  Dr.  Madelene  Becken- 
bach  of  Pacific  Palisades,  Calif. 


DR.  C.  N.  ATKINSON 

Dr.  Charles  Napoleon  Atkinson,  63,  general  practi- 
tioner and  civic  leader,  died  in  Clarksville  Sept.  9, 
1962,  following  an  illness  of  three  months. 

He  was  born  in  Greenville  on  Sept.  6,  1899,  the 
son  of  a physician.  Dr.  N.  J.  Atkinson,  and  M.  S. 
(Copeland)  Atkinson.  He  received  his  bachelor  of 
arts  degree  from  Wiley  College,  Marshall,  and  his 
medical  degree  from  Meharry  Medical  College,- 
Nashville,  Tenn. 

Dr.  Atkinson  interned  at  Kansas  City  General 
Hospital,  immediately  thereafter  opening  his  prac- 
tice at  Clarksville.  In  1926  he  married  Miss  L.  J. 
Weaver  of  Kansas  City,  Mo.;  they  had  one  daughter. 

Founder  of  the  Clarksville  Negro  Chamber  of 
Commerce,  Dr.  Atkinson  was  a member  of  St.  Paul 
Methodist  Church  in  that  town.  He  was  first  vice 
president  of  the  Lone  Star  State  Medical  Association 
in  1949  and  a member  of  its  executive  board  from 
1947  to  1953.  He  belonged  to  the  Texas  Medical 
Association  through  the  Red  River  County  Medical 
Society  and  to  Kappa  Alpha  Psi. 

He  had  some  real  estate  interests,  and  his  hobby 
was  photography. 

Dr.  Atkinson  is  survived  by  his  wife;  his  daugh- 
ter, Mary  Estelle  Atkinson  of  Clarksville;  and  a 
sister,  Mrs.  M.  A.  Whitlow  of  Sherman. 


DR.  H.  H.  SULLIVAN 

Dr.  Herbert  Hilary  SuUivan,  Waco  otolaryngolo- 
gist and  longtime  Veterans  Administration  Hospital 
staff  member,  died  in  Waco  on  Oct.  13,  1962. 

Dr.  Sullivan  was  born  Oct.  20,  1889,  in  Pittsburgh, 
Pa.,  the  son  of  Dr.  John  B.  Sullivan  and  Eliza  J. 
(Speaker)  Sullivan.  He  was  one  of  12  children. 

The  physician  received  a bachelor  of  science  degree 
from  the  University  of  Pittsburgh  in  1915  and  his 
medical  degree  from  the  same  school  in  1919.  He 
interned  at  Pittsburgh’s  Mercy  Hospital,  and  later 
did  postgraduate  work  at  Tulane  University  School  of 
Medicine  in  New  Orleans,  the  Universities  of  Illinois, 


DR.  H.  H.  SULLIVAN 


Indiana,  and  Pennsylvania,  and  at  Columbia  Uni- 
versity. 

Dr.  Sullivan  practiced  in  Pittsburgh  from  1922  to 
1941.  From  1942  to  1944  he  served  with  the  U.  S. 
Army  as  a medical  officer  in  the  Southwest  Pacific, 
and  from  1944  to  1947  he  served  with  the  same 
branch  at  the  Veterans  Administration  Hospital  in 
Waco. 

He  remained  with  the  Waco  hospital  as  a civilian 
physician  from  1947  to  1952  and  then  was  on  the 
staff  of  the  Veterans  Administration  Hospital  in 
Little  Rock,  Ark.,  until  1961. 

Dr.  Sullivan  held  the  rank  of  colonel,  U.  S.  Air 
Force  Reserve,  retired,  at  the  time  of  his  death.  He 
was  buried  with  full  military  honors  in  Arlington 
National  Cemetery.  He  belonged  to  the  American 
Medical  Association,  Texas  Medical  Association,  and 
McLennan  County  Medical  Society,  as  well  as  to  the 
Knights  of  Columbus  and  the  Waco  Reserve  Officers 
Association.  He  was  a member  of  St.  Mary’s  Catholic 
Church  in  Waco.  His  hobby  was  woodworking. 

Survivors  include  Dr.  Sullivan’s  widow,  Mrs.  Agnes 
(Schmidt)  Sullivan  of  Waco;  two  daughters,  Mar- 
garet Mary  Breeding  of  Portland,  Ore.,  and  Edith  J. 
Sullivan  of  Waco;  a son,  Thomas  P.  Sullivan  of  N. 
Hollywood,  Calif.;  four  brothers.  Dr.  C.  C.  Sullivan 
of  Youngstown,  Ohio,  Rev.  A.  J.  Sullivan  of  Tucson, 
Ariz.,  Austin  B.  Sullivan  of  Baden,  Pa.,  and  Winfred 
M.  Sullivan  of  Los  Altos,  Calif.;  and  one  sister.  Miss 
Jean  Sullivan,  Tucson,  Ariz. 

DR.  E.  G.  SCHWARZ 

A heart  attack  took  the  life  of  Dr.  Edwin  Grover 
Schwarz,  68,  Fort  Worth’s  first  pediatrician,  on  Oct. 
15,  1962,  at  his  home.  While  having  a heart  condi- 
tion for  four  years,  he  was  still  active  and  had  been 
on  duty  the  entire  Sunday  before  his  death. 

Dr.  Schwarz  was  1956  recipient  of  the  Gold- 
Headed  Cane  Award,  highest  honor  given  to  mem- 
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bers  of  their  profession  by  the  Tarrant  County  Medi- 
cal Society.  He  organized  the  Children’s  Clinic  of 
the  Fort  Worth  Relief  Association  which  later  be- 
came the  Children’s  Clinic  of  Peter  Smith  Hospital, 
and  he  is  credited  with  starting  the  original  Baby 
Hospital,  now  Fort  Worth  Children’s  Hospital. 

Coming  to  Fort  Worth  in  1919,  Dr.  Schwarz 
served  three  generations  of  Fort  Worth  children  as 
pediatrician  and  organized  the  first  day  nursery,  a 
program  eventually  taken  over  by  the  city.  The  Na- 
tional Conference  of  Christians  and  Jews  honored 
him  in  1959  for  his  "outstanding  professional  devo- 
tions’’ to  sick  and  crippled  children. 

Dr.  Schwarz  was  born  in  Lockhart  on  June  20, 
1894,  the  son  of  Leo  and  Selma  (Weinbaum) 
Schwarz.  He  attended  schools  in  Lockhart,  Dallas, 
and  Palestine,  and  he  was  graduated  from  the  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  in  1916. 
He  interned  at  Bellevue  Hospital  in  New  York  City, 
did  his  residency  at  Cleveland  (Ohio)  City  Hospital. 
During  World  War  I he  was  a medical  corps  captain. 

The  physician  married  Miss  Annette  Lederman 


of  Fort  Worth  in  1923;  they  were  the  parents  of  two 
sons. 

On  the  staff  of  Cook  Memorial  Children’s  Hospital 
and  Harris  Hospital  and  Fort  Worth  Children’s  Hos- 
pital at  the  time  of  his  death.  Dr.  Schwarz  had  been 
chief  of  staff  for  Cook  Memorial.  He  was  a past 
president  of  the  Fort  Worth  Pediatrics  Association 
and  the  Texas  Pediatric  Society,  past  state  chairman 
of  the  American  Academy  of  Pediatrics,  and  former 
co-chairman  of  the  National  Conference  of  Christians 
and  Jews. 

He  was  a member  of  the  American  Medical  As- 
sociation and  the  Texas  Medical  Association,  as  well 
as  of  the  Fort  Worth  Crippled  Children’s  Associa- 
tion. A Mason  and  a Rotarian,  he  was  a member  of 
Temple  Beth  El  Congregation  and  B’nai  B’rith.  He 
belonged  to  the  Ridglea  Country  Club,  enjoyed  gar- 
dening as  a hobby.  He  authored  a number  of  articles 
in  medical  journals. 

Dr.  Schwarz  is  survived  by  his  wife;  two  sons, 
Edwin,  Jr.,  and  Herbert  L.  Schwarz  of  Fort  Worth; 
and  two  grandsons. 


Coming  Meetings 


American  Medical  Association,  Annual  Meeting,  Atlantic  City,  June 
16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar.  Austin,  Exec.  Sec. 


Current  Meetings 

December 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Dec.  1-6,  1962. 

Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester.  Sec. 

Medical  Society  of  United  States  & Mexico,  Tucson,  Dec.  5-7,  1962. 

Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  4-6,  1962. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Texas  Academy  of  Internal  Medicine.  Galveston,  Dec.  1,  1962.  Dr. 
S.  C.  Arnett,  Jr..  2609  19th,  Lubbock,  Sec. 

January 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3.  Exec.  Sec. 
Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O’Bannon,  1217  West  Cannon.  Fort  Wonh.  Sec. 

Texas  Society  of  Pathologists.  Inc.,  Austin,  Jan.  26-27,  1963.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School.  Dallas.  Sec. 
International  Medical  Assembly  of  Southwest  Texas,  San  Antonio. 
Jan.  28-30,  1963.  S.  E.  Cockrell.  Jr.,  202  W.  French  Place,  San 
Antonio,  Exec.  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  Montreal,  March  12-14,  1963.  Mr. 

J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
American  Academy  of  General  Praaice,  Chicago,  March  29-ApriI  5. 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New  York 
City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict.  15  2nd  St.,  S.W., 
Rochester.  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Los  Angeles,  April  22-24,  1963. 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 


American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence.  4105  Live  Oak  St..  Dallas  21, 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists.  Dr.  C.  L. 

Randall,  100  Meadow  Road,  Buffalo  16,  S«. 

American  Association  of  Plastic  Surgeons,  Washington,  D.C.,  Oct. 
13-18.  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5. 
Sec. 

American  Cancer  Society,  New  York  City.  Oct.  21-25,  1963.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  New  York,  March  24-29,  1963.  Dr. 
John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17. 

1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology,  Washington,  D.C..  Oct.  20-23. 
1963.  Mr.  D.  Weiss.  33  W.  60th,  New  York  23.  Exec.  Dir. 

American  College  of  Obstetricians  and  Gynecologists,  New  York. 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe.  Chi- 
cago 3.  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Chicago,  Feb.  6-9.  1963.  Mr.  W.  C. 
Stronach,  20  N.  Wacker,  Chicago  6.  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Francisco, 
Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie,  Chicago, 
Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas. 
Dr.  Glenn  Gullickson,  30  N.  Michigan.  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 

American  Gynecological  Society,  New  Orleans,  May  13-15,  1963. 

Dr.  C.  J.  Lund.  260  Crittenden  Blvd.,  Rochester  20.  N.  Y. 
American  Heart  Association.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 
Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 

American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 
Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
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American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo.,  Nov. 
11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963.  Mr. 

J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

American  Surgical  Association,  Phoenix,  April.  3-5,  1963.  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  5-6,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation,  Los 
Angeles,  April  21-25,  1963.  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Radiological  Society  of  North  America,  Chicago.  Mr.  M.  D.  Frazer, 
1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks.  L.  R.  Guy,  Ph.D.,  2927 
Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association.  Dr.  Sullivan  Bedell,  1103  Barrs  St., 
Jacksonville,  Fla.,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  1963.  Dr.  Grady  Morrow, 
1900  N.  Oregon,  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halben,  905  5th 
Avenue.  Fort  Worth,  Sec. 

Southwestern  Society  of  Nuclear  Medicine.  Dr.  J.  R.  Maxfield,  Jr., 
2711  Oak  Lawn,  Dallas,  Sec. 

Southwestern  Surgical  Congress,  Mexico  City.  April  22-25,  1963.  Dr. 

R.  B.  Howard,  544  Pasteur  Bldg..  Oklahoma  City  3,  Okla. 
Tri-State  Medical  Assembly.  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport.  Sec. 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26,  1963. 

Mr.  D.  C Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller, 
Box  1338.  Waco,  Sec. 

Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr.  F.  L. 

Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage.  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April,  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin.  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 

1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April 
28.  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Dermatological  Society.  Dr.  M.  A.  Forbes,  607  W.  14th  Street, 
Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association.  Mr.  E.  T.  Guy,  2480  Times  Blvd.,  Houston 
5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiatric  Association,  Dallas,  April  27-30,  1963.  Dr. 

E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Dallas,  April  28-30,  1963.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth,  Sec. 
Texas  Proctologic  Society.  Dr.  T.  Melton,  636  Hermann  Professional 
Bldg.,  Houston,  Sec. 


Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Rehabilitation  Association.  D.  Preston,  3700  Worth,  Dallas 
10,  Sec. 

Texas  Rheumatism  Association,  Galveston.  Dr.  J.  Kemper,  6655 
Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 
Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith  De- 
Busk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Austin.  Dr. 
O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963.  Dr.  W.  C. 
Sellman,  Jr.,  610  Medical  Am  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Medical  Examiners.  Dr.  M.  H.  Crabb,  1714 
Medical  Arts  Bldg.,  Fort  Worth,  Sec. 

Texas  Surgical  Society.  Dr.  W.  B.  King,  Jr.,  2320  Columbus  Ave., 
Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28,  1963.  Dr.  J.  C, 
Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association.  Miss  Pansy  Nichols,  2106  Manor 
Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Lubbock,  Feb.  9-10,  1963.  Dr.  N.  F. 
McDonald,  915  Medical  Am  Bldg.,  Houston  15,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 

District 

First  District  Society,  Pecos,  Feb.  2,  1963.  Dr.  G.  L.  Black,  1501 
Arizona,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 
S.  H.  Ware.  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Eighth  District  Society.  July,  1963.  Weldon  G.  Kolh,  421  S.  Oak, 
La  Marque,  Sec. 

Ninth  District  Society. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale.  Jack- 
sonville, Sec.  '■ 

Twelfth  District  Socie^,  Waco,  Feb.  9.  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

'Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-1, 
Medical  Center,  Denison.  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Am  Bldg.,  Dallas, 
Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J. 
Lee.  1300  8th.  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Qinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Examination, 
Austin,  Dallas,  Houston,  Galveston,  in  mid-April,  1963.  Mrs. 
Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 
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New  (3rd)  Edition! — from  Saunders 
Williams — 

Textbook  of  ENDOCRINOLOG 


A revealing  study  on  how  hormones  maintain 
body  metabolism,  also  how  endocrine  func- 
tion is  affected  by  disease  and  vice  versa.  The 
fundamentals  of  glandular  physiology  are 
carefully  interpreted  and  applied  to  clinical 
problems.  The  text  beautifully  weaves  theo- 
retical aspects  with  clinical  considerations.  It 
provides  the  reader  with  therapeutic  meas- 
ures for  both  endocriiiopathies  and  those 
non-endocrine  disorders  to  which  hormone 
therapy  is  applied. 

18  distinguished  contributors,  each  a leader 
in  his  own  special  area  of  endocrinology,  add 
a vast  amount  of  authority  to  this  revision.  ~ 

It  is  practically  a new  book.  Almost  every 
section  is  new,  revised  or  expanded.  You’ll 
find  the  latest  concepts  and  clinical  applica- 
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aspects  of  thyroiditis;  Ill-effects  of  chronic 
glucosteroid  therapy;  Genetic  abnormalities 
in  endocrine  disorders;  Endocrine  influences 
on  atherosclerosis  and  obesity;  Hormones 
and  cancer;  Disorders  of  sex  differentation; 
Effects  of  endocrine-s  on  protein  metabolism 
and  on  water  and  electrolyte  metabolism. 

By  18  American  Authorities.  Editod  by  Robert  H.  Williams^  M.D.,  Executive 

Officer  and  Professor  of  Medicine,  University  of  'Washing’on  School  of  Medicine. 
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New  . . . from  Saunders! 
Meschan's  SYNOPSIS  OF 
ROENTGEN  SIGNS 

This  ncip  book  is  a practical  outline  guide  to 
diajgnostic  radiology,  in  conditions  ranging 
from  single  fractures  of  the  clavicle  to  extra- 
gastric  duodenal  displacements.  Clear,  defini- 
tive illustrations  and  brief  phrases  summarize 
pertinent  diagnostic  information  point  by 
point.  You  will  find  hundreds  of  x-rays  and 
line  drawings  depicting  radiographic  ap- 
pearances in  various  disorders' — including 
aspects  of  differential  diagnosis  and  progres- 
sive stages  in  disease  and  healing  processes. 
On  kidney  disorders  alone  you  will  find 
illustrations  on  more  than  100  urographic 
variations.  Normal  anatomy,  methods  of 
positioning  and  techniques  in  filming  are 
included.  You  will  find  succinct  coverage  of 
such  topics  as  Protection  from  roentgen  irra- 
diation— 'Btisic  concepts  regarding  bone  for- 
mation— Fracture  healing,  complications, 
treatment  — Congenital  and  hereditary  ab- 
normalities of  extremities — Radiology  of 
joints — Radiography  of  skull  and  facial  bones 
— ^Nodular  lesions  of  lung  parenchyma — 
Radiology  of  heart — ^Radiography  of  urinary 
tract,  suprarenal  gland' — ^Radiology  of  biliary 
tract — 'Radiology  of  colon — Radiography  in 
obstetrics  and  gynecology. 


By  IsADOBE  Meschan,  M.D.,  Professor  and  Director,  Department  of  Radiology, 
Bowman  Gray  School  of  Medicine,  Winston-Salem,  North  Carolina;  with  the  as- 
sistance of  Rachel  Fabrer  Meschan,  M.B.,  B.S.,  M.D.,  Winston-Salem,  436  pages, 
X 10"  with  1488  illustrations  on  465  figures,  $11.00  New — Just  Published! 
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